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LEGISLATIVE PROGRAM REVIEW AND INVESTIGATIONS COMMITTEE

The State's Home Care for the Elderly Program:
A Program Review

SUMMARY

Medical and technological changes in the twentieth century
have resulted in more people living longer lives. In Connecti-
cut, the number of elderly residents (60 and over) has increased
by one-quarter in the last ten years. In 1980, 521,534 of the
state's 3.1 million residents were 60 years of age or older. At
the same time, changes in the make-up of families have resulted
in more elderly people living alone or with relatives who are
out of the home working for at least part of the day.

Home care services provided by private and governmental or-
ganizations have developed as one means of meeting the needs of
people who require assistance with their medical and social needs
from someone outside their families. Since a variety of services
are available in the homes of individuals of all ages during per-
iods of recovery from an acute illness as well as on a long-term
basis, home care can represent an alternative to institutionali-
zation.

Early in 1981, the Appropriations Committee of the General
Assembly asked the Legislative Program Review and Investigations
Committee to look at the state's home care for the elderly pro-
gram, operated by Connecticut Community Care, Inc. (CCCI). The
Appropriations Committee was particularly interested in whether
the average cost per client for CAM services was justified or
whether changes in the program might be possible to reduce per
client expenditures. As part of the program review, LPR&IC
examined the types of services provided through the program,
the cost of providing those services, the number of clients re-
ceiving services, the amount of services needed, statewide de-
mand for the program and alternative methods of providing home
care services to elderly people in danger of inappropriate in-
stitutionalization.

A major component of the state home care program examined
by LPR&IC was the process known as coordination, assessment, and
monitoring (CAM), which is used to ensure that a person receives
the appropriate level and amount of home care services. Assess-
ment involves an initial evaluation of a client to determine
whether any unmet needs impede the person's ability to remain
in the community and avoid institutionalization. Coordination



involves contacting providers to arrange specified services
and ensuring the availability of funds to pay for services.
Monitoring functions include verifying that a client has re-
ceived the quantity and quality of services contracted for.

The Legislative Program Review and Investigations Committee
was unable to reach a concensus on the future structure of the
state's home care program for the elderly because the members
were divided on the issue of what type of agency should perform
CAM. The committee finally resolved that the problem was a
central policy issue that could only be settled by the full Gen-
eral Assembly. If the separation of CAM is determined to be
unnecessary, some committee members believe a model containing
a reduced administrative structure should be utilized to dis-
burse payments for direct purchased services. If it is deter-
mined that CAM should continue to be performed by a separate
agency, then the existing organization can remain in place, but
changes suggested by the committee should be implemented.

Both models formulated by LPR&IC members attempt to balance
monetary constraints and program resource needs. It was the in-
tention of the committee that any savings in administrative and
CAM costs achieved by the models be added to the money already
set aside to pay for the purchase of direct services.

Model C represents a program where CCCI, under contract to
the Department on Aging, acts as a fiscal intermediary to dis-
burse program funds. Licensed home health care agencies con-
tinue to perform assessments and coordinate and monitor the
service needs of clients in the same manner they currently do.
Under Model E, CCCI would continue to be an independent CAM
agency, but modifications in the areas of client eligibility,
staffing patterns and program expenditures would be made. Out-
lined below are summaries of the major features of each of the
models.

Suggested Changes--Model C

Organizational Structure - The Department on Aging (SDA) con-
tinues to serve as the state agency accountable for the
operation of the program. CCCI, under contract to SDA,
acts as fiscal intermediary for the program and is re-
sponsible for the approval of services for clients and
the disbursement of payments to direct providers.

Reimbursable Services - Most likely, only three services--home-
maker, home health aide and companion--will be eligible
for reimbursement in order to make the limited program
funds available to as many needy elderly as possible.,
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Geographic Area - All 169 towns will be covered.

Eligibility Criteria - Reduce the maximum allowable income to
60 percent of the state's median income or 150 percent
of the federal OMB poverty level. Also, take into con-
sideration the liquid assets of an applicant.

Fees - Establish a sliding fee schedule.

Staffing - Reduce the number of CCCI employees with a ma-
jority handling administrative and fiscal tasks.

Suggested Changes--Model E

Geographic Area - Towns should be included in the program on the
~basis of the need of their residents. All 169 towns
should be ranked using a formula that takes into consider-
ation income, minority residents, the number of elderly,
the town setting, and the availability of other agencies
that can perform CAM functions. Initially serve at least
50 towns and, if possible, as many as are currently served.
Expand to other towns as funding permits.

Eligibility Criteria - Reduce the maximum allowable income to 60
percent of the state's median income or 150 percent of
the federal OMB poverty level. Also, take into consider-
ation the liquid assets of an applicant.

Fees - Establish a sliding fee schedule for receipt of CAM and
purchased services.

"Safeguarding Only" Clients - Consider reducing the scope of
activities for these types of clients in recognition of
the fact that some coordination and monitoring functions
are performed by the sources paying for the purchased
home care services.

Assessment Tool - Condense and refine. Also, make greater use
of client evaluations performed by groups that refer
clients to CCCI.

Greater Independence for Clients - Allow clients and their fam-
ilies to take more responsibility for their plans of
care. Develop mechanisms for verifying that services
have been provided, problems have developed or a change
in circumstances has occured.
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Staffing Needs - Lower the minimum educational standards for
some professional positions and use more clerical per-
sonnel for coordination and monitoring functions. Uti-
lize contracts with home health care agencies to have
their nurses perform assessments during periods when
there is a long waiting list for that portion of the
CAM service., Employ full-time management staff at

CCCI.

Regulations - Eliminate the 80 case load restriction in the CaAM
reqgulations.

Program Evaluation Criteria - Establish criteria for the future
evaluation of program performance.

Place a Cap on CAM Expenditures - Limit expenditures for CAM
costs (including general and administrative expenses) to
a maximum of 30 percent of the total CCCI budget.

iv



CHAPTER I
INTRODUCTION

Medical and technological changes in the twentieth cen-
tury have resulted in more people living longer lives. In
Connecticut, the total population counted during the 1970 and
1980 censuses remained about the same. The number of elderly
residents (60 and over), however, increased by one-quarter.
Citizens in this category now comprise nearly 17 percent of
the s?ate's population; 28 percent of these people are 75 and
over.

Changes have also been occurring in the make-up of fami-
lies. They are often smaller in size and have more members in
the work force. Likewise, there are fewer extended families
residing together. As a result, more elderly are living alone
or with relatives whc are out of the home working for at least
a portion of the day. In order to remain in the community and
out of an institution, increasing numbers of older people re-
quire assistance with their medical and social needs from in-
dividuals and groups outside their family,.

Home care provided by private and governmental organiza-
tions is one means of meeting some of this demand. These
agencies, which may be voluntary, private nonprofit, proprie-
tary or government supported, offer a variety of medical and
social services for individuals of all ages. In addition to
obtaining nursing assistance during recovery from an acute
illness, home care is used by people who are unable to perform
daily living functions for themselves. Some agencies provide
a wide range of services while others provide only one or two.

Focus of Review

In early 1981, the Appropriations Committee of the Connec-
ticut General Assembly asked the Legislative Program Review

In 1970, there were 3,031,709 people in Connecticut, 414,991
of whom were 60 and over. In 1980, the population totaled
3,107,576; 521,534 people were 60 and over.

Data obtained from Connecticut Office of Policy and Manage-
ment, Comprehensive Planning Division, Connecticut Census
Data Center News, Vol. I No. 2 (Fall, 1981), p.4.




and Investigations Committee (LPR&IC) to review the state's
home care for the elderly program. Begun as a pilot project

in 1976 with a budget of about $800,000, the program was
budgeted at $2.7 million for FY 1981-82. A major component

of the program was the provision of coordination, assessment
and monitoring (CAM) services? to elderly clients in danger

of inappropriate institutionalization. Funding was also
available for the purchase of direct home care services for
those clients unable to pay for such care themselves and ineli-
gible for an alternative funding source.

Based on data available in February 1981, it appeared
that the average cost per client for CAM services was close
to $800.° One of the primary concerns of the Appropriations
Committee was whether this cost was justifiable or whether
changes in the program might be possible to reduce per client
expenditures,

During the review conducted by the Legislative Program
Review and Investigations Committee, the types of services
provided through the state's home care program for the elderly,
the cost of providing those services, the number of clients re-
ceiving services and the amount of services they needed were
all examined. The committee also considered potential state-
wide demand for the program and alternative methods of provid-
ing home care services to elderly people at risk of inappro-
priate institutionalization. As part of this latter analysis,
the committee looked at other programs currently in operation
in Connecticut as well as efforts in other states.

Chapter II of this report provides a detailed description
of the state's home care for the elderly program as it has
evolved during the past six years. Brief outlines of several
other programs in Connecticut that arrange for the provision
of home care services are also included. Chapter III discusses
the Legislative Program Review and Investigations Committee's
findings and presents two home care program models considered
by the committee during its deliberations. An overview

CAM is a process used tOo ensure a person receives the
appropriate level and amount of home care services. For
a detailed description of the process, see Chapter II, p. 7.

The average cost per client is actually lower than $800,
but there is some disagreement about what the specific
number is. Chapter III provides a detailed discussion of
the cost issue. (See pp.2€<29,)



of the major public funding sources for health and home care
services is provided in Appendix III.

Methodology

Data for this program review were obtained from multiple
sources. In addition to a six-~hour public hearing conducted by
the Legislative Program Review and Investigations Committee in
May 1981, interviews were held with representatives of private
and governmental agencies involved in the funding or provision
of home care services, and budgetary materials from the state
program were examined.,

Questionnaires were sent to the following groups: the staff
members of Connecticut Community Care, Inc. (CCCI) who work di-
ractiy with elderly clients; the directors of the 98 home health
care agencies that were licensed as of March 1981; and hospital
discharge planners at 33 short-term, acute care hospitals in the
state. Eighty-one percent of the 27 CCCI staff who received
questionnaires responded, 68 percent of the home health care
agencies returned their surveys and 64 percent of the hospital
discharge planners responded. (See Appendices IV-VI.)

At various stages of the review process, representatives of
both proprietary and nonprofit home health care agencies, the
board of CCCI, and Blue Cross/Blue Shield met with members of
the LPR&IC and its staff. Information about other states with
programs providing reimbursement for home care services for the
elderly was obtained through telephone conversations with pro-
gram staff in those states.

An additional source of information was visits to the homes
of elderly people in potential need of home care services.
LPR&IC staff accompanied CCCI employees from different regional
offices on assessment and reassessment visits. Several licensed
home health care agencies also allowed committee staff to accom-
pany nurses on home visits to elderly clients.
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CHAPTER I1I
BACKGROUND AND HISTORY

In the mid-1970's, the state of Connecticut began a pilot
program aimed at improving the ability of the elderly to obtain
home care services. The current Promotion of Independent Liv-
ing for the Elderly (PILE) program, which is operated by Con-
necticut Community Care, Inc., evolved from that earlier effort.
An overview of the changes that led to the existing program and
a detailed description of how it operates today are presented
in this chapter. Brief descriptions of other programs in the
state that arrange home care services are also included at the
end of the chapter.

Home Care

Home care has been defined as "the array of services provi-
ded, either singly or combined, in order to sustain the elderly
in their own homes at an optimum level of health, activity and
independence."* This definition includes both home delivered
services, including meals-on-wheels, chore services and home-
maker-home health aides, and those services available outside
the home, such as day care and services offered at health clin-
ics and group eating sites.

Home care services encompass health related services as
well as those services peripherally related to health which are
needed by a person in order for them to remain at home. Health
related services include those offered by physicians, speech
therapists, physical therapists, and home health aides. Home-
maker, companion, chore, counseling, transportation and other
services are considered supportive services and are not directly
health related.

By providing assistance with nutrition, home maintenance
and personal care, home care can preserve the elderly person's
life in the community.® For an individual who has no one able
or willing to assist him or her with daily living needs, the

“ State of Connecticut, Department on Aging, A Report on Home
Care, January 1973, p. vii.

5 Home care services are available for people of all age groups
who may need such assistance on a short or long term basis.
The focus of this review, however, is home care for the el-
derly.



availability of home care services can mean the difference be-
tween remaining in a home setting and being institutionalized
in a long term care facility.

Home care services are generally provided by private or-
ganizations known as homemaker and home health agencies, which
may be nonprofit or proprietary operations. Certain services
like chores or meals are also available from single purpose
agencies. Home health care agencies have existed in Connecticut
for many years. Since January 1, 1979, such organizations have
been required to be licensed in order to operate (C.G.S. Section
19-576). As part of the licensure requirements, an agency, in
addition to providing professional nursing services, must pro-
vide at least one of the following services: homemaker-home
health aide services; physical, speech or occupational therapy:;
or medical social services. Homemaker-home health aide agencies,
which provide supportive services under the supervision of a
registered nurse, are also required to be licensed.

Home care is thought to produce savings in both human and
financial terms. Many individuals would be happier and health-
ier retaining their independence in a familiar environment.
Home care is not an economical alternative to institutionaliza-
tion for everyone, however, since for some people nursing home
care is the most appropriate and cost effective.

Recently, home care has gained greater recognition as a
viable alternative to institutional care. According to a re-
port of the Connecticut General Assembly, elements of both the
public and private sectors have recognized the need for the pro-
vision of home care services and have begun to respond to that
need. The home care industry has been growing steadily and is
expected to continue growing to meet increased demand. Never-
theless, problems with quality, availability and accessibility
of services still exist.®

There have been attempts by various states to integrate
and coordinate the wide array of services needed by elderly
persons to avoid inappropriate or unnecessary nursing home
placement, but the approaches are many and varied. The federal
government's role has historically been limited to providing
direct reimbursement for home health and other in-home services
through Medicare, Medicaid and Title XX of the Social Security
Act. Lately, certain reimbursement limitations have been elim-
inated so additional services are covered. For example, the

6 State of Connecticut, Report of the Subcommittee on Home
Health Care of the Joint Committee on Public Health and Safe-
ty, Home Health Care in Connecticut, Issue Paper #1, October,
1976, p. 1.




1980 federal Omnibus Reconciliation Act expanded Medicare cov-
erage to include reimbursement for an unlimited number of home
health visits, a provision previously limited to 100 visits.

One process gaining increasing attention as a way to en-
sure that appropriate home care services are recommended for
and provided to an elderly person is known as CAM=--coordina-
tion, assessment and monitoring. The assessment component in-
volves the initial evaluation of a client to determine his or
her current physical and mental well-being and whether there are
any unmet needs that impede his or her ability to remain in the
community and avoid institutionalization. As a result of this
assessment, a plan of care is developed, specifying which ser-
vices the client requires in order to meet those needs.

The coordination function involves contacting providers to
arrange specified services and ensuring the availability of
some type of funding to pay for the services. Monitoring func-
tions are carried out on an on-going basis and include verify-
ing that the client has received the gquantity and quality of
services contracted for. Another component of monitoring is to
ensure that the level of services prescribed for a client con-
tinues to be appropriate. If changes in the plan of care are
necessary, then modifications in the levels and types of ser-
vices are made as required. On a regular basis, a reassessment
of the client is performed. At that time, the plan of care is
reevaluated.

