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FRIDAY, JUNE 22, 1984

U.S. SENATE,
SUBCOMMITTEE ON HEALTH,
CoMMITTEE ON FINANCE,
Washington, DC. -

The committee met, pursuant to notice, at 2:08 p.m. in room SD-
216, Dirksen Senate Office Building, the Honorable David Duren-
‘berger (chairman) presiding.

Present: Senator Durenberger.

[The press release announcirig the hearing and the prepared
?‘tﬁtem]ents of Senators Dole, Durenberger, Heinz and Bentsen

ollow:

[Press Release No. 84-145)

\
SeNaTz FINANCE SuBcoMMITTEE ON HEALTH SETS HEARING ON THE MEDICARE HOME
HeartH BeNEeriT.

Senator Dave Durenberger (R. Minn.), Chairman of the Subcommittee on Health
of the Senate Committee on Finance, announced today that the Subcommittee will
hold a hearing on the Medicare home health benefit and the current difficulties in
interpreting the intermittent care rule.

The hearing will be held on Friday, June 22, 1984, beginning at 2:00 p.m. in Room
SD-215 of the Dirksen Senate Office Building.

In announcing the hearing, Senator Durenberger noted that “home health bene-
fits are an important part of the Medicare program as well as one of its fastest
growing components. Over the past several years, the Congress has demonstrated an
interest in making home health care benefits more available and has succeeded in
increasing utilization. However, questions about the nature of the benefit, the cost
of the service, and the rules governing its deliverl)". have continued to arise.

Most recently the industry and various Members of Congress have raised ques-
tions about the dproviqipn,.p intermittent services. It has becn suggested that the
giliide}’ines for administering the benefit are confusing and often inconsistently ap-
plied,

Senator Durenberger noted that the Subcommittee is interested in identifying the
nature of the concetns that have been raised, the reaction of the Administration to
these concerns, and the possible solutions to the problem. ,

“The Subcommittee is interested in hearing from the Administration, interma-
diaries, home heaith care providers, and others' interested in this issue. We are’
eager to assure older Americans that home care will be available when appropriate,
on a fair and equitable basis.” : .

’

OPENING STATEMENT OF SENATOR Bop DoLE

For some years now we have been struggling with the home health care benefit
under the medicare program. How to define it, how tg encourage its use, how to
finance it, and finally, how to control it. \

Home health care benefits are now one of the fastest growinq components of the
medicare program. In fact, in 1985, medicare will spend $2.2 billion for home care,
an increase in one year of 15.8 percent.

1



2

Members of Congress have recently been hearing complaints from providers of
home health services on the issue of the definition of intermittent care. Officials of
the Health Care Financing Administration have been wrestling with the problem,
and there have been a number of legislative solutions proposed in response to it. In
fact, one such legislative proposal i1s in our déficit reduction-package, H.R. 4170.
However, it is not yet clear what the exact. nature of the problem is concerning
intermittent care, nor what would be the best solution. .

Today 1 am pleased that all of the erties who have a special interest in the medi-
c?re home health benefit have joined us at this hearing. We will hear from officials
of the Health Care Fingmcimi Administration, from home health care providers, and
from fiscal intermediaries. I welcome the opportunity to better understand this
isstl;e, and I hope that we will be better advised by all of you 6n a suitable course of
action. - ‘

- 1 OPENING STATEMENT BY SENATOR DAVE DURENBERGER .

Home Health care is one of the fastest growing industries in the health care mar-
ketplace today. Even Business Week has reported on the promising potential of the
home-care industry. One analyst estimates that the current $7 billion market will
grow to a $19 billion business by 1990, Another article reported on the push by in-
surance companies to encourage the greater use of home health services as o&med
to expensive hospital stays, The interest in home health is a direct result of the in
creased attention to price in health care, not only by government but by all payers
of health care services,

Medicare, the government's health insurance program for the elderly and certain
disabled persons, also Krovides .coverage for homd health servicds, In 1981 Medicare
outlays for home health care were about $1 billion accounting for 2.4% of-total Med.
- icare outlays and it too is growing. The Trustees of the Medicare program estimate
that between 1981 and 1982 reimbursements for home health services are expected
to increase by 48% and by 1989, reimbursement will reach $3.2 billion.

Several changes in the Medicare home health benefit have occurred over the last
few years caus, n% some concern for home health agencies. The most recent change
was HCFA's clarification of its definjtion for the "intermittent care’ requirement
for home health care coverage which limits the number of daily visits for home

health services to a three week period. .
~ The new Medicare prospective payment system has at the same time, introduced
incentives for hospitals to discharge patients as soon as it is medicaily possible,
What this means is an increased demand for home health services at the same time
when HCFA is restricting the use of the Medicare home health care benefit. What
HC{Alappggrs to be doing is limiting the supply of home health services in order to
control costs.

What I envision in the near future will do away with these and other complica-
tions imposed l{){ HCFA's definition and redefinition of the rules and regulations
governing the Medicare program. The appropriate wa{ to contain costs is to develop
a financing system that assures the appropriate substitution of services so that the
money saved on the hospital side'is put into home health care. . - :
.. What I would like to see is the expansion of the DRG system to include skilled

nursing facilities, physician services, and home health care. One ﬁmyment would b$
-made to a health plan to manage patient care for an entire spell of illness’ Home
-health agencies would contract with the plan for needed health care services, Home
health agencies would fare well under this agproach as health plans would now -
hnvr the ﬂntancial incentive to provide quality health care in the most cost-effective
environment,

With this future géal in mind—of a comprehensive Medicare voucher program-—I
look forward to hearing from the witnesses today about the current problems faced
by home health agencies in the interpretation of HCFA's “intermittent™ require.

~.ment for home health care services.

" . OPENING STATEMENT OF SENATOR LLOYD BENTSEN

Mr. Chairman, we are privileged this afternoon to have with us two witnesses
from Texas, éach of whom brings a special perspective to the successful operation of
home health services. Mary Suther will be speaking on behalf of the national Asso-
ciation for Home Care, which represents more than 2000 home health providers in
each of the 50 states. Her grasp of the difficulties encountered by agencies as they
attempt to operate under th. current HCFA (pronounced hic-fa) interpretation of
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the term “intermittent care” are especially revealing in that HOMECARE has been
able to document, on a national basis, widespread iitconsistencies and unjustified re-
strictions in reimbursement for home health services. I find particularly compelling
her recommendation that we begin to move away from any arbitrary limits on°
length of care and toward a clinical definition of diagnoses and conditions that war-
rant“coverage under the home health provisions of Medicare.

Eddie Bernice Johnson, Executive Officer of the Dallas Visiting Nurses Associa-
tion, is uniquel qualiﬁeé to speak about the Dallas VNA experience with ambigu-
ous interpretations of the term “intermittent care.” Not only does her agency cover
an 1] county area which includes hoth urban and rural regions, but VNA has been
in the business of delivering home ¢are to Dallas and the surroundh:f communities
for more than 50 dyeprs. VNA works closely with local T\}qusicians an
i certified to ren edicare and

er cara under both the edicaid programs.

Mrs. Johnson’s testimony should, provide the Committee an historical perspective .

hospitals and *

on the changes in the administration of home health services under Medicare. Be- -

- cause of her special relationship with the communities‘in which her agency qper-
ates—she served three terms in the Texas State Legislature and was Regional Ad:
ministrator of the Department of Health, Education and Welfare under President

Carter—Eddie Bernice has witnessed first hand the increase in severity of illness.

P

among lpatients discharged into her agency's care since DRG's became the basis of ~

hospital payment under Medicare.
ogether the testimony of these witnesses should persuade even the inost skepti-
_ cal among us that home health services have assumed an even more important role
as part of a comprehensive health care system for the elderly and disabled, Ade-
quate reimbursement for home health agencies and consistent application of clear
payment guidelines is fundamental to quality health care under the Medicare pro-
gram, It is time we resolve the ambiguities surrounding the term ‘intermittent
care. '

OPENING STATEMENT OF SENATOR JOHN HEINZ

Mr. Chairman, I would like to commend you for focusing the Subcommittee’s at-
tention on an issue of utmost importance. I believe, and I know you agree, that it is

esgential to take a coms)rehenaive look at the way Medicare’s home health benefit is

administered. If administered correctly, this benefit can improve the health of our
elderly population and reduce the cost of care. But the fact is we are falling to pro-
vide urgently needed home care to those who need it most. We are failing to admin-
ister the program in a fair and consistent manner. And, we are failing in our over-
sight responsibilities because we don’t collect the data needed to assess either utili-
zation or cost.

At today’s hearing we will look at the definition of “intermittent care”. I hope it

will enable us to move expeditiously toward fair, consistent and humane administra-
tion of the home health benefit~before it's too latel ‘
- I'd like to note at the outset, Mr. Chairman, that ] am somewhat surprised by the
Committee's timing for this hearing. Once again, as in the case of health insurance
for the uhemployed, we seem to be a day late and a dollar short. Here we sit “'study-
ing” this issue nearly 6 months after Senator Bentsen and I introduced S. 2338, the
Home Care Protection Act, and over 2 months since the Senate adopted my.compro-
mise, emergency home care amendment-to the Deficit Réductkon package.

1 don't claim that our bill solves all of the problems in administering intermittent
home caré. It was meant to be sto‘pgaf) measure, to correct the problem of varied
interpretations of a HCFA transmittal that, in effect, restricts reimbursement for
intermittent care. While I am told that this transmittal was not intended to be used
_..to. limit coverage in any absolute sense, many fiscal intermediaries have imposed
new ceilings on coverage. .

As a consequence, there is a disparit{ in the way in which benefits are adminis-
tered. In some states, for example, daily care still means no more than 3 days a
week, while in others it means up to 7 days a week. Reimburgement for home
health care seems to depend more on the agency’s or the intermediary's guess as to
what Medicare will cover than on the medical condition of the Medicare beneficiary.
Surely, Congress did not intend for the Medicare benefit to be administered in the
relativelg arbitrary, inconsistent and somewhat capricious manner.

Mr. Chairman, 5. 2338 would help to correct this problem. First, it would assure
Medicare beneficiaries of their entitlement to medically necessary home care.
Second, it would help to prevent unnecessary and cost hospital and nursing home

admissions and readmissions. Third, it would respond to a new ‘“‘care gap” that was

-ty



|
4

inadverently created by the DRG system—a system that gives hospitals incentives
to reduce lengthy inpatient stays by placing patients back into the community even
when they still may need a high degree of skilled cared at home. A
1 understand that the Administration is opposed to S. 2338 and the modified ver-
sion agreed to by the Senate. Ap})arently. opponents of home care legislation have
three major concerns. First, they feel that the legislation would “liberalize” the ben-
efit at a time when we should ¢dntain costs. Second, they argue for the overall need
to control excessive utilization. And third, they say we haven’t the data needed to
assess the potential impact of such a legislative change on either utilization or cost.
In response to these concerns, let me say this: no one here today, least of all
myself, would argue against a prudent and well-designed all-out effort to improve
the administration of this benefit. It seems to me that the opponents of even the
modified Senate home care amendment are taking the short-sighted approach by
slashinf this program, when they could be looking for more rational ways to pre-
vent mismanagement of Medicare’s home health benefit. . e
So, I hope today we can come to some agreement about the nature of the problem,
the extent of what we do and what we don’t know about utilization and cost, so that
we can move quickly to clean up the program. I hope that as a result of today's
hearing, the Department of Health and Human Services will gather whatever infor-
~ matlon is needed to run this program in a more efficient and more humane way. I
would recommend that, at a bare minimum, the conferees on the Deficit/Réduction
ackage include language to ensure that this in fact happens. Otherwise, we will
ind ourselves in this same boat year after year when these problems inevitably re-
occur.

Senator DURENBERGER: The hearing will come to order. The
home health care is one of the fastest growing industries in the
health care marketplace today. Even Business Week has reported
on the promising potential of the home care industry. One analgst
‘estimates that the current $7 million market will grow to $19 bil-
lion by 1990. Another article reported on the push by insurance
companies to encourage greater use of home health services as op-
posed to expensive hospital stays.

The interest in home health is a direct result of the increased at-
tention to price in health care. Not only by Government, but by all
. payers of health care services. '

edicare, the Government's health insurance program for the.
elderly and certain disabled persons, also provides coverage for
home health services. In 1981, medicare outlays for home health
care were about $1 billion, accounting for 2.4 percent of total medi-
care outlays. And it, too, is growing.

The trustees of the medicare program estimate that between
1981 and 1982 reimbursements for -home health services were ex-
pected to increase by 48 percent and by 1989, reimbursement will
reach $3.2 billion.

Several changes in the medicare home health benefit has oc-
curred over the last few years, causing some concern particularlfy
for home health agencies. The most recent change was HCFA's
clarification of its definition for the intermittent care requirement
for home health care coverage. This chanﬁe was intended to pro-
vide for uniformity in coverage for home health services through-
out the country. :

Another concern for home health agencies is the new medicare
prospective payment system. Under this new system incentives
exist for hospitals to discharge patients as soon as it is medicall
possible. What this means is an increased demand for home healt
gervices. And home health agencies are beginning to see sicker pa-
tients as well.
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What I envision in the near future will do away with these and
other complications imposed by HCFA's definition and redefinition
of the rules and regulations governing the medicare program. It
seems to me the most appropriate way to contain cost is to develop
a financing system that assures the appropriate substitution of
gervices so that the money saved on the hospital side is put into
home health-care. - : o
- What I would like to see, as most of you know, is the expansion
of the medicare payments system to include skilled nursing facili-
ties, physician services and home health care. One payment would
be made'to a health plan to manage patient care for an entire spell
of illness. Home health agencies would contract with the plan for
. heeded health care services. Home health agencies would fair well
- under this approach, as health plans would now have the financial
incentive to provide qualitf', cost effective health care

As an alternative to a lump-sum payment for an episode of ill-
ness is the development of a voucher approach to assure the more
appropriate substitution of services. That's why people on this sub-
committee feel so strongly about the experimentations and the
demonstrations proposed for social HMO’s to. move into the direc-
tion of a voucher type of system. :

With this future goal in mind, I look forward to hearing from the
witnesses today about the current groblems faced by home health
agencies in' the interpretation of HCFA's intermittent requirement
for home health services. ‘

I have an opening statement also from Senator Bob Dole, the
chairman of the Finance Committee and Senator John Heinz,
which will be made part of the record at this time. And speaking of
Senator Heinz, I also have a note that says that late in the night
while eveeroIc_lrv was tired, the Senate conferees on H.R. 4170 re-
ceded on the Heinz amendment, the H.R. 4170, which many of us
on this committee supported. And that does not come as good news
to many of you in this room.

So we will begin our hearing with our first witness who will take
on the little statement I had in there about HCFA’s motivations—
Patrice Feinstein, Associate Administrator for Policy, Health Care
Financing Administration, Washington, DC, and Baltimore, MD.

- STATEMENT OF PATRICE HIRSCH FEINSTEIN, ASSOCIATE ADMIN.
ISTRATOR FOR POLICY, HEALTH CARE\ FINANCING ADMINIS.
TRATION, WASHINGTON, DC ACCOMPANIED BY MARTIN KAP-

T PERT-AND ROBERT-STRIMER . . -

- Ms. FrINSTEIN. Good afternoon. I'm pleased to be here today to
discuss the medicare home health benefit, and, in particular, the
intermittent care requirement and its administration.

With me today are Martin Kappert, Acting Associate Adminis-
trator for Operations, and Robert Strimer, Deputy Director of the
Bureau of Eligibility, Reimbursement and Coverage.

Whenever we talk about any aspect of the medicare home health
benefit, we must keep in mind that this benefit has been growing
ragidly in terms of both utilization and expenditures. Since the
1980 expansion in home health benefits, expenditures have dou-
bled, the number of home health visits provided to medicare pa-
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tients has grown 40, percent, and the number of participh}ting home
health agencies has grown 45 percent.in just 3 years. *
I know that the purpose of this hearing is to examine the inter-

mittent care issue, and I will limit the rest of my remarks to that -:

subject. . @ .
rankly, Mr. Chairman, we are somewhat surprised at the
amount of discussion the intermittent care requirement has engen-
dered. Looking at our payments for home health care,-we have
found that less than 1 percent of the claims are denied for failure
lt)o mget coverage requirements such as intermittent and home-
ound, :

And in discussions with the home health industry, concern has
not focused so much on the limits of home dailr care, but on the
ap’Flication of the intermittent guidelines by the intermediaries.

he ispue is really one of flexibility versus specificity in the ad-
ministration of the intermittent care requirement. Rigid guidelines
could be used in promoting consistency, but they would be totally
insensitive to individual patient needs. .

Because of the intense interest and continuing debate on inter-
mittent care, we initiated an open process to address the issues..
Last September, the Administrator convened a meeting with repre-
sentatives of national home health agenty organizations and con-

ressional committee staffs to discuss their concerns. Comments
rom four of the five organizations, which I would be pleased to
submit for the record, indicated that a change in the guidelines
was not necessary. Three of the or%anizations recommended taking
steps toward a more consistent application of the guidelines. -
s a result of our discussions, we have provided additional iuid-
ance to our regional offices and intermediaries to use in making

- coverage decisions on intermittent care. ' :

The guidance clarifies that additional daily care beyond the 2- to
3-week limit need not be for a fixed period of time, but should be
dictated by the medical needs of the beneficiary. We- believe this
approach makes clear that routine denial of care after 3 weeks or
some other fixed period of time is not acceptable when such care is
time-limited and justified with adequate medical documentation.
And, also, that it preserves the intermediary’s flexibility to apply
judgments based on individual patient needs without the restric-
tions that rigid guidelines may have caused.

In addition to this clarifying guidance, we have taken other steps

_to provide for a more uniform application of the-intermittent and

other home health requirements. We, too, have been considering a
reduction in the number of intermediaries in order to promote
greater consistency in the administration of the home health bene-
it. And we understand that is now part of the language in the Def-
icit Reduction Act of 1984 as of last night. .

We support the reconciliation conference recommendation to
reduce to 10 the number of intermediaries. We have also developed
a minimum data set to-streamline reporting and integrate the phy-
sician’s certification of need with the plan of treatment. This mini-
mum data set should do much to promote consistent determina-"
tions. And we are increasing our compliance oversight of home
health agency operations in response to concerns by GAO and
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others that the home health benefit is being used to provide unnec-

. egsary care.

The medicare home health benefit is very complex, as! the issues
surrounding the administration of the intermittent requirements
so well illustrate. We appreciate the input we have received from
you and your staff on the intermittent care issue. The additional
guidance we have provided will hopefully resolve current concerns
about ‘intermittent ¢are without negative cost consequences to the

‘program.

We need to work together to assure that the program will meet
the needs of the beneficiaries.

And with that, we would be pleased to answer your questions.

[The prepared statement of Ms. Feinstein follows:]
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“ 1 AM VERY PLEASED T0 BE HERE TODAY TO DISEUSS THE -
- MEDICARE HOME HEALTH' BENEFIT AND lN PARTICULAR THE

INTERMITTENT CARE REQUIREMENT AND 1TS ADMINISTRATION,
WITH ME TODAY ARE MR, MARTIN KAPPERT, AssociaTe
ADMINISTRATOR FOR OPERATIONS ‘AND MR, ROBERT STREIMER,
DEPUTY DIRECTOR OF OUR BUREAU OF ELIGIBILITY, .
REIMBURSEMENT AND COVERAGE. ‘

)

"IN THE PAST YEAR, THERE HAS BEEN MUCH {1SCUSSION

e

RESTRICTED THROUGH THE APPLICATION OF THE
INTERMITTENT CARE REQUIREMENT. SPECIFJCALLY, THE

'CONTROVERSY HAS CENTERED ON THE AMOUNT| OF DAILY CARE

THAT SHOULD BE ALLOQED UNDER TﬂE'REQUlkﬁﬂENT THAT "
CARE BE PROVIDED ON AN INTERMITTENT BASIS,

IN EXAMINING INTERMITTENT CARE, WE FOUND THAT THE
. ISSUE IS TWO=FOLD: FIRST, MEDICARE INTERMEDIARIES ARE

VESTED WITH THE RESPONSIB!LITY OF DETERMIN]NG

-NECESSARY AND APPROPRIATE COVERAGE FOR ALL MEDICARE

SERVICES AND. CONSEQUENTLY, GUIDEL!N%S ARE APéLlED
WITH FLEXIBILITY ACROSS THE NATION./RESULTING IN
DIFFERING AMOUNTS OF DAILY CARE BEING COVERED,
SECOND, MANY HOME HEALTH ADVOCATES WOULD LIKE TO SEE

"ABOUT WHETHER MEDICAR§ HOME HEALTH BEN@&LISMAREWB%!NG
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THE INTERMITTENY CARE GUIDELINES AMENDED TO PERMIT
MORE DAILY CARE, '

" OVER /THE PAST SEVERAL MONTHS, WE HAVE BEEN REVIEWING

VARIOUS MEANS OF RESOLVING THESE PROBLEMS, HOWEVER,
BEFORE | DISCUSS THE INTERMITTENT CARE ISSUE, I WOULD
LIKE TO DESCRIBE THE MEDICARE HOME HEALTH BENEFIT AND
ITS GROWTH OVER THE YEARS.

THE MEDICARE HOME HEALTH BENEFLT

¢
MEDICARE, AS ORIGINALLY ENACTED, 1S AN ACUTE CARE
PROGRAM WITH SERVICES DESIGNED TO SUPPORT THIS
CONCEPT, CONSISTENT WITH THIS CONCEPT, MEDICARE'S
HOME HEALTH BENEF!TS ARE ORIENTED TOWARD A NEED FOR
SKILLED CARE; THE BENEFITS WERE DESIGNED TG BE PART
"OF. THE CONTINUUM OF CARE IN AN ACUTE EPISODE, EITHER
FOLLOWING HOSPITAL OR NURSING HOME CARE OR AS AN

ECONOMIC SUBSTITUTE FOR SUCH INSTITUTIONAL CARE.

UNDER THE ‘MEDICARE HOME HEALTH BENEFIT, THE FOLLOWING
TYPES OF SERVICES ARE COVERED: '

0 PART-TIME OR INTERMiTTENT NURSING CARE PROVIDED
BY OR UNDER THE SUPERVISION OF A REGISTERED
PROFESSIONAL NURSE; ’

.
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0 PHYSICAL, OCCUPATIONAL OR SPEECH THERAPY;

0 MEDICAL SOCIAL SERVICES WHICH CDNTﬁIBUTE
SiGNIFICANTLY TO THE TREATMENT OF A PATIENT'S‘
HEALTH CONDITION; THAT 1S, SUCH SERVICES ARE
NEEDED BECAUSE SOCIAL OR'EMOIIONAL PROBLEMS
IMPEDE THE MEDICAL TREATMENT;

0 PART-TIME OR INTERMITTENT SERVICES FROM A HOME .
HEALTH AIDE; AND T

0 MEDICAL SUPPLIES (OTHER THAN DRUGS AND
BIOLOGICALS) AND MEDICAL APPLIANCES.

THE MEDICARE LAW LIMITS PAYMENT FOR HOME HEALTH
SERVICES TO THOSE BENEFICIARIES WHOSE CONDITIONS ARE
OF SUCH SEVERITY THAT THE INDHVIDUALS ARE UNDER‘THE
CARE OF A PHYSICIAN, CONFINED TO THEIR HOMES

‘(HOMEBOUND) AND IN NEED OF SKILLED NURSING CARE ON AN

INTERMITTENT BASIS OR'PHYSICAL OR SPEECH THERAPY,
THE CARE MUST BE PRESCRIBED BY A PHYSICIAN, AND THE
SERVICES MUST BE PROVIDED BY A PARTICIPATING HOME
HEALTH AGENCY (HHA) IN ACCORDANCE WITH THE
PHYSICIAN'S TREATMENT PLAN., THE HOME HEALTH BENEFIT
WAS DESIGNED TO PROVIDE HEALTH CARE TO PATIENTS wnq
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CANNOT EASILY LEAVE THEIR HOMES. AN EXCEPTIOE'IS
MADE, HOWEVER, WHEN AN INDIVIDUAL REQUIRES MEDICAL
* SERVICES WHICH INVOLVE, THE USE OF MEDICAL EQUIPMENT
'WHICH'CANNOT‘READILY BE MADE AVAILABLE IN THE HOME.

EVEN THOUGH HOME' HEALTH EXPENDITURES CONSTITUTE ONLY
ABOUT 3 PERCENT OF OVERALL MEDICARE COSTS, THEY ARE
- GROWING RAPIDLY, FROM 19/3 T0 198U MEDICARE
EXPENDITURES FOR HOME .HEALTH CARE INCREASED AT AN
AVERAGE ANNUAL RATE OF OVER 3U.PERCENT, SINCE 198U,
MEDICARE HOME HEALTH EXPENDITURES HAVE DOUBLED FROM
$/7¢ MILLION IN 198U TO $1.5 BILLION IN 1Ys3,

~ WHAT HAS CONTRIBUTED TO THESE EXPENDITURE INCREASES
IN THE HOME HEALTH BENEFIT? THERE APPEAR TO BE
SEVERAL UNDERLYING FACTORS WHICH WERE AMPLIFIED BY
THE HOME HEALTH AMENDMENTS ENACTED IN 148U,

STUDY HAS FOUND THAT MUCH OF THE INC&EASE.
APPROXIMATELY TWOJTHIRDS, IS BUE TO FACTORS OTHER
THAN PRICE_INFLATION, THESE FACTORS ARE:

0 AN INCREASED PROPORTION OF BENEFICIARIES
~ UTILIZING HEALTH SERVICES, WHICH ACCOUNTS FOR
ALMOST HALF OF THE GROWTH IN EXPENDITURES,
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0 INCREASED VISITS PER PERSON SERVED, WHICH
. . ACCOUNTS FOR 8 PERCENT OF THE GROWTH IN
EXPENDITURES, AND ’

-0 THE GROWTH 'IN THE NUMBER dF MEDICARE
BENEFICIARIES, ACCOUNTING FOR 1U PERCENT OF
INCREASED EXPENDITURES,

PASSAGE OF THE OMNIBUS RECONCILIATION AcT (P,L., Yo-
4yy) IN 198U EXPANDED THE HOME HEALTH BENEFIT BY
REMOVING THE LIMIT ON THE NUMBER OF. COVERED HOME
HEALTH VISITS, ELIMINATING THE REQUIREMENT FOR A
_PRIOR HOSPITAL STAY, ELIMINATING THE DEDUCTIBLE AND

- ALLOWING MORE PROPRIETARY \HOME HEALTH AGENCIES TO

PARTICIPATE IN THE MEDICARE PROGRAM. THE PREMISES
BEHIND THESE AMENDMENTS WERE THAT THE LIMITS WERE
ARBITRARY, THAT HOME HEALTH USE COULD SUBSTITUTE FOR
MORE EXPENSIVE INSTITUTIONAL CARE AND THAT
PROPRIETARY HOME HEALTH AGENCIES WERE DISCRIMINATED
AGAINST BY THE STATUTORY REQUIREMENT THAT THEY MUST
BE LICENSED BY THE STATE IN ORDER TO PARTICIPATE IN
MEDICARE., HOWEVER, THE EFFECT OF THE AMENDMENTS HAS
" BEEN TO FOSTER A STILL MORE RAPID INCREASE IN THE
UTILIZATION OF HOME HEALTH SERVICES AND IN
EXPENDITURES FOR THOSE SERVICES. SINCE 193U, THE

%7-568 O—84——2 - ' .

a . - . B
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ANNUAL NUMBER OF HOME HEALTH VISITS PROVIDED TO
MEDICARE PATIENTS HAS GROWN BY 4U PERCENT, FROM 23 TO
3/ MILLION VISITS A YEAR, 'AND EXPENDITURES, AS I

" MENTIONED EARLIER, HAVE DOUBLED.

ALONG WITH THE LEGICLATIVE CHANGES ‘AND THE GROWTH IN
HOME HEALTH USE, WE HAVE SEEN A CONCOMITANT GROWTH OF

45 PERCENT IN THE NUMBER OF PARTICIPATING HOME HEALTH:

AGENCIES, ‘FROM 2,900 IN 1980 TO 4,200 BY THE END OF
1985, THE MAJOR PORTION.OF THIS GROWTH HAS BEEN WITH
PROPRIETARY HOME HEALTH AGENCIES, WHICH NOW NUMBER

JUST OVER 1,400, UP FROM JUST UNDER <U0 ONLY THREE

YEARS AGO, THUS, THERE APPEARS TO BE A STRONG
RELATIONSHIP BETWEEN SUPPLY AND DEMAND,

IT IS WITH THIS BACKGROUND OF INCREASING USE OF A
RAPIDLY GROWING BENEFIT THAT WE COME TO THE
INTERMITTENT CARE ISSUE. |

-

INTERMITTENT CARE

THE LAW PROVIDES MEDICARE REIMBURSEMENT FOR
REASONABLE AND NECESSARY HOME HEALTH NURSING AND AIDE
SERVICES WHEN NEEDED ON AN INTERMITTENT BASIS., DAILY
SKILLED NURSING AND AIDE SERYICES HAVE NEVER BEEN
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CONSIDERED .TO MEET THE STATUTORY REQUIREMENT OF
INTERMITTENT NEED, DAILY AIDE OR NURSING SERVICES
HAVE NEVER BEEN COVERED OVER AN EXTENDED TIME PERIOD

. AND GUIDELINES HAVE ALWAYS RESTRICTED COVERAGE OF

DAILY CARE TO A SHORT PERIOD OF TIME TO’CONFORM T0
THE REQUIREMENT FOR INTERMITTENT CARE.

