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COMMENTS BY SEMATOR KOB DOLE
REFORF THE
MATIONAL ASSOCIATION FOR HOME CARE

Monpay, MarcH 14, 1983

['M PLEASED TO BF ABLE TO JOIN YOl TODAY. ['D LIKE TO
SPEND MY RRIEF TIME WITH YOU LOOXING AT THE ROLE HOME CARE PLAYS
Il DETERMINING THE HEALTH STATHS OF OHR CITIZEMS, HOW HOME HEALTH
CARE RELATES TO OUR FEDERAL HEALTH FINANCING PROGRAMS-—-
SPECIFICALLY MEDICARE AND MEDICAID, AND WHAT THF OUTLOOK FOR

LEGISLATIVE ACTION ON THE SUBJECT OF HOMF HEALTH CARE [S-.

THe NMEep For Home HeEALTH CARE

| RELIEVE THE NUMBER AND RANGE OF PEOPLE WHO ARE PRESENT
AT THIS CONFERENCE TODAY ATTEST TO THE FACT THAT THERE IS A
GROWIMG CONSEMSUS THAT HOME HEALTH CARE SHOULD PLAY A MORE
CENTRAL ROLE IN THE HEALTH CARE DELIVERY SYSTEM, AND IN PROMOTING
INDIVIDUAL WELL-BEING. SOME OF YOU HAVE PROBABLY HEARD ME BEFORF
STRESS HOW IMPORTANT | BELIFVE IT IS FOR A PERSON TO ADOPT
PREVENTIVE MEASURES FOR MAINTAINING OR IMPROVING HIS OR HER
HEALTH STATUS. THF RESPONSIBILITY FOR GOOD PERSONAL HEALTH RESTS
FIRST AND FOREMOST WITH THE INDIVIDUAL. AND YET, | THINK WE ALL
KNOW THAT WE CAN ASSIST PEOPLE IM THEIR SELF-CARE RY MAKING
INFORMATION ON EFFECTI;E HEALTH PROMOTION TECHNIOQUES MORE WIDELY

AVAILABLE THAN THEY NOW ARE- YOUR MEMBERSHIP IS IN A
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PARTICULARLY GOOD POSITIOMN TO EDUCATE PEOPLE ON HOW TO MAINTAIN

GOOD HEALTH-

THE IMPORTANCE OF PERSONAL INITIATIVE IH HOW HEALTHY OUR
CITIZENS ARE IS ESPECIALLY CLEAR WHEN WE LOOK AT OLDER PERSQONS.
IN THE PAST FEW YEARS, THE MAJORITY OF ELDERLY PERSONS HAVE
REPORTED THAT THEY RELIEVE THEIR HEALTH STATUS HAS NOT CHANGED.
IN FACT, MANY OLDER PERSONS FEEL THEIR HEALTH HAS ACTUALLY
IMPROVED IN THE PAST YEAR. [HE PRIMARY REASONS GIVEN RY ELDERLY
PERSONS FOR THIS ARE CHANGES IN LIFESTYLE AND IMPROVED MENTAL
ATTITUDE. THE AVAILARILITY OF HOME CARE HAS BEEN OF ASSISTANCE

IN ESTABLISHING THIS ATTITHUDE-

HOME HEALTH CARE HAS COME TO RF A MAJOR NATIONAL HEALTH
POLICY ISSUE IN THE PAST FEW YEARS, AS YOU ARE WELL AWARE.
ALTHOUGH FEDERAL PROGRAMS CURRENTLY PROVIDE OR FAY FOR SOME HOME
HEALTH SERVICES IN THE COMMUNITY, THERE 1S CONSIDERABLE INTEREST
IN EXPANDING THE AVAILARILITY AND COVERAGE OF THIS TYPE OF CARE-
A NUMBER OF TRENDS APPEAR TO HAVF CONTRIBUTED TO THIS PHENOMENON.

[ THINK IT WwOULD BE HELPFUL TO RRIEFLY DISCUSS SOME OF THESE.