CAM may be performed either by an agency established solely
for that purpose or by the staff of an agency which also pro-
vides direct services to clients. In either case, it is gener-
ally a nurse who performs the assessment and reassessment, al-
though he or she may be assisted by a social worker. Coordina-
tion and monitoring activities may be handled by a variety of
personnel, including nurses, social workers and case aides or
clerks.

When performed by a separate agency, CAM is the only func-
tion of the staff, although other employees in the organization
may handle the disbursement of funds for services to eligible
clients. The CAM functions performed by a direct provider
agency may be combined with the actual provision of home care
services and, therefore, will not always be as easily identi-
fiable. For example, an initial assessment and a skilled nurs-
ing service may be performed during the same visit to a client's
home.



State Department on Aging

The State Department on Aging (SDA) has statutory author-
ity for the overall planning, development and administration
of a comprehensive delivery system for elderly persons (C.G.S.
Section 17-137). Among its mandated duties are: measuring the
need for and evaluating services; developing educational out-
reach programs; supervising pilot programs; and surveying
methods of administering service delivery programs. Besides
developing service programs itself, SDA also encourages and
advises other state agencies on the development and provision
of services.

The department not only utilizes its own staff, but also
those of many other organizations which together with SDA make
up the "network on aging". The key elements of the network are
the 5 Area Agencies on Aging (AAAs),’ the 13 elderly nutrition
projects and the department's advisory council. Until June 30,
1980, the AAAs also administered the state's elderly home care
program (known then as SAIL).

SATL

A major program administered by the state Department on
Aging is the state's home care program for the elderly. Former
Commissioner Charles E. Odell stated that the program was to
be a "viable, compassionate, cost-effective and socially desir-
able alternative for older persons who otherwise would be placed
in long-term care institutions."$

Originally called SAIL (Strengthened Assistance for Inde-
pendent Living), the program began in August 1976 as a demon-
stration of home care alternatives to institutionalization.
The primary objectives of the program included:

1) deinstitutionalize inappropriately institu-
tionalized elderly persons;

7 AAAs are private, nonprofit organizations whose responsibili-
ties are to plan and develop services for the elderly within
their regions. They also coordinate and pool resources from
other public and private sources in order to develop services
for the elderly. Area Agencies on Aging are funded by the
federal government for all but 25 percent of their adminis-
trative expenses, which must be raised on the local level.

8 "Making Home Care A Viable Alternative to Institutional Qare,"
statement presented to the Blue Ribbon Committee on Nursing
Homes, June 16, 1976.



2) prevent inappropriate institutionalization
of elderly persons who are within 90 days
of institutionalization;

3) provide single entry case management to
clients by performing an initial assess-
ment, planning and coordinating service
delivery, ensuring the delivery of ser-
vices, and monitoring the services as often
as necessary (but at least every 60 days);

4) develop and expand services to help maintain
elderly persons in their homes;

5) develop an interface with state, municipal,
and private service providers; and

6) treat the elderly person with dignity.

Organization. When SAIL began, SDA subcontracted with the
five Area Agencies on Aging for the implementation of the pro-
gram in their respective geographical regions of the state.
Generally, each agency had a regional director, nurses, social
service coordinators, administrative assistants, secretaries
and claims processors assigned to staff the program. One of
the area agencies employed a program evaluator and a bookkeeper.

According to an evaluation prepared by the Office of Policy
and Management, this system produced project differences since
not all five programs were organized and administered identi-
cally. Each of the projects served populations which differed
greatly. Project staff, personnel policies and operating pro-
cedures also varied among the five agencies. For example, the
southwestern regional office contracted with nursing agencies
to assist with initial assessments while the other four agen-
cies all had full-time nurses on their staffs.

The case review boards or committees functioned differently
throughout the five regions with respect to the number of mem-
bers and the time necessary to review cases. In four of the
five projects, the AAA board/subcommittee was the governing
body, while in the fifth project, a SAIL policy board was es-
tablished. 1In addition, staff salary ranges and personnel
policies were not uniformly administered throughout the five
agencies.?

9 Connecticut Office of Policy and Management, SAIL Evaluation
Report (March, 1979).




Service area. SAIL served 49 towns during its first year
of operation. BY FY 1979-80, three years later, it was serving
1,900 clients in 83 towns. (See Table II-1l.) The decision on
which towns would be served in each region was made by the AAA
Board of Directors for that area. SAIL was not available state-
wide because the level of funding was insufficient to cover all
169 towns. During the life of the program, new towns were added
gradually; sometimes a reduction in service in a town already
served was necessary to extend service to a new town.

Table II-1. SAIL -- Program Statistics.

Fiscal Year Towns Covered Clients Served Expenditures
FY 1976-77 49 1,014 $ .8M

FY 1977-78 69 1,497 $1.6M

FY 1978-79 73 1,644 $2.0M

FY 1979-80 83 1,900 $2.4M

Eligibility criteria. The stated criteria for eligibility
into the SAIL program were that a person must:

1) Dbe 60 years of age or older;
2) reside in a served town; and

3) be within 90 days of inappropriate in-
stitutionalization or be inappropriately
institutionalized.

The first two criteria were easily verified, but the third was
susceptible to possible variations in interpretations. For
example, the intent of the 90 day certification was to insure
that the individuals served were those closest to institution-
alization and hence the program's neediest clients. It was
sometimes difficult, however, to determine exactly how many
days away from institutionalization a person was.

There were no financial eligibility limitations on receiv-
ing coordination, assessment and monitoring services. Under
the Title XX requirements, any elderly person (60 years of age
or older) was eligible for CAM and could not be charged for
those services. Eligibility for purchased services was limited
on the basis of income to clients whose family incomes did not
exceed 80 percent of the gross median income for the state. Due
to the program's fiscal constraints and an inability to serve
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all eligible individuals, priority for CAM services was given
to persons who qualified for Supplemental Security Income
(SSI), State Supplemental Assistance (SSA) and Medicaid, or
those already inappropriately institutionalized.

There were several criteria for discharge from the SAIL
program. They included: <client death, client request, client
institutionalization, client found to be ineligible, client
moved out of a town served by the program or the cost of care
exceeded the average cost of a skilled nursing facility in the
project's health service area.

Available services. During FY 1979-80, SAIL arranged over
20 different services from over 110 provider agencies for pro-
gram clients. All services were obtained under contract with
individuals and nonprofit, voluntary and proprietary agencies.
Services most often arranged were: homemaker, home health
aide, home delivered meals, nursing units, companions and chore/
handyman services. Other services included legal and financial
counseling, transportation, day care and speech therapy.

Funding. The SAIL program was financed primarily with
state general fund monies, partially reimbursed by Title XX
of the Social Security Act. Some Title XX pass-through funds
were also available as well as Title III money from the AAASs.
These funds paid for CAM costs and the purchase of direct ser-
vices. Total expenditures for CAM and purchased services in-
creased from $789,186 during FY 1976-77 to $2.4 million by
FY 1979-80.

Payments for purchased services were also made by Medi-
care, Medicaid, private insurers and, whenever possible, cli-
ents themselves. Only as a last resort, when other funding
was unavailable or exhausted, were SAIL program funds utilized
to pay for services for clients.

CCCI

Since July 1, 1980, Connecticut Community Care, Inc. has
administered the state's single entry coordination, assessment
and monitoring program for elderly persons. CCCI works under
contract with SDA and is funded by state appropriations and
Title XX money. SDA continues to be responsible for oversight
of the program. (Approximately $117,000 was spent for the
department's administrative activities during FY 1980-81.)

A private, nonprofit agency, centrally managed and region-
ally administered, CCCI has an independent Board of Directors

11



that includes representatives from provider service agencies,
private industry, and the aged themselves. Each AAA is repre-
sented on the board and also recommends a representative from
each regional home care advisory committee for board membership.

Development. CCCI was established after a review of SAIL
by the Department on Aging revealed that improvements were
needed. Initiated in early 1979 at the request of Commissioner
Marin J. Shealy, the report stressed the value and importance
of the home care program, but it suggested reorganization was
needed.

During the LPR&IC public hearing on the elderly home care
program, Commissioner Shealy outlined the factors leading to
that suggestion. Among the reasons were: the needs of the
elderly required moving out of the demonstration program to an
ongoing program; there was a need for an administrative struc-
ture that would allow the program to grow; the AAAs wanted to
maintain their essential planning and advocacy functions; more
uniformity among the five regional programs was needed, and the
passage of Public Act 77-601 (C.G.S. 19-576 and 19-577) required
the Department of Health Services to license CAM agencies using
a statutory definition not all of the AAAs could meet.!?

Although the program was renamed Promotion of Independent
Living for the Elderly, the eligibility criteria for clients,
the geographic service area and the provisions for payment of
purchased services remained the same. The budget for FY 1980-81
was increased slightly to $2.8 million, and more than 1,900
clients were served.

The decision to establish CCCI as the contractor for PILE
was based on the belief that program administration "would be
enhanced and greater flexibility could be obtained by placing
the program under strong, non-state, central management."11 The
Department on Aging, the board chairmen and executive directors
of the AAAs, the SAIL directors, representatives from the Gov-
ernor's office and representatives of the Office of Policy and
Management all agreed to the proposed changes.

Staff/activities. In order to prevent any disruption in
client services, CCCI staff was drawn from the people employed

10 Marin J. Shealy, commissioner, Department on Aging, LPR&IC
public hearing on the state's home care program for the
elderly, May 18, 1981, p. 4.

11 1pid., p. 4.
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by the AAAs to operate the SAIL program. These workers were
familiar with both the program and the needs of the clients
served under it.

CCCI utilizes the broad based skills of nurse clinicians
and social service coordinators. These staff members have ex-
perience in clinical assessment technigques and knowledge of
community resources. Elderly persons referred to CCCI are as-
sessed by either one or both of these professionals.

Assessments may be performed in a patient's home, in a acute
care hospital, or in a skilled nursing facility, using a compre-
hensive standardized assessment form. Each client's health and
social history is recorded, along with personal, nutritional,
environmental and related information necessary to determine in-
dividual needs. To gather adequate information, the assessment
team consults with family members, physicians, provider agencies
and others.

Based on each client's situation, the CCCI team, the client
and his or her primary supporters develop a long term plan of
care to fit the client®s particular needs. CCCI staff then
arrange for the necessary services to be provided, utilizing
existing service providers; when necessary, CCCI develops new
resources. To insure that services are being delivered and
continue to be appropriate to the client's needs, CCCI monitors
service delivery and reassesses the client every six months to
update client characteristics.

In addition to nurses and social service coordinators, each
of the five regional offices also employ regional directors and
other personnel such as claims processors, case aides, secretar-
ies, bookkeepers and clerk typists, who perform a variety of du-
ties. The central office staff consists of a bookkeeper, an
accounting clerk, a clerk typist and a data entry clerk; they
are co-located in Plainville with Triage, Inc. CCCI contracts
with Triage for the services of management personnel. (See
Figure II-1.)

Management contract between CCCI and Triage. CCCI estab-
lished its contract with Triage for the provision of management
services because it was felt the organization had acquired ex-
pertise in the management of a CAM agency for the aged. The
services to be provided are subject to the policies and proce-
dures established by the CCCI Board of Directors and must be in
conformance with the Department on Aging's contract with CCCI.
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Figure II-1.

FY 1980-81 Promotion of Independent Living Program--Organization Chart.
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These management services include:

1) supervise the management of each regional
office and the central office;

2) establish staff levels and work schedules;

3) recommend and implement personnel policies
and operating procedures;

4) supervise the employment of all CCCI employ-
ees;

5) provide purchasing controls;
6) provide staff training;
7) provide and supervise an accounting system;

8) obtain the necessary insurance coverage for
each regional office;

9) provide public relations services and coor-
dinate with governmental agencies having jur-
isdiction over the operation of CCCI;

10) prepare cost reports;

11) recommend and implement operating policies
and procedures;

12) administer funds in accordance with state
and federal regulations; and

13) report to CCCI on its performance.

The staff used by Triage on a part-time basis to provide
these management services to CCCI are: an executive director,
an associate director, three assistant directors, a data mana-
ger, a financial manager and a nurse clinician. These eight
professional employees devote approximately 10 to 25 percent of
their time to CCCI. The FY 1980-81 contract cost $80,761.

Triage

In 1972, the Governor of Connecticut directed the Commission
on Aging to conduct a feasibility study for a statewide plan to
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provide alternatives to institutional care. The commission's
Home Care Task Force prepared a report on establishing a state-
wide personal care program for the elderly. This study consti-
tuted the rationale for the subsequent joint state and federal
initiative known as Triage.

History of development. The Triage project was started in
1974 by the Connecticut Council on Human Services as a research
and demonstration project to test a client/consumer centered
model for an alternative health care delivery system. It was a
response to the increasing cost of health care, the growing num-
ber of elderly in need of services, the complexity of those
needs, and the growing use of institutionalization as the course
of least resistance for elderly in need of medical and social
services. The objective of Triage was to examine the total needs
of each client and, working with multiple agencies, ensure that
arrangements were made to meet those needs. In other words,
staff would perform coordination, assessment and monitoring func-
tions.

Launched with state monies and funds granted under the Older
Americans Act of 1965, two Administration on Aging model project
grants and continuing state appropriations carried the project
through its two year developmental period. In 1976, a grant
from the National Center for Health Services Research was awarded
to the Department on Aging; it paid for program costs from April
1976 to March 1979. At that time, the Health Care Financing Ad-
ministration (HCFA) awarded Triage a two year grant to continue
in operation through March 1981. The project subsequently re-
ceived several 90 day extensions, but funding was finally termin-
ated on December 31, 1981.

Triage served the Central Connecticut Regional Planning
Area, which is composed of the towns of Burlington, Plymouth,
Bristol, Plainville, New Britain, Southington, and Berlin. This
region was chosen because it typifies characteristics of the
state; it incorporates rural, urban, and suburban areas, as well
as a wide array of service providers.

Triage, Inc. When the program began, a sponsor for the
project was sought from the private, nonprofit sector. During
the two year developmental period, a homemaker-home health care
agency, Community Health Services of Central Connecticut, accep-
ted the role of local project sponsor. On July 1, 1975, Triage,
Inc., a private, nonprofit agency, was incorporated in the town
of Plainville. Triage, Inc. took over management and control of
the property and affairs of the program. A consortium of pro-
viders and elderly consumer representatives served on the board
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of directors, which included 18-25 members who represented
hospitals, community health agencies and the elderly population
of the seven town region.

Eligibility criteria. During each year of operation, the
Triage program served approximately 1,400 clients. (See Table
II-2.) 1In order to be eligible for Triage, a person had to be:

1) 65 years of age or older; or 60 years of
age or older, disabled and already eli-
gible for Medicare; and

2) residing in the seven town region.

There were no income eligibility requirements.

Table II-2. Triage =~ Clients Served.

Year Clients Served
1976~77 1,200

1977-78 1,500

1978-79 1,329

1979-80 1,405

1980~81 1,392

1981-82 No new clients accepted

Source: State Department on Aging.