THE CURRENT GUIDELINES FOR APPLYING THE INTERMITTENT
CARE REQUIREMENT SPECIFY, AND I QUOTE, "MEDICARE WILL
PAY FOR PART-TIME . . . MEDICALLY REASONABLE AND
NECESSARY SKILLED NURSING CARE 7 DAYS A WEEK FOR A |
SHORT PERIOD OF TIME (£ - 3 WEEKS).,” THE GUIDELINES
SPECIFY, HOWEVER, THAT CARE CAN EXTEND BEYOND THE
THREE-WEEK PERIOD IF THE PHYSICIAN JUDGES.THAT
ADDITIONAL DAILY CARE IS NECESSARY AND THE HOME
HEALTH AGENCY FORWARDS JUSTIFYING MEDICAL | .
DOCUMENTATION TO THE INTERMEDIARY WITH AN ESTIMATE OF
HOW MUCH LONGER DAILY SERVICES WILL BE REQUIRED, THE
GUIDELINES ALSO STATE THAT PERSONS EXPECTED TO
REQUIRE FULL-TIME SKILLED NURSING CARE OVER AN
EXTENDED PERIOD OF TIME- USUALLY WOULD NOT QUALIFY FOR
HOME HEALTH BENEFITS.

THE CURRENT CONCERN ABOUT THE INTERMITTENT CARE
REQUIREMENT IS REALLY ONE OF FLEXIBILITY VERSUS
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SPECIFICITY IN ITS ADMINISTRATION, IT IS NOT .
DIFFICULT TO DEVELOP AND APPLY RIGID GUIDELINES THAT
CONTROL THE EXACT AMOUNT OF HOME HEALTH CARE THAT CAN
. BE PROVIDED, SPECIFIC GUIDELINES’REQUIRE‘LITTLE
JUDGMENT, AND QUESTIONABLE CASES THAT MIGHT LATER BE
SUBJECT TO APPEAL ARE VIRTUALLY ELIMINATED. HOMWEVER,
WE ALL KNOW THE PROBLEMS SUCH AN INFLEXIBLE SYSTEM .

" CAN CREATE SINCE SUCH-A SYSTEM w§ULp BE TOTALLY
INSENSITIVE TO UNIQUE PATIENT NEEDS AND VARIATIONS IN
MEDICAL PRACTICE., RECOGNIZING THIS, THE MEDICARE
PROGRAM HAS ALWAYS PROVIDED ITS FISCAL AGENTS
'DISCRETION TO BE RESPONSIVE TO LOCAL SITUATIONS AND
INDIVIDUAL NEEDS, BUT THIS FLEXIBILITY ALSO! PERMITS
SOME . VARIATIONS IN THE CONSISTENT AND UNIFORM |
APPLICATION OF THE INTERMITTENT REQUIREMENT. ' BECAUSE
OF VARYING INTERPRETATIONS OF THE INTERMITTENT
REQUIREMENT, PATIENTS MAY RECEIVE VARYING AMOUNTS OF .
DAILY CARE, DEPENDING ON THE INTERMEDIARY WHICH
SERVES THEIR HOME HEALTH AGENCY., WE FOUND THAT THERE
HAS BEEN AN UNEVENNESS IN THE APPLICATION OF

- GUIDELINES BY SOME INTERMEDIARIES BUT ALSO THERE HAS
BEEN MISUSE OF THE BENEFIT BY SOME PROVIDERS., ALSO,
SOME HHAS ARE FURNISHING NEEDED DAILY CARE, BUT ARE
ONLY SELECTIVELY BILLING FOR THAT CARE; THAT IS,
BILLING MEDICARE ONLY FOR CARE FURNISHED ON ALTERNATE
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"DAYS IN ORDER TO MEET THE INTERMITTENT CARE
REQUIREMENT, [T APPEARS TO US THAT THE INfﬁRMITTENT
REQUIREMENT 1S BEING CIRCUMVENTED, IN SOME INSTANCES,
. AS WELL AS NOT BEING MET, ‘

THESE VARIATIONS IN THE COVERAGE OF DAILY CARE AND
PROVIDER RESPONSES TO IT HAVE SPARKED INTENSE
INTEREST AND CONTINUING DEBATE ON THIS ISSUE., LAST
SUMMER, WE BEGAN RECEIVING MANY EXPRESSIONS OF
CONCERN FROM CONGRESS, HOME HEALTH AGENCIES AND
PATIENTS REGARDING THE APPLICATION OF THE
INTERMITTENT CARE REQUIREMENT, IN RESPONSE TO THESE
CONCERNS, THE ADMINISTRATOR OF THE HEALTH CARE
FINANCING ADMINISTRATION INITIATED AN OPEN PROCESS TO
SEE IF THESE DIFFERENCES COULD BE RESOLVED, A
MEETING WAS HELD LAST SEPTEMBER WITH REPRESENTATIVES
“FROM NATIONAL HOME HEALTH AGENCY ASSOCIATIONS AND

~ CONGRESSIONAL COMMITTEE STAFFS TO DISCUSS THE ISSUE
AND TO IDENTIFY REALISTIC PROPOSALS TO RESOLVE IT,
THE ADMINISTRATOR ALSO REQUESTED THAT THE
ASSOCIATIONS SUBMIT FURTHER COMMENTS AND SUGGESTIONS
FOR POSSIBLE IMPROVEMENTS IN THE ADMINISTRATION OF
THE INTERMITTENT CARE REQUIREMENT, '

THE FIVE NATIONAL ASSOCIATIONS THAT WERE REPRESENTED
AT THE MEETING =-- THE NATIONAL ASSOCIATION FOR HOME
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CARE, THE AMERICAN FEDERATION OF HOME HEALTH
AGENCIES, THE HOME HEALTH SERVICES AND STAFFING -
ASSOCIATION, THE NATIONAL HOME CARING COUNCIL AND THE
" AMERICAN HOSP1TAL ASSOCIATION -= ALL PROVIDED WRITTEN
COMMENTS 10' US. THREE OF THESE ORGANIZATIONS AGREED
THAT THE GUIDELINES AND THE LIMIT ON' DAILY CARE DID
NOT NEED TO BE CHANGED BUT THAT STEPS SHOULD BE TAKEN
TOWARD A MORE CONSISTENT APPLICATION OF THE CURRENT
‘GUIDELINES BY THE INTERMEDIARIES, ONE ORGANIZATION
FELT THAT INTERMEDIARY DENIALS OF DAILY CARE WERE NOT
CAUSED BY UNCLEAR GUIDELINES,. BUT RESULTED FROM
EFFORTS TO ACHIEVE TARGETED PROGRAM SAVINGS THROUGH
CLAIMS DENIALS, AND ONE ORGANIZATION ADVOCATED AN.
EXTENSION IN TNE DURATION OF DAILY CARE TO SIX TO
EIGHT WEEKS,

AS A RESULT OF THIS DIALOGUE, WE ISSUED CLARIFYING
GUIDANCE FOR OUR REGIONAL OFFICES TO ASSIST
INTERMEDIARIES IN MAKING MORE CONSISTENT
INTERPRETATIONS OF THE INTERMITTENT REQUIREMENT. WE
HAD FIRST CIRCULATED THIS MATERIAL TO THE INDIVIDUALS
WHO HAD ATTENDED THE SEPTEMBER MEETING TO MAKE SURE
THAT THE NEW GUIDANCE WOULD NOT CREATE PROBLEMS THAT
WE HAD NOT FORESEEN,
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THE NEW GUIDANCE CONTINUES TO SPECIFY THAT!AFTER THE

INITIAL 2 - 3 WEEKS, DAILY HOME HEALTH CARé 1S
AVAILABLE FOR A SHORT PERIOD OF TIME WHEN $UPPORTING

" MEDICAL JUSTIFICATION IS PROVIDED TO THE

INTERMEDIARY, THE GUIDANCE GOES ON TO sTAﬁE THAT
“THE AMOUNT OF ADDITIONAL DAILY CARE Neeo’ﬁgl BE FOR
A FIXED PERIOD OF TIME, BUT SHOULD BE DICTATED BY THE
MEDICAL NEED OF THE BENEFICIARY.” HOWEVER, THE
GUIDANCE ALSO SPECIFIES THAT “DAILY SKILLED NURSING
CARE OF AN INDEFINITE DURATION WILL NOT BE CONSIDERED
TO MEET THE INTERMITTENT REQpIREMENT AND SUCH ,
SERVICES ARE NOT COVERED UNDER THE MEDICARE HOME
HEALTH BENEFIT.” HOME HEALTH AGENCIES ARE ENCOURAGED
TO FURNISH DOCUMENTATION SUBMITTED BY THE PATIENT'S
ATTENDING PHYSICIAN IN ADDITION Jo‘fh% MINIMUM DATA
ELEMENTS USUALLY SUBMITTED, AND INTERMEDIARIES MAY
REQUEST ADDITIONAL DOCUMENTATION FROM BOTH THE HOME
HEALTH AGENCY AND THE ATTENDING PHYSICIAN, IF
NECESSARY,

NE‘BELIEVE THIS ADDITIONAL GUIDANCE MAKES ABSOLUTELY
CLEAR THAT THE PATIENT'S CONDITION 1S THE DECIDING
FACTOR IN DETERMINING THE NEED FOR DAILY CARE BEYOND
THE THREE-WEEK LIMIT. FROUTINE DENIAL OF DAILY CARE
AFTER THREE WEEKS 1S NOT ACCEPTABLE AS LONG AS
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ADEQUATE MEDICAL DOCUMENTATION HAS BEEN RECEIVED BY
THE INTERMEDIARY AND THE PATIENT'S NEED FOR SUCH CARE
1S CLEARLY TIME-LIMITED.

WE BELIEVE THIS APPROACH TO RESOLVING THE
INTERMITTENT CARE ISSUE PRESERVES THE INTERMEDIARIES'
ABILITY TO CONSIDER INDIVIDUAL PATIENT'S CONDITIONS
AND MAKES CLEAR THAT DENIALS CANNOT BE UNIFORMLY MADE
FOR ALL CARE BEYOND A PREDETERMINED, FIXED PERI1OD OF
TIME,

THE ADDITIONAL GUIDANCE WE HAVE PROVIDED TO OUR

ceimee—REGLONAL._OFFICES FOR _THE ADMINISTRATION OF THE HOME
HEALTH INTERMITTENT CARE REQUIREMENT WAS DEVELOPED IN
AN OPEN MANNER THAT WILL LEAD, HOPEFULLY, TO A
SATISFACTORY RESOLUTION OF CURRENT CONCERNS WITHOUT
NEGATIVE COST CONSEQUENCES TO.THE PROGRAM.

H LALTH EFFORTS
BEFORE CONCLUDING MY STATEMENT, | WOULD LIKE TO TOUCH

ON SOME ADDITIONAL WORK WE ARE DOING TO EXAMINE
ALTERNATIVE PAYMENT METHODS FOR HOME HEALTH CARE.
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EARLIER THIS“YEAR WE AWARDED A CONTRACT FOR THE

' DEVELOPMENT OF A PROSPECTIVE PAYMENT DEMONSTRATION
FOR HOME HEALTH AGENCIES., THE OBJECTIVE OF THIS
DEMONSTRATION IS TO TEST THE EFFECT OF VARIOUS
PROSPECTIVE PAYMENT METHODOLOGIES ON EXPENDITURES,
THE QUALITY OF CARE AND THE OPERATIONS OF HOME HEALTH
AGENCIES. THE CONTRACTOR 1S CURRENTLY IN THE DESIGN
PHASE DURING WHICH THE SPECIFIC PAYMENT METHODOLOGIES
WILL BE EXAMINED, A PROCESS TO MONITOR THE QUALITY OF
CARE PROVIDED WILL BE DEVZLOPED, A DATA COLLECTION
SYSTEM WILL BE DESIGNED AND HOME HEALTH AGENCIES WILL
BE SELECTED AND TRAINED TO PARTICIPATE IN THE
DEMONSTRAT 10N,

WE EXPECT THAT THE EXPERIMENTAL PHASE OF THIS
DEMONSTRATION, DURING WHICH ACTUAL PAYMENT MECHANISMS
WILL BE TESTED, WILL BEGIN NEXT SPRING IN ABOUT FIVE
LOCATIONS AND WILL CONTINUE FOR THREE YEARS WHILE
DATA IS COLLECTED TO EVALUATE THE PROJECT,

PETITIV DING FOR HOME HEALTH SERVICES

WITHIN THE NEXT FEW MONTHS, WE ALSO PLAN TO ANARDAA
CONTRACT TO DEVELOP COMPETITIVE BIDDING MODELS FOR

-

/
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PURCHASING HOME HEALTH SERVICES, THE COMPETITIVE
BIDDING MODELS WILL BE DESIGNED TO USE THE
MARKETPLACE TO ENCOURAGE THE EFFICIENT DELIVERY OF

. HOME HEALTH SERVICES AT THE LOWEST AVAILABLE PRICES,
WITH NO LOSS IN QUALITY., THE CONTRACTOR WILL EXAMINE
SUCH ISSUES AS THE USE AND SCOPE OF THE BIDDING
SYSTEM, THE DANGER OF MONOPOLISTIC EFFECTS, THE UNITS
OF REIMBURSEMENT AND THE BID AND PRICE SELECTION
METHODS AND WILL PRESENT US WITH SEVERAL MODELS FOR
COMPETITIVE BIDDING, WE PLAN TO SELECT THREE OR MORE
' MODELS FOR FURTHER DEVELOPMENT 'AND POSSIBLE TESTING,

?

CONCLUSION

THE MEDICARE HOME HEALTH BENEFIT IS VERY -COMPLEX AND .
THE 1SSUES SURROUNDING THE ADMINISTRATION OF THE
INTERMITTENT REQUIREMENT ILLUSTRATE WELL THIS POINT.
THESE 1SSUES HAVE RAISED QUESTIONS NOT ONLY ABOUT. THE
BEST ADMINISTRATIVE APPROACHES, BUT ALSO ABOUT .THE
NATURE OF THE BENEFIT ITSELF,

WHILE IT 1S PROBABLY TRUE THAT HOME CARE 1S LESS
EXPENSIVE THAN INSTITUTIONAL CARE WHEN SUBSTITUTED ON
A ONE-TO-ONE BASIS, WE HAVE FOUND THAT THIS IS RARELY
THE CASE. STUDIES PERFORMED BY HCFA AND THE GENERAL
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-ACCOUNT ING OFFICE HAVE FOUND THAT EXPANDED HOME
CARE DOES NOT SUBSTITUTE FOR INSTITUTIONAL CARE
UNLESS INDIVIDUALS AT RISK FOR SUCH CARE ARE VERY
CAREFULLY TARGETED TO RECEIVE ALTERNATE SERVICES IN
THE HOME., WE HAVE ALSO FOUND THAT 1T IS VERY
DIFFICULT TO PREDICT EXACTLY WHO WOULD ENTER AN
INSTITUTION AND SHOULD THEREFORE BE THE MOST COST-
EFFECTIVE UTILIZER OF HOME CARE. WE ARE NOW '
PERFORMING ADDITIONAL STUDIES TO DETERMINE IF WE .CAN
IMPROVE THIS TARGETING, WITHOUT IMPROVED TARGETING,
EXPANDING THE HOME HEALTH SERVICES AVAILABLE COULD
SIMPLY LEAD TO INCREASED UTILIZATION OF HOME HEALTH
SERVICES WITHOUT DECREASING THE USE OF INSTITUTIONS,
LEADING TO EVEN GREATER OVERALL EXPENDITURES.

. \ -
I THINK YOU WOULD AGREE THAT ANY CHANGES WE MAKE IN
THE MEDICARE 'HOME HEALTH BENEFIT MUST BE CAREFULLY
EXAMINED FOR THEIR COST IMPLICATIONS, PARTICULARLY AT
A TIME WHEN THE MEDICARE HEALTH INSURANCE TRUST FUND
IS IN JEOPARDY, | |

»
WE APPRECIATE THE INPUT WE HAVE RECEIVED FROM YOU AND
YOUR STAFF ON THIS ISSUE. WE NEED TO CONTINUE OUR
WORK TOGETHER TO ASSURE THAT THE MEDICARE PROGRAM
MEETS THE HEALTH CARE NEEDS OF THE BENEFICIARIES,

/ e et
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Senator DURENBERGER. I thank you for the statement. The state-
ment sagrs there really was no reason to have this hearing. That
everybody that comes after you is blowing smoke. I am tempted to
suggest, since it's Friday afternoon, and nobody has anything to do
that maybe you and or one of those folks can just slide down to the
end of the witness table and we will bring up the next panel and
maybe hear from them, and then you could respond.

I do have some questions that I have been provided which says,
for example, why is the definition of intermittent been put only in
guidelines, not in regulation? And I think you may have answered
_ that already.

Ms. FrinsteIN. Well, we had begun with an open mind that
maybe we did need to go through an entire redefinition of intermit-
tent.. But our process with the industry and congressional staff, and
the like suggested to us that our definition was just fine the way it
was, and that the problem was better administration of the benefit
and not the definition of the benefit, So we issued clarifying guid-
ance to our intermediaries about those grey areas that some folks
had some concern about.

 Senator DURENBERGER. Can you tell me what is the incentive,
-disincentive situation with regard to the intermediaries? It sounds.
like one of those situations where you have tried to delegate a cer-
tain amount of discretion to intermediaries because you don’t want
arbitrdriness in the system. I have to assume that the next five
witnesses or most of the five, I guess, must be having some prob-
lems with the way some intermediaries are interpreting this discre-
tion. :

Does the intermediary have some financial or other incentive to
sort of tighten up and not be too discretionary in what they do?-
How does that process work? .

Ms. FeINSTEIN. Well, the intermediaries are scored on the admin-
istration of this benefit the same as they are in any of the other
benefits. But I think when you abstract from that and look at the
actual number of claims denied, bills denied in home health versus
other benefits, you find that home health is the lowest level of total
bills denied. And when you look even further, you find that the
number of bills denied because of reasons having to do with inter-
mittent and homebound is less than half of 1 percent of all the
bills, the lowest in the history of the program. So I'm a little con-
. fused as to what all the excitement is about. -

Senator DURENBERGER. If you have to do something for the next
hour and a half, can you leave somebody behind so that I can get a
response as soon as these other witnesses are through? I guess the
tradition around this place is that if you are from the Government,
Kou go first, and the people have to come second. And it has alwaye

othered me, but that's apparently the rules and they preceded
Bob Dole. So I would love to have somebody from the Government
just stay around, maybe take a side seat, and we will let the next
panel come up. And when they get all through, I'm just going to
ask somebody to respond.

Ms. FEINsTEIN. That's fine. ,

Senator DURENBERGER. I don’t want to put you in the position of
having 30 do that, but’maybe you can delegate one of these gentle-
men to do it. L .

T
e p
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Ms. FEINSTEIN, All right.

Senator DURENBERGER. Are you going to flip a coin or are you all
going to stay? '

Now I have just had explained to me that we have a seating
problem. We have got five panelists and some accompanyists. And
it would really help if the accompanyists sat in the second row
rather than the first row and then I won't get confused as to who is
Ms. Mary Suther, chief executive officer of the Visiting Nurse As-
sociation of Dallas. Who is Mary? OK. .

And then Ms. Margie Mills, executive administrator and director
of the medical services for ABC Home Health Services, Brunswick,
GA; Ms. Rosemary Bowman, president of Health Care Partners,
Nashville; and Ms. Eddie Bernice Johnson, executive officer, com-
’111‘1unity relations and development, Visiting Nurses Association of

exas. .

Now I have got some accompanyists up here who didn’t hear
what I said. If you really wouldn’t mind occupying a chair bac
there, I want to leave a little room. :

We have a number of people from Texas here. And their Senator,
who is a .member of this committee, is totally bogged down in that
conference bill. Llpyd Bentsen would loved to have been here, I
imagine, to introduce and say nice things about you all. I see the
statement here on your behalf by Senator Bentsen. And I will just
place it in the record as though he had been here.

And we will ask Mary Suther to be the first to testify. All of
your statements will be made part of the record, by the way.

STATEMENT OF MARY SUTHER, CHIEF EXECUTIVE OFFICER OF
THE VISITING NURSE ASSOCIATION OF DALLAS, ON BEHALF
OF THE NATIONAL ASSOCIATION FOR HOME CARE AND THE
HOME HEALTH SERVICES AND STAFFING ASSOCIATION, WASH-
INGTON, DC ‘

Ms. SUTHER. Mr. Chairman, and members of the committee, I ap-
preciaté the opportunity to testify before this group. My name is
Mary Suther. I am the chief executive officer of the Visiting Nurse
Association of Texas. I also serve on the Governmental Affairs
Committee of the National Association for Home Care, the Na-
tion’s’largest organization representing providers of home care and
hospice care and health care professionals.

Here with me today- is Edward Lenz, of the Home Health Serv-
ices and Staffing Association, which represents taxpaying investor

owned home health and temporary staffing organizations, with,

over a thousand offices in 44 States.

As spokesgersons for the home care industry, we are particularly
concerned that the existing benefit is being unjustifiedly limited,
contrary to congressional intent, by HCFA, and its contract inter-
mediaries. The intermittent care issue is of particular importance
because. it determines the nature and frequency of the home care
benefit to nearly 2 million elderly and disabled people who are sup-
posedly beneficiaries. .

The benefit is not being administered on a uniform basis. Instead
of need, cost effectiveness or the statute being the basis for admin-
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istration, where a beneficiary lives is more nearly what determines
the service received the beneficiary. ,

In creating the benefit, Congress stated that care was to be inter-
mittent, but did not define what constituted intermittent care.
HCFA never promulgated regulations for public comment in the
Federal Register which would define limits of intermittent care.
HCFA issued guidelines to the intermediaries stating that intermit-
tent care would be 7 days a week for 2 to 3 weeks, and thereafter
under unusual circumstances.

The problem is medicare is a national benefit. Beneficiaries
living in California may receive services somewhat different or
%reatly different from those living in Wisconsin. I have worked in

3 States, and I have worked under many intermediaries, and
there is no rhyme or reason as to the difference in the benefits. I
thought I knew home care, but I find everytime I move, I don't. I
have been in the business 25 years.

Some define intermittent care as 7 days a week, some 5 days a
week-and -some 3 days a week. That is daily, they say. I hope I
gon’td have to use that definition to define when I receive my daily

read.

Some say that the cutoffs are 2 to 3 weeks with extensions as
necessary. Others say that those are the caps and cannot extend it
beyond 2 or 3 weeks. We recently are being hard pressed to even
receive 1 week of daily care for our patients. Regardless of what
the physician and acceptable medical practice in the community is,
there are literally thousands of cases where patients have been au-
- thorized by the physician to receive care but denied the care by in-
termediaries, many of whom had to go into the hospital, some of
whom were on waiting lists to get a hospital or nursing home bed.
Incidentally, some of those cases—the intermediary determined
that they were too sick for home health care and denied it, saying
they should be in’ the hospital, in spite of the fact that they
couldn’t get a bed.

With prospective reimbursement, patients are being discharged
quicker and sicker, as predicated by the GAO 1983 report and a-
New Jersey experience. It is imperative that the benefit be admin-
istered rationally and consistently. A liberalized standard defini-
tion needs to be legislated because HCFA will not respond satisfac-
torily, and beneficiaries are not being treated consistently.

That is why we have turned to Congress for assistance. Congress-
man Henry Waxman and Senators John Heinz and Lloyd Bentsen
introduced legislation to clarify the definition of intermittent care,
H.R. 3616, which ;s)rovides for up to 90 days of care with physician
certification; and S. 2338, which provides for up to 60 days of care
with physician certification. :

-No action was taken. And as you know, this was referred to the
conferees on the Omnibus Deficit Reduction Act. I will comment on
what has happened with that later.

Regardless of what has happened with that, it would at best have
been a band-aid approach. .
What we need is a guarantee of number of days. It needs to be
a?plicable to all beneficiaries regardless of referral source instead
of only those that are hospitalized. That's why this hearing is so
important. . s

+
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The benefit was created to meet unmet medical needs of elderly
and disabled. The intent was clearly conveyed in the pivotal statu-
tory requirement that a physician must certify that the patient
needs the home care, that it is reasonable, that it's necessary and
that the patient is homebound in lieu of institutional care. |

" Despite this clear mandate, no critical basis has ever been estab-
lished to denote the duration of the care to be given. Only arbi-
trary guidelines and very arbitrary at that. ‘

On May 28, 1983, the National Association for Home Care re-
quested that HCFA create an expert panel to review the feasibility
of establishing such a clinical basis. HCFA never responded. We -
have presented mounds of evidence of specific procedure, diagnoses,
and symptoms which require 45.days or more of daily care, such as
purulent draining wounds. I think some of my cohorts have pic-
tures of such wounds. :

Without such a clinical basis for a definition, the definition
might just as well have been pulled from Webster’s Dictionary. It's
my understanding that one of the administrative law judges that
had overturned some of the decisions of HCFA said just that. That
.even Webster’s Dictionary would not have prohibited the care of

. these patients on a daily basis.

Senator DURENBERGER. Are you getting near the end of your .
statement? 4

Ms. SutHEr. We have urged a Waxman-Heinz approach. We
would be pleased to work with this committee in any way neces-
sary. There are many, many other problems—homebound, skilled
care, medical necessity reasonableness. If they deny care on the
basis of one of these, and we appeal that, then they deny it on the

.. bagis of another, and you have to go through the entire costly proc-
ess again, while the patient is left on a limb.
The associations that I represent implore you to develop a group
. of experts to develop some clinical basis for the establishment of
" these guidelines in the future.

Senator DURENBERGER. Thank you very much.

[The prepared statement of Ms. Suther follows:]
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STATEMENT OF -MARY SUTHER, CHIEF EXECUTIVE OFFICER
VISITING NURSE ASSOCIATION OF DALLAS

on behalf of

NATIONAL ASSOCIATION FOR HOME CARE
HOME HEALTH SERVICES AND STAFFING ASSOCIATION

before the

COMMITTEE ON FINANCE
SUBCOMMITTEE ON HEALTH
UNITED STATES SENATE
The Honorable Dave Durenburger
Chairman
'Washlngton. D.C.

June 22, 1984
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:;l: NA‘I;IO}:AL ASSOCIATION FOR HOME CARE AND HOME HEALTH SERVICES AND STAFFING
OCIATION

(1) - HCFA and its contract intermediaries are unjustifiably
limiting the Medicare home heslth benefit by restriotive
and inconsistent interpretations of "intermittent care."

(2) The implementation of the hospital prospective payment
plan has exacerbated the "intermittent care" problem.

. " (3) The Senate provisiofi of the Omnibus Defioit Reduotion
Aot allowing for up to 45 days of daily care following
hospitalization fails to deal with the problem of
inconsistent definitions of intermittent care as applied
to those Medicare beneficiarles who are admitted from
referral sources other than hospitals.

\

(4) A olinical basis for "intermittent care"” must be
established to determine which proocedures, symptoms, or
diagnoses require daily visits and the duration of such
visits.

37-568 O—84——3
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_Mr. Chairman and Members of the Committee:

My name is Mary Suther. ! am the Chief Executive Officer of the Visiting Nurs

Association of Dallas. 1 also serve on the Government Affairs Committee of the
National Association for Home Care (NAHC). NAHC is the nation's largest
organization representing home care and hospioe providers and professionals. Our
2,000 + members inclyde both non-profit, and for-profit agencies,  free-stunding as
well as hospital and other Institution‘bssed providers, major corporate chains,
homemaker/home health alde agencies, and hospices. '

Here with me today is Edward Lenz, Chairman of the Board of Home Health Services
and Staffing Association (HHSSA), which repreeents 14 tax-paying, investor-owned
home health and temporary staffing organizations that provide services through
1,000 offices in 44 states.

Our organizations together represent home ocare agenoies of all types. Our
members provide much of the home care and hospice services available in this
country and have accumulated many years of experience with both government and
private payment programs. '

On behalf of these organizations and myself, | want to commend this Committee for
holding this important hearing and for recognizing that there are significant
problems with the administration of the home health benefit under the Medicare
program.

As spokespersons for the home care industry, we are particularly ooncerned that
the existing Medicare home health benefit i{s being unjustifiably limited,
contrary to Congressional intent, by the Health Care Financing Administration
‘(HCFA) and its contract intermediaries. This {8 being done by restrictive and
inconsistent interpretations of the term "intermittent care"” and dther
eligibility and coverage criteria as defined in the Medicare statute. The
"intermittent care" issue is of particular importance because it determines the
nature and frequency of home care to nearly 2 million elderly, infirm and
disabled benefioiaries.