FIRST, THE RAPID GROWTH IN THE SIZE OF THE FELDERLY
POPULATION IN THIS COMNTRY HAS INEVITARLY LED TO GRADUAL CHANGES
IN THE DEMAND FOR HEALTH CARE. [HE PROPORTION OF ELDFRLY IN THE
POPULATION INCREASED FROM AROUT 5 PERCENT IN 1920 TO MORE THAN 1]

PERCENT IN 19%0. THE LARGEST GROWTH AMONG THE ELDERLY DNURING
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THIS PERIOD WAS AMONG PEOPLE AGE /5 OR OVER. |IF WE LOOK AT
DEMOGRAPHIC PROJECTIONS FOR THE NEXT QUARTER CENTURY, WE SEE THF
OLDER SEGMENT OF THE GENERAL POPULATION INCREASING FAR MORE
DRAMATICALLY. THESE REALITIES INDICATE THE NEED FOR 1S TO ADJUST
THE PRESENT SYSTEM OF HFALTH CARF DELIVERY TO MORF ACCURATELY

REFLECT THE CHANGING DEMANDS THAT IT WILL RE EXPECTED TO MEET -

A SECOND TREND WE SHOULD RECOGNIZE AS REINFORCING THE
PUSH FOR HOME HEALTH CARE IS A GENERAL DESIRE TO IMPPROVE THE
PHYSICAL AND MENTAL HEALTH STATUS OF THE ELDERLY. 0Our SOCIETY
TODAY IS MORE AWARE OF THE SPECIAL AND LEGITIMATE HEALTH NEEDS OF
THE AGED POPULATION, AND IS LOOKING SERIOUSLY AT WAYS TO IMPROVE
THOSE AREAS WHFRE THE CURRENT HEALTH SERVICE DFLIVERY SYSTEM I'S
CLEARLY INADEQUATE. THE SHFER NUMBER OF ELDERLY PEOPLE IN OUR

SOCIETY GUARANTFES THAT THIS AWARENESS WILL CONTINUE TO GROY .

A THIRD FORCE THAT HAS HELPED TO POPULARIZE THE CONCEPT
OF HOME HEALTH CARE, AND ONE THAT 1S PARTICIHLARLY IMPORTANT TO ME
FROM MY VANTAGE POINT IN CONGRESS, IS THE URGENT NEED TO REDICE
HIGH GOVERNMENT EXPENDITIRES FOR NURSING HOME AND HOSPITAL CARE.
As CHAIRMAN OF THE COMMITTEE WITH JURISDICTION OVER THE MEDICARE
AND MEDICAID PROGRAMS, | AM CONFRONTED DAILY WITH THE THREAT
POSED BY THE ALARMING ~-INCREASES IN HEALTH CARE COSTS, BOTH TO

THESE PROGRAMS AND TO INDIVIDUALS PURCHASING HFALTH CARE.

Page 3 of 13
c019_030_002_all_Alb.pdf



This document is from the collections at the Dole Archives, University of Kansas
http://dolearchives.ku.edu

i

1'D LIKF TO TAKE A MINUTE TO RELATF TO YO!U SOME FACTS

ABOUT WHAT THE GOVERMNMENT PAYS FOR HEALTH CARE SERVICES DELIVERY.

HEaLTH Carre CoSTS

THE MOST NOTABLE ASPECT OF HEALTH CARE SPENDING HAS RFEN
ITS RAPID, SUSTAINED RATE OF GROWTH. THE 15.1 PERCENT RATE OF
INCREASE IN OVERALL HEALTH EXPENDITURES IN 1GP], ALONG WITH THE
15.8 PERCENT RATE OF GROWTH IN 1980, ARE THE HIGHEST IN THE LAST
15 YEARS, AND ARE SURSTANTIALLY AROVE THF AVERAGF GROWTH RATE

RETWEEN 1976 anp 1921.