Reimbursement procedures. During the project's developmen-
tal period (1974-75), Triage paid for some of the prescribed
services under the terms of the start-up grants. The majority
of expenses, however, were covered by third party payment (Med-
icare, Medicaid or private insurance) or by the client.

Beginning in August 1975, comprehensive waivers on the use
of Medicare Trust funds were awarded to the Connecticut Council
on Human Services !2 by the then U.S. Department of Health, Edu-
cation and Welfare. The waiver of Medicare restrictions made
it possible for Triage to authorize payment for many ancillary

12 The Council of Human Services was abolished in 1976, and the
Triage grant was transferred to the Department on Aging in
April of that year.
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and supportive services not traditionally covered by Medicare,
such as pharmaceuticals, dental care, mental health services,
homemaker services, glasses, and hearing aids. Moreover, many
specific Medicare requirements such as deductibles and co-insur-
ance, as well as several restrictions on home health care, were
waived.

The federal fiscal intermediary, which determined the rea-
sonable costs of services and reimbursed the providers, was the
Division of Direct Reimbursements (DDR) of HCFA. The partici-
pation of the division permitted a unified and simplified track-
ing of client costs. It was the responsibility of Triage to
verify client eligibility and authorize payment of providers.

Project staff. Since the concept of Triage was a single
entry model for delivery and reimbursement of health and social
services, a multidisciplinary staff was required. Triage staff
members were trained in a variety of disciplines, including nur-
sing, social work, business administration, accounting, data
processing and secretarial services.

Other Home Care Programs

In addition to the state home care for the elderly program
run by the Department on Aging and the Triage program, there
are other private and public programs that help arrange for
the provision of home care services. Some of these programs
serve people of all ages while others are limited to the elderly.
There are also several publicly supported programs that provide
companionship visits to elderly people.

Breakthrough to the Aging. The Breakthrough to the Aging
(BTA) program provides "friendly visits" and telephone reassur-
ance to over 2,000 elderly in the Capitol Region who have limi-
ted mobility. Administered by the Capitol Region Conference of
Churches, the program receives funds from a variety of sources,
including $25,000 from the state for FY 1980-81l. Volunteers
are provided with training by BTA staff and direct supervision
is handled by local private and governmental agencies that vol-
unteer their time.

Essential Services. The Essential Services program pro-
vides funding to pay for homemaker, companion, chore and other
services elderly and disabled adults need in order to function
adequately in their own homes. The program also provides for
the care of children when the parent or usual caregiver is un-
available, for example, due to emergency hospitalization.

18



On July 1, 1981, responsibility for the operation of the
program was transferred from the Department of Income Mainten-
ance (DIM) to the Department of Human Resources (DHR). The
FY 1980-81 budget for the program was $3.1 million; $2.6 million

from the state's General Fund has been appropriated for FY 1981-
82.

The Essential Services program has been in existence for at
least 20 years under various names and operated under the juris-
diction of various state agencies. Aimed at Title XIX clients,
need is determined by a case worker who examines the physical

conditions surrounding the individual and the recommendation of
the client's physician.

Hospital discharge planning. When a patient is preparing
for discharge from a hospital in Connecticut, personnel are
available to assist in arranging services the patient may need
during his or her recovery period. The needs of the individual ;
are identified by a nurse or social worker and a recommended :
plan of care is developed. Referrals are made to agencies that :
provide the needed services.

In some cases, particularly with elderly and high risk §
patients, planning assistance is available to establish home :
care plans that will provide for long term assistance. The .
hospital workers may perform some follow-up services for these Z
people. On occasion, they also refer eligible clients to CCCI. §

Project FIND. Begun as a pilot project in October 1977 :
"For Individuals In Need of Deinstitutionalization", Project
FIND is run by the Department of Human Resources. Until the i
recent changeover to the Social Services Block Grant, project :
staff were funded with Title XX money. Direct provider services .
which are purchased for clients are paid for as part of the reg-
ular Title XIX process.

The purpose of this program is to explore, develop and use
alternatives to institutionalization for aged, blind or disabled :
persons who are recipients of financial or medical assistance
through the Department of Income Maintenance. - Persons as young
as 18 can be served under this program.

A GO R

Currently available to residents of 42 towns in the Middle-
town and Norwich districts, funding limitations have prevented :
intended expansion to the Hartford and New Haven areas. Refer-
rals to Project FIND are made by DIM and other agencies; notices
of admissions to skilled nursing facilities are also received by

project staff in order to obtain information about potential
clients.
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The program objective of providing the most appropriate,
humane and cost-effective living arrangement possible for
Project FIND clients is achieved through comprehensive case
management that includes performing a client assessment, plan-
ning for the client's needs, arranging needed services and con-
ducting follow-up activities. The desired outcome is to help a
client remain in the community by furnishing the supportive ser-
vices that will meet his or her medical and social needs.

A client successfully assisted by this program will be able
to function with the services provided for up to six months, and
if progress permits and other resources exist, will move to an
inactive status after three months of follow-up. Clients may be
reinstated in the program; those who continue to need safeguard-
ing services are transferred to the care of the PILE program if
CCCI is able to add the clients to its case load.

Project FIND is run by a staff of nine--one supervisor,
seven social workers and one clerk typist. During the period
from October 1, 1977, through March 31, 1981, the project dein-
stitutionalized 319 people, relocated 73 people from a higher
level of medical care to a lower one, and prevented the institu-
tionalization of 227 people. Comparing the total cost of commun-
ity care to the cost of institutional care, it is estimated that
the case management activities of the program have saved the
state nearly $3.2 million during this time.l3

Protective Services for the Elderly. Under Public Act 77-
613, the Connecticut General Assembly established a mandatory
reporting system to protect elderly citizens (60 years of age
and over) from abuse. The Departments on Aging and Human Re-
sources share responsibility for providing protective services
to elderly people identified under this law.

After a report of suspected abuse, neglect, exploitation
or abandonment is received, staff in the SDA Ombudsmen Office
investigate the situation. (During FY 1980-81, 1,408 reports
were received.) If it is determined that assistance is needed,
then the case is referred to the Protective Services Unit in
the appropriate DHR regional office. Staff there make arrange-
ments for services necessary to insure the health and well-being
of the elderly person.

13 May 15, 1981, letter from Ronald E. Manning, commissioner of
human resources to the Legislative Program Review and In-
vestigations Committee,
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During FY 1980-81, 786 of the client referrals were added
to the program. As of September 1981, 10 caseworkers and 6
social workers, located in the 6 DHR regional offices, were
assigned to handle an active caseload of 444 clients. Approx-
imately 16 percent of these cases are individuals who have re-
quired care for more than one year. The commissioner of human
resources has been appointed conservator for 8 percent of the
cases. In those instances, the protective services staff act
as agents of the commissioner in all aspects of providing for
the personal needs of the clients, including making periodic
reports to the appropriate probate court.

Approximately $208,000 was spent on this program during
FY 1980-81. Nearly $20,000 was spent for the purchase of home
management services, and almost $189,000 in Title XX pass-
through funds paid for the cost of the 10 caseworkers.

RSVP. The Retired Senior Volunteer Programs (RSVP) are
operated with funds from the federal agency ACTION, the United
Way and private donations. There are 12 chapters in Connecti-
cut which provide coverage for the whole state; nationwide,
there are 714 chapters. RSVP is responsible for coordinating
a wide variety of volunteer activities for senior citizens,
particularly "friendly visits" to elderly people who are home-
bound or institutionalized. These volunteers do not carry out
any activities involving physical labor. Anyone interested in
performing homemaker services is referred to an agency that
provides those services.
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CHAPTER I1I
OPTIONS

Determining the proper role for the state in the provi-
sion of home care services for the elderly is not easy. In a
period of growing fiscal austerity, money may not be available
to offer a full range of services to all elderly Connecticut
residents who may need assistance. As a result, decisions must
be made about the types of services to fund and the eligibility
criteria for receipt of those services.

Current Situation

The state began its home care program for the elderly
in 1976 as a pilot project serving 49 towns. Since that time,
it has expanded into 83 towns and the number of clients served
has increased from just over 1,000 to almost 2,300. The pro-
gram is aimed at state residents over the age of 60 who are in
danger of inappropriate institutionalization. It tries to keep
people in their own homes as long as the cost of the home care
services provided remains below 75 percent of the cost of insti-
tutionalization.

On July 1, 1980, responsibility for the daily administra-
tion of the program, including the performance of coordination,
assessment and monitoring functions and the disbursement of
funds to direct service providers, was given to Connecticut
Community Care, Inc. As a private, nonprofit agency, CCCI re-
ceives its funding from the State Department on Aging, which
continues to serve as the state agency for the program.

Committee Considerations

When this study began, several legislators pointed out
that, although the basis of the state's home care program for
the elderly was more than six years old, CCCI with its communi-
ty oriented, broadly representative board had been administering
the program for less than one year. As a result, the group had
not had an opportunity to fully implement all of the proposed
operational changes it was considering. Noting that the board
had implemented several cost saving measures on its own, there
was some discussion among LPR&IC members about whether the board
should be given additional time to revise its operations before
the legislature recommended any changes. The committee decided,
however, that at least some changes of a more comprehensive na-
ture than what the board was then considering were needed, and
those should be identified.
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CAM as a separate function. A major factor in the deter-
mination of how the state's home care program for the elderly
should be operated is whether CAM needs to be performed as a
separate function by an agency that does not provide direct
home care services. The Legislative Program Review and Inves-
tigations Committee spent many hours discussing this issue
during the course of the review and strong personal feelings
on both sides of the gquestion emerged.

Advocates for the performance of CAM activities by a
Separate agency give several reasons for their view:

® An arrangement of this type can provide an indepen-
dent client needs assessment, thereby preventing
conflict of interest recommendations. A separate
CAM agency is never in the position of in-
terpreting clients' needs based on services
that are offered by the agency because it
does not provide any direct services.

® A single entry case management mechanism can be
provided for clients. Clients and their fam-
ilies are able to utilize one organization
to gain access to a wide network of care
for the elderly. This single source can
provide them with information about a broad
range of services.,

® Jome care services from a wide variety of providers
can be coordinated more easily. A separate CAM
agency has no restrictions on the types of
home care services for which it makes
arrangements so it can provide accessibil-
ity to a wide spectrum of services. Often
able to utilize community-based, low or no
cost delivery systems, these agencies can al-
so provide a link between public and volun-
tary efforts to coordinate a flexible system
of care.

® Providers of home care services can be monitored for
adherence to specified standards by an external or-
ganization. A separate CAM agency objectively
verifies the delivery of services to ensure
that the quantity and quality of care con-
tracted for have been provided. They also
reevaluate services regularly to ensure that
they remain responsive to a client's indivi-
dual needs.

24



Proponents of the view that the performance of CAM can
be handled by licensed home health care agencies provide a

Program consistency can be assured. A separate CAM
agency can require uniformity in the methods
used to assess clients' needs, coordinate ser-
vices and monitor service delivery.

number of reasons for their perspective:

The use of a separate CAM agency duplicates activi-
ties that are already built into the existing direct
service provider system. By state regulation,
HHCAs are required to perform assessments of
all their clients. 1In addition, the agencies
develop care plans and coordinate and monitor
the delivery of services to individuals served
by the agency, While the scope and format

of these functions may vary among agencies,
performance of CAM by a separate agency means
there is at least some overlap whenever a
client of that agency needs a direct service.

Money that could be used to pay for direct services

must be expended to staff a separate CAM agency.

Since limited state dollars are available

for home care services for the elderly, the

use of state money for separate CAM services
(and the administrative costs associated with
them) means less money is available to purchase
direct services.

Use of a separate CAM agency does not guarantee a
centralized entry point for clients. Depending

upon the source of client referral, the scope
of services needed and the type of reimburse-
ment system a client utilizes, it is possible
that a client might, in fact, have contact
with several other agencies even though a
separate agency is providing CAM services.
Indeed, many elderly enter the home care ser-
vice network through hospital discharge plan-
ners or local agencies they contact themselves.
Likewise, if an elderly person is receiving
reimbursement from a third party payer, then
he or she may have contact with that organiza-
tion and certainly will have contact with the
agency providing the direct service.
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Figure III-1. Connecticut Community Care, Inc. Consolidated

Budget, FY 1981-82,

Source:

Department on Aging.

Revenue
SDA's Promotion of Independent Living Program $2,984,813
Expenses

Services to Clients
Purchased Services $1,626,310
CAM Service Personnel 600,630
Regional Office Personnel - 50% 164,818

$2,391,758

General & Administrative
Regional Office Personnel - 50% $ 164,818
Travel 20,760
Space Occupancy 52,710
Utilities 6,775
Telephone 28,600
Supplies 4,300
Printing 15,000
Copying Costs 5,000
Postage 2,100
Insurances 9,400
Data Processing 30,000
Dues & Subscriptions 500
Central Office 157,572
Management Fee 95,520

$ 593,055
TOTAL EXPENSES $2,984,813

Connecticut Community Care, Inc. and the State
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Figure III-2. CCCI Costs Per Client--Three Methods of
Calculation.

CCCI'S Budget Categories

Utilizing the cost breakdown supplied by CCCI and shown in Figure
III-1, the average costs per client for services are:

Total Services to Clients $2,391,758
2,200

$1,087.16/client

Purchased Services $1,626,310
2,200

$739.23/client*

CAM Service and Regional § 765,448
Office (50%) Personnel 2,200 =1{$347.93/client

General & Administrative $ 593,055
2,200

$269.57/client

* It should be noted that not all CCCI clients receive funds to pay for
the purchase of direct services so the actual average cost per client
receiving funds would be higher than this. For example, during the
month of June 1981, only 54 percent of the 1,916 clients received
money for purchased services. If a similar percentage was applied to
2,200 then 1,188 clients would receive funds for the purchase of ser-
vices, raising the average per client cost to $1,368.95. (CCCI esti-
mates the average expenditure per client for those who receive funds
to pay for direct services is about $150/month. This equals approxi-
mately $1,800/year.)

CAM--The Only Service of the Agency

The cost per client if all expenses other than purchased services are
charged to the performance of coordination, assessment and monitoring was
determined by the committee to be:

CAM Service Personnel $600, 630
Regional Office Personmnel (50%) 164,818
General and Administrative 593,055

$1,358,503

$1,358,503
2,200 =| $617.50/client
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A similar figure of $619.80/client was derived by looking at the time
spent per CAM function plus the regional and central office expenses.
(See Appendix II.)

Disbursement of Funds—--Identifiable Service of the Agency

No specific numbers were available to the committee on the program's
costs with the expenses for distributing funding for provider services
separated from those attributable to CAM. LPR&IC staff, however, devel-
oped a hypothetical breakdown.

If it is presumed that the expenditures for the central office and
the management fee support the provision of two services (CAM and payments
for purchases services, then perhaps half of those expenses should be
charged to the payments function (i.e., $126,546). Likewise, it seems that
the equivalent of the portion of the regional office personnel attributed
to general and administrative expenses would have to handle the paper work
functions related to the payments task even if the agency was only distrib-
uting funding. Therefore, this expense ($164,818) should also be added to
the calculation. Finally, to obtain an approximate total cost, the full
time equivalent of one nurse and one social worker ($46,659) should also
be added, since a portion of the time spent on CAM functions is related to
authorizing payment for services.