81

In oreating the Medicare home health benefit, Congress stated that covered care
was to be "intermittent” but did not specifically define what constituted
"intermittent carv". The Health Care Financing Administration never promulgated
regulations for public comment in the Federsl Register to define the limits of
intermittent care. However, HCFA did issue guidelines on intermittent care to
the fiscal intermediaries wﬁo process claims for home care providers (see
Seotions 204.1 and 206.6, Health Insurance Manual 11). Under these guidelines,
fntermittent care would include dafly care (7 days a week) for a 2-3 week period,
and thereafter under "unusual circumstances." The major ‘problem with these
guidelinos {s the varying and , Inconsistent interpretations . by fiscal
intermediaries as to what consititutes intermittent care. Although Medlc'are is a
national benefit, a Medicare heneficlary lving in Califorinia can receive a

- substantially greater benefit than one living in Wisconsin. 8Some¢ intermediaries

oconsider "daily" to mean 7 days a week, but others consider {t to mean 3 or even
as little as 3 days a week. Some intermediaries view the 2-3 week initlal period
as a guideline and consider extensions of this period on a case-by-case basis;
others see 2-3 weeks as a rigid out-off point, regardless of medical
reasonableness and necessity as determined by a physician. One example of the
many types of problems this has created is illustrated by a situation in
Michigan. Two home health agencles operate in the same oity within 5 miles of
each other. Each is served by a different intermediary, because one of the
agencies is a chain served by a central intermediary. One intermediary is
liberal, the other restrictive. So, dapending on which agency a patient uses,
he/she will get more/leas coverage.

The implications of thess varying and inconsistent interpretations of
"intermittent care"” are that there are thousands of cases where patients who have
been authorized by physician as medically needing home care have been denied home
care outright, or have had home care severly limited. ‘ For exampla:

. A patient in Mississippi was discharged prematurely from
the hospital, due to lack of hospital days covered. The
patient's family was elderly, weak, uneduceted and
unable to handle adequately a bed patient weighing 300
pounds. No nursing bed was available at tha patient's
care level. She developed a skin breakdown on her
buttocks prior to her .discharge from the hospital and

'
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required daily decubitis care. She also hed an
indwelling catheter requiring frequent irrigation. She
required daily aide visits, but had to bé deorea‘sed'to 3
times a week because of the limited finterpretations of
intermittent care. Without this needed tare, the
patient expired at home.

‘A patient in Gedrgia was discharged from the hospital
with a temporary colostomy, a 6"-8" draining {necision
mid-abdomen and severe swelling of hands and legs. The
physician ordered dally visits for ostomy {rrigation and
bag changes, sterile dressing changes. diet instruction
and medication monitoring. There was no one in the
patient's home who could learn any of this care. She
had exhausted hospital days and oould not afford nursing
home placement or private duty nurses. She needed dafly
visits for 45 days until the physician could close the
ostomy. The fiscal intermediary told the HHA this claim
will be denied, as care is not "intermittent".

A 76-year-old patient in North- Carolina with severe
cellulitis of both legs was discharged by the hospital
because she had received services for a period
considerably longer than DRG reimbursement indicated is
normal. The hospital requested admission to home health
services, for treatment by an RN three times per day for
administration of IV  antibotic. The  fiscal
intermediary, upon learning that this treatment would
run 3-4 weeks, stated that this care would exceed their
interpretation of "intermittent". The patient was
required to transfer to a local nursing home. The
nursing home had little experience with IV therapy and
was unable to start an IV line on the patient, so they
shifted her to dally intramuscular injections. She is
responding very poorly to this therapy regimen. It is
likely that she will lose her leg.
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*  An eighty-year old patient in New Mexico had 16 open
draining wounds. His daughter, an alooholic, would not
feed her father when the home staff was not presont.
Because the wounds did not respond to treatment by the
home health agency within 21 days -- the intermediary's
limit on daily care -~ the patient was hospitalized.
Cost per month of home health care was $1,527 including
supplies and visits. Cost of a hospital stdy for six
weeks was over $8,000 paid tor: by Medicare.

" 1

. With the implementation of tho hospital prospective payment' plan (DRGs), the

already acute "intermittent care" problem will be exacerbated. All the leading
spokespersons on this {ssue have predicted that patients will be rejeased from
hospitals more quickly and in a sicker condition. For example, Terry Leggett,
Vice President of Finance at Valley Presbyterian Hoepital (Van Nuys, CA), is one
of the many health cere practitioners experiencing the new DRG aystem. In a June
1984 article in Modern Healthcare magazine Mr. Leggett observed, his hospital s
"about 15% ahead of the game (compared to revenue it would have have received
under the cost-based reimbursement system)." Medicare length of stay in his
hospital dropped 24% (from 8.39 days to 6.37 days) in the first 6 months of FY
'84 compared to FY 3. And, he noted, "Medicare patients are being discharged a
lot sooner and sent home sicker. As a result, we're doing pretty well on
prospective payments.”

In addition, a November 1983 GAO report (IPE 84-1) states it is likely that DRUs
will exacerbate the number of Medicaid patients in hospitals awaiting nursing
home or home care placement. And evidence from New Jersey, where the model ‘for
the Medicare DRG system has been in operation for 3 years, indicates the DRG
system financlally benefits h.ospmus and results in more patients with more
severe oconditions going (o home care agencies which, in turn, must increase their
staff, hours, and high tech nursing services.

Since the burden of caring for these sicker patients is likely to fall more and
more on home care providers, a more reasonable standard definition 'of
intermittent care is critical. If at best these new sicker patients can only
recefve 2-3 weeks of dailly care under the Medicare benefit, maﬁ/y patients will be
falling Letween the cracks -- too sick for home care, but not sick enough for
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nursing home eligibility. The result easily could be an increase in hospital
admissions and re-admissions -~ something which will defeat the cost containment
goal of the DRGs -- or thousands of elderly going without necessary care.

The National Association for Home Care wrote to HCFA as early as May 28, 1983,
extensively outlining the problem regarding varying and restrictive definitions

‘'of "intermittent care". Having received no statisfactory response from HCFA,

NAHC turned to Congress for assistance. To help resolve the problem, Congressman
Henry Waxman and Senators John Heinz and Lloyd Bentsen introduced legislation to
clarify the definition of what constitutes "intermittent care"” under the Medicare
home health benefit. The Waxman bill (H.R., 3618) would define intermittent care
to include up to 80 days of dally care by a nurse or home health aide with
monthly physician ocertification that oare is, reasonable and nacesssry. The
Heinz/Bentsen bill (S. 2338) parallels the Waxman bill, but provides for 60
rather than 90, days of daily care. Although both bills gathered numerous
co-sponsors, no action was taken on either. The matter is now before the
conferees on the Omnibus Defioit Reduction Aot. The conferees are deciding
whether to include a Senate provision which would define "intermittent care" to
fnclude up to 45 days of daily care following hospitalization. Although this
provisfon helpse to respond to the emergency situation oreated by the
implementation of the hospital DRG system, it fails to deal with' the general
problem of inconsistent definitions of intermittent care as applied to those
Medicare beneficlaries who are admitted from referral sources other than
hospitals.

The problem of Medicare beneficlaries referred to home care from non-hospital
sources is significant. It must be dealt with. First, there are significant
numbeprs of these people. The preliminary results of NAHC's 1983 national home
care survey indicate that in 1982, about 53 percent of all persons referred to
home care agencies were referred from non-hospital sources. ' Second, Bureau of
the Census data indicates that as the elderly (over 65) population continues to
increase, so does the proportion of that. population which is over 85 years of
a’go. And data from the Urban Institute and National Center for Health
Statistics {ndicates that persons over 83 years of age have more multiple and
severe diagnoses requiring more prolonged skilled care, but not necessarily

requiring hospitalization. '
3
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It's quite simple. As a general rule the older you get, the sicker you become,
and the more health care you require. NAHC's 1983 survey shows that as of 1982,
over 12 percent of all persons rveceiving home care were 85 years or older while
only slightly over 1 _percent of the nation's aged populations is 85 years or
older!

The extent of the non-hospital referral source cannot be over-estimated. As an
advooate of capitated alternate health care systems, Mr. Chairman, I'm sure you
are aware of the rapid growth of Health Maintenance Organizations (HMOs),
Preferred Provider Orgqnlzatlons (PPO8), and Compaetitive Modlbal Plans (CMPs).
You have encouraged such ventures -- and rightly so. The growth of these
entities provides another reason for the increased use of home care and for the
inorease of non-hospital referral sources. When combined with the growing
involvement of physicians in npn-hospital‘h’ealth care ventures, we §ce an
fnoreased need ' for having to deal with persons from non-hospita]l referral sources
‘who often- require more intensive skilled care than has been traditionally
demanded from home health agencies. )

) Regardless’ of how t;he Conferecs act on the 45-day post-hospital home health
proposal, the remedy will only be a band-aid approach unless a provision ls
adopted which:

(a) provides an adequate guaranteed number of days of dally
care to deal with the numerous single and multiple
diagnoses and procedures which require extensive dally
home care, but do not require institutional care, and

(b) makes the dailly care coverage applicable to all Medicare
beneficiaries regardless of.their referral source.

That is why this hearing {s important.

In a certain way, we are n-t surprised that HCFA and its contract 1ntermodlaries
are having so much difficulty interpreting what consititutes intermittent care.
The legislative history surrounding the Medicare home health benefit indicates
that this benefit was coreated to meet previously unmet medical needs of the
clderly and disabled. This intent was clearly cenveyed in tha pivotal statutory
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requirement being physician certification of the "medical necessity and
reasonableness”" of the need for home health care as opposéd to institutional
care. Despite this clear mandate, no clinical basis has ever been established to
determine the duration of care needed. When HCFA established 2-3 weeks of daily
care as a guideline for "intermittent care", it was arbitrarily selecting a time
period, with no clinical basis.

What {8 urgently neéded is just such a clinical basis to determine which
procedures, symptoms, or diagnoses require dafly visits and the duration of such
visita., NAHC's May 28, 1983 letter to HCFA suggested the creation of an expert
panel to review the feasibility of developing auch a olinical basis. HCFA never
responded. In our talks with HCFA and Congress, we have presented mounds of
evidence of specific procedures, diagnoses and symptoms which vequire 45 days or
more of daily care. And yet the current guideline still contains no olinical
guidance on regular or "unusual ofroumatance" oriteria to give presumptive
coverage to cases involving certain specific situations which clinically require
daily oare short of hospitalization. Without such a clinically-based definition
of "intermittent care" the definition of "“intermittent ocare" might just as well
be pulled from Webster's dictionary. (I would note parenthetically that at leust
one of the dézem or so Administrative Law Judges who have reversed intermediary
claims denials based on restrictive interpretations of "intermittent care" notad
that even the dictionary definition of "intermittent" clearly would allow daily
care for more than 2-3 weeks.)

1t js clear that some modifications are required to ensure that Medicare
beneficlaries receive the home care to which they are entitled and which Congress
clearly intended them to have. We have urged a Waxman or a Heinz/Bentsen
approach =-- establishing a specific number of days for daily care at a more
aporopriate level -- because of the varlation from jurisdiction to jurisdiotion,
and because specific "guideline™ figures for allowable days tend to become
cellings for daily care, as applled by intermediaries. We do feel that a more
logical long-term approach would be to convene a panel of experts to come up with
a clinical basis for determining duration of care. Our Association would be
pleased to work with the' Committee on this issue.

1 have focused on "intermittent care" because of its significance and because it
fs the ares of Medicare home health ocoverage most affected by DRGs. However, 1

.
.
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would be remiss if 1 did not at least mention briefly that we have other and
numerous problems with intermediaries on the interpretation of other eligibility
and coverage terms such as "homebound", "skilled nursing", and "medical necessity
and reasonableness.” This is particularly troublesome b often dical
judgments on what in "skilled nursing"” end "medical necessity" are made by
reviewers of the intermediary who have little or no knowledge of the area they
are reviewing.

This oocurs in many instances because HCFA does not require the intermediaries to
meet minimum professional standards as to who they employ to review cases
involving nuraln{;, speech, physical, or occupatjonal therapy care. They don't
even vequire that a physiclan must review the physician certifications. One of
the more flaugrant examples of inappropriate medical review staff is one
intermediary whose medical director, in oharge of reviewing physician (M.D.)
certification of medical necessity for home health, i{s a dentist. Home Health
does not cover dental care! And there are numerous instances where nurses,
without any home care or therapy background, are not only used to review home
care nursing visite but also speech, physical, occupational therapy and medical
soclal work visits.

We find this most disconcerting and ironic since, in order to render care, the
Medicare regulations require all nurses, therapists, medical social workers, and
certifying physiclans to meet speocific professional criteria if we are to receive
Medicare certification. All we osk is that the same oriteria be applied to
intermediary personnel who review olaims for such care. We would urge you to
look into this {ssue and algso, at least in the interim, the feasibility of some
PRO-type review of at least "medical necessity and reasonableness." Such a
system would provide an outside, objective entity with trained medical staft to
review medical fssues instead of the intermediary.

1 wish to close my testimony by submitting for your review, and for the record,
NAHC's 1984 Legislative and Regulatory Agends. It outlines the intermittent care
and other issues I've referred to to&ay. as well as numerous others.

This concludes my testimony. 1 would be pleased to answer any queetloﬁs you
might have.
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Senator DURENBERGER. Before our next witness begins, let me
just say what I should have said earlier. That we do make your
statements part of the record, and we ask you.to summarize them
in 5 minutes. And I would just agk each of the rest of the wit-
nesses, to try to be as specific as you can about specific problems. I
think our first witness, at least for me, has built sort of a frame-
work in a general sense of the problems so that the rest of you can
g)e very helpful if you can add a degree of specificity to the prob-
ems,

The next is Ms. Margie Mills.

STATEMENT OF MARGIE MILLS, EXECUTIVE ADMINISTRATOR
AND DIRECTOR OF MEDICAL SERVICES, ABC HOME HEALTH
SERVICES, BRUNSWICK, GA, ON BEHALF OF TIE AMERICAN
FEDERATION OF HOME HEALTH AGENCIES, WASHINGTON, DC.

Ms. MiLLs. Mr. Chairman, my name is Margie Mills, and I'm ex-
ecutive administrator and director of Medical Services for ABC
Home Health in Georgia. I have been in the business since 1976.
And I and Ms. Suther have seen many changes in the interpreta-
tions of regulations, but very few changes in the actual regs. Just
changes that the intermediaries make in the interpretation.

I am also a member of the Board of Directors of American Feder-
ation of Home Health Agencies, which I represent here today.

Many elderly and disabled Americans are being denied their
right to home care simply because of where they live. If they live
in New York City, they can get three visits a day over an extended
period of time. If they live in the State of Georgia, they cannot re-
ceive more than 2 weeks of daily visits.

And this is a problem with the medicare program.

Senator DURENBERGER. Two weeks of once a day versus three
times a day in New York?

Ms. MiLLs. That’s right.

Senator DURENBERGER. Without a limit;ation?

Ms. MiLLs. That’s right.

Our written testimony today will give background of this prob-
lem. But in the short time I have, I would like to illustrate the in-
consistent and arbitrary way that the current policy is being ad-
ministered.

A visiting nurse association in the Southwest was denied all
visits to an 80-year-old alzheimers disease victim for March and
April after being reimbursed for daily visits in previous months.
Then the intermediary turned around after denying these 2
months, and paid for 2 additional months of daily visits, which
there is no consistency at all in those types of decisions.

This patient had the ulcers. I have the pictures here to show
where the patient came from and where he is today. But there was
no consistency in that they would pay for 2 months and then the
next 2 months they deny it.

I would like to enter these pictures in with our testimony in the
record.

{The pictures from Ms. Mills follow:]
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Ms. MiLLs. You cannot look at these photos and not 'see that this
man had the need for the daily visits; and the physicial interme-
diary looked at the pictures and denied the visits anyway.

In our own agency, we treated a 67-year-old woman with one

rectal and four abdominal abscesses, a draining 7-inch abdominal
incision and an ostomy. Her physician ordered daily skilled nursing
visits to perform ostomy irrigations in directing changes. Our inter-
mediary questioned whether the daily visits to this beneficiary are
necessary, and has referred this case to the regional office. And we
are still waiting an opinion.
- We could treat that patient successfully for approximately $1,200
a month. A bed alone in the nearby hospital would have cost medi-
care $4,500 for that same month. And there is not a single skilled
nursing facility in the whole area that would accept this patient.
All the nursing homes in the area where she lived were intermedi-
ate care facilities and refused admission to this patient.

Our agency is also treating a young man on medicare disability,
a spinabiffida patient with a draining abscess in the buttocks area.
He needs daily packing and dressing of his wound. But we were
forced to reduce his visits after 2 weeks of daily visits to three
times a week. Instead of being able to heal his wound in 2 months,
we are still seeing this patient 1 year later three times a week and
our intermediary is paying for these. And he still needs the service.

Mr. Chairman, we understand that action was taken yesterday
by Senate and House conferees. Although preliminary records indi-
cate nothing pertaining to intermediate care was included in the
legislation, it is our understanding that the conference report will
include language directing HCFA and its physical intermediaries
" to follow its own current policy of 2 to 3 weeks of daily skilled
nursing visits, and beyond that with physician certification of need.

We believe ‘inclusion of such language is a big step in the right
direction. As we have seen, physicial intermediaries are not adher-
ing to the current policy, and HCFA has not attempted to ensure
that they are followed. It is going to take a change in attitude on
%he gart of HCFA and the intermediaries to make sure it is fol-
owe

We urge the appropriate congressmnal committees to exercise
careful oversight to make sure that the intermittent care policy is
being appllec; in a consistent manner and that medicare benefici-
aries are receiving the home health services they require and that
they are entitled to.

I also have a couple of letters from physicians to submit that
they have written on behalf of the intermittent care issue. :

[The letters and prepared written statment from Ms. Mills
follow:]



R.A. Acree, M.D., P.C.
PO Boress

R.T. Morgan, M.D., P.C. . e,
801 North Parcigh Avenve PO Boren2 Phone [012] 008 7448
Ade! Georgia 31820 . Phone [912] 244 3360,

March 2, 1984

Blue Cross Blue Shield

P.O. Box 7368

Columbue, GA 31908 Re: Ronald Wilkes
256-26-8369-C2

To Whom it May Concern: -

1 have learned that some home nursing visits thet I ordered for Ronald
Wilkes have been denied by Medicare. This letter is to inform you thst his
care cannot be rendered any less frequently at this tiwe,

I made the home care referrsl on 7/8/83 decause this man had & very large
draining abscess on his right buttock. He is unable to care for the ulcer at
a1l due to its location. Initially, the ABC nurses were packing the wound
every day. When they had to drop the visit frequency because of Medicare
regulations it was found that the packed dressing was inadequate if it
couldn't be changed daily.

1 then ordered a Hydrouctive‘dre-;ihg. since this remains intact longer
than others. Since that iime Mr, Wilkes' healing has progressed., His ulcer
has gone from 9-10 cm. in width and 3 cm. in depth tc 2 cm. by | cm.

fie stil) requires application of the Bydrosctive dressing and will until
it-heals. The abscess is locsted in the right gluteal fold. Because he is
incontinent of bowel, it will become severely contaminated without proper care.
The propar care is for the nurses to continue at a frequency of 3 x & wrek,
We haven't been sble to reduce this yet because the nurses always have found
the dressing not to be intact - either because of profuse drainage or becauss
Mr.'Wilkes has loosened §t inadvertantly while trying to clean feces off the
area,

We have made alot of progress with this wound and stopping or decreasing
his care would be most detrimental and a setbeck for the patient. I under~
stand that Medicare is supposed to pay for this type of skilled nursing care
when it has been ordered by & physician. .

Siacerely,

. Acres, M.D., P.C.
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LAWRENCE J. LYNCH, JR,, M.D,, F.A.CS.
‘ JAMES W. MORGAN, JR. M.D.

DIPLOMATES AMERICAN BOARD OF SURGERY *
GENERAL AND PERIPHERAL VASCULAR SURGERY

$400 Sutlive Street
Suite 2
68th and Sutlive Telephone 355-0433

Savannah, Georgia 31405 Hours by Appointment
/ .

June Sth, 1984
To whom it may concern

Re: Arthur Jones

Medicare # A70423%3

The above named patient has been under my care since
1-22«84 suffering with Peripheral Vascular Disease

and questionable gangrene of the left foot, He was
originally in the hospital from 1-22+<84 thru 2-11-84
and was discharged home with daily visiting nurses.
This patient is 83 years old, barely ambulatory and
completely unable to redress his foot., Besides his -
visiting nurses aid to cleaning and dressing his wound
these visits definately prevented him from being an
in-hospital patient. Without the care administered

by them he would havé been admitted to the hospital,
Any and every visit made by the ABC Home Health agenoy. .
nurses was necessary to his well being and comfort.

We feel that the extended care of this agency prevented
- the patient from definate below the knee amputation of
his left leg,

Should you need further information, please contact

- . Lawrence J.iwtich,J «M.D,
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Savannall Plauﬁc Snrgcry Asaooi'a(es

516 £ 63rd Street — Swite ¢
Savanaab, Georsh 31408

,’i Telcr‘o-e (912) 354-3083
ED. Delossh, M.D., P.C. Lawresce E. Rel, M.D., P.C.
Diplomete, Aneriess Board of ) Diploaste, Anericsn Board of
Plastie & Reeosatrustive Sergery ) Plasiie & Recenstraetive Surgery

June 18, 1984

Sally D'Arcy, RN ’ -
ABC Home Health. Services, Inc. . T

6555 Abercorn Street Suite 222 ~
Savannah, GA 31405 . .-

TO WHOM IT MAY CONCERN: B

This 1s to verify that in wy medical opinion, Mr. James Bell required twice
daily visits from the period during March 1984. Mr. Bell 1s a senile gentle-
men who is unable to care for himself and livas with an aged wife. The wounds
which were present on his feet required twice Jdaily nureing visits until family
members could be collected and instructed on wound care.

I respectively request that you review the vieité on Mr., Bell which were denied
in view of these new findings and hope that you will find a favorable ruling for
the Home Health Service. If not for the capacity of having such home health ser-
vices facilities available, Mr. Bell would have required hospitalization for
approximately an extra week.

If I can provide further information for you, please do not hesitate to call.
Sincerely,

(0 Mok o "

E.D. Deloach, M.D, ‘

EDDijs', | °
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AMERICAN FEDERATION OF HOME HEALTH AGENCIES, INC,
s 429 N Street S.W. @ Suite 5-605 ® Washington, D.C. 20024 @ (202) 554-0526
»! N

STATEMENT
OF THE
AMERICAN FEDERATION OF HOME HEALTH AGENCIES, INC.

.

INTERMITTENT CARE

BEFORE THE
SENATE FINANCE COMMITTEE
SUBCCMMITTEE ON HEALTH

. JUNE 22, 1984

i PRESENTED BY

DIRECTOR OF MEDICAL SERVICES
ABC HOME HEALTH SERVICES
N BRUNSWICK, GBORGIA
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SuMMARY
Many disabled and elderly Americans have been denied Medicare coverage of home
health services by fiscal intermediarics in a number of states. while Congress
works to cut the spiral of Medicarc costs through measures such as prospective
reimbursement for hospitals, the Health Care Financing Administration and its
intermediaries are pursuing short-sighted policies which restrict cost-effective
home health services and encourage higher cost institutionalization. . Home'
health providers simply cannot meet the needs of sicker patients entering their
’care if intenmediaries are restricting the services they can provide. One way
the hame health benefit is being'cut is through a restrictive definition of what

constitutes intermittent care.

HCFA's own stated policy permits daily skilled nursing visits for two-three
lweeks and beyond that in unusual circumstances with proper medical )
documentation, 'Yet reviewing the cases of denials that have been r>Mht to our
attention, it is clear that policy is being disregarded by many fiscal
intermediaries. wWhether a patient receives the hame health care prescribed by
his or her physician depends to a great extent on where the bereficiary lives.

A beneficiary in one state could receive all the nedically-ncoessary‘m health

services needed, while a beneficiary with the same diagnosis and circumstances

in a neighboring state might be denied all hame health visits. Meanwhile, HCFA

tries to give the illusion of action on this critical problem, but.it appears
more likely that officials are stonewalling in the hope that Congress will lose

interest,
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We urge Congress to adopt legislation which would permit 45 days of daily
skilled nursing and hame health aide visits with appropriate medical
documentation (as specified in the Heinz amendment to the Senate Deficit
Reduction Act), and to include a clear statement that visits will be pemitted
beyond the nunber selected as a guidepost, with physician certification of need.
We believe that a prior hospitaliméion requirement should not be included.
Such a provision would preclude many seriously ill beneficiaties from receiving
the care they require and would encourage unnecessary hospitalization in order
to qualify for the extended number of visits that Congress stipulates.
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My name is Margie Mills. 1 am the executive administrator and director of
nedical services of ABC Hame Health Services in Brunswick, Georgia. We have
eight hare hgalt.h agencies in the southerm and central Georgia area. I am also
a member of the Board of Directors of the American Federation of Home Health
Agencies, a trade gssociation representing several hundred hame health agéncies
around the country., Mr, Chainman, I am very pleased to have this opportunity to
present testimony to the Health Subcormittee of the Senate Finance Committee on
behalf of the American Federation of tiome Health Agencies. There are pfesently
many iasues troubling the hame health industry, but I will focus my remarks
today on intermittent care--an issue of critical concern ard one you have
1lmdicated is the prime topic of this hearing. . .

The health policies developed by the Federal government are at war with each
other. On the one hand, Congress acts to cut the spiral of Medicare costs by
‘implementing a prospective reimbursement system for hospitale, encouraging
agvinqs through earlier patient discharge. On the other hand, the Health Care
Financiﬁq Administration and its fiscal intermediaries, which reimburse
providers for services to Medicare beneficiaries, have attempted to restrict the
availability of the lower cost Medicare home health benefit at a time when
sicker patients are being discharged from hospitals. This action promotes
reinstitutionalization, working at cross purposes with the DRG system, Such
policy conflict makes no sense, especially at a time when the Medicare trust

fund is heading rapidly into the red. ' .
L 2

:

In order to realize short-sighted savings, HCFA and its f{iscal intermediarieu
have attempted to nickel and dime the hame health benefit in a variety of ways,
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particularl; through stricter interpretat:i;)n of the definition of intermittent
care, HCFA's arbitrary restriction of hame health services is wasting the
hard-earned dollars of the Amcrican taxpayers., Saving a di{m in hame health
.expenditures often means sticking Medicare with a much 1arqcx; bill for hospital
or skillefl nu;sin.g home care. ul-‘i;scall intermediaries are issuing denials for
medically-necessary daily skilled nursing visits beyond a two-three week period,
rege{rdless of the fact that a physician has determined that a patient can be
cared for adequately at home, does not need tc'><be hospitalized, and no skilled
nursing beds are available. Hame Health agencies in many states are being
prevented from providing cost-effective health care to the Medicare patients
most in need of services--thc more complex cases being discharged {rom hospimis
under DRGS. As a result, many dif;abled and older Americans are being denied
their right to the home health services that their physicians lave ordered and
they desperately need,

’I believe that it would be instructive here to place this problem within an
historical context. Patients are eligible for hame health care under Medicare
if they are homebound, 1n.need of skilled nursing care, physical therapy, or
speech therapy, and a physician establishes and periodically reviews a pian of
treatment for them. The Medicare Act, at Section 1814 (a) (2) (D), stipulates that
home health services are to be furnished to a patient vho".. .n:aeds or needed
skilled nursing care on an intermittent basis or physical or specth therapy..."
The Camittee Report (89th Congress, House Report No.213) accampanying the Act
merely states that the home health benefit covers "part-time or intexmittent

" nursing services, physical, occupational, and speech therapy, and other related
hame health services...More or less full-time nursing care would not be paid

for..."

~d

o
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Conqress left it to the agency a&n’misterinq Medicare to develop a definition of
mtemutt:ent, and over the ycars, there hawe been varying interpretations., In
the early yeats, althwqh patients could be seen two or three times a week,
visits on a daily basis for ary length of Uime were not considemd mtetmittent

care and were therefore not permitted, However, with the diminution of the
Medicare SNF benefit, home health agencies began to treat sicker.pgtionts. At
the same time, the ability to care for more camplex cases in the hame setting
improved dtamafica].ly. In an attempt to deal with these charging circumstances,
HCFA issued a policy change in 1981, to allow patients to be seen on a daily
basis for a' period of time. '

.

»

To enable providers and intermediaries to Aadminister the Medicare program, HCFA
has issued a series of Health Ingurance_ Manuals (HIMs). Home health care
requlations and policies‘ are contained in HIM-11. The policy chanoe of 1981 as
st.ated in Section 204.1 of HIM-11 permits daily skilled nursing or home health
aide visits for up to two-three weeks, and daily visits beyond that pmvidedw
t'h.ere is appropriate medical documentation justifying continuation. Sec.204.1

y' siateg: .

‘ Although most patients require services no more frequently than
several times a week, Medicare will pay for part-time (as defined in
Section 206.6) medically reaez;nabi:e and necessary skilled nursing care
care 7 days a week for a short period of time (2-3 weekg) . There may
also be a few caees involving unusual ci.rcmtames where the
patient's prognosis indicates the medical need for daily skilled
services will extend beyond 3 weeks. As soon as the patient's
physician makes this judgment, which usually should be made before the
end of the 3 week period, the home health agency m:st. forward medical

i
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docurentation justifying the need for such additional services and
. include an-estimate of how much longer daily skilled services will be
required.

A person expected to need more or less full-time skilled nursing care

over an extended period of time, i.,e., a patient who requires
institutionalization, would usually not qualify for hame health
benefits.

(Section 206.6, referrcd to above, sets guidelines for length and frequency of
different types of visits.)