HEALTH CARE EXPENDITURES AMONUNTED To $1,225 PER PERSON
in 1981. 42.7 PERCENT OF THESE DOLLARS GCAME FROM PUBLIC FUNDS.
GOVERNMENT HAS LONG RECOGNIZED THE MEDICAL COST PRORLEM, BUT THAT
RECOGNITION HAS NOT RROUGHT ABOUT AGREEMENT ON THF soLuTION. No
ONE HAS YET DECIDED HOW MUCH IS ENOUGH FOR HEALTH CARE, NOR IS
ANYONE LIKELY TO DO SO ANYTIME SooN. HOWEVER, WHAT WE ARF LIKELY
TO FACE IN THE NEAR FUTURE IS A DEPLETION OF THE MEDICARE TRUST
FUND, THERERY FORCING US TO MAKE DECISIONS ON SPENDING

PRIORITIES.

THE COSTS OF INPATIENT HOSPITAL CARE ARE THF MAJOR
COMPONENT OF THE !ATION'S HEALTH SPEMDING, AND ACCOUNTED FOR
APPROXIMATELY /7 PERCENT OF MEDICARE EXPENDITURES IN 1930. SincE

THE INCEPTION OF THE MEDICARE PROGRAM IN 10R5, AMNUAL SPENDING RY
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THE GOVERNMENT FOR HOSPITAL SERVICES HAS INCREASED OVER
EIGHTFOLD. CLEARLY, MEDICARE MUST REAR A LARGE PART OF THE
RESPONSIRILITY FOR THIS REMARKARLE INCREASE. [HESE FAGCTS ALSO
POINT TO THE IIRGENCY FOR RESTRUCTURING THE MENICARE PROGRAM TO

PROMOTE EFFICIENCY ON THE PART OF IMSTITUTIONAL PROVIDERS.

PRACTICAL POLITICS HAS INFLUENCED WHAT WE HAVE DONE TO
DATE TO SLOW THE RATE OF GROWTH IN THIS PROGRAM- MEDICARE IS AN
ENTITLEMENT PROGRAM, OBLIGATED TO PAY FOR COVERED SERVICES ISED
BY ELIGIRLE PERSONS. FFDERAL FUNDS ARE PERMANENTLY ORLIGATED FOR
THIS PUKRPOSE. VOCAL, POWERFIL CONSTITUENCIES HAVE RESISTED MOST
CHANGES IN THIS PROGRAM, MAKING SPENDING CUTS VERY DIFFICILT TO
MAKE. BUT CHANGES HAVE REEN MADE, AND THEY ARE LIKELY TO
CONTINUE. CHANGES, | RFMIND YOU, THAT ARE NECESSARY TO SECURF

THE LONG TERM SURVIVAL OF THE MEDICARE PROGRAM.

(IN THE MEDICAID SIDE, COSTS ARE ALSO OF SERIOUS CONCERN
TO ROTH THE STATES AND THE FEDERAL GOVERNMENT. THE RATE OF
GROWTH IN THIS PROGRAM IS SLOWFR THAN THAT IN MEDICARE, RUT
STEADY- [ESIGNING SOLUTIONS TO THE COST PROBLEMS FACED RY THIS
PROGRAM ARE SOMEWHAT MORE DIFFICULT RECAUSE OF THE SHARED
FINANCIAL RESPONSIRILITY HELD RY THE STATES AND THE FEDERAL

GOVFRNMENT. s

WHILE SOME OF THE CHANGES MAY INVOLVE A SHIFTING OF

PRIORITIES WITH RESPECT TO BENEFITS AND ELIGIBLE POPULATIONS,
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OTHER CHANGFS MAY RESHULT IN INCREASED ACCESS TO COMMUNITY-RASED
SERVICES AMD HOME CARE. YWHAT | MFAN TO SUGGEST IS THAT CHANGE IS
HOT ALWAYS RAD. [HF STATES, IN REING FORCED TO REEXAMINE THEIR
PROGRAMS AND REESTARLISH THEIR PRIORITIES, CAN RE EXPECTED TO
IMPROVE THEIR PROGRAMS. FISCAL CONSTRAINTS FORCE US TO LOOKX FOP
LESS EXPENSIVE WAYS DOF DOING THINGS- IN HEALTH CARE THIS MAY
RESULT IN A SHIFT FROM INSTITUTIONAL CARE TO HONINSTITUTIONAL

CARE; A GOAL | RELIEVE MANY OF US WOULD SUPPORT.