The cost of $338,023 obtained by this method must then be subtracted
from all non-purchased service dollars to obtain the expenses attributable
to CAM. The per client cost in this case is:

$1,358,503
- 338,023
$T, 020,480

$1,020,480
2,200 = |$463.85/client
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for direct purchased services, If it is determined that CAM
should continue to be performed by a separate agency, then the
existing organization can remain in place, but the changes
suggested in Model E should be implemented.

The decision to recommend operational changes in the
PILE program, even if it continues to be operated by CCCI, is
based on an analysis of quantitative and qualitative data.
Even those committee members who strongly support retention of
CAM within a separate agency believe there is a need for tighter
eligibility criteria and more limits on program expenses.
While the home care needs of the elderly are an important con-
cern of the legislature, the financial restraints on the entire
state budget must be taken into consideration. The two models
developed by the LPR&IC attempt to balance monetary constraints
and program resource needs.

In order to increase the funds available for the purchase
of direct services, it is the intention of the Legislative Pro-
gram Review and Investigations Committee that savings in admin-
istrative and CAM costs achieved by these models be added to
the money already set aside for provider services. In this
way, more clients can be served for the same amount of money.
The changes required to implement each of the proposed models
are outlined on the following pages. The organizational struc-
ture, client eligibility criteria and staffing patterns for each
are included.

Model C

If it is determined by the General Assembly that coordin-
ation, assessment and monitoring activities can be performed
adequately by home health care agencies, then the PILE program
will have to be restructured. The model proposed by several
Legislative Program Review and Investigations Committee mem-
bers will utilize CCCI as a fiscal intermediary responsible
for the disbursement of state and certain federal funds for
the purchase of specified home care services for qualified el-
derly citizens. This restructuring will allow ccverage of the
169 towns in Connecticut, and all licensed home health care
agencies will be eligible to participate in the program. In
reviewing the experiences of service providers and reimburse-
ment sources, the proponents of this model feel the monitoring
system built into it is capable of evaluating the appropriate-
ness of the amount and duration of services prescribed for a
client.
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Figure III-3. Summary of Suggested Changes--Model C.

ORGANIZATIONAL STRUCTURE: The Department on Aging (SDA) continues to
serve as the state agency accountable for the operation of the
program. CCCI, under contract with SDA, acts as fiscal inter-
mediary for the program and is responsible for the approval
of services for clients and the disbursement of payments to
direct providers. (Home health care agencies perform assess-
ment, coordination and monitoring activities. Latter func-
tion is also performed by other funding sources.)

REIMBURSABLE SERVICES: Most likely, only three services—-homemaker,
home health aide and companion--will be eligible for reim-
bursement in order to make the limited program funds available
to as many needy elderly as possible.

GEOGRAPHIC AREA: All 169 towns will be coyered.

ELIGIBILITY CRITERIA: Reduce the maximum allowable income to 60 percent
of the state's median income or 150 percent of the federal OMB
poverty level. Also, take into consideration the liquid as-
sets of an applicant.

FEES: Establish a sliding fee schedule.

STAFFING: Reduce the number of CCCI employees to 13 with a majority han-
dling administrative and fiscal tasks.
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Organizational structure. Under this model, the De-
partment on Aging will continue to serve as the state agency
accountable for the operation of the program and the funds
appropriated to it. CCCI will remain under contract with SDA,
but the duties and organizational structure of the nonprofit
agency will be reconfigured to reflect its limited role of
paying for approved, direct provider services.

As discussed earlier, all licensed home health care
agencies already perform CAM functions. Under this model,
they will continue to serve their clients in the same ways they
previously did, incorporating a uniform CAM process within the
services they provide. 1In a few cases, it may be necessary
for agencies to make revisions in the information they collect
during an assessment in order for CCCI to receive the same
type of information about all clients wishing to obtain reim-
bursement from the state's program. These changes should be
limited, however, because it is anticipated that the data re-
quired by CCCI will be similar to that mandated by Medicare and
Medicaid, programs which most HHCAs already participate in.

Service approval. Before service can be authorized for
any elderly person, a plan of care will have to be submitted
to CCCI. The agency will then determine client eligibility,
verify the acceptability of the diagnosed service based on
the assessment data submitted, and, if proper, authorize pay-
ment for the services reimbursable under the state's program.
CCCI will monitor the provision of approved services on an on-
going basis to insure that the quality and quantity of service
contracted for are being delivered.

Home health care agencies will be required to submit
client-service delivery reports 14 days after services begin
and every 30 days thereafter. CCCI will conduct quarterly on-
site visits to HHCAs to review each agency's operation.

In order to receive payment for services rendered, a
home health care agency must submit monthly bills to CCCI.
Only services which have previously been authorized and con-
tracted for will be reimbursed. CCCI will receive its funds
from the State Department on Aging in quarterly allotments.
If CCCI runs out of funds before the end of a quarter, it will
have to temporarily discontinue accepting new clients or
authorizing increases in services for existing clients. To
ensure the availability of funds for services already author-
ized, CCCI will maintain a cumulative record of services al-
ready contracted for in future time periods.
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Reimbursable services. The types of home care services
eligible for reimbursement by the state program will be re-
duced under Model C. In order to make the limited state funds
available to as many elderly as possible, it is anticipated
that only three specific services will be paid for--homemaker,
home health aide and companion. These services were selected
because they are the ones most frequently needed by clients
currently participating in the PILE program and other funding
sources often place restrictions of the extent to which pay-
ment will be made for these services. As Table III-1 indi-
cates, more than one million dollars was spent on these three
services during the first three-quarters of FY 1980-81l. Sev-
eral other more medically-oriented services (e.g., skilled nur-
sing visits and occupational and physical therapy) are not re-
commended for inclusion in the program because they are gen-
erally eligible for reimbursement by other third party payers.

Even for these three services, reimbursement from other
sources or self-pay by the client and his or her family will
be sought before CCCI uses its funds. The state program will
continue to reserve its pool of funds for use only when another
source is unavailable and only for clients who fall within
specified income guidelines. In the event that during the
year the demand for homemaker, home health aide, and companion
services appears to be far greater than the available funds
will be able to pay for, then CCCI is authorized to cut back
on the scope of services it will reimburse for. Payments for
companion services and then home health aide services should
be suspended so that CCCI can continue to pay for homemaker
services.

Client eligibility. Residents of all 169 towns who are
60 years of age or older, in danger of inappropriate institu-
tionalization or already inappropriately institutionalization
and who meet certain income and asset guidelines will be eli-
gible to participate in the PILE program under Model C. At
the present time, a person with an income below 80 percent of
the state's annual median income is qualified to receive re-
imbursement under the program. While the maximum income limits
for the federally funded portion of the program are expected
to be lowered during the next year, the Legislative Program
Review and Investigations Committee believes lower guidelines
should be put in place now.

The committee believes that either a standard of a max-
imum allowable income of 60 percent of median income or 150
percent of the federal OMB poverty level would be more appro-
priate. (See Table III-2.) In addition, liquid assets, such
as savings accounts, certificates of deposit, stocks and bonds,
should be taken into consideration when determining clients'
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Table III-1. Purchased Services Reimbursed By CCCI From July 1,
1980 Through March 31, 1981.

Unduplicated Client Avg. Dollars/

Purchased Services Dollar Amounts Client Count Months Client Served
Homemaker $577,055.01 728 3,284 $792.66
Companion 201,238.20 232 962 864.70
Home Health Aide 161,955.18 349 1,419 464 .05
Home Help 62,909.85 85 546 740,12
Day Care 53,755.65 75 322 716.74
Transportation 10,866.15 67 896 162.18
Visiting Nurse 6,656.28 61 138 109.12
Chore 2,763.69 65 179 42,52
Nursing Assessment 2,148.31 61 61 35,22
Medical Equipment 1,359.08 14 22 97.08
Medical Supplies 616.99 9 9 68.55
Counseling : 315.00 3 3 105.00
Meals 240.54 3 4 80.18
Hearing Aids 202,17 1 1 202.17
Physical Therapy 185.71 1 6 185.71
Home Mgmt./Maint. 136.00 3 3 45,33
Speech Therapy 103.48 2 2 51.74
Occuaptional Therapy

Supplies 65.00 3 3 21.67
Audiological Evaluation 13.89 1 1 13.89
Bath Aide 9.50 1 1 9.50

TOTAL CCCI Service Dollar
Expenditures $1,082,595.68

Source: Connecticut Community Care, Inc.
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ability to pay for services themselves. In no event should
the value of the residence of a person be considered an asset
since the whole purpose of the program is to keep an elderly
person in his or her home.

Table III - 2. Maximum Allowable Income Levels.

150 Percent of

80 Percent of 60 Percent of Federal OMB
Family  Annual Median Annual Median Poverty Level,
Size Income, FY 1981-82%* Income, FY 1981-82*%  April 1981 - March 1982
1 $10,155 $ 7,616 $ 6,465
2 13,279 9,959 8,535
3 16,404 12,302 10,605
4 19,528 14,646 12,675

*Obtained from: Connecticut Department of Human Resources,
Connecticut Comprehensive Annual Services Final Plan FY '82
(June, 1981), p. 15.

A sliding fee schedule should also be established so that
clients pay a portion of the cost of the services they need.
Not only will this change spread the money among more people,
but it should provide elderly clients with a greater interest
in the proper delivery of services since they are contributing
toward the purchase price.

Administrative costs. The cost of operating a program
such as that outlined in Model C can only be estimated. As a
basis for making calculations, the staffing pattern utilized
by Blue Cross/Blue Shield (BC/BS) in its capacity as the fiscal
intermediary for 80 licensed home health care agencies who re-
ceive Medicare reimbursements was examined.

Under the current PILE program, CCCI handles about 800
bills per month. It is estimated that under Model C, when the
sole function of the organization will be claims processing,
that CCCI will manage approximately 3,000 transactions per
month. This figure is based on the presumption that, although
income eligibility standards will be reduced, the geographic
expansion of the program will result in an increased client
load. While only about 1,100 clients currently receive pay-
ments for direct services, the funds available to pay for a
reduced range of services are expected to nearly double under
this model. As a result, it is estimated that nearly three
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times as many clients can be served.

Blue Cross/Blue Shield currently assigns about 14 full-
time equivalents to handle approximately 3,500 transactions
per month for 80 agencies. It is estimated that about 13 em-
ployees will be needed by CCCI to process 3,000 claims from
100 home health care agencies. The specific job titles and
salaries of the personnel CCCI is expected to employ are pre-
sented in Figure III-4. The total budget is $440,100, includ-
ing all office expenses and a contigency item for temporary
help if the workload proves to be greater than expected or
particularly heavy during one part of the fiscal year. Expend-
itures at this level will mean that an additional $918,000 is
available to pay for the purchase of direct services, since
the FY 1981-82 budget for CCCI (Figure III-1) includes a total
of almost $1.36 million for CAM and General and Administrative
Expenses.

Figure III-4. Model C -- Estimated 12 Month Budget.

CCCI's Costs

Executive Director $ 30,000
Assistant Director 22,000
Secretary 12,000
Accountant (functional supervisor) 18,000
Claims Processor 10,000
Claims Processor 10,000
Bookkeeper 14,000
Bookkeeper 14,000
Data Entry Operator 9,000
Clerk Typist 9,000
Clinical Services Supervisor (nurse) 18,000
Nurse 16,000
Social Worker 16,000

198,000
25% fringe on salaries 49,500

247,500
temporary help 5,000

252,500
General and Administrative 187,600

(current central office costs
and additional funds for data
processing)

TOTAL $440,100
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Figure III-5., Model C-- Organizational Structure.
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Model E

Even if it is decided that the state's home care for the
elderly program should continue to provide coordination,
assessment and monitoring by a separate agency, members of
the Legislative Program Review and Investigations Committee
believe changes are needed in the operation of the program.
Model E describes ten areas where revisions of varying scopes
should be made in the existing program operated by CCCI. (See
Figure III-6 for a summary of the changes.)

Geographic area. Ideally, committee members would like
to see all 169 towns in the state covered by the program. Be-
cause of the added cost of a separate CAM agency and the great-
er diversity of services covered in Model E, sufficient funding
does not appear to be available to serve the whole state. (See
Figure III-7.) The LPR&IC, therefore, believes the towns to be
included in the program should be chosen on the basis of the
needs of their respective residents.

At the present time, 83 towns are covered by the program.
Some were selected on the basis of need, but specific criteria
varied from region to region when initial selections were made.
All towns added to the program in the past few years have been
selected using need as the primary consideration. There are an
additional seven towns which were covered previously by Triage,
but which will lose all service on December 31, 1981. At least
50 towns, and, if possible, as many towns as are currently
served, should be eligible for the restructured home care for
the elderly program.

In reevaluating need for the future, each town in the
state should be ranked using a weighted formula that takes into
consideration: the income levels of residents; the number of
minority residents; the number of elderly 60 years of age and
over and the number 75 years of age and over; the town setting
{(urban, suburban or rural); and the availability of other agen-
cies (including providers of home care services) that can per-
form CAM functions. After the actual demand for CAM and reim-
bursement for purchased services has been evaluated for a period
of time, additional towns may be added as funding permits. New
towns should not be added, if lengthy waiting lists exist in
any of the initial 50 or more towns.

Residents of towns that were previously in the program
but which are not among the towns selected under the new rating
system will not be eligible to participate in the program. Any
person currently enrolled will be allowed to continue partici-
pating as long as he or she meets all other eligibility criteria.
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Figure III-6. Summary of Suggested Changes--Model E.

GEOGRAPHIC AREA: Towns should be included in the program on the basis of
the need of their residents. All 169 towns should be ranked using
a formula that takes into consideration income, minority residents,
the number of elderly, the town setting, and the availability of
other agencies that can perform CAM functions. Initially serve at
least 50 towns and, if possible, as many as are currently served.

ELIGIBILITY CRITERIA: Reduce the maximum allowable income to 60 percent
of the state's median income or 150 percent of the federal OMB pov-
erty level. Also, take into consideration the liquid assets of an
applicant.

FEES: Establish a sliding fee schedule for receipt of CAM and purchased
services,

"SAFEGUARDING ONLY" CLIENTS: Consider reducing the scope of activities
for these types of clients in recognition of the fact that some
coordination and monitoring functions are performed by the sources
paying for the purchased home care services.

ASSESSMENT TOOL: Condense and refine. Also, make greater use of client
evaluations performed by groups that refer clients to CCCI.

GREATER INDEPENDENCE FOR CLIENTS: Allow clients and their families to
take more responsibility for their plans of care. Develop mech-
anisms for verifying that services have been provided, problems
have developed or a change in circumstances has occured.

STAFFING NEEDS: Lower the minimum educational standards for some profes-
sional positions and use more clerical personnel for coordination
and monitoring functions. Utilize contracts with HHCAs to have
their nurses perform assessments during periods when there is a
long waiting list for that portion of the CAM service. Employ
full-time management staff at CCCI.

REGULATION CHANGES: Eliminate the 80 case load restriction in the CAM
regulations.

PROGRAM EVALUATION CRITERIA: Establish criteria for the future evalua-
tion of program performance.