As to Congressional intent on intermittent care, the Qmibus Reconciliation Act
of 1980 is instructive, In that legislation Congress recognized the changing
nature of hame health services by eliminating the three day prior
hospitalization roquirement and the limitation of 100 home health visits per
beneficiary period that were part of the original law. eWith this
liberalization, wn believe Congress intended hame care to be an alternative to
inpatient care, providing a faatient with whatever muber of visits are medically
necessary. Congress could have established a maximum number of visits in a
specific period or a limit on the frequency of visits, but did not, We believe
that the 1980 changes indicate that Congress does not consider dally visits

- beyond three wecks full-time care that would violate the intermittent

requirement.
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Circumstances have charged again with prospective reimbursement and the entry of
even sicker patients into the home: health care system, Despite Congressional
intent to expand home care as an alternative to institutional care, as evidenced
by the 1980 Reconciliation Act, tiscal intcrmediaries have in recent months
issved interpretations of intermittent care which vary widely from state to
state and have the effect of depriving Medicare beneficiaries in many states of
needed medical services. Intermediaries in same states allow daily skilled
nursing visits beyond three weeks, with physician certitication. In other
states the outer limit is set at three weeks with no daily visits beyond that.
point. There are cases of intermediaries setting a two weck limit, with only
extremely rare extensions beyond that. In several states intemmediaries have
made retroactive denials of all visits from day one if at the end of a three
week period a physician determines that a patient needs further daily skilled
nursing visits. These intermediaries claim that pationts are not eligible for
the hane health benefit to begin with if they need more daily visits than fit

the intermediary's definition of what constitutes intermittent care.,

The result of this policy confusion is that Medicare beneficiaries in one state
may be able to receive all the daily visits needed to nurse them back to health,
but if they live across the border in a neighboring state and need more than
three weeks of daily skilled visits, they could be denicd any hom® health

services at all. Some fiscal intermediaries have told hame health



53

administrators that patients whose nceds exceed the intermextiary's arbitrary
definition of intermittent should be institutionalized, even though the hame
health agencies can successfully and cust effectively treat these patients at
hame. We are also concerned about an additional sonrc; of con4fu>sig.>n. During
the period daily visits are aliowxl, same intermediarics permit only one skilled

nursing visit per day, while others will allow two or cven three.

Many patients are being placed in an untenable position, with no viable options,
Very few hame health agencies can absorb the financial loss ol a large number of
denials stemming from an adverse interpretation of intermittent, and even frwer
disabled or elderly Medicare patients can pick up the tab for the daily visits
they need but that the intermediary, refuses to reimburse. Few nursing homes
will accept Medicare patients. A beneficiary can seek readmission to the
hospital through his or her physician but this defeats the purpose of the DRG

gystem,

Last year, in an attempt to achieve consistency among its intermediaries, HCFA
prepared and cleared for issuance a HIM-11 revision that would construe the'
definition of intermittent along the lines of the strictest f{iscal intermediary
interpretation, further restricting the already Jimited circumstances under
which patients may receive daily skilled rursing or hame hcalth aide visits.
Under a storm of protest fram Congressional offices and home health providers
and associations, HCFA backed off on the manual revision, but the. i)atchhork
interpretation of intemmittent by the fiscal intermediarics continues;

.

Congress has stepped in to remedy the intermittent problem. As you are aware,
legislation has been introduced in both the House and Senate. The Waxman bill,
H.R.3616, would provide Medicare coverage for daily nursing and hane health aide

visits for up to 90 days, with monthly certification by a physician, and after

3
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that with certification of exceptional circumstances. It also would allow up to
20 aide visits after skilled nursing is no longer required. The Heinz bill,

. 8§,2338, would provide coverage for daily nursing zmd aide visits for up to 0
days with physician ce.‘rt:ification and beyond that with certification of
exceptional circumstances. The Heinz amcndment to the Senate Deficit Reduction
Act would allow daily nursing and aide visits for up to 45 days following
discharge frcm a hospital and after .45 day., with physician certification of
exceptional circumstances.

In apparent response ‘to Congressional action, HCFA recently made a weak attempt
to introduce consistency by sending a question and answer clarification-to its
regional offices for transmittal to intermediaries., It is worth noting that the
information was not sent directly to the intermediaries as a manual statement
where it may have done the most good. The clarification is an improvement on
the manual change that HCFA had hoped to issue, but this clarification does
nothing more than restate the current policy as set forth in Sec.204.1 of HIM-11
(see above)., This is the same policy that HCFA has allowed its intermediaries
to interpret in an arbitrary arp capricious fashion for so long. And to this
day, same intermediaries continue to enforce an absolute three week cut off

point on daily skilled visits.

In a May 17 letter to Sen. Warner who inguired on behalf of an AFHHA member in
Virginia, HCFA officials indicate that they met with representatives of provider
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organizations, and that they are reviewing the definitiom of intermittent,
seeking a legal opinion on daily care beyond a three week perio.d-, and
oconsidering comments that they have received. We believe HCFA is stonewalling
and trying to create an illusion of a&ivity on this problem so that Coﬁg;'eas
will be neutralized and lose interest. Let me note that the meeting referried to
occured last September 15, 1983, and following that meeting, AFHHA submitted
comments to HCFA on October 13. Does it really take eight months to review a

© seven page position paper? We believe HCFA and its intermediaries will simply

allod the current confusion to continue if Congress does not act legislatively.

Congressional initiatives are a step in the right direction, but we believe that
HCFA and its fiscal intermediaries need instruction beyond the lanquage of the
current bills, namely a clear statement of Congressional intent that
notwithstanding the number of days Congress specifies for daily visits, Medicare
will reimburse for physician-ordered medically-necessary daily visits beyond
that arbitrary nurber. Writing into law a specific number of days will serve as
a guidepost for intermediaries and help to alleviate the current confusion.
However, we do not believe that a post-hospital requirement should be included
in the legislation Congress.addpts. Many Medicare beneficiaries who have, not
been hospitalized have episodes that require daily care over an extended period.

Without daily home health services, seme <;>f these patients would ‘h:wa to be
institutionalized or else would have to go without crucial care. In some cases
physicians would go through the motion of placing patients in the hospital to
entitle them to the post—lbspitai extended number of visits—with Medicare “
picking up the tab. We also urge-Congress to clear up the confusion reqazdinq'
the nunber of daily skilled nursing visits permitted, by specifying that two or
three visits a day will be reimbursed under exceptional circumstances as

certified by the patient's physician.
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Mr, Chairman, let me give you just a few examples of patients who conditions
warranted ‘daily skilled nursing visits beyond three weeks. In each of these
cane; the fiscal intermediary issued denials of same or all of the daily visits,
As you will note, same of these cases involve patients recently discharged from
the hospital; others are representative of patients who suffer fram chronic
oconditions or who are experiencing an episode of illness. The latter do not
necd to be institutionalized but they often require an extended mumber of daily
visits.

Aq an example of a patient who is not a post-hospital case, our agency is
treating a young man on Medicare disability, a spina bifida patient with a
draining aboess in the buttocks arca. His wound requires daily packing and
dressing, but we were forced to reduce our skilled nursing visits to threc times
per week after receiving denials from our fiscal intermediary. With aggressive
daily packing of his wounds, we believe that his aboess could have been healed
in approximately two months. Instead, we are still seeing him a year later.

His treatment has now cost much more than it would have if we had been able to

ocontinue sterile packing and dressing on a daily basis. In gddition, the health-l
and comfort of the patient havd been compromised. ' ,
Next, let me give you an example of the type of seriously ill patient hame
health agencies around the country are seeing in increasing mumbers, with
earlier hospital discharges under DRGs. We treated a 67 year old woman with one
rectal and four abdominal abcesses, a draining seven inch abdaminal incision, a
temporary ostomy, nausea and vomiting, swelling of the amms and legs, and
crippling arthritis. Her surgeon ordered daily skilled nursing visits to
perform ostomy irrigation and sterile dressing changes. Gur intermediary .

questions whether daily visits to this very sick patient are necessary and has

_ referred the entire case to the Regional Office for a decision on coverage,
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We can sucessfully treat this woman for approximately $1200 per month. A bed
alone in a nea:by hospital would cost Medicare $4500 monthly. " And there i3 not
a single nursing facility in our region that will accept this woman as a
Medicare patient.

As an exanple of inexplicable denials on the basis of intemmittent, a home
health agency in the Midwest treated a patient suffering from a serious wound
infection of the right hip following hip surgery. WNeither the patient nor his
wife is capabld of treating the infected wound. The agency provided skilled
mursing visits to the gentleman starting approximately a year ago. During some -
‘months, the patient's condition necessitated daily visits. The intermediary’
:Ltrarny picked out a three month period and denied all visits as not within
the definition of intermittent. Obviously the fiscal intcrmrdiary reccgnized
the unusual circumstances of the case and the need for daily visits beyond three
weeks because the provider was reimbursed for daily care in the mnth§
preceeding and following the denied visits,

To illustrate further the conf\.llsion in policy, I cite a case involving arbitrary
retroactive denial of all visits tc a seriously i1l patient. A Visitinq furse
Association treated an elderly woman for a serious chronic bronchial condition.
“The patient reccived skilled nursing services five times per week, with Medicare
covering three of the wee!:ly visits and Medicaid the other two. The waman, who
lives alone, also suffers from congestive heart failure, Without treatment, her
condition would develop into 1ife-threatening pneurmonia, necessitating more
costly hospitalization. The WNA's fiscal intermediary retx'oat‘:tively denjed all
vigits--back to January--claiming that 1f the woman's condition warranted daily
vis‘its‘ over a period of time, she should be institutionalized, not treated under
the hame health benefit, cven though Medica was only paying for three weekly

nursing visits. ' :
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To illustrate further the potential cost to the American taxpayer of denial of
home health services, another home health agency in the Midwest treated a younq
quadraplegic Medicare beneficiary who suffercd from a munber of very severe skin
ulcers, The patient's physician determined that the beneficiary did not necd to
be institutionalized, and could manage’ quite well at hame as long as he had
daily nursing v.leit; for packing, dressing, and monitoring of his wounde. A
month of hame health care, including daily nursing and aide visits as well as
all suppues, cane to approximately $2900. A month in a nearby hospital would
ooet at, least $11,000, not counting supplies and medications. A month in a
skilled-nursing facility, without mdicine and supplies, would have run close to
$5000. The fiscal intermediary denied all visits beyond the first month,
clainiing that they did not meet the definition of intermittent care.

Mr. Chairman, we are dealing here not with abstractions.but with very sick

patients—your constituents. I ask your permission to sutmit for the record -

' photographs provided by a Visiting Nurse Association in the Southwest to its

fiscal intermediary to support daily visits to an 80 year old bedridden
incontinent patient, a victim.of advan:ed Alzheimer's Disease. The man was
discharged fram the hospital in December to the VNA for treatment of severe
ulcers on his left and right hips and at the base of his spine, involving'
muscle, fat, cartilage, and bone.  The physician prescribed daily treatment of

- these open draining wounds. The patient responded to treatment, albeit slowly.

In early April, the intermediary asked for photos to document the‘patient's
condition, and responded, upon viewing the pictures,”...we understand now why
daily visits are being made.” However, the intermediary persisted in denying
all daily visits for March and April as constituting more than intermittent care
and therefore not reasonable and necessary. These photographs inlicate a
pat;ient in desperate need of daily care, and one who_ is "consistently

htprw;:lng" thanks to the "diligent work of the nurse;s" at the WA, in the words

/.' .

/
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of the patient's doctor. But this is a beneticiary denied coverage under
Medicare for not falling within one fiscal intermediary's arbitrary definition

of intermittent care.

Mr. Chairman, these cases speak for themselves. We urge you to take immediate

action to remedy a situation that encourages higher cost institutionalization to

" be substituted where lower cost hame health services are not only adequate, but

the preferred method of treatment for beneficiaries who wish to remain, with

dignity and independence, in their own hames.

Representatives of AFHHA would be happy to provide further information and
assistance to you and camittce staff in resolving this critimLprobiun. 1hank
you for the opportunity to present our testimony here today.

STATEMENT OF SISTER BRIGIDA CASSADY, EXECUTIVE DIREC-
TOR, HOSPITAL HOME HEALTH SERVICES OF MINNESOTA, ON
BEHALF OF THE AMERICAN HOSPITAL ASSOCIATION, WASH-
INGTON, DC ' '

Senator DURENBERGER. Sister Brigida.

Sister Bricipa. Mr. Chairman, and members of the subcommit-
tee, I am Sister Brigida Cassady, director of Hospital Home Health
Services of Minnesota, a multi-institutional hospital sponsored
home health agency in Minneapolis. :

I'm speaking on behalf of the American Hospital Association, an
organization which represents over 6,300 hospitals and nearly 1,000
hospital based home health programs today.

We welcome this opportunity to present our views on the inter-
mittent care requirement under consideration today, and to offer
our perspective on current policies as they affect the patients
under our care. _ ,

Home care has changed radically since medicare was enacted.
Due to the advances in medical technology, aging of the population
and declining hospital lengths of stay, it has emerged as a vital
component of the health care continuum, providing necessary
posthospital followup care in an appropriate and cost effective set-
ting, and keeping numerous elderly patients from being sent to
nursing homes unnecessarily.

More and more highly complex procedures can now be performed
safely at home. Intravenous antibiotic therapy, intravenous chemo-
therapy, and antra and parentral nutrition are examples.

As a result, home care professionals no longer perform only basic
tasks. They administer complex plans of care to interdisciplinary
teams. They also serve as educators, leading patients toward inde-
pendent self-care.

Unfortunately, although Congress in 1980 ‘liberalized the medi-
care home health benefit, the Health Care Financing Administra-



60

tion simultaneously initiated a new cost control program that has
had the effect of limiting eligibility. Fiscal intermediaries under

@pressure to meet federally prescribed performance standards have
imposed restrictive utilization screens and burdensome documenta-
tion requirements.

The intermittent care requirement, in particular, is being inter-
preted to exclude from coverage those patients who need more
than 3 weeks daily nursing care. I can give numerous examples
from my experience in Minnesota of patients who are ideal candi-
dates for home care, but who either are being rehospitalized or are
forced to break up their homes and enter nursing homes, or who, -
in the worst cases, are simply being denied care because we cannot
predict that their treatment will be completed within 3 weeks.

The provision in the Senate version of H.R. 4170, which would
have allowed 45 days of daily home care after hospital discharge,
would alleviate this situation. But Congress really should go fur-
ther and restructure the home care benefits in light of changing
trends in health care delivery. .

Coverage and payment policies should be revised to encourage-
providers and beneficiaries to make appropriate use of hospitals,
skilled nursing, and home care services. And these revised policies
should be published as regulations to ensure consistency and fair-
ness in their implementation.

Since one picture is really worth a thousand words, I would just
like to show five slides that will illustrate the dramatic changes in

the tgpe of home care that we have previously practiced, probably
5 to 6 years ago, and what has happened with modern technology. I
feel that the technology is available for the elderly to be cared for
in the home, but reimbursement has to follow that technology in
‘order to care for these patients.

[Showing of slides.]

Sister BriGipa. There are only five slides. And this first one, I
think, for most people who are not very familiar with home care
illustrates what traditional home has been. The bathing of the pa-
tient, making the patient comfortable. And while that still is a nec-
es(siary goal for skilled nursing, it is not the thing that is happening
today. :

Evaluating medications has always been a skilled nursing proce-
dure and recommending to the patients what type of medication
the doctor had ordered. But currently we have a complex type of
medication regime for most patients. The elderly patients receive
many medications which may have interactions and so sometimes
the initiation of a complicated medication regime may require
daily visits so that those medications do not have a dangetous
effect. Observation of adverse symptoms demands a skilled nursing ——
visit and instruction on methods of administration are necessary.

[Changing of slides.]

Sister BriGIDA. One of the purposes of the slides is that when we
talk about “intermittent” or ‘“hyperalamentation” or a “hickman
catheter,” they are in the abstract. This is a picture of an actual
patient who-has a hickman catheter, and is receiving hyperal—who
previously most of us would have considered had to be hospitalized
for this very precarious type of procedure. Today it is becoming
more commonplace because of the technology. There are many new
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kinds of IVAC, pumps, IV packs, et cetra, et cetra, that can be used
with the hickman catheter. This gentleman’s entire gut has been
removed and so this is his primary source of nutrition. The wife
has to have instructions with this machine and catheter in order
for her to carry out this particular procedure. And it takes some
time to teach the person to do this daily teaching is necessary until
one person is competent.

[Changing of slides.] ' .

Sister BriGIDA. A wound—someone else has also mentioned
this—often requires daily dressings, packing. There are different
types of irrigations that are being promulgated now. Particular an-
tit:iiotic types. Observation and teaching needs to be an ongoing pro-
cedure.

[Changing of slides.]

Sister BricipA. This illustrates the IV antibiotic therapy that is
initiated. A gentlemen having a very complicated lung infection.
The son was willing to take on the instruction, and it was a compli-
cated instruction at that time. This is 1 year ago. And the site
where the I.V. is inserted in the arm usually is.a common infection
site. He learned that treatment so well that we only eventually kad
to go out once a week and that site remained free of infection. This
gentleman was able to remain out of one hospital setting for 9
months. :

I wish that this was a colored slide because the elderly gentle-
man, when we went out to take his picture, had purchased new
white suspenders particularly for the occasion. [Laughter.]

[Changing of slides.]

Sister BriGipa. This is & patient who has a very rare sclerosing
cholangitis disease. She couldn’t look at her wound initially. When
the preparation was being made for her to home. This catheter is a
permanent catheter which provides irrigation to the sclerosing
area, Ultimately, after repeated visits, she was capable of taking
care of that wound and the catheter and she now walks around
and takes care of irrigating that catheter and only needs a visit
probably once a month for a new type of irrigation to be initiated
or electrolytes to be evaluated.

[Changing of slides.]

Sister Bricipa. This pain control is another thing that we are
teaching families now, which has come into vogue as patients’
medication can be put on an ongoing regime for particularly pain-
ful situations. This happens to be a cancer patient and the husband
learned to give one morphine for pain control.

[Changing of slides.]

Sister Bricipa. The last slide that I am showing is one to demon-
. strate other skilled nursing needs. This gentleman had a massive
lung disease. He wanted to demonstrate to us, when we were show-
ing pictures, that a lot of support had been given to him at home
by nursing. He had thought that his wife might get the disease.
And we gave a lot of support in telling him that this would not
. happen. Instruction and professional support gives confidence.

He said that when I showed this picture—and this was quite
some time ago—that he wanted people to know that there was life
in the old boy yet. [Laughter.] : -

37-568 O—84~——5
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When I showed this to a group of physicians, they asked if that
was the home care nurse. [Laughter.]

One of the physicians replied, no, Medicare does not cover that.
[Laughter.]

Senator DURENBERGER. Shame on you, Sister, but that was a ..

good slide.

Sister BriGaDA. I want to thank the committee for the opportuni-
ty to appear before you. And I will be happy to answer any of your
questions.

Senator DURENBERGER. Thank you very much. That was very
helpful.

[The prepared statement of Sister Brigida Cassady follows:]
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SUMMARY
Home care has changeé radically since Medicare was enacted, due to advances in
‘medical technology and reductions in hospital lengths of stay. Congress in
1980 liberalized the home care benefit to provide an alternative to
institutionalization, but the Health Care Financing Administration
concurrently initiated a new cost-control program that in effect limited
eligibility. Regional intermediaries, motivated by new fiscal performance
standards, have imposed restrictive screens and burdensome documentation

requirements.
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A strict interpretation of the "intermittent care" requirement prevents home

care patients from receiving daily nursing visits beyond 21 days. This has

excluded from coverage elderly patients who need daily post-hospital follow-up

care for a longer period. Such patients are often institutionalized

unnecessarily. To address these problems, the American Hospital Association

recommends that:

(1)

(2)

(3)

(4)

The provision in the Senate version of H.R.4170 which would allow
Medicare beneficiaries up to 45 days of daily home care after
hospital discharge is moderate and workable, and should be adopted.
However, this expanded benefit must be accompanied by increased
funding. .

Regulations should be promulgated clarifying basic home care
definitions and providing for public comment on eligibility and

coverage rules.

Congress should restructure the home care benefit as a key part of

the health care continuum, ensuring that coverage and payment

policies encourage providers and beneficiaries to iake efficient and
appropriate use of acute inpatient, skilled nursing, and home care

services. .
Congress should give attention to the question of whether home care

services should be included in the Medicare prospective payment

system.
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INTRODUCTION

Mr. Chairman and members of the Subcommittee, I am Sister Brigada Cassady,
director of Hospital Home Health Services of Minnesota, a multi-institutional
hospital-sponsored home health agency in Minneapolis. 1 am speaking on behalf
of the American Hospital Association (AHA), an organization which represents
over 6,300 hospitals and nearly 1,000 hospital-based home health agencies. Ve
welcome this opportunity to present our views on national home care policy in
general, and on the Medicare intermittent care requirement under consideration
today. We are glad to offer you our perspective on how current policies are

affecting the patients under our cave.

Most hospitals today participate in home care, if not as direct providers of
services, then in affiliation with one or more home health agel.tcies in their
communities. According to a recent survey by the Department of Health and

Human Services, the great majority of home care patients is referred to that

1 AHA believes home care is a potentially vital

service by hospitals.
component of our health care system, that can ensure continuity of caren(
between inpatient and outpatient settings, and thereby make possible more
efficient use of acute inpatient resources. Home care can also provide a less
costly alternative to nursing home care when Medicare beneficiaries do not

require continous supervision.

1 "Changing Patterns of Entry to Home Health Services,'" U.S. Department of

Health and Human Services, Office of the Inspector General, November 1981.

37-568 O-—84-——6



66

A well designed home-care benefit can increase the satisfaction of Medicare
beneficiaries by providing services in their homes, while at the same time
reducing the total cost of the program by preventing unnecessary
institutionalization. Whether these goals will be achieved depends on the
structure of consumer and provider incentives created by Medicare payment and
benéfit policies, and on the ability of the program to ensure the consistent
and equitable application of these po}_i_g_i_gg_. Incentives should encourage the
efficient production and use of home health services, while enabling Medicare

beneficiaries to obtain services in the setting they prefer.

Historically, the policies of the Department of Health and Human Services have
focused on encoqraging appropriate use of home health services. These
policies have reflected assumptions appropriate to a system of retrospective
cost-based payment for both home healt.h and acute inpatient services. Recent
changes in Medicare reimbursement policies necessitate a re-evaluation of the
appropriate role of home care in meeting the needs of the Medicare

population. We commend the Subcommittee for undertaking this much-needed
po'licy review, and urge you to approach this task from a broad perspective,
recognizing that the problems of home care can only be solved in the broader

context of the full range of services covered by Medicare.

CHANGES IN HOME CARE AND IN MEDICARE COVERAGE
When Medicare was first enacted, Congress appended a limited home care benefit
to the basic hospital coverage: after hospital discharge a beneficiary was

.allowed up to 100 home health visits a year under Part A; another 100 visits

.




i

were available under Part B with no requirement of prior hospitalization. At
that time Congress envi.r;ioned a straightforward home nursing service for

convalescing patients.

As the Medicare population's need for long term care increased, home care was
identified as an alternative to placement in a Skilled Nursing Facility or
Intermediate Care Facility.® Congress, in the 1980 Omnibus Reconciliation Act
(P.L.96-499), expanded the home care benefit by eliminating the Part A prior
hospitalization requirement and the 100-visit limitation under both parts.
Home care was at that point perceived not as a minor adjunct to hospital care,
but as an integral part of the health care continuum and cost:-effective
substitute for institutional care. .
e
Meanwhile, fundamental changéé wére' taking place in the nature of home care
services and in the' kinds of patients served. Advances in medical technology
were making it feasible to perform complex, technoiogically sophisticated
procedures at home: for example, intravenous chemotherapy, antibiotic,
therapy, and enteral and parenteral nutrition. Many of these procedur.es did
not even exist when the home care benefit was first e;tablished. As these
developments were occurring, Medicare medical review policies, which
emphasized reducing hospital lengths of 'stay, were causing patients to be
discharged at an earlier stage of recovery.

The net result of these two trends is that home care professionals no longer

- perform only basic nursing tasks. They administer complex plans of care

2
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through interdisciplinary teams. And, more than ever, they serve as
educators, leading patients toward independent self- care and encouraging

family members to act as care-givers.

FISCAL PRESSURES AND PAYMENT POLICIES
In the "1980s home care's emergence as a fully developed mode of health care
dellvery collided head-on with the f1sc;1 .pressures generated by rising
Medicare outlays. While Congress liberalized the home care benefit, it did
not also provide necessary additional funding. Accordingly, in 1980 the

Health Care Financing Administration (HCFA) launched a major effort to hold

the costs of the program within the limit; bf available funds. Unfortunately,

the agency has attempted to accomplish its éoZIE"EY means of instructions to
flscal" intermediaries, rather than by formal promulgation of regulations,

which would have provided an opportumty for public comment. Despite these
efforts to cont.rol costs, home health care is today the most rapidly growing

component of the Medicare program.

HCFA created a new system of regional intermediaries to process the claims of
freestanding agencies; these new entities were expected to apply uniform
utilization and coverage screens. Hospital-based agencies were allowed to
continue dealing with the hospital's intermediary, but they were subject to
the same screens as the freestanding age’\cxes. Audits were conducted of ‘the

intermediaries' performance.
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Many fiscal intermediaries have interpreted HCFA guidelinés as réquiring
tighter limitations than the agency intended. A more serious problem has been
their increased emphasis given to financial rather than medical factors in
determining when the services provided to a patient would be paid. A pattern
has emerged of excessively strict interpretations of eligibility and coverage
guidelines, inconsistent interpretations by different intermediaries,
increasing numbers of claims denied, and withholding of payment from providers
while claims are being reviewed. |
INTERMITTENT €ARE~ ‘
The Medicare statute requires that home care patients be in need'of skilled
" nursing and home health aide services on a part-time or "intermittent' rather
than a continuous basis [Social Security Act, secs. 1§14(a)(2)(D),
1835(a)(2)(A), and 1861(m)}. Fulfillment of the intermittent care requirement

is therefore a key to eligibility for all home care services; unfortunately,

there exists no formal regulatory definition of the term.

Over the years HCFA, in its instructions to intermediaries, has been groping
for a satisfactory definition; to the agency's credit, it has recognized the
need for flexibility and the importance of tying the requirement to the
medical needs of the individual patient. Nevertheless, HCFA's interpretations

have become progressively more stringent.

In 1975 the Uepartment defined '"intermittent' as "'service for a few hours a

day several times.a week,” and suggested 100 hours a month as a norm for home
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health aide service. The norm soon became a cap, and the principle was
established that "intermittent care'' could not be provided seven days a week
except in unusual circumstances. In 1981 and 1982 HCFA drastically reduced
the guidelines for numbers of hours and visits, but allowed for circumstances
in which longer and more frequent service inight be needed. If adequately
justified, home health»aide service could be provided seven days a week for a

two-to-three-week period (Home Health Agency Manual Transmittal 127 and 137).

This gu.deline also became a limit, and is currently being enforced as such.
However, last April HCFA, reacting to numerous complaints, advised its
Regional Offices that daily care might be allowed[ for more than three weeks
under musualgcircmstances, but that_any ex;ensfon shéﬁid be strictly limited
and carefully re'viewed. Nevertheless, the aﬁ‘én'c} wisely refrained from
setting a fxxedi limit.on the amount of daily care to be covered, and
emphasized that the medical necessity and appropnateness of the service

should be the paramount consideration.

HCFA's current guidelines are too restrictive; however, the real problem is
not the guidelines. but their erratic and excessively stringent application by
intermediaries who must give primary emphasis to financial ‘performance
standards in making coverage determinations. Targets unrelated to patients;
needs inevitably pro;iuce unfair decisions. A sccondary problem is that
instructions to intermediaries are not subject to formal._public notice and
comment procedures. Consequently, coverage determinations are often based on
standards of which providers are unaware. Regulations are sorely needed to
achieve consistency and fairness in implementation and to l;rovide an

qpportumty for public comment.
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THE IMPACT ON PATIENTS OF THE INTERMITTENT CARE REQUIREMENT
The intermittent care guidelines as actually interpreted are having a
disastrous effect on beneficiaries. Elderly patients who need daily
post-hospital follow-up care for longer than three weeks, and who may not have
a family member available or able to carry out complex procedures, are
particularly at risk. A few examples can be drawn from my own experience in

Minnesota:

o A 75-year-old woman with cancer of the breast has a deeply infected
wound near the brachial artery as a result of radiation treatment.
The wound needs daily irrigation and debridement because of its
location near vital areas. The patient cannot perform the
procedure herself. Though the wound had not healed, the
intermediary denied visits beyond 21 days in accordance with the
new interpretation of intermittent care, and advisgd that the

patient should be in a nursing home.

o An alert, independent 70-year-old .woman with endocarditis needs
daily antibiotic therapy with & Hickman catheter for two months.
She is capable of learning all the procedures necessary to
administer the therapy, but will need daily visits until she learns
how to do so; after that she will need periodic nursing visits to
prevent complications. Though she is an ideal candidate for home
care, the intermediary will not allow the agency to accept her

because daily therapy may extend beyond 21 days.
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o A 58-year-old disabled Medicare patient has had gastric by-pass
surgery and has- developed postopex:ative complications, including an
infected sinus tract. Daily irrigation is necessary, and the
patient cannot perform the procedure and has no family member or
friend available to help. Again, the intermediary will not allow N

payment.