FinaLLy, | THINK WE CAN RE SURF OF AT LEAST ONF THING:
CHANGES IN MEDICARE AND MEDICAID WILL CONTINUE BECAUSE OF OUR

CONCERN OVER INCREASING COSTS-

HoMe HEALTH BENFFITS UNDER MEDICARE AND MEDICAID

As WF HAVE SAID, IN-HOMF SERVICES TO THE ELDERLY ARE
COMING INTO THE NATIONAL LIMELIGHT, DUE IN LARGE PART T0O THE
INCREASED DEMAND FOR SUCH SFRVICES RY THE AGED. THE NUMBER OF
HOME HEALTH PROVIDERS HAS INGCREASED RAPIDLY IN RECENT YEARS TO
MEET THIS GROWING DEMAND, AND TO COMPETE WITH THE TRADITIONAL
TYPES OF HOME HEALTH PROVIDERS--VISITING !HURSE ASSOCIATIONS
(VMA’S) AND PURLIC HEALTH DEPARTMENTS. IHIS COMPETITION HAS LED
TO AN INCREASE IN CLIENT ACCESS TO HOMF HEALTH SERVICES, IN nURAL

AND URBAN AREAS, FOR WHICH YOU ARE TO BE HIGHLY COMMENDED.

Page 6 of 13
c019_030_002_all_Alb.pdf



This document is from the collections at the Dole Archives, University of Kansas
http://dolearchives.ku.edu

CHANGES TO THE MEDICARE PROGRAM OVFR THF YEARS HAVE ALSO
PLAYED A SIGNIFICANT ROLF IN THE INCREASED AVAILARILITY OF HOME
HEALTH CAPE FOR THF AGEN. [MEDICARE CURRENTLY PAYS FOR MORE HOMF
HEALTH SFRVICES THAN ANY OTHER FEDERAL PROGRAMS. [T HAS BEEN
ESTIMATED THAT $1.146 BILLION WILL RE SPENT IN FISCAL YEAR 1GR?
ON MEDICARE BENEFIT PAYMENTS FOR HOME HEALTH SERVICES. [HIS
REPRESENTS A DRAMATIC INCREASE OVER THE $287 MILLION SPENT IN
FISCAL YEAR 1976. A DOUBLING IN THE PAST 10 YEARS OF THE NUMRER
OF HOME HEALTH VISITS REIMBIRSED RY MEDICARE HAS UNDOURTEDLY

CONTRIBUTED TO THIS GROWTH.

HOME HEALTH HAS REEN A COVFRED RENEFIT UMDFR ROTH PART A
AND PART B OF MEDICARE FROM THE REGINNING OF THE PROGRAM IN 1965.
THE HOME HEALTH BENEFIT IS THE ONLY MEDICARE BENFFIT WHICH
REMAINS FREE OF ANY DEDUCTIBLE OR COINSHURAMCE CHARGE. SERVICES
PROVIDED ON A VISITING RASIS TO A PERSON IN H]S-OR HER RESIDENCE
INCLUDE PART-TIME NURSING CARE; PHYSICAL, OPCCUPATIONAL, OR

SPEECH THERAPY; AND HOMEMAKER HOME HEALTH AIDE SERVICES.

| SHOUILD EMPHASIZE THAT MEDICARF HOME HEATLH SERVICES
ARE GEARED TO HOMEBOUND INDIVIDUALS IN AN ACUHTE MEDICAL SITHATION
CALLING FOR TEMPORARY CARE. THEY ARE NOT DESIGNED TO SERVE AS A
CONTINUING SOURCE OF LONG TERM CARE FOR THE NOMNIMNSTITUTIONALIZED