PLACE A CAP ON CAM EXPENDITURES: Limit expenditures for CAM costs (in-
cluding general and administrative expenses) to a maximum of 30
percent of the total CCCI budget.
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Figure III-7. Cost of Statewide Access to the PILE Programs.

If the PILE program was extended to 169 towns, it is estimated by the
State Department on Aging that as many as 13,000 - 15,600 state residents
over the age of 60 might require CAM services. Using the current CAM costs
presented earlier in this chapter, the minimum annual cost would be:

13,000 clients x $348 = $4,524,000
13,000 clients x $618 = $8,034,000
13,000 clients x $464 = $6,032,000

Since all of those estimates are greater than the current total budget.
the LPR&IC considered the cost of serving all towns, but only accepting as

many people per town as the current average per town. The results of those
calculations showed a cost of:

2,200 unduplicated
83 towns currently served = 26.5 clients/town

169 towns x 26.5 clients/town = 4,478 clients

4,478 clients x $348 = $1,558,344
4,478 clients x $618 = $2,767,404
4,478 clients x $464 = $2,077,792

These expenditures would only leave between $150,000 and $1.3 million for
the purchase of direct services, which is less than what is currently
spent for 2,200 clients.

A number of other calculations can be made incorporating other suggested
changes in this report, but the committee found all of them too expensive
to enable statewide coverage under Model E.

Eligibility criteria and fees. Currently state residents
who are: 60 years of age and over; in danger of inappropriate
institutionalization; and meet certain income criteria, are
eligible to receive reimbursement for home care services.
Technically, there are no income restrictions on the receipt
of CAM services, but because of the limited funding available
for the program and the limit it places on the size of the
staff, people above the income limits are served infrequently.
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The Legislative Program Review and Investigations Com-
mittee is concerned about several aspects of these criteria.
First, there is a problem identifying cases where premature
institutionalization would actually occur if the state PILE
program did not exist. When the program began back in 1976,

a person had to be inappropriately institutionalized or within
90 days of institutionalization to qualify for the program.
Ascertaining that entry into a nursing home or hospital would
indeed occur within 90 days . was difficult.

When reference to the specific time limit was dropped,
it was still the intent of the program that an elderly person
be very close to the point of entering an institution due to
the dearth of home care services rather than a need for the
full range of care offered by such a facility. In some cases,
an elderly person will not enter such an institution if there
is any way for him or her to stay home. Although it may be
presumed that the elderly will have to enter an institution if
they do not receive home care services, in fact many will make
do with a lower quality of life rather than enter a nursing
home.

One solution considered by the LPR&IC was a specific
requirement that people prove they had applied to a nursing
home or skilled care institution before they could be con-
sidered for participation in the state's home care for the
elderly program.®* Although many committee members liked this
concept because it would refocus the program back to its
original intent, several problems with this criterion were
identified.

Some people who have no intention of entering a nursing
home might apply to one just to gain admission to the PILE
program, thereby creating additional paperwork for the facil-
ity without reducing the demand for the services provided by
CCCI. For other individuals who apply to a nursing home be-
cause they see it as their only alternative, the discovery that
a variety of home care services can be obtained through CCCI
may be too late. Psychologically they have adjusted to the

1% Referral from a hospital discharge planner or a licensed

home health care agency with an assessment from either or-
ganization indicating that a person would have to enter a
nursing home unless he or she could receive support from
the PILE program would also have qualified a person for
acceptance as a CCCI client.
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idea that the rest of their lives will be spent in an institu-
tion and/or they have made arrangements to dispose of their
homes without which they have nowhere to receive home care
services.

Finally, the ability of people to obtain information about
CCCI at the time of their application to an institution may not
be consistent statewide. Because nursing homes would not have
any financial incentive to work with CCCI (and some homes would
have a disincentive because they have trouble filling vacancies)
there would be no way to mandate that potential CCCI clients
receive information about the program. A major public rela-
tions effort would have to be undertaken to ensure the work-
ability of this change.

The Legislative Program Review and Investigations Commit-
tee did agree that the income limits for elderly citizens cov-
ered by the state's home care for the elderly program should be
restructured. As previously described under Model C, the maxi-
mum allowable income should be reduced and liquid assets should
be taken into consideration; additionally, a sliding fee sched-
ule should be established. (See pp.33,35 and Table III-2.)
Consideration should also be given to placing liens on the
property of individuals who receive CAM services and funds for
purchased services from CCCI.

"Safeguarding Only" clients. After some discussion, the
committee decided that as long as CAM was going to be available
from a separate agency, then even those citizens who did not
need assistance paying for provider services should be able to
obtain CAM. In continuing to provide this service, however,
CCCI should be more flexible in recognizing that some coor-
dination and monitoring functions are being carried out by
other funding sources. For example, fiscal intermediaries for
Medicare require a service agency to establish a plan of care
for a client and submit written reports at specified intervals
on services provided in order for funds to be received. It
would seem that monitoring efforts can probably be reduced for
"safeguarding only" clients, depending on the scope of the ac-
tivities carried out by the particular third party payer.

Assessment tool. The Legislative Program Review and In-
vestigations Committee believes the existing assessment form
used by CCCI can be condensed and refined without hindering
the collection of information needed to develop a plan of care
and monitor the condition of a client. According to the re-
sults of the questionnaire the committee sent to CCCI staff
who have direct contact with program clients, it took an
average of two hours to perform an assessment. While
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management personnel indicate the time per assessment should
decline as employees become more familiar with the tool, the
committee believes a more abbreviated form will not diminish
the quality of the services performed by CCCI, Home health
care agencies and hospital discharge planners also assess
clients, but it is the understanding of the committee that
less detailed instruments are used by those organizations.

In addition to reducing the scope of its assessment form,
CCCI should consider making greater use of client evaluations
performed by groups that refer clients to the PILE program.
Moreover, CCCI should establish a prescreening process for
those clients it is readily apparent will not need a full ar-
ray of services. A less comprehensive assessment form should
be used to evaluate their needs. Finally, CCCI should give
its staff some flexibility to use their professional judgement
as to the scope of the assessment needed by a particular client.
Perhaps categories of questions could be established and only
some from each group would have to be completed, depending on
the complexity of the case.

Greater independence for clients, Whenever possible,

CCCI clients and their families should be allowed to take
greater responsibility for overseeing their own plan of care.
CCCI should develop a form so clients and their families can
verify that services contracted for have been provided and con-
tinue to meet the clients' needs., This would reduce the follow-
up activities of CCCI staff. A mechanism should be in place

so clients and their families are able to contact CCCI staff

if a problem develops or a change in circumstances occurs.

Staffing needs. The Legislative Program Review and In-
vestigations Committee considered several changes in the area
of personnel and staffing resources. Some of these suggestions
may enable CCCI to save money while others should at least re-
duce the growth rate of its expenses.

The committee believes lower, minimum-educational stan-
dards can be instituted for several positions and more cleri-
cal personnel can be used for coordination and monitoring
functions. At the present time, in some of the CCCI regional
offices nurses or social workers perform all of the CAM func-
tions for a client. In other offices, once the plan of care
has been determined, a case aide makes the arrangements for
any direct services that are needed.

A major cost reduction per client could be achieved if

personnel, such as case aides, performed all coordination and
monitoring functions associated with the arrangement for,
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provision of and payment for direct provider services. Since
the average hourly rate (including fringe benefits) for a
nurse or social worker at CCCI is $11.97 while the rate for a
case aide is $6.60 (see Appendix II for calculations), substi-
tuting the two types of personnel could result in a savings of
approximately $102 per year per client.!® Further, more of
the time of the nurses and social workers would be freed up

to perform assessments and reassessments.

A temporary measure CCCI should consider, during periods
when its total client case load may be increasing rapidly, is
to use existing home health care agency personnel to perform
assessments. When CCCI assumed management of the SAIL/PILE
program in 1980, HHCAs in the southwestern region of the state
were used to perform assessments. A similar arrangement should
be considered in the future so CCCI can avoid expanding its
staff needlessly. 1If case loads per staff are increased (as
recommended below) and more of the coordination and monitoring
functions are performed by clerical workers and case aides,
then additional nursing personnel may not be needed on a full-
time basis. Temporary contracts with home health care agen-
cies, which already have nurses available and experienced in
performing assessments, might be more cost effective.

The final committee suggestion in this area is the em-
ployment of permanent full-time management staff by CCCI.
Since its creation, the administration of CCCI has been handled
by eight part-time people whose time was provided through a
contract with Triage, Inc. This revision was being discussed
by CCCI's board, but the termination of Triage, effective on
December 31, 1981, has precipated a change in this area sooner
than originally expected.

The staffing proposal considered by LPR&IC called for
two or three full-time employees with salaries of $35,000 and
$28,000 or $35,000, $22,000 and $22,000 respectively. Com-
bined with fringe benefits of 25 percent, the total cost of
this proposal would have been between $79,000-992,000. The
CCCI Board was in the process of finalizing its organizational
plan when the program review committee completed its review,

15 It is estimated that on the average 3% hours are spent on

coordination activities twice a year per client. About
two hours, six times a year, are spent on monitoring func-
tions. Multiplying the difference in the two salaries
($5.37) times 19 hours equals $102.
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Regulation changes. The Department of Health Services'
regulations for CAM agencies currently state that the total
number of active cases to be handled by a caseworker at any
given time shall not exceed 80 (Regulations of Connecticut
State Agencies, Sec. 19-13-D96(e)). Although the regulations
have been interpreted to allow a caseworker to carry 89 cases
before another staff worker must be hired, LPR&IC found this
limit to be unnecessarily restrictive. Since no one could
explain why the specific number of 80 was selected in the
first place, and given other changes LPR&IC recommends that
will reduce the workload per case for nurses and social work-
ers, the committee believes the maximum load could be increased
significantly or eliminated.

Home health care agency caseworkers are not restricted
by this case load regulation and they carry case loads that
range between 20 and 200 clients. There is a major differ-
ence between the cases handled by these workers and CCCI staff,
however, in that HHCAs generally serve short term acute clients
while CCCI carries chronic long term care clients who may re-
quire more services. The staff of Triage which served chronic
long term clients maintained case loads of 125 people each.

In order to avoid problems with a new mandated constraint
on case loads, the program review committee believes all res-
trictions should be eliminated from the regulations. After
CCCI has had an opportunity to assess the effect of all of
the Legislative Program Review and Investigations Committee's
suggestions on the amount of time CCCI staff spend on CAM
activities, it should be possible to determine an optimal case
load per worker.

Program evaluation criteria. At the time of this study,
CCCI did not have any established objectives upon which to
judge its performance. While LPR&IC realizes such a require-
ment will not directly affect the cost of CAM services, the
committee does believe there should be measurable standards
against which the program can be evaluated in the future.
Specified criteria should also make it easier for the CCCI
board and staff to determine whether the program is meeting
its goals.

Place a cap on CAM expenditures. The issue of exactly
what portion of the resources allocated for the state's home
care for the elderly program should be spent on coordination,
assessment and monitoring functions was a major concern of the
Legislative Program Review and Investigations Committee. The
committee believes a major share of the dollars should be used
to pay for the direct services that individuals need in order
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to remain in their homes. While the committee does not want
to limit funding for CAM activities so strictly that CCCI will
not be able to make use of funds designated for the purchase
of direct services because there is no money to pay for an
assessment, the committee does feel limits are necessary.

At the start of FY 1980-81, CCCI was spending $1.45
million or 50 percent of its total $2,895,000 budget on CAM
activities (including general and administrative expenses).
Through various cost saving measures, CCCI reduced these ex-
penses to 45 percent of its total budget. For FY 1981-82,
$1.36 million or 46 percent of the total $2,984,813 budget is
allocated for CAM costs (including general and administrative
expenses) .

Recognizing that there are limits on the cost efficien-
cies that can be achieved by CCCI and that the existing staff
cannot handle an infinitely increasing case load, LPR&IC de-
cided the limit on nonpurchased services should be a percentage
of the CCCI total budget. The committee does not have enough
data to state what the actual cap should be, but the consensus
was that CAM costs should not exceed 3C percent of the total
budget.

Only state and federal dollars specifically available to
SDA and CCCI for their disbursement shall be considered part
of their total budget for purposes of applying the percentage
cap. Funds available from sources such as Medicare and Medi-
caid are disbursed and monitored by others who accrue their
own administrative expenses so those dollars should not be
considered part of the program's total budget. For the funds
currently budgeted for FY 1981-82, a 30 percent cap would be
$895,444.

If this cap was placed on CAM expenses, then CCCI would

either have to cut its per client CAM expenditures or increase
the dollars available for direct purchased services in order
to keep its current case load, let alone add more clients.
For example, CCCI will have to increase its funding for pur-
chased services from the current $1,626,310 to $3,169,840 in
order to limit current estimated CAM costs (including general
and administrative expenses) to 30 percent of the budget.

It is possible that some of this additional money could
be obtained from Title III funds, of which $2,331,171 is avail-
able statewide. Fifty percent of this money can be spent on
any type of service for the elderly; the remainder of the funds
are to be used for four specified activities: in-home services,
legal services, community services and access (transportation).
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It is anticipated that $272,000 will be provided to the PILE
program during FY 1981-82 for the home care program. Future
disbursements may be affected by changes in federal Title III
allocations and the specific towns in Connecticut that are

served by CCCI.
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APPENDIX I

GLOSSARY

Area Agencies on Aging (AAAs) - private, nonprofit organizations
that are responsibile for planning and developing ser-
vices for the elderly within their regions. Funded pri-
marily by the federal government, they coordinate and
pool resources from other public and private sources in
order to develop services for the elderly. Until June 30,
1980, the AAAs operated the state home care for the el-
derly program.

Connecticut Community Care, Inc. (CCCI) - a private, nonprofit
agency, centrally managed and regionally administered,
with an independent Board of Directors. Since July 1,
1980, CCCI has operated the state's home care for the el-
derly program.

coordination, assessment and monitoring (CAM) - a process used
to ensure that a person receives the appropriate level
and amount of home care services.

Assessment involves the initial evaluation of a client to
determine his or her current physical and mental well-
being and whether there are any unmet needs that impede
his or her ability to remain in the community and avoid
institutionalization. Coordination involves contacting
providers to arrange specified services and ensuring the
availability of some type of funding to pay for the ser-
vices. Monitoring functions are carried out on an on-
going basis and include verifying that a client has re-
ceived the quantity and quality of services contracted for
and ensuring that the level of services prescribed for a
client continues to be appropriate. On a regular basis,
a reassessment of a client is performed and the plan of
care is reevaluated.

DHR - Department of Human Resources.

DOHS - Department of Health Services.

home care - the array of services, either separately or jointly,
that are provided in order to sustain a person in his or
her own home at an optimum level of health, activity and
independence. Services available outside the home, such
as day care and group eating sites, as well as home de-
livered services are included in this definition.
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home health care agencies (HHCAs) - public or private organiza-
tions that provide professional nursing services and at
least one other service (among those specified in C.G.S.
Section 19-576(e)) in a person's home.

LPR&IC - Legislative Program Review and Investigations Commit-

tee.