These patients are not in need of acute care. To keep them in a hospital
for weeks or even months would be a wasteful use of Medicare's resources.
They do not belong in nursing homes, as they do not require constant
supervision. Lven when a nursing home might be a suitable alternative,
they would not necessarily require '"'skilled nursing" care, and Medicare
does not cover intermediate care. Unless these patients are able to pay
for nursing home care, home care is the only alternative. Even if '
Medicare were to cover nursing home care, and a nursing home bed was
available, home care may well be less costly than institutional 'care.‘
Under current Departmental policies, however, these patients will often
not qualify for coverage of home health services because their care
exceeds /that permitted under the intermittent care requirement. They

often have nowhere to turn.

RECOMMENDATIONS
Tire legislation before this Subcommittee would address the needs of these
patients by allowing up to 45 days of daily care following a hospital

di~s£:harge, and a possible extension beyond that time in exceptional
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circumstances. It is a moderate and workable proposal, and recognizes the
caré must be coordinated across the acute inpatient and outpatient
settings in order that incentives created by the Medicare prospective
pricing system may result in the most efficient use of the program's
resources. However, it is likely that his legislation will lead to
increased use of home health Qervices and increased program‘expenditures.
Because the unmet need for home health care is so large, as hés been shown
by Geﬁeral Accounting Office studies, lower costs resulting from
substitution of home care for other services could well be counteracted by
the expanded volume of services by new home health patients.

Consequently, any expansion of the home health benefit must be accompanied

- by increased funding. If it is not, HCFA as in the past, will probably be

forced to limit availability of services using financial rather than

medical criteria.

Earlier this week the AHA presented testimony before the Senate Committee
on Labor and Human Resources describing the dramatic reduction in the rate
of increase in hospital costs that has resulted as hospitals respond to

the new incentives created by prospective pricing. In a press release

. issued earlier this week, Secretary Heckler also indicated that the

_increase in total Medicare outlays has been held to the lowest level since

the creation of the program. Home health care can play a vital role in
ensuring the continuation of these trends. It can do so, however, only if
coverage and payment policies encourage and enablé providers and
beneficiaries to make efficient and appropriate use of acute inpatient,

skilled nursing and home care services.

\ N
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The proposed legislation deals with one limited aspect of the home care

,.problem. It ig important to consider this probaéél in the lléhg of the

larger question of whether home health services should be included in the
Medicare prospective payment system. These issues can be resolved only
within the broader context that considers both beneficiary needs and the
role of home health services in meeting those needs. The AHA has been a
. proponent of approaches relying on incentives, and believes this approach
is as applicable in the area of home health care as in the area of acute
inpat‘i'ent care. We will be haépy to continue working with you in this

endeavor.

STATEMENT OF ROSEMARY A. BOWMAN, PRESIDENT, HEALTH
CARE PARTNERS, INC., NASHVILLE, TN

Senator DURENBERGER. Ms. Bowman.

Ms. BowMAN. Senator Durenberger, it’s a pleasure to have the
opportunity to speak to you this afternoon. I am Rosemary
Bowman, president of Health Care Partners of Nashville, TN.

And with me, behind me, is Fran Adkins, who is chairman of
Health Care Partners.

Our organization owns and manages five medicare certified home
health agencies'in three States. We have many years of experience
within the home care field. At the time of the onset of this issue—I
want to go back a bit—in 1982, our organization had agencies only
in Colorado and Tennessee. Our fiscal intermediaries were Blue
Cross of Colorado and Blue Cross of Tennessee. Our first indication
of a change of policy relative to daily visits was a bulletin from
-BlueCross of Tennessee dated August 1982.

From September to December 1982, the Colorado fiscal interme-
diary made no notification of the changes in the intermittent rules.
They did, however, begin denying daily visit cases without notifica-
tion of the reason. Their multiple denials during this period result-
“ed in over one-half of the home health agencies in Colorado losing
their waiver of liability. The formal notification to Colorado agen-
cies regarding the changes in the intermittent rule was not distrib-
uted until February 1983. There is an issue of application of guide-
lines and flexibility by the intermediaries. The intermediaries, in
our experience, are using the 2- to 3-week limit as an absolute.
They are not using judgment relative to the submission of addition-
al information to them. )

The Tennessee intermediary gave lipservice to consideration of
extension of daily visits, but never granted any extensions when
they were requested. In one Nashville case involving a brittle dia-
betic with a new stroke, even though the professional staff of the
agency, the physician, the patient and the family, believed that tho
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required daily care was best provided in the home, the fiscal inter-
mediary encouraged hospitalization.

The dilemma of home health agencies in this issue is that HCFA
and the intermediaries are discouraging noninstitutional care in an
environment that is otherwise encouraging noninstitutional care. If
a patient meets the requirements of being homebound, the care is
reasonable and necessary, and the patient is unstable but improv-
ing, it makes little sense to require hospitalization, in. particular
institutionalization of any type because the care has reached some
arbitrary time limit.

The ultimate effect of the daily visit limitations will hurt pa-
tients; not save big dollars for HCFA.

.We have reviewed the cases that have required daily visits by
our agency since August 1982. At no time have we have had more
than 2 percent of our medicare patients on daily visits. Since the
change went into effect, we have had only five daily cases go over 3
weeks in duration. Most daily cases have lasted about 1%2 weeks.
At the present time, we have no daily medicare cases out of a total
case load of roughly 250 patients.

"Our review and that of other organizations suggest to us that the
need for daily visits is minimal, but for those individuals that need
that care, it is great. The most frequent demand for daily visits is
for patients needing wound care. That has already been discussed
substantially. '

Three weeks of daily visits is sometimes not sufficient to achieve
healing or to complete the patient and family teaching that is re-
quired for wound care. The most frequent needs for daily visits, ad-
ditional needs, are terminal care, complex diabetics and complex -
hospital discharge. T

Approximately two-thirds of our patients requiring daily visits
are discharged from the hospital to home. The remaining one-third
- are not hospitalized. Given the concern for cost reduction and the
trend toward noninstitutional care, it makes littie sense to force
them into a hospital or skilled care facility. Home care is being
provided in lieu of hospitalization. '

It is our experience that the types of patients who need daily
visits are quantifiable and can be classified by systematic descrip-
tion. It is our recommendation that you adopt an outside limit of
45 days of daily care. In addition, guidelines for daily visit needs
for specified diagnoses within that 45 daily visit limit should be es-
tablished. L

For example, using a 45-day limit visit, the range of visit guide-
lines set for stabilizing a complex hospital discharge could be 5 to 7
days. It is further our recommendation that such guidelines pro-
vide for an individual review of need to go beyond that 45-day
limit, given unusual circumstances. It is our experience that the
need for daily visits is an exception to the norm. In order to moni-
tor the appropriateness of daily visits, we recommend that daily
visit charting be sent to the fiscal intermediary with all daily visit
billing. Blue Cross of Tennessee already requires this practice. One
of the concerns by HCFA is that we be able to justify and that we
be able to validate the need for this service. We are willing to
submit the documentation to do that.
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We further recommend that Congress recognize that daily home
visits are a viable option to more expensive hospitalization. The 45
day daily visit provision should be allowed in lieu of hospitalization
as.well as posthospitalization. ]
: We thank you for the opportunity to make this presentation to
you. And-loo%forward'to-the-irﬁprovement of this issue.

Senator DURENBERGER. Thank you very much.

[The prepared statement of Ms. Bowman follows:]
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Senate Finance Comittee Subcammittee on Health
Senator Dave Durenberger, Chairman
Intermittent Care
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by AN
Rosemary i#i. Bowman

sunmary

We have. reviewed the cases that have required daily visits by our
agencies since August 2, 1982, A£ no time have we had more than 2% of our
Medicare patients on daily visits. Since the change went into effect, we have
had only two daily cases in Nashville to go over three weeks in duration.
Only three daily cases in Denver have gone over three weeks. Most daily cases
have lasted about one and one-half weeks. At the present time, we have no
daily Medicare cases out of a total case load in excess of 250 patients.

Approximately tm—th.trds of our patients requiring daily visits are
disd\ar/ged from the hospital to hame care. The remaining one-third are not
hospitalized, and based on professional judgment, their treatment site of
cf'\oice is their home. Furthermore, given the concern for oost-reduction and
the trend toward non-institutional care, it makes little sense to force them
into a hospital or skilled care facility. Such daily home care is being

provided in lieu of hospitalization.

Recommendations

1. Since the debate regarding intermittent care questions Congressional
intent, we believe that it is appropriate for the Congress to state its intent
by amending the statute.
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2, It is our ;:eoama\datim that you adopt an outside limit of 45 days of
daily care. In addition, guidelines for daily visit needs for specified
diagnoses within that 45 day limit should be established.

3. In order to monitor the appropriateness of daily visits, we recamend that
the daily visit notes be sent to the fiscal intermediary with all daily visit
billing.

4. We further recommend that the Congress recognize that daily hame visits
are a viable option to more expensive hospitalization. The 45 daily visit
provision should be allowed in lieu gf mspitali;atim as well as

post-hosgpitalization.

-



9

Testimony
.Senate Finance Committee th& on Health
Senator Dave Durenberger, Chairman
Intermittent Care
June 22, 1984

by

Rosemary A. Bowman
President

Health Care Partners
and

Fran Adkins
Chaixman

Health Care Partners



80

Senator Durenberger and members of the Senate Finance Committee, Q are
pleased to have the opportunity to address you today on the subject of
intermittent care. '

I am Rosemary A. Bowman, President of Health Care Partners of Nashville,
Tennessee. With me is Fran Adkins, Chairman of Health Care Partners and Chief
Operating officer for our hame health division.

Health Care Partners owns and manages five Medicare certified hame health
. agencies in three states. The leaders of our organization have m;any ye'ars of
experience within the hame health field. We have experienced many transitions

in the Medicare home care program.

Daily Visit Problem

In the sumer of 1962, the Health Care Financing Administration (HCFA)
announced a change in the meaning of intermittent care. By that action, HCFA
effectively reduced the Medi‘czre hame health benefit without providing an
oppo‘rtunity for public camment. The number of Medicare recipients who are
affected by this change is relatively small. The real impact on that small
nunber of older people is, however, quite significant.

We want to share with you the impact of that change, both on Medicare
beneficiaries and the hame health pryvide.rs. We will reference the issue as
daily visits. N

At the ti:re‘of the onset of this issue, last year, our' organization had
agencies only in Colorado and 'l:ennessee. Our fiscal intermediaries are Blue
Cross/Blue shield of Colorado and Blue Cross/Blue Shield of Tennessee.  Our
first indication of a change of policy relative to daily visits was a bulletin
from Blue Cross/Blue shield of Tennessee dated August, 1982 and received in
September, 1982 (Appendix A). Our Nas!z:ville agency had one daily case at that
time, and a concerted effort was made to meet the documentation requirements
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for this daily case. In late December, 1982, we received notification that
the patient's daily visits were to be denied.

A Case History .
The following account is a letter of rebuttal regardmg the denial of

this patient's care sent to Blue Cross/Blue Shield of Tennessee. We include
it to illustrate the nature of his care and our understanding of the
documentation required to justify daily hame health visits.

We received a denial on Mr. H. for dates of service 8/1/82
through 8/31/82. 1 believe his skilled nursing care was
intermittent and request a reconsideration.

Mr. H's diagnoses are as follows:

’ 1. Cerebralvascular accident 6/82 and 7/10/82
2. Congestive heart failure
3. Wounds secondary to fragile skin/skin breakdown
4. Chronic bronchitis
5. Peripheral vascular disease
6. Oerebrovascular disease
7. Rash
8. Easy bruisability
9. Hypertensive artery disease
10. Psoriasis
11. Chronic renal failure .
12, »Aortic aneurysm
13. Incontinence
14. Gangrencus left great toe 8/27/82

Mr. H had his second stroke 7/10/82 at home after having

been in the hospital with the first one in June. The second
stroke left his left hand and arm partially paralyzed and

his mental capabilities further damaged. Dr. K determined

that hospitalization was not necessary since Health Care at

Home was capable of giving good care‘at home and the family - -
was supportive and willing to have him there. Dr. K felt
Mr. H was terminal. " v

After the new stroke, Mr. H basgan having severe episodes of
skin breakdown on his arms, particularly his newly paralyzed

amm., ‘The RN taught the daughter sterile dressing technique —

and how to apply neosporin ointment. Teaching was expanded
mmeamsofkwwtopreventskmdamgemamemse of
caring for Mr. H, turming him, positioning him, pulling him
up in bed, putting him on and off the camode, and getting
him in and out of bed. :
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On 7/25/82 Dx. K ordered daily nursing visits to change the
dressings on Mr. H's arm because the daughter was unable to
use sterile technique due to Mr. H's inability to cooperate.
His unconrrollable and spastic rmovements during the
procedure resulted in contamination of the dressings and
wounds. The wounds, therefore, became infected.

It was anticipated at this time that the wounds would heal
pramptly with daily skilled nursing care, that the
preventive teaching would be effective, and that there would
be no further need for daily visits in 2-3 weeks.

Unfortunately, it was found that just the pressure to. hold
Mr. H when he would spasm and rear backwards when being
moed was enough to cause small hemorrhage areas that would
later break down as open wounds. This required a variety of
protective measures directed at preventing these wounds.
Therefore, more time was needed to achieve Dr. K's goals
than was initially anticipated. On 8/13/82, Dr. K ordered
daily visits be continued plus new ways developed to protect
Mr. H fram injury.

Also on 8/13/82, Dr. K ordered daily visits for a new
condition. - Acute deterioration of circulation in Mr. H's
left great toe resulted in the development of eschar that
spread down and into the toe. Twice daily dressing changes
were ordered as follows:

2 x/day Dunborough soaks wet — dry
covered with dry sterile dressing .

The "dalkjhitar was to bé taught to do this ix/day, and the RN
was to do it the other while observing for increasing
circulatory problems,

It was anticipated that the daily visits would be needed for
only a short period of time, that the eschar wouid be
removed, and the toe would heal.

8/27/82-Mr~- H accidentially bunped his toe and it
hemorrhagged under the skin. fThe damaged area was the size
of a fifty cent piece. This area became gangrenous almost
overnight. It was surrounded by a swollen, errythematous
toe, and half of the ball of his foot. This errythematous
area lacked blood circulation and was also in dapger of
beocdming gangrenous. There was also danger of infection.

Dr. K determined that hospitalization was not necessary and
that daily skilled nursing visits shquld continue at: hame.

Dr. K changed the orders for the toe 8/27/82 and again on

8/31/82 for this new condition. They became as follgws: -

.

.
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1. Dressing change 2x/day - RN doing it 1x/day
and also observing for increasing circulatory
problems as well as reinforcing measures to
pramote circulation in that foot and toes

warm soak 2x/day in epson salts

cleanse with H. 0 1/2 strength

apply betadine 0211

salir soak wet — dry 2x/day *
dry sterile dressing -

2. Keflex susp. 250 MG/TSP QID x 10 days
3. Mellaril 25-50 MG. HS PRN aggitation

This care plan anticipated reduction of daily visits in
three weeks.

On 9/23/82, it was noted that the errythemia in Mr. H's toe
was reduced but not absent as had been anticipated. There
remained the danger of extension of the gangrene and thus
the need for daily skilled nursing “observation and
continuation of measures to increase circulation to the toe.
Dr. K ordered skilled nursing visits to continue daily for
another three weeks. The orders were changed as follows to
speed up the debriding process:

warm soak 2x/day in epson salts -
cleanse with H 0 1/2 stmngth
Change: apply betadine ozn ’
dunboroughs soak wet — d.\:y 2x/day
dry sterile dressing

On 10/15/82, the errythema was gone, and it was determined
that skilled nursing visits were no longer needed daily and
that 3x/week were sufficient to continue the debriding
process, remove the eschar, pramwote circulation, reinforce

dung,andpreve\tm.ecnm. The gangrenous area has
since fallen off and the toe is nearly healed. In the
process of the gangrenous area falling off, a small flat,
sharp piece of either bone or toe. nail material imbedded
deep in the toe for many years fell out. This material

probably contributed to the hemorrhage and the slow healing

process.
In sumary, I believe Mr. H's care was intermittent,

1. He did not require institutionalization as determined by
the physician.

2. Daily skilled nursing care was anticipated to be of‘. .

short duration.

3. The short duration anticipated for the skilled nursing
care was noted on the care plans after 9/15/82 as required
in Home Health Bgency Bulletin No. 1 and,
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4. Daily skilled nursing care as required for dlfferent and
unanticipated conditions. N

If daily skilled nursing care had not been provided by
Health Care at Bome, Mr. H would have gotten sicker, wauld
have probably lost his toes and maybe his foot, and a long
hospitalization would have been required.
Following submission of this letter, no further Aoomnunication was
received by the p‘atient or by us regarding the denial. .
During the same period, from September to December, 1982, the Colorado
fiscal intermediary made no notification of the changes in the intermittent
rules. They did, however, begin denying daily visit cases without
notification of the justification. Their multiple denials dvring this period
resulted in over one-half of the hame health agencies in Colora.do losing their
waiver of liability. The formal notification to Colorado agencies regarding
the changes in the intermittent visit rule was not distributed until February,
~ -1983~(Appendix Bli- _
’ The impact of the change on patients and providers has been complex. The

:uut_lal mpact on providers was to Create uncertainty regarding. the’ meamng

and scope of the change. It was not until the denials came that the gravity ~ -

kY

of the change became apparent.

our first step was to seek clarification regarding t}u. scope of service
that was allowable and the documentation that would be r ired to justify the
care that was being provided. The notification from the fx scal, mtermed1anes
noted that the imtial period of two to three weeks of daily visits wvould be
extended in unusual circumstances. Our Denver agency had one case that needed
daily visits beyond the three week period. The circumstances were explained
to the intermediary and a verbal O.K. was received to continue daily visits.
Six more daily visits were made before the frequency could safely be reduced.
In spite of .t_he verbal” 0.K. for ocntinuatic;in, when the 'l?illing and
documentation were submitted, the six additional visits were denied.

e e e e . N
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The Tennessee intermediary gave lipservice to consideration of egd:ension
of daily visits, but never granted any extensions when they were requested.
In one Nashville case, even though the pmfeséional staff of the agency, the

_physician, the patient, and the family believed that the required daily care
was best pr?vided in the hame, the ‘fiscal intermediary encouraged .
| institutionalization.

The resﬁlts of miltiple denials of daily visits is that agencies excede
the 2.5% 1Mt on denials and lose their waiver of liability. Once the waiver
is withdrawn, ‘payment will not be made for any denial visits made during the
following quarter.' As noted above, the change was put into eff'ect in Colorado
although agencies were not notified. Denials were received and agencies lost
The impact of such action by the intermediary is to make agencies overly
cautious about .pwviding any daily .care, even though it is fully j_ustified and
the patient need js 'clear. Our organization made (:hel decision, however, that -
we would not turn away daily visit cases.

The dilemma of hame health agencies in this issue is that HCFA is
discouraging non-institutional care in an environment that is otherwise
enco\xraging non-institutional care. If a patient meets the requirements of
being hamebound, the care needed is reascnaable and necesary, and the patient
is unstable  but improving, it makes little sense to require

. institutionalization because the care has reached an arbitrary time limit. In
our experience to date, the time limit is being applied with 'little or no
flexibility.

We have reviewed the cases that have required daily visits by our

agencies since August, 1982. At no time have we had more that 2% of owr

Medicare patients on daily visits. Since. the-change went into effect, we have
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had only two daily cases in Nashville to go over three weeks in duration. ’
Only three daily cases in Denver have gone over three weeks. Most daily cases

have lasted about one and one-half weeks. At the present time, we have no

daily Medicare cases out of a total case load in excess of 250 patients,

Our review and that of other organizations suggests to us that the need
for daily visits is minimal. The most frequent need for daily visits is for
patients needing wounl irrigations or dressing changes for slow healing wounds
or wound infections. In most of these cases, three weeks of daily visits is

" not sufficient to achieve healing or canplete the patient or family teaching

that is required for wound care. The next most frequent needs forwé‘i"ly'
visits, in order of frequency, are terminal care, giving ‘ or teaching
administration of insulin, and transitioning a camplex hospital discharge.
Approximately two-thirds of our‘;'patients requiring daily visits are
disi:haxjged,fran the hospital to home care. The remaining one-third are not

hospitaliéed, and based on professional Jjudgment, their treatment site of

choice is their hame. Furthermore, given the concern for oost-reduction and
the trend toward non-institutional care, its makes little sense to force them
into a hospital or skilled care facility. Such daily home care is being

provided in lieu of hospitalization.

Recommendations

Since the debate regarding intermittent care que#tions Congressional
intent, we believe that it is appropriate for the Congress to state its intent
by amending the statute. ’

The daily visit issue originated from the redefinition of the temm
"intermittent.” Intermittent has now been changed fram a limited length of
time in a day to a limited lengthc;ftineoverap;eriodofdays. The Medicare

home care benefit never intended full-time cares It is not our expectation

v
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‘ that Medicare should pay for extended hours of care. It E our expectation

that the Medicare hane care benefit intended to cover ‘Jvisits of a short .
duratmn to be made at a frequency justified by patient care need. '
It is our experience that the types of patients who need dally visits can
be classified by systematic description. The number of days required to
achieve sufficient ingrovemt to reduce the frequency ‘of visits for specified
conditiéns 'is quantifiable. It is our recommendation that you adopt an outside
limit of 45 days of daily care. In addition, guidelines for daily visit needs
for specified diagnoses within that 45 day visit lmu.'c should be established.
For example, assuming a 45 day dany visit limit, the range of visit guldelme
set for stabilizing a cawplex hospital discharge could be 5 to 7 days.

The Blue Cross/Blue Shield of (olorado has for several years been using
diagnostic gu.idelines. referred to‘ as Level I Guidelines to evaluate
reasonableness of visit frequency. While these guidelines currently need
revision and are sametimes applied arbitrarily by the intermediary, -they do
serve as a precedent for development of similar guideiines to be used within
an outside limit for daily visits. It is further cur recammendition that such
guidelines provide for individual review of need to go beyond that 45 day
Yimit given unusual circumstances.

As noted above, it is our experience that the need for daily visits is an
exception to the nomm. Early hospital discharge related to DRG's and
avoidance of h:bspitalization increasgs the need for this exception to a
limited extent. In order to monitor the appropriateness of dailyi visits, we
recamrend that the daily visit notes be sent to the fiscal intermediary with
all daily visit billing. The Blue Cross/Blue Shield of Tennessee alreagz
requires this practice.

We further recammend that the Congress recognize that daily ~hame visits
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are a viable option to more expensive hospitalization. The 4% daily visit
provision should be allowed in lieu of hospitalization as well as
post-hospitalization. o

We thank you for the opportunity to make this presentation to you. We
appreciate the effort you are making to resolve this issue--so that Medicare
beneficiaries can receive the scope of services cﬁat they need and health care
costs can be reduced. »

Yy e e .
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feoe e Appendix A

. Blue Cross
Medicare vl §F) ouesne
A of Tennessee
Bulletin
August, 1982 Special ﬁome Health Agency Bulletin No. 1

To: All Home Health Agencies

Subject: Daily Home Health Skilled Nursing, Physical Therapy, or Speech Therapy

HCFA has recently clarified the Medicare program policy on daily services with

the issuance of Transmittal Number MCR-33-82, It gives the following instructions:

To qualify for Medicare home health benefits, one of the conditions that
must be met is that the skilled secrvices be provided on an intermittent
basis. A person who is expected to need more or less full time skilled
services over an extended peviod of time, i. e. a patient who requires
institutionalization, would usually not qualify for home health benefits.
According to HCFA instructions, services provided as often as five days
per week will be considered as daily, and not intermitteut. This require-
ment has been previously outlined in Sections 3116 and 3117 of the Inter-
mediar i i . Even
though these instructions (Section 3117.1 of the Intermediary Manual and
Section 204.1 of the Provider Manual) states that medically reasonable
and necessary daily skilled scrvices may be approved for a short period
of time (2-3 weeks), medical records must clearly show that the physician
intends to decrease the visits in a short time and resume intermittent
services. If the medical records do not show an anticipated decrease
of visits in the near future, intermediaries have been instructed to make
a judgment as to when the need for intermittent skilled services ended and
the need for indefinite daily skilled services began. Claims for services
< on or after that date are to be denied. If a patient requires daily skilled
services irom the 1nitial visit and daily services are provided because the
patient or the family objects to the institutionalization of the patient,
the services would not be ¢overed ({rom the initial start of care) since the
need for intermittent skilled services was never established. R

Denials based upon the condition that skilled services were not intermittent
are considered as technical denials and are not reimbursable to the pro-
vider under the Waiver of Liability provision of the Medicare law. Further-
more, since the beneficiary has no way of knowing that daily services are
not covered, the beneficiary will not be held liable for tht related charges.

Since tins bulletia and the provisions as stated in Sections 3116 and 3117
of the Intermediary Manlal and Sections 203 and 204 of the HIM-11 (Provider
Manual), puts the home health agencies on notice, these denials will not
apply to Section 1879 of the Law. Therefore, reconsideralion requests by
providers on charges denied due lo'ﬁhese provisions cannot be accepted.

, We will begin applying the above criteria to claims for services rendered on or

after September 15, 1982. An exception to the Septeémber 15, 1982, date will be
those cases .for which the provider has received notifications prior to that date.
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. Blue Cross.
Blue Shield.
B R of Colorado
MEDICARE NEWS AND COMMENTS FOR B 10 00175 —
303/831-2131

PARTICIPATING MEDICARE PROVIDERS

10: HOME HEALTH AGENCIES FEBRUARY 7, 1983

MEDICARE REIMBURSEMENT FOR DAILY SERVICES PROVIDED BY A

SUBJECT:
HOME HEALTH AGENCY ;

Clarification has been received from the Medicare Regional Office on the
subject of Medicare reimbursement for dafly services provided by a home
health agency. Please note that this clarification differs from that
information discussed at the December 1982 workshops.

As the law is written, Medicare may reimburse medically reasonable and
necessary home health services which are provided on an intermittent
basis. However, the intermediary manual does allow for a short period

of coverage of both skilled nursing and home health aide services provided
on a daily basis. Multiple visits on a daily basis are covered when
medically necessary, whether rendered two, three, or four times a day by
one or more health worker(s). When the daily services are those of an
aide, there must be documentation that a skilled service continues to

be required on an intermittent basis.

The manual defines "short period" to be 2-3 weeks but provides that in
unusual circumstances, this period may be extended. If daily nursing

or aide service is necessary to maintain a patient in his home, the HHA
should inform the patient, his family, and his physician that daily services
can be reimbursed by Medicare for only a limited period of time. If daily
services are expected to be required beyond 2-3 weeks, the HHA should inform
the patient (at the onset of daily services, if possible) that Medicare may

not pay for the additional services.

Daily services provided to a patient requiring institutionalization when
there is not an appropriate bed available cannot be reimbursed indefinitely.
As a general rule, the extension of the "short period" (defined above), when
warranted by unusual circumstances, should not be for more than a week to
10 days. Slightly longer periods would oniy rarely be allowed in highly
exceptional situatfons. When the level of care required and rendered by

a home health agency on a daily basis is that of ‘a skilled nursing facility
or hospital and the patient {s not awaiting the availability of a bed, then

no home health payments can be made.

Claims denied based on prior interpretation brought to our attention will
be reviewed in accordance with these guidelines.
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STATEMENT OF MS. EDDIE BERNICE JOHNSON, EXECUTIVE OF— '

FICER, COMMUNITY RELATIONS AND DEVELOPMENT, VISl’l‘ING
. NURSES ASSOCIATION OF TEXAS, DALLAS, TX

Ms. JOHNSON. My name is Eddie Bernice Johnson. 'm the execu~

tive officer for community relations and development for the Visit-
ing Nurses Association of Texas. I also serve on the Texas Home

Health Advisory Council appointed by the Governor of Texas, and.

a former appointed official of HHS.

—The Visiting Nurses Association of Texas serves 11 counties in
the north Texas area, and this is our 50th year of continuous serv-
ice in home health care. I wish to commend you for your interest
and thank you for your efforts to help us solve this problem.

The problem of varying and restrictive interpretations of inter-
‘mittent care by fiscal intermediaries and officials of the Health

Care Financing Administration must be resolved. The current stat-
ute and regulations use the words “part-time” or “intermittent

care for the skilled nursing and home health aide services. This -

lack of specificity in HCFA’s home health manual has led to widely
varying interpretations by fiscal intermediaries. This, in turn, has
crl'elf\ted severe hardship for patients and home health agenmes
alike

In Texas, the concensus has been that intermittent caré meant
less than 8 heurs a day. Daily visits when properly documented
were allowed. Now, without any change in the statute or regula-
tions, many visits already rendered are being denied for payment.
Because these are technical denials, they are not paid under
waiver, nor can they be appealed.

And I might say that in the spring of 1983, all the agencies serv- -

u;gv 111\} Athe area where we are lost their waivers with the exception
0 ,

The net effect is to deny care to elderly and disabled persons
whom Congress, we feel, intended to receive home health care.
Consider these examples:

A 70-year-old male who is a former Braniff employee and had
subsequently lost a substantial amount of his pension benefits, has
chronic obstructive pulmonary disease. He had a chest tube insert-
ed and was seen by the nurse every other day, per doctor’s orders,
to change the test tube site dressings. Four days after the start of
care, a greenish, foul-smelling discharge began to drain from the
chest tube. After 15 days, the doctor ordered daily visits by the
nurse. The dramage from his chest tube contihued to be purulent
and copious, requiring daily dressing changes through a sterile pro-
C€dure requiring the skill-of a health care professional. The pa-
tient’s wife was unable to handle this procedure, as she gagged and
averted her eyes at the smell and sight of the wound. Daily nursing
visits continued for about a month until the wound had healed.
Yet, 13 skilled nursing visits and 1 home health aide visit were
denied for a total of $703 worth of servicg. Cessation of these daily
home care visits would have required institutionalization because
without the daily dressing change and skilled observation the pa-
tient’s condition could have become life threatemng

A sefond one. A young woman in her late 20’s has multiple scle-

rosis. /She_ livgs w_ith her mother and daughter. During periods

—1
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when her condition exacerbated, she became bedfast. The VNA .
provided services in an attempt to aid her in returning to a period

of remission, to become stabilized and to remain at home. When

she was stabilized, services were terminated. The story doec not

end here however. Thirty visits totalling more than $1,400 worth of

services were denied for payment because they were not considered

to be intermittent care, even though the goal of care was to stabi-

lize and discharge the patient. ‘

A wheelchair-bound 68-year-old woman has been able to live
alone despite her infirmity. However, she developed an open wound
on her tailbone from which a large amount of greenish, purulent
discharge drained. The condition of the wound was unstable in that -
it would continue to alternately improve and then worsen. The pa-
tient received 120 visits over an 8-month period, which were denied
because these daily visits of about 30 minutes duration were not
considered to be intermittent care. The day after the patient’s serv-
ices were discontinued, she was admitted. to a nursing home at the
doctor’s insistence because he said the patient would become septic
" without daily dressing changes. I might add that skilled nursing fa-
cilities cost approximately $1,150.00 a month, twice the $5,009 cost
of VNA services over the 8-month period that allowed the patient
to remain in her home:. ,

Your support for legislative remedy to clarify the definition of
intermittent care for the medicare home health benefit is essential.
Senate bill 2338 clearly states that intermittent care includes
skilled nursing and home health aide services, with appropriate
physician certification, for one or more daily visits up to 60 days.
Thereafter, home care may be extended to an exceptional circum-
stance basis with physician certification.

With this legislative clarification, a consistent national standard
would be established. Home health agencies could render daily
home health care under appropriate circumstances as intended by
Congress without the fear of unpredictable and ever changing in-
terpretations and retroactive denials by fiscal intermediaries.

. Thank you very much.
Senator DURENBERGER. Thank you very much.
[The prepared statement of Ms. Johnson follows:]
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Mr, Chairman and Members of the Committee:

My name is Eddie Bernice Johnson. | am the Exuecutive Officer for
Community Relations and Development for The Visiting Nurse Assoclation of
Texas. | also serve on the Texas Home Health Advisory Council appointed by the
Govemor of the State of Texas. The Visiting Nurse Association of Texas serves
eleven countles In the North Texas area, This Is our 50th year of continuous
service In home health care.

| wish to commend you for your interest and the Indepth study you are glving
to an lmporfmf issue that must be clarified If we are to realize the true cost
savings and patient benefits of home care. That lssue, of course, is the definition
of intermittent care.

The problem of varying and restrictive interpretations of "intermittent care"
by tiscal intermediaries and officials In the Health Care Financing Administration
(HCFA) must be resolved. The ﬂ{l’l’.ﬂf statute and regulations use the words
"oart-time or intermittent care" for the skilled nursing and home health alde
services. This lack of specificity in HCFA's home health manual (HIM-11) has led
to widely varying Interpretations by fiscal intermediaries. This, in tum, has
created severe hardship for patients and home health agencies alike.

In Texas, the consensus has been that intermittent care meant less than
eight hours a day. Dally visits, when properly documented, were allowed. Now,
without any change In the statute or regulations, many visits already rendered are
being denled for payment. Because these are technical denlals, they are pot paid
under walver nor can they be appealed.

The net effect Is to deny care to elderly and disabled persons whom
Congress intended to recelve home health care. Conslider these examples.
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A 70 year old male, who is a former Braniff employee and
had subsequently lost a substantial amount of his pension
benefits, has chronic obstructive pulmonary diseass. He
had a chest tube Inserted and was seen by the nurse every
other day, per doctor's orders, to change the chest fube
site dressings. Four days after the start of care, a
greenish, foul-smelling discharge began to drain from the
chest tube. After |15 days the doctor ordered dally visits
by the nurse. The drainage from his chest tube continued
to be purvlent and coplous, requiring dally’ dressing
changes through a sterile procedure requiring the skill of a
health care professional. The patient's wife was unable to
handle this procedure, as she gagged and averted her eyes
at the amell and sight of the wound, Dally nursing visits
continved for about one month untll the wound had
healed. Yet, I3 skilled nursing visits and one home health
alde visit were denled for a total of $703 worth of
service. Cessation of thess dally home care visits would
have required Institutionalization because without the
dally dressing change and skilled observation the patient's
condition could have become life threatening.

A young woman in her late twenties has mutliple
sclerosis, She lives with her mother and daughter. During
periods when her condition exacerbated, she became
bedfast, The VNA provided services In on attempt to ald
her In returning to a period of remission, to become
stabllized and to remain ot home. When she was
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stabllized services were then ferminated.

The story does not end here, however. Thirty visits
totalling more than $1,400 worth of service were denled
for payment because they were not considered to be
Intermittent care even though the goals of the care were

" tostabllize and discharge the patient.

(3) A wheelchalr-bound 68 year old woman has been able to
. live alone despite her Inflrmity. However, she developed
an open wound on her tallbone from which a large amount
of greenish, purulent discharge drained. The condition of
the wound was unstable in that It would continue to alter-
nately improve and then worsen. The patient recelved 120
visits over ﬁn eight month period which were denled
because these dally visits of about 30 minutes duration
were not considered intermittent care. The day after the
patient's services were discontinued, she was admitted to
a nursing home at the doctor's insistence because-he said
the patlent would become septic without dally dressing
changes, | might add that skilled nursing focilities cost
qaproxlmutelyl $1,150 a month, twice the $5,000 cost of
VNA services over the elght month period that allowed
the patient to remain at home.

Your support for legislative remedy to clo;lfy the defin Ii ion of "intermittent
care" for the Medicare home health benefit ls' essentlal, S. 2338 clearly states
that "intermittent care" Includes skilled nursing and home health alde services,
with oppropriate physician certification, for one or more dally visits for up to

sixty days. Thereafter, home care may be extended on an "exceptional circum-
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stonce" basis with physiclan certification. With this legislative clarification, a
conslsiet;t national standard would be established. Home health agencies could
render dally home health care under appropriate circumstances as intended by
Congress without the fear of unpredictable and ever changing interpretations ond
retroactive denials by flscal Intermediaries.

Aﬁembts by the Natlonal Assoclation for Home Care (NAHC) fo deal with
HCFA on the Intermittent care issue have been rebuffed. No recourse remains
but corrective legislation. With theadvent of payment for Medicare patients in a
hospital by the use of Dlagnostic Related Croups, we expect to see persons in
greater need of more intense levels of skilled care In the home. Thus, the problem
of intermittent care will undoubtedly become more severe unless Congress ad-
dresses this Issue.

Thank you, agaln, for your oﬁenﬂon glven to this problem.

SUMMARY

The Visiting Nurse Association of Texas, o 50 year old non-profit home
health agency serving 11 North Texas countles, urges legislative action to clarify
the definition of intermittent care. Interpretations by fiscal intermediaries and
the Health Care Financing Administration (HCFA) continve to be both varled and
often restrictive, causing severe hardships for health ogencies and, more Impor=-
tantly, for thelr patients. Many home visits are being denied for payments based
on new unwritten technicalities which have been introduced without a change In
the applicable statute or regulations. Denlals under these clrcumstances clearly
do not reflect the spirit of the legisiation created by Congress to serve those in
need of home health care.

Your |eoderd5|p in clarifying Intermittent care will insure that the spirlt of
Congress is carrled out to serve our citizens in need of qyomy health care In the

home.

87-568 O—~84~——8
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Senator DURENBERGER. I thank all of you for the specificity of
your examples.

Let me go back and quote from Ms. Feinstein’s statement where
she recalls what we thought we were doing in 1980 when we ex-
panded the home health benefit by removing the limit on the
number of covered home health visits—‘‘eliminating the require-
ment for a prior hospital stay, eliminating the deductible and al-
lowing more proprietary home health agencies to participate in the
medicare program.”

) %romises behind these amendments were that the limits
were arbitrary; that home health use could substitute for more ex-
pensive institutional care; and that groprietary home health agen-
cies were discriminated against by the statutory requirement; that
they must be licensed by the State in order to participate in medi-
care.

Now I guess all that happened for the reasons stated. And rather
than read to you the conclusion that follows from that, let me just
ask you what went wrong after all those well-intentioned amend-
ments to the law were enacted. And I think that was my second
year on this committee.

You don’t all have to respond, but maybe somebody can sort of
summarize. ~

Ms. SuTHER. I was in the business at that point in time. One of
the major things that happened that was quite a misconception
about people ever having received a hundred visits, at that point in
time I worked at the South Carolina Department of Health and En-
vironmental Control and had just moved into Atlanta, GA., to the
Visiting Nurses Association; there were fewer than 1 percent of all

atiegtts that ever received a hundred visits under the medicare
enefit.

It was a rare occasion that a patient received a hundred visits
because they would be denied, if you provided over 100. And very
few even needed 100.
tl‘lS:;e‘;\ator DURENBERGER. Anyone else want to add anything to

a

No response.] \

enator DURENBERGER. Maybe somebody can i'J\ut tell me how the
home health provider market has changed or has responded to, in
effect, the looseni% up and expanding the eligibility and some of
the requirements. What were the benefits of the 1980 changes?
.. Sister Briaipa. Actually, they have not loosened up. In fact, they
have become more restrictive. While that interpretation is there,
the fiscal intermediaries ma{l interpret those things any way that
they wish. And that is how this intermittent issue has come about.
We may have patients who the treatment cannot be completed in 3
weeks. And while it has been said that there is a small rate of
denial, the provider does not want to risk losing their waiver and
so they will call and ask about this particular patient, and we will
%et the responge that because the patient looks as though—the
reatment would last longer than 8 weeks on a daily basis, they
t‘t}l‘l.lst go to a nursing home because home care is not appropriate in
is case.

So really the requirements have become more restrictive by in-

terpretation. The law may say that and the Congress’ intent was to
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liberalize those benefits, but, in fact, it has become more restric-
tive, I think.

Senator DURENBERGER. And it strikes me—and maiybe somebod
can confirm or deny this—that it is one thing to say, look, the deni-
als are only a half to 1 percent, nobody is denying anything; and
the way I hear you talk about the real world is that since there are
no set regulations there is nothing you can look at to find out
whether you are in the ball game. It’s all sort of lo0sey-goosey so to
speak; when dyou see just one denial or two denials by your inter-
mediary. And then everybodK says, well, I guess that's the rule. Is
that the way it has been working

Ms. MiLLs. Senator, what we are doing basically in home care is
glaying the game by the rules of the intermediary. And if you get a

enial, as I did—1 have cases gending with administrative law
Jjudges now where the patient had 8 weeks of daily visits, and they
went back retroactively and denied the entire term of care saying
that it was never intended to be intermittent.

So if when you have a few of those, and you learn that you can
get paid for 2 weeks of daily visits, you play their game, whether -
you meet the patient’s needs or not. You see the patient for 2
weeks; you &o ack to the physician and you get orders for three
times a week, as | indicated in my previous testimony. And you see
the patient for a longer period of time,

But we are forced to plzR' the ﬂame by the intermediary’s rules.

Senator DURENBERGER. And will you see the same intermediary
change the rules of the game from one year to the next?

Ms. MiLis. Oh, certainly.

Ms. SuTHER. From one day to the next.

Ms. MiLLs. From one month to the next.

Senator DURENBERGER. Well, what causes that to happen?

Ms. MiLis. Well, our intermediary—I spoke with him many
times. They are just refining their interpretation of the regula-
tions. And as they learn more about home care, they are able to
make better determinations is the answer I have received.

~Ms, SurHER. Senator, we also have submitted an evaluation
model that we would like HCFA to use in evaluating intermediar-
ies because the current tool is a numbers game. There is no inter-
intra-observer reliability testing within the intermediaries nor is
there any validit{, a validating of the tool that they use either in
terms of sensitivity or specificity. Assuming that people would do
better if they knew how, we submitted an actual model that could
be utilized for more scientific and valid evaluation of intermediar-
ies, which has been rejected.

Senator DURENBERGER. Sister Brigida.

Sister Brigipa. I feel sorry sometimes for the intermediary be-
cause I think they are getting regulated someplace else. And we
were told by one of the intermediary representatives; that they
were told they should cut their claims back 26 percent. Then they
have to beymuch more detailed in how they review our claims. And
where they may have previously told us, yes, you can see this par-
ticular patient, when they have to start denying a number of
claims arbitrarilﬁw, they will cut across some specific claims that we
had previously thought we were able to have covered.

Senator DURENBERGER. Yes.
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Ms. BowMaN. There are a couple of comments that I would like
to add. One is that several weeks ago I sent to Beth Kuta's staff, to
this committee, a ream of documents that the Blue Cross of Ten-
nessee has sent to agencies in the State of Tennessee, which are
interpretive of the rules. That set of documents for about a year
and a half of time is an inch thick or better than that. And you can
see from just that description that we get'a substantial amount of
redefinition of the rules on a regular basis.

The second observation I would make is that the intermediar
manual is different from the provider manual. The language wit
regard to the intermittent care issue is different from one manual
to the other. If you would compare the attachments from some of
the intermediaries from the intermediary manual to the attach-
ments that we have provided from the provider manual, you will
see that there is, in fact, different language that they deal with
and the language that we deal with. So that there are inconsisten-
cies even in the material that is being provided to the two of us
who are, in fact, in different ways perhaps, but for are, in fact, re-
sponsible for the same realm of patient care and reimbursement re-
lationships.

I would like to have the opportunity with the person who accom-
E;:aied me to speak to your question, if that would be appropriate

Senator DURENBERGER. All right. Just come up and identify your-
self for the record.

Ms. Apkins, I'm Fran Adkins with Health Care Partners, also in
Tennessee. I didn’t want to speak to that. I wanted to speak a little
earlier in regards to your question about how things change.

Senator DURENBERGER. Can you do both?

Ms. Apkins, What?

Senator DURENBERGER. Can you do both? She wanted you to
speak to this question.

Ms. Apkins. Well, I concur with Rosemary in regards to that
question. I think she covered that one thoroughly. _

When the 100-visit limit was abolished, that was your question,
the change that occurred in Colorado—and I was working in Colo-
rado at that time—was that we did not have to hospitalize the pa-
tient at the end of their 100 days, which is what we did and what
every other a%ency in Colorado did to reestablish their eligibility
for another 100 days. ‘o

Senator DURENBERGER. Let me ask a couple of questions then
that that reminds me of in terms of distinctions. Now that we
appear to have, at least generally speaking, about half of the
people involved here who are referred to home health agencies
come froin hospitals and about half come fron nonhospital sources,
is there any difference in the way reimbursement is handled be-
tween those two categories? I see a lot of shaking of heads for the
record. The answer is no.

How about is there a difference between hospital based and free-
standing home health providers? Are they all experiencing the
same kinds of problems? Are they all beinf treated somewhat simi-
lang? Let me get somebody to react verbally to that.

8. BowMmaAN. No.
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Ms. SuTHER. Our organization represents all auspices free stand-
ing, community-based, for profit, not for profit, voluntary, charita-
ble, and health departments, and there is no difference in the way
they are handled. We are all treated the same. Based on where we
are located, there is a difference, and that’s a major difference.

Senator DURENBERGER. Can there be a difference within a com-
munity? Let me get it down to that level. Get it down below Ten-
nessee or Texas. Ri{;ht down to Dallas or Nashville or whatever.
Would you find a difference in treatment from one community to
another within the same intermediary’s jurisdiction?

Ms. SutHEiR. Only on occasion within the same intermediary’s ju-
risdiction. We have a patient which was discharged from our
agency because we could not provide the service; our intermediary
would not allow it. They went to another agency that had another
intermediary because they were a chain organization and chain or-
ganizations are frequently allowed to have an intermediary in an-
other State, the service was covered.

Senator DURENBERGER. All riﬁht. So the problem here then will
be as between intermediaries. The New York versus whatever.

Ms. MiLLs, Yes. It's the interpretation of the intermediary.

Senator DURENBERGER. Let me ask gou one other question. What
happens to the people involved here? I mean after the denial or
when you know ahead of time, what happens to the human beings
involved in the system? How do they finance an alternative to
home health care or do you continue them even though there has
been a denial of service?

Ms. JounsoN. They.are normally institutionalized by nursing
homes or hospitals, which is much more costly, and many times
that level of care is unnecessary.

Ms. SuTtHER. Or the community-based voluntary agency that has
some charitable funds may take this out of the charitable fund and
bankrupt the charitable fund. In fact, in our agency we did just
that last year. We had a tremendous deficit as a result of the deni-
als, and we did experience a tremendous deficit for the last 2 years
as a result of that. .

Ms. MiLLs. Many times, Senator, the care has already been ren-
dered and the patient has been discharged before the agency is no-
tified of denial so that the patient has received that care whether
the agency has ever paid for it or not. .

Ms. Apkins. In addition to that, if a patient doesn’t realize how
sick they are, they may just go on and not get institutionalized and
then they get sicker and then they die. I would cohcur with what
the lady next to me said regarding the fact that we have probably
already done the care for 8 or 4 months after that because it's gen-
erally 8 or 4 months before we get the denial after the care is deliv-
ered anywz]agr.

Senator DURENBERGER. Yes.

Ms. Apxins, And then the denial ;rocess or the rebuttal of the
* denial process takes anywhere from 8 to 6 months or longer, if you
are in Colorado, right now, and we are not sure when they are ever
going to get to the rebuttal. And the patient just hangs in limbo
and really can’t receive home care services for that condition until
it is resolved. And it may be a year pefore it is resolved.
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Senator DURENBERGER. This whole afterncon is illustrating the
problem of the Government trying to be an insurance company. It's
a great frustration. Now before we get out of the business, though,
we do have to deal with these people, and we are trying to put cost
effective incentives in place. And it seems to me that the one thing
you can agree with HCFA on, at least as I heard Patrice testify, is
that there is a value and some flexibility in the treating of each
person as an individual. And or one community might some-
what different from another, depending upon the other related
gources that might be in that community. So there is some value in
some flexibility and some discretion.

And yet you seem to be in the process of finding and overcoming
the problems with discretion, saying if you take the discretion
away, we want some rules. Am I misinterpreting what I am hear- -

ing?

i’ls. BowmaN. Well, I think that from our point of view is if
there is an assumption of flexibility in judgment then we would
like to have that assumption passed down to the intermediaries be-
cause our experience is that they are not using a notion of flexibils
ity. They are using absolute. They are saying 3 weeks is it and that
is all you get.

Our experience has been that we have, with our Denver agency
we have gone to the intermediary prior to the end of the thir
week of dai?' visits and said this 1s what is going on, this is what
we need to do, we expect to need another week of daily visits. And
in one instance the intermediary said OK. When we sent in the
billing, the intermediary denied the extra visits.

You know, not only did we get no flexibility, we got no coopera-
tion after the OK had been given. I think the issue is—if, in fact,
HCFA is supposedly dictating flexibility, if that is not a contradic-
tion, then we would like to see that flexibility apply. If there is to
be no flexibility, then lﬁiwa us some absolute outside limits that we
know about and we will work within those.

Senator DURENBERGER. Now one of you—maybe it was Ms.
Suther in her opening statement—said something good about one
of these Erovisions on what the conferees did last night on 4170.
And if I have this correctly, it said the conferees direct the Secre-
tary to clarify existing policy and provide for its uniform imple-
mentation. That makes a lot of sense,

This should be more easily accomplished under a separate provi-
. sion agreed to by the conferees, suggested in the House offer, which

rovides for moving within 8 years to no more than 10 regional
ome health intermediaries rather than 47 as now provided for
under current policy. Somebody said that was a good idea? Oh, Pa-
?:cf said that. She thought it was a good idea. All right. [Laugh-

r. .

Senator DURENBERGER. Now the light went on. It strikes me that
moving to 10 just makes the problem 4.7 times as bad and that we
would be much better off if we moved in the direction of having the
intermediary as close as possible. And if there were a way at the
beginning of the year or in advance of a year or something like
that for the people in Tennessee or in the Nashville area or soine-
thing like that to, in effect, come up with a plan of some kind, that
this is the way we are going to reimburse for these kinds of serv-
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ices during the course of this year, and have the intermediary say,
yeah, that looks like it meets the rule. Fine, you have got an ap-
proved plan and you all operate under that.

I'm not suﬁgestin that’s what we ought to do. I'm tryinf to
think of an alternative to the rules and regulations that has in it
some degree of flexibility. If there were an aflreement ahead of
time for a year or a 2-year period of time that here is the way we
are going to operate and this is what the rules are going to live by.
Does that make any sense?

Ms. SutHER. There is one thing we failed to mention and that is
that most intermediaries do not have any—standards, professional
standards, for the persons reviewing the claims. In some instances,
a dentist may be reviewing medical claims or a nurse who has
never worked a day in her life, with no clinical experience. That
kim}il of thing. So that's another thing that adds to the problem that
we have. ‘

Senator DURENBERGER. Well, I'm just trying to move away from
reviewing every single claim, having a dentist reviewing it, or
whatever you were talking about there, to pre-qualifying the way
the relationship is going to exist in that particular community.
And then all you have got to make sure is that somebody actually
went into the home and was there. You don't have to necessarily
spend a lot of time on the appropriateness.
thl\{s. SurHer. A PSRO, from an outside group, might accomplish

at.

Senator DURENBERGER. All right. Anybody given any thought to
prospective payment? You all want to endorse expanding the DRGs
to include everything next year? [Laughter.]

Mr. SutHER, We would hope that you would look at prospective
payment in light of not only diagnostic category but functional dis-
ability, age and living status and many other factors because in
home care, diagnosi is not the major reason that a person needs
care.

Senator DURENBERGER. Yes, Sister.

Sister Br‘iigada. We would also hope that something like the ABT
study would be completed before something' like that would be im-
plemented because we really don’t have a firm data base for the
varieties of home care that have emerged with this, as I was trying
to point out, modern technology. And we need better data. And in
some of the things that Mary was pointinﬁ out, the variables in
home care are not just disease categories. There may not be a sup-
port person in the home, the age of the patient and so forth. And
we don’t have enough of a handle on that to tell how that payment
should be determined. :

Senator DURENBERGER. Just for the record and so you will know
where I stand, I am very hopeful that we can move this prospective
system. And eventually, as I said earlier, I hope we get to the
vouchers as quickly as possible so we get out of this game entirely.
And then let (feople who are experts do all this sort of stuff.

But I would really be very helpful that we do this in two stages.
One is to authorize it, and the second is to implement. Then the
more support we can get from home agencies for at least authoriz-
ing a prospective payment, that includes the doctors and home
health and skilled nursing facilities as well as hospitals, the better.
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But if we stage its implementation based on when we have the in-
formation in hand, I just fear that some people are going to say,
well, we don’t have enough information so let’s not even authorize
it. And we will be around here in 1987 and 1988,

If you think what lyou perceive to be HCFA dollar pressures are
bad today, wait until 1985 and 1986. Just wait until 1985. It’s not
an election year. This year we had the nerve to cut—I don't know
what they will end up cutting, but there was at least the will to do
about $8 billion a year of cutting out of medicare this year. Now if
politicians have the will to do that in an election year, they will
really cut in a nonelection year.

at some of us are struggling for is to stop the cutting and
move to a greater use—or better use—of these health care dollars.
And I think we see that a prospective payment s%'lstem as an inter-
im to a voucher system that will give people the flexibility to make
" those decisions. So the more hellp you can be, the better.

Ms. Apxins. I have a suigest on regarding DRG’s for home care.
And that is that a system be developed based on nursing diagnosis
rather than medical diagnosis for home care, seconding what these
other ladies are saying. There is a distinct difference.

I think, as the slide showed, that difference very well in that we
are teaching somebody to do a nursing procedure and that person
may be very frightened. The procedure may be very repulsive and
there may a very strong odor that most people can't tolerate. And
we have to teach that person to cope with those things as well as
do the procedure. And if you just say a wound, I can goinand do a
wound like that, but to teach that person in that slide to do that
&o&;nd is another thing, if they have particular problems in doing

at.

Senator DURENBERGER. Please don’t forget the chaplain services.
In other words, when you are talking about hospital DRG’s. I mean
there is, in part, a mental health and a spirituality and a lot of
other things involved in health care. It's hard to sit here and factor
X number of dollars for spiritual advice, but most of you who are
in the business know that there is a component like that also.

! tI thank you all very much for your testimony. I appreciate it a
ot.

Senator DURENBERGER. Qur next panel will be Mr. Merritt
Jacoby, executive director, Medicare Part A Administration, Blue
Cross and Blue Shield Association; Mr. John R. Anderson, director,
Provider and Professional Relations and Medicare Administration,
Blue Cross and Blue Shield of Connecticut; Mr. Rufus Williamson,
Blue Cross of Tennessee; Kathryn St. Germain, Director of Alterna-
tive Health Plans for Blue Cross of California.

You have all been here for the last hour or so, and I shouldn’t
have to ask you any questions. Your prepared statements will be
made a part of the record. And you can clarify for this committee
all of the things, the inconsistencies, if you will, between what we
heard from HCFA and what we heard from the health care provid-

ers,
And we will start with Mr. Jacoby.
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STATEMENT OF MERRITT JACOBY, EXECUTIVE DIRECTOR, MEDI-
CARE PART A ADMINISTRATION, BLUE CROSS AND BLUE
SHIELD ASSOCIATION, CHICAGO, IL

Mr. JacoBy. Mr. Chairman, my remarks will be introductory to
three people who have come with me and who operate and manage
medicare intermediary functions in those states. '

I think it's well known that the Blue Cross and Blue Shield
Plans are and have been heavily involved in medicare administra-
tion, and we would like to also have it known that we are commit-
ted to cost effective and sensitive administration of the program.

Since the beginning of the program, the Association has been a
major fiscal intermediary, providing Medicare services through
subcontracts with the local Blue Cross Plans to process the claims
and audit and reimburse the providers.

These functions require that the plans apgly medicare policy as
it is set forth in the law, the regulations and the program instruc-
:io:zis which we receive from the Health Care Financing Adminis-

ration.

We commend this subcommittee for taking the opportunity to
review these aspects of the medicare home health benefit. In our

rivate business, we are extensively involved in providing coverage
or home health services where thoy are shown to be cost effective
as an alternative to inpatient care. With respect to medicare, the
subcontractin% Blue Cross Plans perform regional intermediary
functions for home health agencies in 45 States and the District of
Columbia.

Our comments today will focus on the issue of skilled nursing
services to be provided on a part time or intermittent basis in
order for these and other health services to be covered. Over the
last few years, as has been demonstrated by this hearing today in
the remarks made so far, the interpretation of intermittent care re-
quirements has become even more important to the cost effective
administration of home health benefit because of the removal in
July 1981 of limits on the number of visits that can be covered
under medicare.

For many years, our Association has been working closely with
HCFA in its effort to clarify the definitions and guidelines that are
needed to afply this r?_?uirement and eliminate some of the confu-
sion. We believe that HCFA has made progress in clarifying these
guidelines over the years. Further clarification, we believe, is also
necessary and we understand from some of the earlier testimony
today that further guidelines and definitions will be forthcoming.
They are needed if the variations in the interpretation of the
guidelines by intermediaries are to be minimized. We are confident
that improvements in the administration of this benefit can be
made through cooperative efforts of HCFA, the intermediaries and
the home health agencies. And we are hopeful that today’s hearing
will provide additional insights into this benefit that will help us to
all make those improvements.

At this point, Mr. Chairman, I would like to refer to Mr., Wil-
liamson from Tennessee. ' !

[The prepared statement of Mr. Jacoby follows:]
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Mr. Chairman and members of the Subcommittee, 1 am Mereitt Jacoby, Executive Director
of Medicare Part A Administration for the Blue Cross and Blue Shield Association.
Blue Cross and Blue Shield Plans are heavily involved in Medicare and we are deeply
committed to the cost effective administration of thy program.

Since the beginning of the Medicare program, the Blue Cross and Blue Shield Assoclation
has served as & major fiscal intermediary, providing claims administration, provider audit
and reimbursement, and related wervices for Part A of Medicare — Hospital Insurence.
Through su..ontracts with the Auoolntl;m. local Blue Cross and Biue Shield Plane
process claims, audit and relmburse providers. ‘These funotions require the Plans to
apply Medicare polioy as it Is set forth In the law, regulations and pfoc.mn instruotions,

We commend the Subcommittee for taking this opportunity to review the ocomplex and
diffioult issues relating to the Medicare home health benefit, In our private business,
we are extensively involved in providing coverage for home health cere sorvices where
they are shown to be a cost-effective alternative to inpatient care., With respect to
Medlcare, suboontracting Blue Crovs and Blue Shield Plans perform regional intermediary
funotions for home health agencles in 45 states and the Distriot of Columble.