Medicaid (Title XIX) - enacted in 1965 to finance health care
services for individuals receiving public assistance as
well as certain other low income people. (See Appendix

IITI for a more detailed description.)

Medicare (Title XVIII) - a nationwide health insurance plan pri-
marily for persons 65 years and older. Put into effect
on July 1, 1966, the program was designed for acute care
needs and is administered through private intermediaries.
(See Appendix III for a more detailed description.)

Promotion of Independent Living for the Elderly (PILE) - since
July 1, 1980, the official name of the state's home care
for the elderly program.

Strengthened Assistance for Independent Living (SAIL) - the orig-
inal name of the state's home care for the elderly program.
Started in August 1976 as a pilot program to demonstrate
the role of home care as an alternative to institutionali-
zation, the name was later changed to PILE.

SDA - Department on Aging; the state agency responsible for
oversight of the SAIL/PILE program.

Title XX - a major funding source for the state's home care for
the elderly program. Created by Congress in 1975 to as-
sist states in providing public social services, the
program was recently replaced with the Social Services
Block Grant. (See Appendix III for a more detailed de-
scription.)
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APPENDIX II

Breakdown of Average CAM Cost Per Client Based
on Time Spent Per CAM Function (FY 1981-82)

Based on information obtained from the questionnaires sent
to CCCI staff who deal directly with elderly clients, the aver-
age amount of time spent on various coordination, assessment
and monitoring activities was determined. Those averages were
multiplied by the estimated number of times per year that they
are performed. That number was then multiplied by the average
of the average hourly salaries for nurses and social workers.
This figure, labeled "CAM personnel and fringe" was added to
various other regional and central office costs, which had been
divided by the number of unduplicated clients served by CCCI, in
order to obtain an average cost per client for CAM.

Average of Average Hourly Salaries for Nurses and Social Workers

Nurse Clinician (BSN)

Salary range: $17,035 - $22,147
Average salary: $19,591 Annual w/25% Fringe: $24,489
$ 10.05 Hourly (37% hours/wk.) $ 12.56

Social Service Coordinator (MSW)

Salary range: $15,423 - $20,049
Average salary: $17,736 Annual w/25% Fringe: $22,170
$ 9.10 Hourly (37% hours/wk.) $ 11.38

Nurse's hourly salary w/fringe $12.56
Social Service Coordinator's

hourly salary w/fringe 11.38

$23.94 2 = $11.97 hourly rate

CAM Personnel and Fringe

Assessment (avg. = 2 hrs.) $11.97 x 2 = $ 23.94
Coordination (avg. = 3% hrs.) $11.97 x 3% (twice/year) = 83.79
Monitoring (avg. = 2 hrs.) $11.97 x 2 (six times/year) = 143,64
Reassessment (avg. = 2 hrs.) $11.97 x 2 = 23,94

$275.31/client
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Regional office personnel costs $164,818
Number of unduplicated clients 2,200 = $74.92/client

This figure includes a portion of the time of the regional
office directors (each of whom carries a modified case load),
medical transcriptionists (who type up case plans and case
records and do initial screenings on the telephone) and case
aides (who call providers to set up services once care plans
have been established for clients).

""CAM personnel & fringe" $350.23/client
Other Expenses
Regional office personnel costs $164,818
Number of unduplicated clients = 2,200 = $74.92/client

This figure includes the remaining portion of the regional
office directors' time and other clerical functions, such
as office receptionist, filing, ordering supplies and
claims processing.

Regional office non-personnel costs $l752145
Number of unduplicated clients = 2,200 = 8$79.61/client

This figure includes regional office expenses for travel,
rent, utilities, telephone, supplies, printing, copying costs,
postage, insurances, data processing and dues and subscriptions.

Central office and management fee $253,092
Number of unduplicated clients 2,200 = $115.04/client

This figure includes central office expenses for rent, utili-
ties, supplies, copying costs, insurance, etc. It also in-
cludes approximately $95,000 for the management contract with
Triage.

"General & Administrative" $269.57/client

TOTAL CAM COST $619.80/client*
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*

At the start of this review, calculations of the CAM cost were generally
based on an average case load of 1,800 clients. If that figure was

substituted in the above analysis, the total CAM cost per client would
be $696.36.

In such a case, the functional CAM cost remains $275.31, but the re-
gional office personnel cost would become $91.57 ($164,818 + 1,800)
for a '"CAM personnel and fringe" cost of $366.88. The "general and
administrative" cost would be revised to $329.48 (regional office per-
sonnel costs: $164,818 + 1,800; regional office nonpersonnel costs:

$175,145 + 1,800; and central office and management fee: $253,092 =+
1,800).
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APPENDIX III

Funding Sources for Provider Services

There are three federal programs which provide direct reim-
bursement for home health and other in-home services--Title
XVIII (Medicare), Title XIX (Medicaid), and Title XX (Grants to
States for Services) of the Social Security Act. Each of these
programs maintains differences in eligibility criteria, type
and extent of service reimbursed, and the rate and method of re-
imbursement. A brief description of each reimbursement program
is presented below. In addition, an overview of Title III of
the Older Americans Act, which provides grant money to communi-
ties to help elderly residents continue living independently,
is included.

Medicare (Title XVIII of the Social Security Act). Medicare Health
Insurance for the Aged, was enacted in July 1965 and became ef-
fective on July 1, 1966. It is a nationwide health insurance
plan for persons 65 years and older, for persons under 65 who
are disabled, and for certain persons with end-stage renal dis-
ease. The program was designed to provide acute care rather
than chronic care health insurance (i.e., for short term, severe
symptoms rather than long term constant symptoms) and is admin-
istered through private intermediaries.

Title XVIII contains two coordinated parts, both of which
reimpurse for medical home health care benefits. Part A (Hos-
pital Insurance) pays for inpatient hospitalization, skilled
nursing facility (SNF) care, and the services of a home health
aide. Part B (voluntary Supplemental Medical Insurance) pays
for physician services, home health care, medical and other
health services, outpatient hospital services, and laboratory,
pathology and radiologic services. Approximately 95 percent of
the people eligible for Part A participate in the voluntary
Part B.

There are several requirements a Medicare beneficiary must
meet in order to receive reimbursable home health services.
The individual must:

l) be homebound;

2) need services prescribed by a physician and
be under the care of a physician; and

3) need part-time or intermittent skilled nur-
sing service and/or physical or speech
therapy.
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In addition, a plan of care must be established within 14 days
after discharge from the hospital or SNF, under Part A. Only
by meeting these requirements may the Medicare beneficiary re-
ceive covered home health services under either Parts A or B
of Medicare.

Several home health care benefits that are reimbursable
under Medicare were expanded by the provisions of the 1980 Omni-
bus Reconciliation Act (P.L. 96-499). Previously, a person's
coverage was limited to 100 home health visits per illness under
Part A and 100 visits per calendar year under Part B. The 1980
act expanded Medicare coverage to unlimited home health visits
under both Parts A and B. The act eliminated both the required
3-day prior hospital stay before a recipient could qualify for
home health visits under Part A and the $60 deductible for home
health benefits under Part B. Other changes added the need for
occupational therapy as a qualifying criterion for home health
benefits, and allowed proprietary home health agencies in states
without licensure laws to participate in Medicare.

By law, Medicare home health care benefits are oriented
toward the need for skilled care. They were not designed nor
are they intended to take care of an individual who only needs
help with activities of daily living.* If, however, an individ-
ual requires skilled nursing care or physical, speech or occu-
pational therapy, other services may then be provided. The
following services are reimbursable under Title XVIITI:

1) part-time or intermittent nursing care
provided by a registered nurse or under
the supervision thereof;

2) physical, occupational or speech therapy;

3) medical social services (which assist in
adjusting to a patient's health problem)
provided under a physician's direction;

4) part-time or intermittent home health aide
services (e.g., hygiene, bathroom assistance,
medication administration) ;

5) medical supplies (other than drugs and med-
ications) and the use of medical appliances;
and

* U.S. Department of Health & Human Services, Planning for Home
Health Services: A Resources Handbook, Health Planning Meth-
ods & Technology Series (August 1980), p. 15.
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6) hospital-affiliated home health services
provided by interns/residents.

In Connecticut, Blwe Cross/Blue Shield acts as the Medicare
fiscal intermediary for 80 licensed home health care agencies.
The Aetna Life and Casualty Company fulfills that role for 12
other agencies.

Medicaid (Title XIX of the Social Security Act). The Medicaid pro-
gram was enacted in 1965 to finance health care services for in-
dividuals receiving public assistance and certain other low income
people. It enables states to furnish medical assistance and re-
habilitation to the aged, blind, disabled, and families with de-
pendent children whose income and resources are insufficient to
meet the high costs of needed medical care.

According to an article in State Legislature, Medicaid is
much more complicated than the Medicare program since it depends
on state participation. The eligibility criteria, benefit levels
and rates of payment to health care providers are determined at
the state level, but must be within federal guidelines. Although
Medicaid is a federal program because of its source of funding,
its day-to-day operation is largely a state responsibility.*

Medicaid coverage is provided by all states to all recipients
of the Aid to Families with Dependent Children (AFDC) program, and
to beneficiaries of Supplemental Security Income (SSI) which in-
cludes the blind, disabled, and aged. Income eligibility criteria
are determined by each state and they may extend coverage to the
"medically needy"--those who do not receive cash benefits because
their income is too high, but who meet other criteria for AFDC
or SSI. These are persons who have too much income to qualify
for cash assistance, but who do not have enough money to meet
their medical needs. Their medical bills must equal or exceed
the portion of their income that is above the state-set Medicaid
limits. States may also choose to cover other categories, includ-
ing: families headed by an unemployed male; children under 21
who meet financial eligibility requirements; general assistance
persons; and those eligible for AFDC or SSI who decline cash pay-
ments.

States must provide Medicaid benefits that cover hospital
and skilled nursing facility care, home health, physician, labor-
atory, x-ray and family planning services. Optional services

* "What Next for Medicaid," State Legislatures, June 1981,
p. 13.
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include outpatient prescription drugs, dental services, eye
glasses, intermediate care facilities, prosthetic devices, and
care for those persons over 65 in tuberculosis and mental in-
stitutions.

In order to be eligible for reimbursement for home health
services under the Medicaid program, a patient'’s need for home
health services must be certified by a physician. In November
1976, new regulations clarified the Medicaid benefits and eli-
gibility. Under these regulations, home health services which
are reimbursable are as follows:

1) part-time or intermittent nursing care pro-
vided by a home health agency or, if no such
agency exists, by a registered nurse;

2) home health aide services provided by a home
health agency; and

3) medical supplies, equipment and appliances
suitable for use in the home.

States may provide coverage for physical, occupational and speech
therapy, medical social services and personal care services. Ser-
vices must be prescribed by a physician in accordance with a plan
of care and supervised by a registered nurse.

In Connecticut, in order to be eligible for reimbursement for
most home health services, prior authorization must be received
from the Department of Income Maintenance (DIM), the agency admin-
istering the state's Medicaid program. However, as of October
1981, the first 10 hours per week of home health aide services do
not require prior authorization, but Medicaid will not reimburse
for more than 20 hours per week of this service.

Grants to States for Services (Title XX of the Social Security Act).
Title XX, providing for federal/state social service programs be-
came effective on October 1, 1975 (P.L. 93-647). The legislation
was enacted by Congress to assist states in providing public so-
cial services through federal funds matched with state and local
funds. The goals of the program were to enable states to make
available services directed toward:

l) self-support;

2) self-sufficiency;
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3) protection of children and adults from
abuse, neglect, or exploitation, and
strengthening family ties;

4) prevention or reduction of inappropriate
institutional care by providing home care
services; and

5) appropriate institutional placement and
services.*

The Title XX grant-in-aid program gives the states broad
discretion in providing a range of social services. However, the
states must provide 25 percent matching funds and are required
to develop an annual plan which describes what services are to
be provided, to whom, and by what methods. A variety of home-
based services may be provided, including homemaker, home health
aide, choreworker, home management-maintenance, personal care,
financial counseling, transportation, recreation, legal and others.
Services vary greatly from state to state.

Individuals who are eligible to receive services under Title
XX are: persons who are eligible for cash assistance (AFDC, SSI,
Medicaid, Food Stamps, CAMAD and General Assistance), and other
low-income persons whose annual income is within certain income
guidelines. Persons eligible without regard to income are those
in need of: information and referral, family planning, and pro-
tective services. At least 50 percent of a state's Title XX
allotment must be used to serve those receiving cash assistance.

Fees for Title XX services must be paid by families whose
incomes exceed a certain percentage of the state's gross median
income level. Others pay fees depending upon certain state op-
tions. In Connecticut, most Title XX services are offered with-
out charge to people with incomes up to the 80 percent level.
The Department of Human Resources is the designated state agency
responsible for developing the Comprehensive Annual Services
Program Plan, supervising the plan, and administering the Title
XX Social Services program.

Title III of the Older Americans Act. Title III (Grants for
States and Community Programs on Aging), which became effective
in 1965, authorizes federal grants to communities to establish

* Connecticut Department of Human Resources, Annual Services
Plan July 1, 1980 - June 30, 1981, p. 6.

60



programs to help elderly people maintain an independent life
style. Many of the projects funded with Title III grants con-
tain home health service components including homemaker, home
health aide, health education, counseling, home repair, trans-
portation, companion, chore and other services deemed necessary
for the general welfare of an elderly individual. Title III
also provides support, such as nutrition (home delivered meals)
and supportive and preventive services, that are needed to avoid
institutionalization.

Under Title III, states are required to provide specific
priority services. At least half of the Title III funds must be
used in the following four areas:

1) transportation (access);
2) 1in~home services;
3) community services; and

4) legal services.

The remaining 50 percent may be spent on any other services that
the Area Agencies on Aging (AAAs) choose. Federal regulations
also require individual recipients to determine what they are
able to contribute toward the cost of services rendered.

In Connecticut, the State Department on Aging disburses
Title III funds to the five AAAs, which in turn use the money
for grants to service providers to implement area social service
plans. During FY 1980-81, the Department on Aging awarded
$3,526,351 to the AAAs.
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APPENDIX IV

LPR&IC Questionnaire--Licensed Home Health Care Agencies

(N=67)

Please answer every question on both sides of each page.

l.

5a.

What towns does your agency serve?

How many individual clients were served by your agency from
July 1, 1980 to March 31, 198172
See Attachment B

Please indicate the percentage of your clients that fall into the
following categories:
I J See Mfadament P

% under 60 years of age % 60 + years of age

Do you perform an assessment of new clients who are referred to
your agency?

65 always 9\ sometimes never (Skip to Ques. 10.)

Do you perform the same type of assessment for all clients?

37 ves 28 no
If no, please indicate the reason(s) for different assessments.
Ml wetd chdd =9
ddorant LQuelr = |1
" .

W:\
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9a.

Which, if any, of,the following items are included in your agen-
cy's assessment of elderly clients? (Please answer each item

and specify whether it is included in all assessments, some as-
sessments or is not included.)

All Some Not Included
a. personal informatioN.cecececcccccecocss 1:63 2=3 3
b. medical hiStOrYeeeeceeeoeeecsocecancss 1oy 2z2 3
C., nutrition assesSmeNt.ececescccecsscscs leg2 2=y 3
d. mental health StatUS.eeesssocsscsscss lzbl 2:=5 3
e. observed behavior patternS.eeecececees 1263 2= 3 3
f. physical examinatioN...eeeesseceesces 1= 47 2 =14 3=5
g. social contactS.eceeesssssssssssssssas 1= 51 2=8 3=1
h., family relationshipS.ccsececscsccssccss 1zl 2=8 3
i, family provision of serviceS.eeeceses lz53% 2=7 3
j. environmental assesSmeNteccececcscces 1 g6t 2«8 3
k., living expendituUreS..ceceecececccccsces 1l=206 23§ 3=5
1. income/financial SUPPOTt.ceeeesccocss 1=33 2= 2% 3=5
m. other (please specify) 1=9 2 = 3

Please estimate the average amount of time spent per elderly client
on the performance of the assessment functions you identified above.
Also, please indicate the type(s) of personnel who perform this

activity. Ses R‘\‘"u,\amm'\' ﬁ

average amount of time spent per client hours

type of personnel

Please estimate the average per client cost to your agency of per-
forming the initial assessment you identified above. (This cost
should include appropriate salary, transportation, space occupancy,

ffice and other general sts.)
° J cOSES s See Altachment A

Do clients contribute toward the cost of the initial assessment?

ﬂ always 43 sometimes l"' never

If yes, on what basis are client contributions determined?

3 voluntary

sliding fee scale (e.g. ability to pay)
flat rate
Jl other (please specify)
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10.

11.

12.

Which, if any, of the following coordination activities does your
agency perform for elderly clients? (Please answer each item and
specify whether it is performed for all clients, some clients or
it is not performed.)
Not
All Some Performed

a. a problem list is constructed for each client... 1283 2:=1l 3=2
b. a long term plan of care is developed to meet
each client's needs..ceeeececoesscssccsscccancs 1=87T 2zw 3:z0
c. service providers are selected.cccececcccccccccs 1=49 2=V2 3=4
d. the kind and amount of services to be
provided are arranged..c.ccceccecscesscescccsce 1=851 =9 3=1|
e. a re—evaluation date for service continuation
is established..eeeesceesssesscesscessccnscnns 1=69 2=7 3=
2=0 3=0

f. other (please specify) %tu&_n_ﬂj—:‘z_ 1:=9

For an elderly client, please estimate the average amount of time
spend per month on the performance of the coordination functions
you identified above. Also, please indicate the type(s) of per-

sonnel who perform this activity. Q Qitmgkmum*'ﬁ

average amount of time spent per client hours

type (s) of personnel

Which, if any, of the following monitoring activities does your
agency perform for elderly clients? (Please answer each item
and specify whether it is performed for all clients, some cli-

ents or it is not performed.)
Not

All Some Performed

a. contact is maintained by telephone with clients
and/or primary supporters to insure the quan-
tity and quality of service delivery...eeece.... 13485 2 =1Q 3 =\

b. providers are required to submit periodic writ-
ten reports which detail the clients' status
and the service provided..ccececcccccscccsosscses 1

c. other (please specify) : l1=¢g
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13. For an elderly client, please indicate the average amount of
time spent per month on the performance of the monitoring func-
tions you identified above. Also please indicate the type(s)

of personnel who perform this activity. Q M A

average amount of time spent per client hours

type(s) of personnel

1l4. Which, if any, of the following reassessment activities does your
agency perform for elderly clients? (Please answer each item and
specify whether it Is performed for all clients, some clients or
it is not performed.)

Not
All Some Performed

a. clients are visited in their homes to update
characteristics noted on the original
assessment in order to determine changes

iN Needeveeeereeeeosssnsssasssassssscncsseaass Ll=b¥ 223 3
b. 1if appropriate, the existing plan of care is

modified.eeeeesesoscsssccosscccasocaccsnasassssas 1=63 2=3 3
c. other (please specify) 1 2 3

15. Please estimate the average amount of time spent per elderly cli-
ent on the performance of the reassessment activities you 1identi-
fied above. Also, please indicate the type(s) of personnel who

perform this activity. S M H

average amount of time spent per client hours

type(s) of personnel

16. Do you currently have a waiting list of elderly clients in need

of home care?
7 yes QO no

léa. If yes, approximately what is the average amount of time elderly
clients must wait to receive services?

| wuh‘,'&-‘-wu’u') l-S&M\S"\-‘Z wedea 5 romes ) —k,w&oﬂ_g-'zmj
3&0»\5-\\“.&%_
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17.

18.

19.

Is your home health care agency: (please specify)

9 proprietary 58 not-for-profit

Please indicate which, if any, of the following sources of fund-
ing your agency receives. (Please check all that apply.)

a. 65' client fees

b. 52 town contributions

C. 30 private agencies (e.g. United Way, Community Councils)
d. Y| endowments

e. L medicare

f. bs medicaid

g. iI0 Title IIT

h. 28 Title XX
i. 4§ other (please specify) MMJ_@&QCMM 1 \RJW

W.:H-M+M-— . m =5;wae. =b
Approximately what percentage of your elderly clients utilize
each type of service listed below? (Please answer each item.)
Also, please indicate for each service whether your agency pro-
vides it, makes arrangements for a client to receive the service
or does neither.

% ‘Elderly Clients(su RMMJA)

Utilizing Service Provides Arranges Neither

a. skilled nursing visSitS.seceseseecccacss 1=87 =0 - 3=0
b. speech therapy.iseeecescecescescesoscnaes 1=23% 2220 3=y
C. physical therapy..seececscccsosccssccsoss 1=yp 2=18 3z2
d. occupational therapyeeccsscessesccscosaess 1:29% 2222 3=1|2
e. home delivered mealsS...eeeeeseesacssces 1=4 2=4% 3=13
f. home health aide..cceeeesccsscsssscsses 1=59% 2=1 3z0
2. hOmMeMAKeY . e cveeeessetsoccacasasssseannns 1=2% 2 =29 3=1
h. COUNSELing.ceeeeessaossssosscosssssconnse 1=30 2=23 3=9
i. transportation.ceeesccccsccsssccssscnas l=¢ 2 34y 3=0
3. chore ServiceSceeeessscassccsssccsencns l=¢ 2 21B 3=
k. COmMPanion ServiCeS:eecesessscccssssccns 1l=1% 2 =30 3 =219
1. legal SErviCeS..essscccccsssssccsssoces lz=0 2 226 33232
m. financial counseling..eeeesssceccccoccoss 1=\l 2= 3 =12\
n. day CATe:ciececsoscsscsscscssssscscscssoss 1= 2=\ 3:=:%33
0. make referrals to other service
PTOVIderS.eeeecescescosscsscscosssnsons 1=4Yy 2zl 33
P. other (please specify) 1= 2 =\ 3z0
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20.

21la.

22.

22a.

Please indicate your agency's salary range for each staff cate-
gory listed below.

Personnel Category Salary Range for Position

agency director

nurse (RN) ESIR.
nurse (LPN) W
social services coordinator (MSW)

social services coordinator (BSW) 0&
claims processor
secretary

Connecticut Community Care, Inc. (CCCI) is a private nonprofit
organization under contract with the State Department on Aging
to provide the coordination, assessment and monitoring (CAM)

service element of the state supported elderly home care program.

Have you ever heard of the CCCI organization?

bl yes S no (Skip to end.) (D ALPIRAL. =\

If yes, under what, if any, circumstances does your agency come
into contact with CCCI? (Please check as many responses as are
appropriate.)

a. Qs CCCI refers clients to your agency

b. your agency refers clients to CCCI
C. an agency employee serves on the Board of CCCI
d. an agency employee meets to discuss/exchange information

with CCCI staff
e. A0 have no contact with CCCI

f. 10 other (please specify)

In your opinion, is there duplication between your agency and

CCCI? Sen OFachmant B

S no

If yes, please indicate the extent and type of duplication.

See Ukachmend A
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23. If CCCI were to terminate, could your agency provide coordination,
assessemnt and monitoring services to former CCCI clients in your

area??
yes no

Sex Otfnchmed A

23a. If no, why not?

Thank you for completing this questionnaire.
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Attachment A —— Additional Responses to the LPR&IC
Questionnaire Sent to Licensed Home Health Care Agencies

Ques. #2 Individual Clients Served from 7/1/80 to 3/31/81 (N=58)

0-99 = 5 agencies 600-699 = 0 1200-1499 = 3
100-199 = 15 700-799 = 2 1500-1599 = 3
200-299 = 5 800-899 = 2 1600-1975 = 0
300-399 = 3 900-999 = 2 1976-2250 = 3
400-499 = 5 1000-1099 = 2 2251-3199 = 0 ;
500-599 = 5 1100-1199 = 0 3200-4999 = 3 i
Ques. #3 Percentage of Clients 60+ Years of Age (N=63) ‘
0-24% = 0 agencies 41-50% = 5 71-80% = 21 :
25-30% = 3 51-60% = 9 81-90% = 11 :
31-40% = 3 61-70% = 12 91-100% = 0 |
:

Ques. #7 Estimated Average Amount of Time Spent Per Elderly Client for
Assessment Functions (N=64)

less than 1 hour = 2 agencies 3-3.9 hours = 1
1-1.9 hours = 39 4-4.9 hours = 4
2-2.9 hours = 17 5-5.9 hours = 1

Types of Personnel Who Perform Assessment — (N=62)

Nurse = 53 agencies
Multiple or team = 8
Social worker =1

Ques. #8 Estimated Average Per Client Cost of Performing Initial
Assessment (N=54)

Iess than $10 = 0 agencies $41-50 = 3
$10-19 = 2 $51-60 = 3 :
$20-25 = 17 $61-70 = 1 %
$26-30 = 12 $71-110 = 2 ‘
$31-35 = 8 $111-140 = 2 %
$36-40 = 4 :

TR

Ques. #11 Estimated Average Amount of Time Spent Per Elderly Client for
Coordination Functions (N=49)

T Y

Less than 1 hour = 7 agencies 4-4.9 hours = 3 %
1-1.9 hours = 11 5-5.9 hours = 3 :
2-2.9 hours = 11 6-6.9 hours = 3 :
3-3.9 hours = 8 8 or more hours = 3 5
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Ques. #11 Types of Personnel Who Perform Coordination (N=61)

Nurse = 41 agencies
Multiple or team = 19
Other = 1

Ques. #13 Estimated Average Amount of Time Spent Per Elderly Client for
Monitoring Functions (N=43)

Less than 1 hour = 6 agencies 4-4.9 hours = 8
1-1.9 hours = 14 5-5.9 hours = 3
2-2.9 hours = 9 10 hours =1
3-3.9 hours = 3

Types of Personnel Who Perform Monitoring (N=55)

Nurse = 40 agencies
Multiple or team = 14
Social worker = 1

Ques. #15 Estimated Average Amount of Time Spent Per Elderly Client for
‘ Reassessment Activities (N=49)

Less than 1 hour = 6 agencies 4-4.9 hours = 4
1-1.9 hours = 18 5-5.9 hours = 2
2-2.9 hours = 13 6-6.9 hours = 1
3-3.9 hours = 3 8-10 hours = 2

Types of Personnel Who Perform Reassessment (N—-52)

Nurse = 31 agencies
Multiple or team = 20
Social worker =1

Ques. #19 Approximately what percentage of your elderly clients
utilize each type of service listed below?

a. skilled nursing visits (N = 49)
0-20% = 4 60 - 85% = 9 100% = 18
21 - 59% = 6 90 - 99% = 12
b. speech therapy (N = 37)
€13 = 17 6 - 20% = 3 61 - 70% =1
2 - 5% = 16 21 - 60% =0 71 - 100% = O
c. physical therapy (N = 42)
0 - 5% = 8 16 - 20% = 4 51 - 65% = 0
6 - 10% = 7 21 - 35% = 11 66 - 80% = 3
11 - 15% = 5 36 - 50% = 4 81 - 100% = 0
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occupational therapy (N = 26)

0 - 5% = 17 11 - 30% = 3 61 - 70% =1

6 - 10% = 5 31 - 60% =0 71 - 100% = O

home delivered meals (N = 23)

0 - 5% = 12 16 - 30% = 4 46 - 70% =1

6 - 15% =5 31 - 453 =1 71 - 100% =0

home health aide (N = 45)

0 - 10% =1 31 - 40% =5 61 - 70% = 2

11 - 20% = 2 41 - 50% = 8 71 - 80% = 10

21 - 30% = 5 51 - 60% = 2 8l - 90% = 6
91 - 100 = 4

homemaker (N = 29)

0 - 5% =38 11 - 20% =5 31 - 50% =5

6 - 10 =5 21 - 30% = 3 51 - 70% = 0
71 - 100% = 3

counseling (N = 30)

0 - 5% = 14 16 - 30% = 2 61 - 953 =0

6 - 15% = 5 31 - 60% = 6 96 - 100% = 3

transportation (N = 23)

0 - 5% =17 11 - 15% =1 46 - 55% =1

6 - 10% = 6 16 - 25% = 7 56 - 90% =0

26 - 45% = 0 91 - 100% =1

chore services (N = 20)

0 - 5% = 13 16 - 25% = 3 86 - 90% =1

6 - 15% = 3 26 - 85% =0 91 - 100% =

companion services (N = 24)
0 - 5% = 20 21 - 85%
6 - 20% = 3 86 - 90%

i
o

91 - 100% =0

legal services (N = 10)
0 - 5% =09 6 - 208 =0 21 - 308 =1
31 - 100% =0

financial counseling (N = 17)

0 - 5% =9 16 - 25% = 3 46 - 553 =1

6 - 15% = 4 26 - 45% = 0 56 - 100% = 0
day care (N = 12)

0 - 5% =11 16 - 25% =1

6 - 15 =0 26 - 100% =0

make referrals to other providers (N = 29)

0 - 5% = 8 26 - 35% = 2 71 - 80% = 4

6 - 15% = 6 36 - 508 =1 8l - 993 =0

16 - 25% = 6 51 - 708 =0 100% = 2
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Ques. #20 Agency Salary Ranges

Agency Director (N=53) Social Services Coordinator (MSW) (N=15)
$13-20,000/year = 22 agencies $ 8-20.00/visit = 3 agencies

16-26,000/year = 17 21-35.00/visit = 4

18-30,000/year = 8 8-10,000/year = 2

22-35,000/year = 4 12-19,000/year = 4

27-42,000/year = 2 15-24,000/year = 2

not applicable = 32

Nurse (RN) (N=56) Social Services Coord. (BSW) (N=4)

$ 8-16,000/year = 28 agencies

11-22,000/year = 23 $7-18,000/year = 4 agencies
5.22-8.59/hour = 5 Not applicable = 38

Nurse (IPN) (N=17) Claims Processor (N=15)

$ 7-16,000/year = 12 agencies $7-13,000/year = 7 agencies
4.40-7.50/hour = 5 9-16,000/year = 8
Not applicable = 24 Not applicable = 25

Secre (N=50)

$6-8,000/year = 7 agencies
7-14,000/year = 27
10-17,000/year = 4
3.50-5.00/hour
4.80-6.00/hour

Not applicable

8
4
2
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Ques. #22 "In your opinion, is there duplication between your agency and CCCI?"