Our comments today will focus on the Medicare requirement that skilled nursing services
be provided on a part-time or intermittent basis In order for these and other home
health services to be coversd, Over the last few years the interpretation of the
intermittent care requirement has become even more important to the cost-effective
administration of the homs health benefit because of the removal in July 1981 of the
limits on the mgnbor of visits that can be covered under Medicare,



108

For many years, our Association has worked closely with HCFA in its efforts to clarify
the definitions and guidelines that are needed to apply this requirement, We believe
that HCFA has made progress in clarifying these guidelines over the years. Further
clarification will, however, be necessary if variations in the interpretation of the
guidelines by fiscal intermediaries are to be minimized. We are confident that
improvements in the administration of the Medicare home health benefit can be made
through the cooperative efforts of HCFA, the intermediaries, and the providers, and
we are hopeful that today's 'hearing will provide additional insights into this difficult

area that will help us make these improvements.

With me today are representatives from Blue Cross and Blue Shield of Connecticut,
Blue Cross and Blue Shield of Tennessee, and Blue Cross of California, who will deseribe

' their experiences in applying the intermittent care requirement.

Senator DURENBERGER. Before Mr. Williamson speaks, are there
any other areas besides the intermittent care requirement that are
causing similar and substantial differences of opinion between in-
termediaries and providers?

Mr. JacoBy. I would think that there are two that come to mind.
And perhaps some of those folks that are with me can expand on
that. Home-Bound definition is an area, which I understand, eauses
difficulty. And I think an underlying problem that we struggle
with in administering this benefit is the great difficulty people
have in understanding that the program has structure and defini-
tion, qualifying factors which determine when a benefit will be pro-
vided, and how long it will be provided. There are, in other words,
limits. You then have situations where, as 1 think we have heard
today, you have situations where a patient needs care. There is no
question. They need the care. But what they encounter is a struc-
ture in a benefit program which is necessary in any benefit pro-
gram for control that is not understood. It is viewed as an improper
restriction or denial simpl{ because the program was not designed
to pay under those particular conditions. :

enator DURENBERGER. All right.

STATEMENT OF RUFUS WILLIAMSON, VICE PRESIDENT, GOVERN-
MENT CLAIMS, BLUE CROSS AND BLUE SHIELD OF TENNESSEE

Mr. WiLLiamsoN. I am Rufus Williamson, vice president of Gov-
ernment claims for Blue Cross and Blue Shield of Tennessee, one of
the medicare part A subcontractors to the Blue Cross Association.

In Tennessee we currently have 252 certified home health agen-
cies. And I am told that by the end of the year we will have about
400. So we do currently have more certified agencies in Tennessee
than any other State. “

Senator DURENBERGER. Why is that?
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Mr. WiLLiaMsoN. Why is that?

Senator DURENBERGER. Are you a generous intermediary?

Mr. WiLLiAMSON. Apparently so. [Laughter.] R

I think it is that we have not had a certificate of need law until
very recently. It was siined, I believe, last week by the Governor,
with the support of the home health association agencies. .

Senator DURENBERGER. So what has that got to do with it? You
mean that will cut down?

Mr. WiLLiaMsON. That will cut down the new application for
home health agencies in the State of Tennessee.

Senator DURENBERGER. All right. I'm sorry I interrupted you.

Mr. WiLLiamsoN. Home health care has been proven over a
period of many, many years to be a safe and cost effective alterna-
tive to expensive in;})latient care. I think the key thing that we need
to remember, though, is that in order to be optimally cost effective,
it must be intermittent and not on a daily basis.

Just for example, in fiscal year 1983, the cost for 30 days of con-
tinuous care in a skilled nursing facility was $1,290.00. That’s for a
full 30 days. The cost for 30 days of continuous visits by a home
health agency was $1,5638.00, which is substantially higher.

Senator DURENBERGEK. Do you have a certificate of need for
skilled nursing facilities in Tennessee also? Or do you have a mora-
torium on construction of nursing facilities?

Mr. WiLLiamsoN. There has been no construction. I understand
there will be some new constructions generated. I do not believe
there is currently a certificate of need for that particular type of
facility unless it is hospital based.

- I would point out that the current guidelines provided to inter-
mediaries by the Health Care Financing Administration definin,
intermittent for purposes of claims administration is also publishe
in the home health agency manual. And as part of my testimony
that has been submitted to the committee, the intermediary
manual and the home health a%ency manual material is repro-
duced and the wording is identical in the two.

There are two basic conditions that must be met to qualify if the
care is intermittent. First, the care must be for a medically predict-
able recurring period of at least 60 days. And, second, the care
must not be required on a daily basis except for a short time. There
has been quite a bit of testimony on that.

The key elements of information needed bﬁ the intermediary to
determine whether to pay a claim are, first, the patient’s condition,
and, second, the length of time the services will be provided, if it’s
a claim for daily care. So it’s a matter really of communication.

And I would also reiterate what has been mentioned by some of
the other people today, that there are not a lot of denials for inter-
mittent care. In Tennessee, most agencies have never received a
denial for intermittent care problems. In fact, the total number of
denials is fairly low, and only a very small portion of the denials is
for intermittent care,

In our experience in Tennessee, the current guidelines are con-
sidered to be adequate and appropriate in administering the home
health benefit of medicare. If there are perceived inconsistencies in
administration, this is primarily due to the differences in individ-
ual cases rather than misunderstood guidelines.
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Senator DURENBERGER. So the summary is that everything is
hunky-dory in Tennessee and Ms. Bowman is out of her tree.
[Laughter.]

Now I am missing something here.

[Laughter]

Mr. WiLLiamsoN. No. I don’t think Ms. Bowman actually said
there was a major problem in Tennessee. She emphasized what
some of the other folks had said. There are some people, obviously,
that are not getting daily care that may need it. But I believe it's
more cost effective to take care of these patients in a skilled nurs-
ing facility that is available to do this type of care at a lower cost.

Senator DURENBERGER. So what Mr. Jacoby was saying earlier
about. benefit structure not conforming to everybody’s understand-
ing of what their particular needs are and what sort of a facility
can best satisfy those needs, you are saying is the—that’s sort of a
major problem.

Mr. WiLLiaMsoN. Yes.

Senator DURENBERGER. Thank you.

[The prepared statement of Mr. Williamson follows:]
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Mr. Chairman, I am Rufus Williamson, Vice President of Government Claims at Blue
Cross and Blue Shield of Tennessee, the Medicare Part A subcontractor to the Blue
Cross and Blue Shield Association for the State of Tennessee, In Tennessée, we have
currently certified 252 Home Health Agencies with 30 more expected by the end of the
year, Governor Alexander has just signed a certificate of need law that was supported

by the State Home Health Association to reduce new agency applications,

Because we have more agencies in Tennessee than any other state at the present, we
" have &n opportunity to deal first hand with a number of issues about which the committee
is concerned. We have areas in the state where there are more than enough agencies
to serve the available clients, while other areas have barely enough participating agencies

to meet the demands for services.

Home health care has a long history of effective service in several areas of the country
and {8 currently a safe and cost effective alternative to expensive inpatient care in
Tennessee. When operated as an integral part of the health care system, there are
several advantages to the use of this form of care ineluding lower cost and the beneficial
effect of famillar surroundings of home on recovery of the patient. A medical decision

is _needed to determine the point in time at which home care is the treatment of choice

from the perspective of safety and efficiency. A

In order to optimally fulfill the goal of cost effectiveness, home health care must be
rendered on an intermittent basis, not on a continuing daily basis. The .following
statisties for FY 1983 illustrate that continuous home health care provided on a daily

basis Is not a cheaper alternative to institutional care in Tennessee:
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Cost of 30 days continuous care in a skilled nursing facility - $1,290.60
Cost of 30 days consecutive visits by a home health agency - $1,538.32

These home health statisties are derived from historical data and are subject to variation

by agency and state.

The current guidelines provided to intermediaries by the Health Care Financing
Administration (HCFA) defining "intermittent” for purposes of claims administration,
Ineluding those issued by the HCFA reglonal office in Atlanta, are provided for the
record in their entirety. In summary, the guldelines specify twg basie conditions that
must be met to qualify the care as intermittent, First, the care must be for a medically
predictable recurring need, i.e., at least once every 60 days. Second, the care must not
be required daily except for a short time, l.e., no more than 2-3 weeks. Intermediaries
rely on the orders written by the physician to determine if the required conditions have '

been met,

The key elements of information needed by the intermediary to determine whether to pay
a claim are the patient's condition and the length of time services will be provided if
the claim is for daily visits. If the agency does not remind the physician of the need
:to provide this data and if the daily visits extend beyond 2-3 weeks, the care is deemed

not intermittent and the claim is rejected.

On the other hand, if the order is for 2-3 weeks and the patient needs a brief extension,
the physician must evaluate the patient at the end of his previous order anyway and
provide the home health agency with additional documentation for the patient's further
needs, If daily care is needed for an indefinite period, the home health agency would
be advised by the intermediary that the period after the first order would not be covered.

A

37-568 O-—84——9
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The guidelines cited above are pmv}ded to the home health agencies in the Medicare
Home Health Agency Manual (Hb?A-Pub. 11) as well as in varlous intermediary
publications and In training workshops, Most agencles in Tennessee do not have any
claims rejected for this reason. The fe:u claims that are rejected for this reason are
likely the result of agency error in not carefully evaluating the patient or in not
working with the physician to properly document the case.

In our experience in Tennessee, the current guidelines are adequate and appropriate in
administering the home health benefit of Medicare. If there are perceived Inconsistencies
in administration, this is primarily due to the differences in individual cases rather than

in misunderstood guidelines,
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Medicare 1.7 238
;:3 ." of Tennessee

Sulletin

August, 1982 Special Home Health Agency Bulletin No. 1

To: All Home Health Agencies !

Subject: Daily Home Health Skilled Nursing, Physical Therapy, or Speech Therapy

HCFA has recently clarified the Medicare program policy on daily services with
the issuance of Transmittal Number MCR-33-82. It gives the following instructions:

To qualify for Medicare home health benefits, one of the conditions that
must be met is that the skilled services be provided on an intermittent
basis. A person who is expected to need more or less full time skilled
services over an extended period of time, i. e. a patient who requires
institutionalization, would usually not qualify for home health benefits:
According to HCFA instructions, services provided as often as five days
per week will be considered as daily, and not intermittent. This require-
ment has been previously outlined in Sections 3116 and 3117 of the Inter-
mediary Manual and Sections 203 and 204 of the Provider Manual. Even
though these instructions (Section 3117.1 of the Intermediary Manual and
Section 204.1 of the Provider Manual) states that medically reasonable

and necessary daily skilled services may be approved for a short period

of time (2-3 weeks), medical records must clearly show that the physician
intends to decrease the visits in a short time and resume intermittent
services. If the medical records do not show an anticipated decrease

of visits in the near future, intermediaries have been instructed to make

a judgment as to when the need for intermittent skilled services ended and
the need for indefinite daily skilled services began. Claims for services
on or after that date are to be denied. If a patient requires daily skilled
services from the initial visit and daily services are provided because the
patient or the family objects to the institutionalization of the patient,
the services would not be covered (from the initial start of care) since the
need for intermittent skilled services was never established.

Denials based upon the condition that skilled services were not intermittent
are considered as technical denials and are not reimbursable to the pro-
vider under the Waiver of Liability provision of the Medicare law. Further-
more, since the beneficiary has no way of knowing that daily services are
not covered, the beneficiary will not be held liable for the related charges.

Since this bulletin and the provisions as stated in Sections 3116 and 3117
of the Intermediary Manual and Sections 203 and 204 of the HIM-II (Provider
Manual), puts the home health agencies on notice, these denials will not
apply to Section 1879 of the Law. Tnerefore, reconsideration requests by
providers on charges denied due to these provisions cannot be accepted.

We will begin applying the above criteria to claims for services fendered on or
after September 15, 1982. An exception to the September 15, 1982, date will be
those cases for which the provider has received notifications prior to that date.
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HCFA PROGRAM !SSUANCE

Transisttal Notice
REGION 1V

DATE: June 9, 1982 PrograM IDENTIFIER: MCR-33-82 (PO)

Of Interest to Intermediaries

SUBJECT: Claims for Daily Home Health
Skilled Nursing Services

We were recently asked by an intermediary if daily skilled nursing visits rendered by a
home health agency beyond the period of time discussed in section 3U7.1 of the
Intermediary Manual should be denied because the patient was receiving "above a home
health level of care." The intermediary related two examples. One was a case where
from the Initial home health visit, daily skilled nursing services were rendered because
the patient and his family objected to the patient's being institutionalized. A second
example involved a patient who Initially received intermittent skilled nursing services
but then began receiving nursing services on a daily basis. The daily visits continued
beyond the period of time discussed in section 3li7.] of the Intermediary Manual and it
appeared the daily services would continue indefinitely,

The Intermediary denied claims In both situations reasoning that each of these patients
needed institutionalization not home health care. After relating these examples to our
Central Office, we were informed the claims for these services should have been denied
but not because the patients were recelving "above a home health level of care." Rather,
as discussed in section 3117 of the Intermediary Manual, one of the conditions which must
be met before reimbursement can be made for skilled nursing services in the home is that
the services be required on an jntermittent basis, In each example the fact that
condltion was not met provides the basis for denial.

In the first example the services are not covered (from the Initial start of care) since the
need for intermittent nursing services was never established. In the second situation the
physician twice extended his estimate of the.length of time the patient would require
daily skilled nursing services In accordance with Section 3117 of the Intermediary Manual,
However, since there was no sign the need for daily skilled services would end, the
intermediary had to make a judgement as to when the need for intermittent skilled
services ended and the need for indefinite daily skilled services began. Claims for
services furnished on or after that date are not covered.

We expect that other cases like the two discussed above will arise. Since such cases
Involve sensitive and complex medical considerations, they should all be carefully
reviewed by an Intermediary's medical consultant. Again, the basis for any resulting
denials should be that a beneficiary no longer needs intermittent skilled nursing services
as required by sections 1814(a)}(2XD) and 1835(a)(2XA) of the statute and sections 405.170
and 405,1633 of the regulations, not that s/he needs "above a home health level of care."

gl' g';m have quéstions concerning this issue, please contact George Songer at (404) 2“21-

Division of Program Operations
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INTERMEDIARY MANUAL (HCFA Pub. 13-3)

03-81 COVERAGE OF SERVICES 11

Assuming that all the above conditions and all the other requirements for home health
benefits are met, reimbursement can be made under the program for the skilled nursing
care required by a beneficiary without regard to whether the beneficiary had a terminal,
chronie, or acute illness, his or her condition is stabilized or unstabilized, or the need for
skilled nursing service may extend over a long period of time,

However, since many Individuals with stabilized or chronic conditions and possibly at some
stage of thelr illnesses, individuals with terminal conditions, require only the services of a
home health aide, the intermediary should assure that the skilled nursing care preseribed
(as well as any other covered service they may recelve) is reasonable and necessary to the
treatment of the illness or injury. (See § 3117.3)

Mz Definition of "Intermittent".-= To meet the requirement for "intermittent"
skilled nursing care, an individual must have a medically predictable recurring need for
skilled nursing services. In most instances, this definition will be met if a patient requires
a skilled nursing service at least once every 60 days.

Since the need for "intermittent” skilled nursing care makes the individual eligible for
other covered home health services, the intermediary should evaluate each claim
involving skilled nursing services furnished less frequently than once every 60 days. In
such cases, payment should be made only if documentation justifies a recurring need for
reasonable, necessary, and medically predictable skilled nursing services. The following
are examples of the need for infrequent, yet intermittent, skilled nursing services:

1. The patient with an indwelling silicone catheter who generally needs a
catheter change only at 90-day intervals;

2. The person who experiences a fecal Impaction due to the normal aging
process (i.e., loss of bowel tone, restrictive mobility, and a breakdown in good health
habits) and must be manually disimpacted. Although these impactions are likely to recur,
it is not possible to pinpoint a specific timeframe; or

3. The blind diabetic who self-injects insulin may have a medically
prediétable recurring need for a skilled nursing visit at least every 90 days. These visits,
for ixample, would be to observe and determine the need for changes in the level and type
of care which have been prescribed, thus supplementing the physician's contacts with the

| patient, (See Coverage Issues Appendix, § 90-1.)

—

Rev, 900 3-45
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31172 COVERAGE OF SERVICES 03-81

'_Where the need for "intermittent" skilled nursing visits is medically predictable but a
situation arises after the first visit making additional visits unnecessary, e.g., the patient
is institutionalized or dies, the one visit would be reimbursable. However, a one-time
order; e.g., to give gamma globulin following exposure to hepatitis, would not be
considered a need for "intermittent" skilled nursing care since a recurrence of the
problem which would require this service is not medically predictable.

Although most patients require services no more frequently than several times a week,
Medicare will pay for part-time (as defined in § 3119.8) medically reasonable and
necessary skilled nursing care 7 days a week for a short period of time (2-3 weeks). There
may also be a few cases involving unusual circumstances where the patient's prognosis
indicates the medical need for daily skilled services will extend beyond 3 weeks, As soon
as the patient's physiclan makes this judgment, which usually should be made before the
end of the 3 week period, the home health agency must forward medical documentation
justifying the need for such additional services and include an estimate of how much
longer daily skilled services will be required.

A person expected to need more or less full-time skilled nursing care over an extended
eriod of time; l.e., a patient who requires Institutionalization, would usually not quallly
L_For home health benefits, .
7.2 Reimbursable Skilled Nursing Care.--Reimbursable skilled nursing care consists
of those Services reasonable and necessary to the treatment of an illness or Injury (see §
3117.3) which must be performed by or under the direct supervision of a licensed nurse

(R.N. or L.P.N. or L.V.N.) if the safety of the patient is to be assured and the medically
desired result achieved. (See § 3117.4F2 and § 3117.5 for special exceptions.)

A. In determining whether a service requires the skill of a nurse, consideration must
be given to both the inherent comglexltv of the service and the condition of the patient.--
many instances a service may be classified as a skilled nursing service on the basis of
its complexity alone, e.g., intravenous and intramuscular injections or insertion of
catheters. (See §§ 3117.4H.1 and 3117.4E.)) In others the classification will require a
consideration of both the nature of the services and the condition of the patient, i.e., in a
given case the patient's condition may be such that a service which would normally be
classified as unskilled can only be provided safely and effectively by a skilled individual.
For example, it is possible that in some situations a patient who has had rectal surgery
may be given an enema safely and effectively only by a nurse,

3-48 Rev. 900
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HOME HEALTH AGENCY MANUAL (HCFA- Pub, 11)
5-81 COVERAGE OF SERVICES : 204.1

B. The services are required on an intermittent basis (see § 204.1);
.
C. 'The services must be performed by or under the direct supervision of a licensed
nurse (R.N., L.P.N,, or L.V.N,) to assure the safety of the patient and to achieve the
medically desired result (see § 204.2); (see § 204.5 for exception in the case of services by
student nurses); and

D. The services are reasonable and necessary to the treatment of an illness or injury
(see § 204.3).

Assuming that all the above conditions and all the other requirements for home health
benefits are met, reimbursement can be made under the program for the skilled nursing
care required by a beneficiary without regard to whether the beneficiary had a terminal,
chronie, or acute illness, his or her condition is stabilized or unstabilized, or the need for
skilled nursing service may extend over a long period of time.

However, since many individuals with stabllized or chronic conditions and possibly at some
stage of their illnesses, individuals with terminal conditions, require only the services of a
home health aide, the intermediary should assure that the skilled nursing care prescribed
(as well as any other covered service they may receive) is reasonable and necessary to the
treatment of the illness or injury. (See § 204.3) °

204.1  Definition of "Intermittent".-- To meet the requirement for "intermittent"
skilled nursing care, an Individual must have a medically predictable recurring need for
skilled nursing services. In most instances, this definition will be met if a patient requires
a skilled nursing service at least.once cvery 60 days.

Since the need for "intermittent" skilled nursing care makes the individual eligible for
other qovered home health services, the intermedlary should evaluate each eclaim
Involving skilled nursing services furnished less frequently than once every 60 days. In
such cases, payment should be made only if documentation justifies a recurring need for
reasonable, necessary, and medically predictable skilled nursing services. The following
are examples of the need for infrequent, yet intermittent, skilled nursing services:

1. The patient with an indwelling silicone catheter who generally needs a
catheter change only at 90-day intervals;

2.  The person who experiences a fecal impaction due to the normal aging
process (i.e., loss of bowel tone, restrictive mobility, and a breakdown In good health
habits) and must be manually disimpacted. Although these impactions are likely to recur,
it is not possible to pinpoint a specific timeframe; or

3, The blind diabetic who self-injects Insulin may have a medically
predictable recurring need for a skilled nursing visit at least every 90 days. These visits,
for example, would be to observe and determine the need for changes in the level and type
of care which have been preseribed, thus supplementing the physician's contacts with the
patient. (See Coverage Issues Appendix, § HHA-1.)

Rev. 126 14.1
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204.2 COVERAGE OF SERVICES 03-81

Where the need for "intermittent” skilled nursing visits is medically predictable but a
situation arises after the first visit making additional visits unnecessary, e.g., the patient
is institutionalized or dies, the one visit would be reimbursable. However, a one-time
order; e.g.,, to give gamma globulin following exposure to hepatitis, would not be
considered a need for "intermittent" skilled nursing care since a recurrence of the
problem which would require this service is not medically predictable,

Although most patients require services no more frequently than several times a week,
Medicare will pay for part-time (as defined In § 206.6) medically reasonable and
necessary skilled nursing care 7 days a week for a short period of time (2-3 weeks). There
ma{ also be a few cases involving unusual circumstances where the patient's prognosis
indicates the medical need for daily skilled services will extend beyond 3 weeks. As soon
as the patient's physician makes this judgment, which usually should be made before the
end of the 3 week period, the home health agency must forward medical documentation
justifying the need for such additional services and include an estimate of how much
longer daily skilled services will be required.

A person expected to need more or less full-time skilled nursing care over an extended
riod of time; i.e., & patient who requires Institutionalization, would usuaily not qualily
gor home health benefits.

204.2 Reimbursable Skilled Nursing Care.~- Reimbursable skilled nursing care consists
of those services reasonable and necessary to the treatment of an illness or injury (see §
204,.3) which must be performed by or under the direct supervision of a licensed nurse
(R.N. or L.P.N, or L.V.N.) if the safety of the patient is to be assured and the medically

desfred result achieved. (See § 204.4E2 and § 204.5 for speciai exceptions.)

A. In determining whether a service requires the skill of a nurse, consideration must
be Fven to both the inherent complexity of the service and the condition of the
gﬁt ent.~-~ In many instances & service may be classified as a skilled nursing service on
the basis of its complexity alone, e.g.,, intravenous and intramuscular injections or
insertion of catheters. (See §S 204.4E and 204.4H(1).) In others the classification will
require a consideration of both the nature of the services and the condition of the
patient, i.e., in a given case the patient's condition may be such that a service which
would normally be classified as unskilled can only be provided safely and eifectively by a
skilled individual. For example, it is possible that in some situations a patient who has
had rectal surgery may be given an enema safsly and effectively only by a nurse,

B. A service isnot considered a skilled nursingservice merely because it isperformedby
or under the direct supervision of a licensed nurse. Where the nature of a service is such
“that it can be safely and

124
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STATEMENT OF MR. JOHN R. ANDERSON, DIRECTOR, PROVIDER
AND PROFESSIONAL RELATIONS AND MEDICARE ADMINISTRA-
TION, BLUE CROSS AND BLUE SHIELD OF CONNECTICUT, INC.

Senator DURENBERGER. Mr. Anderson.

Mr. ANDERSON. Chairman Durenberger, my name is John Ander-
son of Oxford, CT, director of provider and professional relations
and medicare administration for Blue Cross and Blue Shield of
Connecticut, the medicare part A subcontractor for Blue Cross and
Blue Shield Association since the inception of the program in 1966.
In this capacity, we have serviced the State’s 107 home health
agencies for the past 3 years.

Our experience in performing intermediary functions has demon-
strated that much more severely ill patients are being maintained
at home for longer periods of time, but the present medicare bene-
fit is not adquate to accommodate their medical needs.

The present home health benefit provides coverage for part-time
or intermittent services of skilled personnel and home health aides.
Intermittence by definition means: a medically predictable recur-
ring need for a skilled service at least once every 60 days; however,
the care needs of the more severely ill patients I referred to usual-
ly entail daily intervention by agency personnel. Since the home
health benefit was initially structured to provide for services a few
hours a day, several times a week, the current mechanism is inad- -
equate to sustain these patients whose needs are for daily care.

There is an exception to this intermittent requirement which
allows for coverage for daily care for short periods of time, under
unusual circumstances. However, it is this exception which has cre-
ated the inconsistent and confusing guidelines for* administering
the home health benefit.

Much of the confusion, I believe, began with the release of a
March 1982 home health agency manual policy revision in Con-
necticut. This modification was interpreted much more liberally by
the provider community. Increased volumes of claims for daily
services were submitted to the program, and as a result a more in-
tensified review process was implemented by intermediaries. In-
creased medical screening activities precipitated more denials of
benefits and patient advocate groups and beneficiaries sought the
he’}p of legal assistance groups to remedy the situation.

he problem is intensified since many medicaid and private in-
surance programs do not reimburse for the level of intensified care
needed by these patients. As a result, beneficiaries must pay out of
pocket. The alternative of institutionalization in skilled nursing fa-
cilities would hardly seem compatible with current medicare cost
containment initiatives, nor is it likely that an expansion of the
SNF benefit would provide a solution since many home health
beneficiaries fall between the cracks between SNF and home
health agency care.

The only other alternative would be to modify the level of care
guidelines to expand the period of coverage for dailiz care. While 1
believe that most of the problem in Connecticut would be alleviated
by this approach, cost to the medicare program would definitely be
increased.

Thank you.
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Senator DURENBERGER. Thank you very much.
[The prepared statement of Mr. Anderson follows:]
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Chairman Durenberger and Members of the Subcommittee; my name is John R. Anderson
of Oxford, Connecticut. I am Director of Provider & Professional Relations and Medicare
' Administration for Blue Cross & Blue Shield of Connecticut, the Medicare Part A
subcontractor for the Blue Cross and Blue Shield Association since the inception of the
program In 1968. In this capacity, we have serviced the state's 107 Home. Health

Agencies for the past three years,

Our experience in performing intermediary functions has demonstrated that much more
severely ill patients are being maintained at home for longer periods of time, but the

present Medicare benefit 13 not adequate to accommodate their medical needs.

The present home health benefit provides coverage for part-time or intermittent services
of skilled personnel and home health aides. Intetmittence by definition means: a
inedically predictable recurring need for a skilled service at least once every sixty.
days; however, the care needs of the more sevgrely ill patients I referred to usually
- entall daily intervention by agency personnel. Since the home health benefit was
fnitially structured to provide for services a few hours a day, several times a week,
the current mechanism is inadequate to sustain these patients whose needs are for daily

care,

There is an exception to this intermittence requirement which allows coverage for daily
care, for short periods of time, under unusual circumstances, However, it is this
exception which has created the inconsistent and confusing guidelines for administering

the home health benefit.

Much of the confusion, I believe, began with the release of a March 1982 Home Health

Agency manual policy revision. This modification was interpreted much more liberally
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by the provider community. Increased volumes of claims for daily services were submitted
to the program, and as a result a more intensified review process was implemented by
intermediaries. Increased medical screening activi_tles precipitated more denials of
benefits and patient advocate groups and beneficiaries sought the help of legal assistance
groups to remedy the situation.

The problem is intensified since many Medicaid and private insurance programs do not
reimburse for the level of Intensified care needed by these patients. As a result,
beneficiaries must pay out-of-pocket. The alternative of institutionalization in skilled
nursing facilities would hardly seem compatible with current Medicare cost containment
lnltlatlves; nor is it likely that an expansion of the SNF benefit would provide a solution
since many home health beneficlaries "fall through the crack" between SNF and home
health requirements, ‘

The only other alternative would be to modify the level of care guidelines to expand
the period of coverage for dally care. While I believe that much of the current problem
that we see in Connecticut would be alleviated by this approach, it also would likely

increase costs to the Medicare program.

1 would be happy to answer any questions that member of the subcommittee would have

at this time.
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STATEMENT OF KATHRYN ST. GERMAIN, DIRECTOR OF
ALTERNATIVE HEALTH PLANS, BLUE CROSS OF CALIFORNIA

Senator DURENBERGER. Ms. St. Germain.

Ms. St. GERMAIN. Senator, I'm Kathryn St. Germain, director of
alternative health plans of Blue Cross of California. Blue Cross of
California has been a subcontractor to the medicare part A inter-
mediary for the last 18 years in home health. We believe that the
current regulations offer the intermediary adequate latitude in de-
termining covered care for intermittent services that may be neces-
iary (an a daily basis for a 2- to 3-week period and sometimes

eyond.

e define covered care on a daily basis as rendered when serv-
ices are provided with the skills of a nurse, services are medically
necessary and do not duplicate services provided by others. There
is evidence of monitoring by a physician as to continual need for
services, and new orders are written should the care extend beyond
the 21 days. Intermittent care extends itself to daily and sometimes
more frequently because we find in California that patients are
being discharged very much sooner and are very much sicker.
Skilled home care services are often of a higher level than those
provided in skilled nursing facilities. There is in California also a
shortage of skilled nursing beds, and many skilled nursing facilities
refuse to take these patients because of the intensity of the services
that they need.