Nearly all 61 of the respondents who answered question #21 also

answered this question (yes = 48; no = 9). In retrospect, this question
should have applied only to agencies which serve one or more towns in
the CCCI service area. Separating out only those agencies, the total
responses equal 38; all nine proprietary agencies that responded to the
questionnaire fall into this category.

(N

= 35) Yes = 29 agencies No = 6 No Response = 2
(4 of these modified
their response to read
"SOHE")

The following comments are a sample from the "CCCI-area" respondents'

answers to question #22a re the extent and type of duplication.

"State licensure and medicare regulations, as well as our own professional
ethics, dictate that we provide coordination, assessment and monitoring
services for all of our home health care patients. We refer clients to
CCCI for payment of covered services, not for CAM activities."

"Assessment is major duplication although there is also coordination mon-
itoring duplication. All 3 [CAM] functions must occur to provide high
quality care. Eliminating any one of the functions increases the frag-
mentation of care. In addition, the process of assessing, coordinating
and monitoring are usually interwoven and therefore difficult to isolate.”

"All three facets (coordinating, assessing and monitoring) are required
performance from our staff as part of the overall case management."

"As a Home Health Agency we provide coordination, monitoring and assess-
ing services to all our elderly clients. We utilize CCCI primarily to
provide funds for needed supportive services. Unfortunately, from that
point on the client is frequently monitored by both agencies with dupli-
cation occurring in the supervision of the client, record keeping, data
collection, and this results in confusion on the part of the client,
family and the health professional."

"Only area that specifically is not duplication is the monitoring of pa-
tient's receiving other services once VNA discharges patient. But this
function is usually done by the agencies that we refer to."

"Our agency does assessment, monitoring, coordination, implementation
(providing service) + evaluation on an ongoing basis with all of our
clients."

"We have yet to find anything the CCCI can help us with that we have not
already provided or arranged for."
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e '"Duplication in use of assessment forms only."

@ "...on the surface, it could be said there is 'duplication' [but]....
Licensure has created some confusion on the assessment issue...[and]
over who is the Primary Care Provider....I believe the concept of the
CAM is good; there is much that CCCI does that we do not."

@ "Although we provide essentially the same services to our clients as
CCCI, we service a different population in terms of financial resources."

e "In all areas except social services."

® "As a licensed home health care agency, we are required in planning for
total needs of patients to perform all CAM functions."

Ques. #23 "If CCCI were to terminate, could your agency provide CAM services to
former CCCI clients in your area?"

Nearly all 61 of the respondents to question #21 also answered this
question (yes = 46; no = 8). Again, it seems more appropriate to examine
the responses of the respondents who serve one or more towns also serviced
by CCCI. Thirty-five of the responses to this question were from such agen-
cies.

(N = 35) Yes = 28 agencies¥* No =7

* Six indicated they could pick up the CCCI clients if they received more
funding or added services they don't currently provide.

Responses to Ques. #23a, "If no, why not?", included:

e '"Patients are unable to pay for their service through our agency, and we
do not coordinate."

e "This agency is not able to provide long term custodial type of care. CCCI
has the social worker to deal with these clients. Our services do not en-
compass care needed over an extended period of time."

e "Lack of available personnel, lack of resources (financial), time."
® "We do not have staffing or funds to maintain long term cases at home."

® '"We do not employ social worker nor are there any such qualified people
in any of our towns. CaM's safeguarding is invaluable as well as their
carrying chronic maintenance clients."

e "This agency provides an on going assessment, coordination and monitoring
related to the services delivered. We cannot begin to address eligibility,
funding mechanisms available, transportation, nutrition, psychosocial needs,
legal counsel, day care and the array of other needs of the elderly which
are not provided by the agency. The CAM agency role removes inter—agency
competition and allows for coordinated appropriate individualized delivery
of services in an objective role. If the agency was to act in a CAM role,
it would be necessary to hire additional staff adding to costs.”
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APPENDIX V

LPR&IC Questionnaire--Hospital Discharge Planners

Please answer every question on both sides of each page. (N = 21)

1. What criteria determine whether your department performs an assessment of
a hospital patient prior to discharge?

# of Responses # of Responses
(/illness/Diagnosis - 15 Physician's Referral - 10
MULTIPLE Age - 11 Nurse's Referral - 9
RESPONSES .
Home Environment - 9 Health Team Referral - 7
Other responses included: family requests, community agency referrals,

high risk patients, repeat admissions.

2. Which, if any, of the following items are included in your department's
assessment of elderly clients? (Please answer each item and specify
whether it is included in all assessments, some assessments or is not

included.)
All Some Not Included

a. personal information....ieececececeecess 1=18 2= 3 3
b. medical hiStOry.seeseeessesscesscassssss 1=20 2=1 3
C. nutrition assessmeNt,..eceeeccecceccecssee 1= 9 2=11 3
d. mental health statuS..eeeecescescescsees 1=14 2=17 3
e. observed behavior patternS...eeeeeeecees. 1=16 2= 5 3
f. physical examination,..eeeesesesescessss 1=14 2= 2 3=4
g. social contactS.ieeseesssessesssesssesss 1=10 2=11 3
h. family relationshipS.eceececcccocescscecess 1=16 2= 5 3
i, family provision of serviceS...eeeeeeee. 1=15 2=5 3
j. environmental assessmeNt...ceccecessesss 1=12 2=5 3=4
k. 1living expenditUureS,.cccccecceccoccccccs =6 2=13 3=2
1. income/financial SUPPOTt..eeeeeceseeeess 1= 8 2=11 3=1
m. other (please specify) 4 3

level o rsin community supports,

rehabilitation potential.
3. Please estimate the average amount of time spent per elderly client on the
performance of the assessment functions you identified above. Also, please
indicate the type(s) of personnel who perform this activity.

average amount of time spent per client type(s) of personnel

1

less than 1 hour - 10 responses Nurses
1-1.9 hours -

2 - 2.9 hours -
Over 3 hours -
Unable to answer -

18 responses
Social Worker - 8
Home Care Coord. - 4
Discharge Planner - 3
Others - 9

wwhkHE &
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4, Which, if any, of the following coordination activities does your depart-
ment perform for elderly clients? (Please answer each item and specify
whether it is performed for all clients, come clients or it is not per-
formed.)

Not
All Some  Performed
a. a problem list is constructed for each client.. 1=10 2= 7 3= 4
b. a long term plan of care is developed to meet
each client's needS.eeeeeesseeceossccccssssceess 17 9 2=11 3=1
c., service providers are selected.ceecescecccscceees 1=17 2= 4 3
d. the kind and amount of services to be
provided are arranged.seecececsscssscccessssssss 1717 2= 4 3
e. a re-evaluation date for service continuation
is established.sseesssecsscescscassssecsssosssses 1= 3 2= 4 3=14
f. other (please specify) 1 2 3

5. For an elderly client, please estimate the average amount of time spent per
month on the performance of the coordination functions you identified above.
Also, please indicate the type(s) of personnel who perform this activity.

average amount of time spent per client type(s) of personnel
less than 1 hour - 6 responses Nurses - 14

1 -1.9 hours — 3 Over 3 hours -3 Social Workers - 7

2 - 2.9 hours - 4 Unable to answer — 5 Others - 10

6. Which, if any, of the following monitoring activities does your department
perform for elderly clients? (Please answer each item and specify whether
it is performed for all clients, some clients or it is not performed.)

All Some Not Performed
a. contact is maintained by telephone with
clients and/or primary supporters to
insure the quantity and quality of
service delivery..eeeeeeeccccecssccsscccccnss 1=5 2=7 3=9
b. providers are required to submit periodic
written reports which detail the client's
status and the service provided.:eeeeececeess 1=4 2=11 3=5
c. other (please specify) 1=1 2= 2 3
providers requested,not required,to suhmit reportss periodic case
conferences are held.
7. For an elderly client, please indicate the average amount of time spent per

month on the performance of the monitoring functions you identified above.
Also please indicate the type(s) of personnel who perform this activity.

average amount of time spent per client type(s) of personnel
less than 1 hour - 11 responses Nurses - 13
1-1.9 hours - 1 Social Workers - 4

2 - 2.9 hours - Others 5

3
Over 3 hours - 1
5

unable to answer -
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10.

11.

12,

Please indicate for each service listed below whether your department
makes arrangements for a client to receive the service, refers a client
to an agency which provides the service or does neither.

Arranges Refers Neither

a. skilled nursing viSitS..seeseceecccccsss 1=10 2= 9 3
b. speech therapy.eeceeccecssccccsccocsscccsns 1= 7 2=13 3
c. physical therapyeeeeeceseccscecsccsccsccocs =7 2=13 3
d. occupational therapyeeeeececeecssccccscss =6 2=14 3
e, home delivered mealS:ceeeeeecccsccsscccs 1=11 2= 9 3
f. home health aid€.iccecescssecssccssscnns 1= 8 2=12 3
8. homemaker...eeececececscecsccsccsccscsscss 1=10 2=10 3
h, counseling...eeeeeeccescsssssoscccssscscss 1=9 2=11 3
i. transportation..cecescccescccsccscccscscs 1=13 2=8 3
jo chore servicCeS:eeescecsscesssccscscascncs =3 2=17 3
k. cOmMpPanion ServiCeS..csceceesccccccscssscs 1= 4 2=16 3=1
1. legal ServiCeS.:ceessecscsscscsscscsssccss =2 2=17 3=2
m. financial counseling..ceeececcsccccsccsee 1=9 2=12 3
Ne daY CAreisececcccesscscsscsscsssssssccse =1 2=15 3=4
o. other (please specify) =9 2= 2 3

medical/surgical supplies, lab services, nursing
home placement, volunteer agencies.

Connecticut Community Care, Inc. (CCCI) is a private nonprofit organization
under contract with the State Department on Aging to provide the coordina-
tion, assessment and monitoring (CAM) service element of the state supported
elderly home care program. Have you ever heard of the CCCI organization?

20 vyes 1 no (Skip to end.)
If yes, under what, if any, circumstances does your department come into
contact with CCCI? (Please check as many responses as are appropriate.)

14 a. your department refers clients to CCCI
4 b. a department employee serves on the Board of CCCI
4 c. a department employee meets to discuss/exchange information
with CCCI staff
3 d. have no contact with CCCIL
5 e. other (please specify) serves on committee with CCCI staff,

maintains communications with CCCI when CCCI clients are hospitalized.

In your opinion, is there duplication between your agency and CCCI?
6 vyes 12 no

If yes, please indicate the extent and type of duplication. (Please give
specific examples.)

Thank you for completing this questionnaire.
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APPENDIX VI

LPR&IC Questionnaire - CCCI Staff

Please answer every question on each page. (N=22)

1. How long have you been working with Connecticut's elderly home care program
(either with SAIL or CCCI, etc.)? Average = 29 months

Social Services Coordinator - 15
Nurse Coordinator - 6
2. What is your job title? Case Coordinator - 1

3. On the average, what is your client caseload per month? Average=75 clients

4. A list of coordination, assessment, monitoring and reassessment activities

liss follows. For a typical client, please estimate approximately how many hours
than you spend per month on the performance of the following functions.
1 hr. 1-1% 2 2be3 o P &
0 0 8 11 2 3a) perform an initial assessment (using form CS-11)
10 4 1 0 1 b) construct a problem list
7 2 0 3 2 c¢) develop a plan of care
13 2 0 0 0 d) select service providers
9 5 2 0 0 e) arrange the kind and amount of services to be delivered
5 6 4 1 0 f) maintain contact by telephone with clients and/or primary
supporters to insure the quantity and quality of service
delivery
14 2 1 0 0 g) verify written reports submitted by service providers
detailing the services delivered and client status
0 18 2 0 1 h) visit clients in their homes to update characteristics
noted on the original assessment
7 5 3 1 0 1) if appropriate, modify the existing plan of care to meet

new or changed needs

5. Under what, if any, circumstances do you come in contact with licensed home
health care agencies? (Please check as many responses as are appropriate.)

0 a. have no contact with home health care agencies
22 b. home health care agencies refer clients to CCCI
19 c. you refer clients to home health care agencies
22 d. you meet to discuss/exchange information with home health
care agency staff L L.
10 e. other (please specify) Professional advisory boards, joint visits,

consultation, service training, case conferences.
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6. Please explain why you think there is or is not duplication between the ser-
vices provided by CCCI and licensed home health care agencies. (Please include
specific examples.)

See Attachment 1

7. Approximately what percentage of your time per week is spent on the following ac-
tivities? (The total should equal 100%.)

28

8

client visits (assessments, reassessments, and any other visits)
paperwork (in the office)

travel (to visits, meetings, etc.)

telephone conversations (with clients, providers, etc.)

attending meetings

other (please specify) Conferences with family, advisory meetings,

:

N
[oe]
858 39 e

Total = 100% court appearances, training, office duties.

Thank you for completing this questionnaire.
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Attachment 1

Sample Questionnaire ReSponsgs from CCCI Staff

Listed below are sample responses to one of the questions
included on the LPR&IC questionnaire sent to CCCI staff who deal
directly with elderly clients. The question read: "Please ex-
plain why you think there is or is not duplication between the
services provided by CCCI and licensed home health care agencies.
(Please include specific examples.)" Twenty-seven guestionnaires
were distributed; all 22 of the respondents indicated they did
not believe there was duplication.

Sample Responses

® "CCCI is the only agency currently existing that uses a
holistic approach, assessing and following a client phys-
ically, emotionally, socially and financially."

® "CCCI is a 'single entry' agency that coordinates a whole
range of client needs so that the client is not faced with
trying to work with a number of agencies."

® "CCCI offers a continuum of care.”

@ "Our jobs go beyond other agencies, to work specifically
with the elderly, through thorough assessments and long-
term involvement."

@ "This is a social service agency where medical needs of
the individual are incidental to the total care plan of
the individual."

® "Our assessment is of the total needs of a person, not just
a primary rehabilitative medical need."

® "VNAs do not utilize the team approach, which includes a
comprehensive physical/psychological assessment."”

@ "CCOQutilizes multiple providers to construct the best
possible care plan for the client."

@ "There is no other agency that identifies all unmet needs
of the elderly."

® "CCCI keeps clients open on the basis of need and not on
financial status."

@ "There is no duplication of services between CCCI and
home health care agencies since the latter provides di-
rect services to clients and CCCI does not. CCCI executes
a CAM function."

80



"CCCI is 'client centered' in the delivery of CAM
services."

"There is not a duplication of services for several
reasons including the much broader scope of CCCI's
assessment, the long-term monitoring of clients, and
CCCI's ability to follow clients throughout the con-
tinuum of care (hospitals, nursing homes, at home)."

"There is no duplication [because:] a) There is no
other CAM agency which initially assesses and contin-
ues to assess and monitor the entire situation....

b) CAM agencies coordinate many funding sources, es-
pecially the family's contribution, and often find
that in order to give proper care many agencies are
needed.... c¢) The hospital discharge planners close
their cases when the patient leaves the hospital, and
their assessment is based on the patient's condition
while in the hospital.”
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