We conducted a study, and while we don’t pretend that we did a
statistical sampling or used any scientific method—but we did ear-
lier in 1983 for the months of February and March look at all of
our home health bills that were billed for daily care services. What
we found in those bills is that the skilled daily care was rendered
to patients recently discharged from hospitals, home care was less
costly to the medicare program than institutional care even when
rendered on a daily basis, care in the majority of these cases
became less intensive within the 21-day timeframe, both due to the
change in the patient’s condition and also because of the education-
al activities given to others in the home.

We have conducted a number of compliance audits and have
found that the home health agency has been able to demonstrate
the medical necessity for the daily care, although that doesn’t
mean we have never found any compliance problems issues in
terms of home health. But where we found them is in billing errors
or the home health agency keeping the patient in the program too
long on intermittent or 3 times a week rather than daily service,
and the care has become at the end of the plan of treatment a cus-
todial care issue. )

We utilize many screening and medical review procedures so
that we are able to monitor the intermittent care closely and effec-
tively. We believe that the care that is provided and monitored in
the State of California for home health service benefits, that these
benefits truly operate as an instead-of type service rather than an
add-on benefit to the medicare program.

And we also believe, again, that present regulation allows us to
make these determinations a K;opriately.

[The prepared statement of Ms. St. Germain follows:]
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Good afternoon Senator Durenberger, Members of the Subcommittee,

My name is Kathryn St. Germain and I am Director of Alternative Health Plans for
Blue Cross of California,

I wish to thank you for allowing Blue Cross of California the opportunity to testify on

the issue of the provisions of intermittent services for Home Health Benefits,

As the Medicare Part A Subcontractor to the Blue Cross and Blue Shield Assoclation
for the .State of California, we have eighteen years of experience with applying the
regulation regarding Home Health Care and the definition of Intermittent Service.

This afternoon, 1 will discuss with you the intermittent issue, our interpretation of the
regulation, our experience in applying the guldelines and the procedures we apply in
order to monitor and complete on-going education to the home health provider to assure

they understand and follow the guidelines.

If I might quote the regulation from HIM-11, Revisfon 124, March 1981, Section 204.1.
This wording is essentially the same for Home Health Aides, HIM-II 208.5.

"Although most patients require services no more frequently than several times a week,
Medicare will pay for part-time (as defined in S 206.8) medically reasonable and necessary
skilled nursing care 7 days a week for a ii‘ﬂ'l period of time (2-3 weeks). There may
also be a few cases involving unusual circumstances where the patient's prognosis
indicates the medical need for daily skilled services will extend beyond 3 weeks, As
soon as the patient's physician makes this judgment, which usually should be made before

the end of the 3 week period, the Home Health Agency must forward medical
documentation
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justifying the need for such additional services and include an estimate of how much

longer daily skilled service will be required."

As such, we believe the regulation offers the intermediary adequate latitude in assessing

Intermittent service.

Blue Cross of California interprets the regulation to mean that covered care is rendered,
when: the services that are provided take the skills of a nurse; the services are
medically necessary and do not duplicate services provided by a physician, family member
or the patient himself; and there is evidence that these services are closely monitored by
a physician as to the continual need for the frequency. That is, new orders must be

written by the doctor at least every 21 days or 3 weeks, as stated in the regulation,

Intermittent care, we believe, does extend itself to dailly care and sometimes more

frequently than once per day.

This interpretation has worked very well for Blue Cross of California, the provider,

the patient, and for the Medicare program.

In a study conducted prior to Phase I implementation of prospective payment, we did

' an extensive review of all Home Health cases where daily skilled care appeared on the bill.

Our findings were the following:

1,  Daily care was rendered primarily to patients recently discharged from a

hospital.

37-568 O0—84——10
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The care rendered.was primarily for extensive wound care.

The care could be rendered at home instead of a hospital setting, thus saving
dollars to the Medicare program.

At least In Callifornia, the services provided were of a much higher level
than in a skilled nursing facility, which in some circumstances refused to
take these patlents, because of the intensity of the services required.

Care in the majority of cases became less intensive within the 21-day

timeframe and was no longer needed daily.

Although in some instances, primarily for patients with a diagnosis of cancer
where healing is slower, the daily care extended beyond the 21 days allowed
in the regulation. These exceptions were extensively reviewed case-by-case
and a determination made as to coverage issues. All care reviewed in these
cases was determined to be skilled nursing services and not psychological or

emotional support services.

In many Instances, according to our study, when care became less intensive,
it was due to the Home Health Agency's education of family members to

perform these skilled services,
Home Health Agencles were receiving much sicker patients than had been

the case in the past. We found that the care was necessary and, because it

was rendered in a home setting, was less expensive than if the patient
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remained hospitalized. However, we do understand that others throughout
the country appear to define this regulation differently than we and our
HCFA Regional Office in San Francisco do. This difference causes us some

concern,

While this study was completed prior to the implementation of Phase I of Prospective
Payment System for acute hospitals, in our 8 months of experience with DRG's, we are
finding that the trend of sicker patients entering Home Health Agencies continues.
These patients are being discharged earlier and need more dally skilled services during
the 2 to 3 week period the Regulation allows for these services,

Throughout our years of experience, we have had a number of compliance audits
completed by nurses for the ilealth Care Pinancing Administration, 8an Francisco Office,
to determine the appropriateness of our interpretation of this regulation. We have
never experienced any compliance problems and have demonstrated that the daily care

rendered has been both appropriate and medically necessary.

Biue Cross of California has several procedures in place to ensure the continuation of

compliance for intermittent care. I'd like now to take a few minutes to discuss these.

First, we have a very intensive Medical Review orogram in place that Is done by

registered nurses who understand home care,

Our sample procedures include a 20% random sample of all ‘home health providers. If
a provider loses a favorable waiver status due to this sampling, we do a 100% screening
of all bills, All new agencies submit to a 100% screening for the first 3 months of
participation in the Medicare program.
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Further, we require submission of the Treatment Plan with all bills, and for any bills
or services denied we will screen 100% of all subsequent bilis for that particular patient,

All service for Physical, Speech and Occupational Therapies require a review by an
allied health professional who is an expert in the particular field.

We conduct on-going on-site visits for the purpose of auditing sample bills and medical
records.

In addition, since the early seventies, we have enjoyed a very fine working relationship
with the California Assoclation of Health Services at Home (CAHSAH), This relationship
includes a working committee to discuss issues of providing home health care in an
open forum setting that is educationally relevant to both the intermediary and the
providers. This committee meets regularly on a quacterly basis, and monitors problem
areas and helps home health agencies to solve problems with coverage issues on

questionable cases.,

Blue Cross of California also conducts monthly workshops for the purposes of helping
the home health a»gaqelea in interpreting the regulations, solving and explaining confusing
{ssues and helping agency staff, physicians, nurses and other health professionals to

document care appropriately.

In the months ahead, Blue Cross of California will be implementing a new software
system to further enhance our ability to monitor home health care, We have begun to
finalize new review procedures that allow us to look at all home health providers in

an appropriate manner. We have taken a look at historical compliance by these providers
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and divided them into four categories (A-D) and will monitor them in four different
ways., Those providers who historically have had few or no problems with compliance
will be reviewed once each year (Category A) on-site to determine waiver status, while
providers in Category D will be subject to 100% audit of all records, The review
procedure for Categories B and C are in between, but will be subject to focused review,

dependent upon the specific problem areas of the agencies,

In 1985, we will have the capacity to perform computerized edits for review of pre-

payment Home Health bills,

In summary, Blue Cross of Callfornia believes that Home Health {s being utilized as an
"instead of" benefit rather than an "added-on" benefit and Is saving the Medicare
program dollars by allowing patients access to skilled care In the home.

As we continue to see earlier discharges, appropriate skilled Home Health care will
become more and more critical, The regulation appears to allow us to make the

appropriate determination for the medical necessity of daily care.

Our experience is that this benefit works well as an alternative to hospital care. Our
concern is the medical necessity of daily visits may extend beyond wound care, but
probably not beyond the 21 days identified in the regulation except in those cases where

it Is proven to be medically necessary.

Thank you for your attention.
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Senator DURENBERGER. Mr. Jacoby, now that we have heard
about the problems from three sides of it, do you have a recommen-
dation for us as tc how we can resolve this dispute over intermit-
tent care?

Mr. Jacosy. I think, if I may, I would suggest that what we prob-
ably have here is a need for more effective communication than we
are currently engaged in between ourselves and the home health
agencies. As I listened to the testimony here, I concluded, as I am
sure most everyone did in this room, that to-the extent that the
experiences of these home health agencies were actual as de-
scribed, that’s a serious indictment of the intermediaries. I don't
question that the members of the home health agency group that
appeared here today believe what they said happened in that way.

owever, I feel confident that if we were able to address the specif-
- ic cases that were mentioned here, the majoritK we could probably

explain in an understandable manner, using the guidelines of the
program.

There is confusion. For example, when the members of the home
health agency groups repeatedly said that the intermediaries, not
uncommonly, use 3 weeks as a definitive cutoff f)oint, I have to
question that, Not their sincerity, their accuracy. It is in a sense a
cutoff point. The intermediaries are required under their guide-
lines to examine a case at that time and require certain types of
documentation. Now in that rrocess of examination and requesting
of documentation, things could get off the track to the point where
the intermediary legitimately and properly denies the claim under
program guidelines. But that doesn’t mean that every intermediary
18 refusing or even a majority are stopping payments arbitrarily at
that period.

Senator DURENBERGER. But I am left somewhat vague on wheth-
er the probiuin is benefit design, using that in a general sense, and
we ought to take a little better look at designing the benefit struc-
ture so that it conforms a little bit better with reality; particularly,

iven the impact that prospective payment may have on hos;‘pitals.

r is it a difficulty that some intermediaries are having and feeling
uncomfortable having HCFA look over their shoulder about how
they interpret coverage for the providers in their area? Or is it
that the intermediary employs a bunch of dentists who are not em-
{)loyed because of competition in the health care field to go over

hese things, and they don’t know what they are doing? Or is it
some combination of all of those?

Mr. Jacosy. I think it is a combination of all of those, Senator. I
do feel, though, that the major underlying issue here is an unmet
need. The medicare program is limited not only in the health care
henefit area, but in other areas—hospital care and skilled nursing
care. It is not unlimited care. And when care is denied because
limits are reached or qualification factors are not present, there is
dissatisfaction. And the stories about the beneficiaries who suffer
as a result of this are.very touching and very emotional. But there
is only so much money, and the program does have limits.

Senator DURENBERGER. If it is some of all of this, then obviously
with the exception of Tennessee, Connecticut and California, who
are all well staffed in their intermediary function, what kind of
people are hired by Blue Cross and what kind of training do they
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have as reviewers in order to make the judgments they are re-
quired to make?

Ms. St. GERMAIN. In California, the manager of the home health
medical review is a home health nurse who was head of home
health agency. All of the medical review nurses that we hire do
have clinical home health experience.

Senator DURENBERGER. In Connecticut?

Mr. ANDERSON. In Connecticut the supervisor of the medical
review department is an RN with prior hospital and home health
exggrience. Her staff consists of RN's with experience.

nator DURENBERGER. And in Tennessee?

Mr. WiLLIAMSON. In Tennessee, the supervisor of our medical
review department is an RN with home health and hospital experi-
ence. In fact, she operated or managed a home health agency. And
all of our RN’s have home health experience that review home
health claims.

Senator DURENBERGER. All right.

Anybody want to add anything else from the intermediary view-
point that isn’t in your written statements or your summarizes?

No response.] ,

enator DURENBERGER. If not, I thank all four of you for being
here, and I appreciate it very much.

Next we will hear from Mr. Streimer and Mr. Kappert. I will
just quote you briefly from the prepared statement by Patrice Fein-
stein, Associate Administrator for Policy:

Current concern about the intermittent care requirement is really one of flexili-
bity versus specificity in its administration. It is not difficult to develop and apg?
gfxd guidelines to control the exact amount of home health care that can be provid-

. Specific guidelines require a little judgment. Questionable cases that might later

be subject to appeal are virtually eliminated. However, we all know the problems
such an inflexible system can create.

Well, it looks like we are caught here some place by trying to do
good. And I wonder if the two of you wouldn’t mind reacting to—I
don’t ask you to react to specific allegations or anything like that,
but principally to listen to the testimony of the witnesses and to
their responses to questions, and then perhaps explain to us why
we have some of these problems, and what may be some of your
frustrations in looking at the law and trying to implement it
through an intermediary system and so forth.

I don’t know who wants to go first.

Mr. Kappert. Certainly we are impressed by the anecdotal infor-
mation and so forth, particularly, what the home health agency
people presented.

I think that the actions that Ms. Feinstein laid out when she was
here addressed the problems we heard. Certainly the latest guid-
ance that we sent to intermediaries is very specific about the fact
that there is no cutoff point at two to three weeks. Indeed, that is
the point at which you get more information to determine what the
long-term course of treatment is.

I think also the anecdotes lead you to believe that almost noth-
ing is being covered. In our longer statement, we show that indeed
the dollars that we are spending on this benefit are exploding. The
fact is that while the denial rates are very small, we are also proc-
essing in excess of 5 million bills a year. And there are many visits

&
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contained on each bill. So there are an awful lot of people getting a
lot of service. It is the question of cases where, as Mr. Jacoby elo-
quently stated, there is a great deal of emotion involved, where
something bad happens to people. All of these things, obviously,
become very important and we don’t want to dismiss them.

But, at the same time, we are spending an awful lot of dollars
and paying for an awful lot of visits and the number of home
health agencies are growing by leaps and bounds so that the bene-
{it cannot be so constrained as the anecdotes might lead you to be-

ieve.

Senator DURENBERGER. Can you give me any other dimensions?
You run the operations of this program. You have given me 5 mil-
lion claims and lots of visits. Any idea of how much it is costing us
to process this particular-reimbursement system? ‘

Mr. KAPPERT. In terms of administrative costs?

Senator DURENBERGER. I guess so. Anything that doesn’t actually
go to patient care.

Mr. KaprperT. The administrative amount would be very, very
small. Our overall administration is about 1 percent of the benefit
dollars or less. Certainly home health, as large as it has become, is
not one of our largest cost areas, either in terms of dollars, al-
though those, as has been indicated, are growing very quickly. The
cost per bill for processing by intermediary is under $4 a claim.
There is really not a whole lot of money going into administration.

Senator DURENBERGER. $4 a claim. That’s the total compensation
to the intermediary?

Mr. KapPperT. Yes.

Senator DURENBERGER. That is less than 1 percent of the claims
paid by that intermediary?

Mr. KarperT. That’s an overall average. I don’t have the specific
numbers on home health. I'm not sure that we break it down that
fine. That would include hospital bills, nursing homes, the whole
business.

Senator DURENBERGER. [ see.

Bob, you want to add something?

Mr. StreiMER. Yes, I wanted to make a few points. One is that
the legislation changed in 1980. In 1981 we paid for 26.2 million
visits in this country and in 1983 we paid for 37.1 million visits. I
think there are a couple of interesting points that were made by
the representatives from the home health agencies. I wrote down
the quote: “Home health care has changed dramatically since the
enactment of medicare.”” Medicare has not changed dramatically
since the enactment of medicare. The Congress removed the 3-day
limit, the 3-day prior hospitalization, and the 100-visit limit. How-
ever, the descriptions of the qualifications for the benefits remain
essentially the same as they have since 1965. )

The benefit was never intended to provide daily skilled medical
care in the home. The benefit has always been described as inter-
mittent care, intermittent skilled care.

Senator DURENBERGER. Maybe that isn’t a bad idea to do that,
but you are saying that wasn’t the design.

Mr. StreiMER. That was not the design of it. And I guess the
question now is can we afford to do something like that.
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The other thing that I think some of the data will bear out is
that capacity is increasing dramatically in home health. I don’t
know whether the supply or the demand is coming first. I think
there are several studies that are underway now on the subject and
hopefully we will find something out about that.

With respect to prospective payment, we have recently let a con-
tract with Abt Associates to design a study, a national study, on
different prospective payment methodologies for home health. And
they are exploring many of the things that were mentioned today
by the representatives of the home health groups.

Senator DURENBERGER. I get very squeamish when I hear that
Tennessee is going on a certificate of need just because of this ex-
plosion. Now maybe it shouldn’t have exploded the way it did 200
and something to 400 and something in one State. And maybe you
are right. Maybe it's one of those statistics where it is $300 less for
skilled nursing facilities than home health.

But I hope the home health industry understands that at least
for one Senator my deep concern is for the whole business of sub-
stitution. And I think I have articulated this before when we had
our big hearings last December or January or whatever it was
when we were listing to our colleagues’ solutions to these problems.
That we can’t just add to the cost to put somebody in what we all
presume is a more cost effective setting. What our deep concern for
is an appropriate substitution of services so the right person gets in
the right place for the right length of time. And then everybody
gets improved care at a lower cost.

And I get the feeling we are edging in that direction, we are
trying to get in that direction. But I get the feeling from what you
have just said, Bob, and from some of these statistics that we may
have improved the quality of care for people out there, but we
haven’t done a thing to tip the line on the cost of that care. Is that
what I am hearin {ou say?

Mr. STrREIMER. I think in part. I think your point on the substitu-
tion is something we are very concerned about the General Ac-
counting Office in their report on home health made clear that an
appropriately targeted unit of home health service, was certainly
more economical than a unit of institutional service. They ques-
tioned whether the Federal Government or the intermediaries
could target so specifically as to know when it would be appropri-
ate and when you just would not be providing additional care.

In addition, we are concerned that anytime we use a new
number such as 21 days, or 35 days, or 45 days as a new guideline,
that immediately the level of daily care moves to that level for too
large a number of cases, and that the cost of that kind of activity is
prohibitive also. ,

Senator DURENBERGER. I can understand that.

Mr. KarperT. I think another statistic that concerns us is that
the average cost of a home health visit is surpassing the average
cost of a day in’the nursing home. Not that there are not other
social benefits——

Senator DURENBERGER. Can you prove that?

Mr. KAPPERT. Yes.

Senator DURENBERGER. You have the data for that? Say that
again.
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Mr. KAPPERT. The average cost of a home health visit can exceed
the cost of ‘a day in a nursing home.

Senator DURENBERGER. That’s a little different. You said can
exceed it. I think the first time you said, “it is exceeding it.”

Mr. KarperT. We have not prepared the numbers.

Senator DURENBERGER. Would you prepare some numbers on
that for us?

Mr. KappErT. I think in the 1984 and 1985 budget it was $45
versus $48. It was that close. So that’s why I'm saying it could have
surpassed it this year.

e budget figures for skilled nursing facility per diem costs are
$62 for fiscal 1984 and $65 for fiscal 1985.

The cost limit on skilled nursing visits to the home for periods
beginning on or after July 1, 1984 is $62:15 for non-MSA locations
and $53.564 for MSA locations. The figure is higher or lower for any
particular provider depending upon the wage index that applies in
its location. :

Therefore, during the common time period involved, it is entirely
possible that some home health skilled nursing visits will cost more
than a day of care in a skilled nursing facility in the same or an-
other area.

Senator DURENBERGER. All right.

Just one last question on the number of intermediaries. Do
either of you want to defend why we would all be better off with 10
intermediaries instead of 47?

Mr. KaPPERT. Absolutely. We are 100 percent with that.

Senator DURENBERGER. Tell me why it's better.

Mr. KarperT. I think most of the people said today that, indeed,
the guidelines are not all that bad, particularly the ones that we
have most recently put out there; that if there is a problem, it is
because those guidelines are still nonetheless applied different by
different intermediaries.

If we reduce the number of intermediaries, we will reduce the
amount of that differentiation.

Senator DURENBERGER. Why? One example, I imagine, was some-
what exaggerated, but you had three visits a day in New York
versus, once a day for 2 weeks or something like that in some other
State. I mean suppose the same intermediary has both of those
States? Are we going to do three visits a day in New York for
everybody in a 10-State area or a 5-State area?

Mr. KAPPERT. I think there will be 10 differences instead of 47, if
indeed it's that explosive. But beyond that, we can sit down a
whole lot easier with 10 and say this is what we mean. And we can
check up on 10 better than we can check up on 47.

Senator DURENBERGER. Yes, but looking at it from the other end.
I mean the folks in Nashville, it seems to me, can get along a heck
of a lot better with Blue Cross of Tennessee than with Blue Cross
of Georgia or Texas or something like that, whoever gets to be the
intermediary or Ross Peroe. [Laughter.]

I mean isn’t there an argument to be made that way too? If you
just get your signals straight, how come 10 is more magic than 47?

Mr. KarPerT. Remember, we started out with something like 73.
And it was at congressional direction that we reduced that to re-
gional intermediaries.
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Senator DURENBERGER. I'm arguing with -the Congressmen. I
wasn’t on this conference committee. I didn’t decide that.

Mr. KarperT. 'm talking about the move we made from 73 to 47.
We moved from 73 to 47. We still get the same amount of com-
plaints. We think going to 10, then, may be the solution.

Senator DURENBERGER. I'm just concerned to know whether
there is a logic there. I see HCFA doing the same thing with peer
review organizations. People didn’t like 200 or whatever it was, so
they said, well, let's have 1 in each State. And the reality is that in
some of those States it may make a heck of a lot more sense when
they have three PRO’s operating. But I can’t get through this bu-
reaucratic mindset at HCFA that says big is better or fewer is
better than a whole lot and so forth. And I want to be sure that
that isn’t a problem in this case. That you are not just in the 10 is
better than 47 game.

Mr. KarrerT. We think we can better manage it that way. We
are very happy with the language of the committee.

Senator DURENBERGER. All right. Any other comments either of
you want to make?

Mr. KaprrErT. We would like to state emphatically that there is
no target for denials for any intermediary. I think that was alluded
to. There is absolutely no target at any level for denials of medi-
care claims of any kind under parts A and B.

And this question about whether we have recently become much
more difficult, certainly our numbers don’t bear that out. For ex-
ample, the denial rate for home health in 1979 was 1.9 percent. In
1980 it was 2.2 percent. It remained that way in 1981. In 1982, it
was down to 1.5. And in 1983, down to 1.2. So there is an awful lot
of care being paid for out there. And I think when you hear the
anecdotes you are hearin% things that are bearing at the margin.

Mr. STrReEIMER. I would like to make a point also in terms of the
nature of the benefit and how it has changed over the years. In the
early 1970’s, the mix of skilled services versus home health aide,
services was 75 percent skilled, 25 percent home-health aides. By
1980, the home-health aide services had grown to 82 percent. Cur-
rently, it’s approaching 50 percent of the total for type services. So
while home health agencies are getting more sophisticated, the
largest amount of services rendered tend to be moving toward the
less skilled services and not the more skilled services.

Senator DURENBERGER. The last thing. When I asked Mr. Jacoby
what other problems there were between intermediaries and pro-
viders, he said the homebound program. Are you aware of that?

Mr. STreiMER. Well, it's interesting because all five of the organi-

- zations that were represented in the September meeting with Dr.
Davis advised very strongg' not to change the existing homebound
guidance. Our Inspector General has advised us that he believes
that the fiscal intermediaries are paying for far too many cases
that are not homebound. We are investigating that. But we are not
at the present time changin‘g our manual instructions.

Senator DURENBERGER. All right. Thank you, gentlemen, for
%ti‘m;gtme an extra hour and a half of your afternoon. I appreciate

a lot.

Thank you, everyone else. The hearing is adjourned.

[Whereupon, at 3:51 p.m., the hearing was concluded.]
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[The féllowing was received for the record:]

CANCER CARE, INC.
AND THE NATIONAL CANCER FOUNDATION, INC,,
New York, NY, June 29, 1984.

Re Medicare’s Home Health Benefits Public Hearing, June 22, 1984

Senator DAviD DURENBERGER,
Chairman, Subcommittee on Health, Committee on Finance, U.S. Senate.

Cancer Care, Inc. is grateful for this opportunity to express its criticisms of Medi-
care’s home health benefits. We commend you for convening a hearing on this sub-
ject, thereby facilitating a vpublic exploration of this complicated and important
issue. .

Cancer Care, Inc. is a voluntary social agency with direct service offices in New
York City; Woodbury, Long Island, and Everson in New Jersey. For over forty years
we have offered comprehensive social services to cancer patients and their families.
This includes help with planning for the patient’s care at home, individual and
%rou counseling for both patients and relatives, as well as bereavement counseling.

n addition, we give financial assistance to eligible families to help them pay for a
home-care plan so that the patient may be cared for at home.

More than 50% of our patients are over 65 and Medicare eligible. Therefore, our
social workers must constantly cope with the gaps in Medicare’s home health cover-
%ge when helping to work out plans for the care of an eiderly cancer patient at

ome.

‘The inadequacy of Medicare's home health benefit begins and ends with the fact
that it is ieared to acute, short-term illnesses rather than addressing the realities of
the health conditions and needs of so many of the elderly—that is, long-term,
drawn-out and chronic illnesses. Such illnesses, and this can include cancer, do not
necessarily require a skilled service at home, but do require more than part-time or
intermittent care by a home health aide.

As you know, in order to qualify for home health aide services a patient must
require a skilled service such as nursing, speech or physical therapy. However,
many if not most, of the elderly cancer patients in our caseload do not need a
skilled service on an ongoing basis. But, they frequently do need a home health aide
or a homemaker and help with personal care. In addition, they must be homebound
in accordance with Medicare’s stringent definition of that term. Here too, many
cancer gatients do not qualify. -

Another irong is that they fre%uently need more than part-time, intermittent
services of the home health aide. This can be because of the patient’s physical dis-
tress and resulting dependency, but also because of the unavailability of much help
from family or friends, the so-called informal caregivers.

We can give gou example after example of situations which require financial as-
sistance from Cancer Care to enable an elderly cancer patient to be cared for at
home because the patient is ineligible for Medicare’s home health services.

The following is a description of one of these situations: An 80-year old woman in
an advanced stage of carcinoma of the breast was being cared for at home by her
mentally retarded son. In addition, a very loving and supportive, albeit multi-
health-problem family, was devoting every possible moment to ensure her ability to
stay at home until her death. One daughter-in-law, a nurse, had even moved in to
assist in caring for the patient even though she and her husband had 5 children,
one of whom had lupus and another rheumatoid arthritis. Since the patient re-
quired only “custodial care,” that is assistance with daily hygiene and supportive
activities, she was thus ineligible for Medicare coverage for her home care needs.
When her family presented for assistance from Cancer Care, they were at the point
of exhaustion, physically, financially and emotionally. Cancer Care helped this
family pay for a home health aide.

There also are many instances when we offer financial assistance to augment a
Medicare-reimbursed home care plan provided by a home health agency. In these
cases, the home health agencies have been able to substantiate the need for a
skilled service plus some part-time home health aide services. But, knowing that the
patient really needs more help, the home health agency turns to us to augment this
plan. Just as frequently, this procedure is initiated by us.

Cancer Care is a very unique agency both in terms of the counseling services we
provide, as well as the financial assistance we make available when this is neces-
sary. Also, in contrast to other philanthropic organizations, we staK with the patient
and family as long as we are needed. We are providing help which is sorely needed
by so many families co;iﬁng with cancer, and in so doing we are fulfilling the role
and obligation of the voluntary sector in a manner barely duplicated elsewhere. We
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might add here that we do not receive any government monies and have supported
our services by personal and foundation contributions.

From July 1, 1983 through June 15, 1984 we expended $766,108 in helping 702
patients; a large majority of these patients were on Medicare. We dread to think
what might have happened to these patients and their relatives if we had been
unable to assist them.

We strongly believe that Medicare should improve its home health benefit in
order to better serve elderly patients who need home care. By so doing, Medicare
will be more adequately fulfilling its promise to the elderly and in many instances
will help patients with relatively small incomes live out their lives with dignity and
without being reduced to poverty.

We are aware that a recent HCFA study has estimated that Medicare’s expendi-
tures for home health care in 1983 may be 25% higher than it was in 1982, higher
rate of increase than in other reimbursement categories. However, the percentage of
Medicare reimbursements that goes for home health is still very small. The impor-
tance of understanding the reasons for this higher rate of increase should not obvi-
ate the need for broadened home health services for Medicare patients. The necessi-
ty for this is made even more urgent by the institution of DRG’s and the expecta-
tion that patients will be discharged from hospitals earlier and sicker than in the
past, requiring more than part-time and intermittent home care.

Cancer Care, Inc. has for years advocated for a broadened concept of home health
services under Medicare. Attempts to liberalize Medicare’s home health benefits go
back to at least 1974 with Senator Muskie leading an effort towards removing the
skilled nursing care requirement. Senator Church was also heavily involved as well
as Representative Pepper. In recent months we have expressed our support of cer-
tain Federal legislative proposals which would liberalize the “part-time, intermit-
tent” restriction on home health services. We are referring to Representative Wax-
man’s H.R. 3616 and Senator Heinz's S. 2338, The Home Care Protection Act. The
latter was clearly in response to what appeared to be HCFA's attempt to tighten the
guidelines and regulations which had allowed for some amount of daily home health
care in situations of acute or terminal illnesses. Unfortunately, Senator Heinz's
amendment, a compromise from his original proposal, did not survive the budget
compromise.

In closing, we ur%e you to work towards a broader definition of Medicare’s home
health benefits. Although this will increase the amount of Medicare dollars spent on
home health care, it will decrease instances of spending down to Medicaid eligibility
and institutionalization which eat up public monies. And, of equal importance, ex-
panded home health services under Medicare will help the elderly live out their re-
maining days in familiar surroundings, and with much less anxiety and tension.

Again, we want to express out thanks for this opportunity to express our views.
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