ELDERLY -
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[T wasn’T UNTIL THE MID-1970’'S THAT THF HOME HEALTH
BEMEFIT BEGAN TO SHOW SIGNIFICANT GROWTH. [HF TRIGGFRING DEVICE
SEEMED TO BE THE MEDICARE AMENDMENTS OF 1972, WHICH SIMPLIFIED
VARIONS ADMINISTRATIVE MATTERS CONCERNING THF PAYMENT OF HOMF
HEALTH SERVICES, ELIMINATED COINSIURANCE PROVISIONS, AND EXTENDED
MEDICARE COVERAGE TO DISABLED PERSONS AND TO PERSOMS WITH END

STAGE RENAL DISEASE-

THE GROWTH OF HOME HEALTH CARE UNDER MEDICARE IS
APPARENT IN MANY AREAS. [IEDICARE CASH OUTLAYS FOR HOME HEALTH,
ACCORDING TO THE HEALTH CARE FINANCING ADMINISTRATION, INCREASED
FROM $/00 MILLIoN TN FY 1972 To AN ESTIMATED $R395 MiLLion 1n FY
1981; THE NUMBER OF MENICARE SUPPORTED HOMF HEALTH VISITS ROSF
FROM 5.2 MILLion In 1972 710 19.2 mMicLion IN 1979; AND THE NUMBER
OF MEDICARF CERTIFIED HOME HEALTH PROVIDERS JUMPED FROM AROUT
2,100 1n 1972 To ABOUT 3,100 1w 1981. By THE END oF 1979, aRouT
975,000 MEDICARE BENEFICIARIES WERE RFCEIVING HOME HEALTH

BENEFITS.

EVEN NOW, WHEN WE ARE BEING TOLD THAT THE MEDICARF
PROGRAM COULD RE FINANCIALLY INSOLVENT AS EARLY AS 10%7, 17
APPEARS THAT THE HOME HEALTH COMPONENT OF MEDICARE IS IN A PFRIOD
OF ACCELERATED GROWTH. [INE BASIS FOR THIS EXPFCTATION IS THE
1980 CONGRESSIONAL AMENDMENTS TO THE MEDICARE LAW. [N THESE
AMENDMENTS, WHICH TOoOK EFFECT oM Jury 1, 1981, CoNGRFESS

ELIMINATED: (1) THE 100-VISIT LIMITATION UNDER PART A OF
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MEDICARE, (7) THE THREF-DAY PRIOR HOSPITALIZATION REQAUIREMENT
UNDER PART A, AND (3) THE $A0N DEDUCTIRLE FOR HOME HEALTH BRENEFITS
UNDER PART R. IN ADDITION, AND PERHAPS MOST SIGNIFICANTLY, IT
ALLOWED PROPRIETARY HOME HEALTH AGENCIES T0O RF MEDICAPE CFRTIFIED

It STATES WITHOUT AUTHORIZING LICENSURE LAWS.

THE Tax FauiTy anp FrscAL RESPONSIRILITY AcT ofF 1087
(TEFRA) CREATED A NEW TYPE OF HOME HEALTH RENEFIT AVAILABLE TO
MEDICARE RECIPIENTS--HOSPICE CARE. RASED ON LEGISLATION |
INTRODUCED 1IN LATE 1981, THE ProviSionN In TEFRA PROVIDES HOSPIGE
COVERAGE FOR PFRSONS JIDGED TO BE IN THE LAST SIX MONTHS OF LIFF.
A MEDICARE BENEFICIARY CAN ELECT TO RECEIVE HOSPICE CARE INSTEAD
OF THE TRADITIONAL MEDICARE BENFFITS AVAILARLE. SOME OF THE
TYPES OF SERVICFS COVERED UNDER THF BENEFIT INCLUDE HURSING CARE,
HOMEMAKER HOME HEALTH AIDE SERVICES, SHORT-TERM INPATIFNT CARE,
OUTPATIENT DRUGS FOR PAIN RELIEF, BEREAVEMENT CdUNSEL]NG, AND

RESPITE CARE FOR THE PATIENT'S FAMILY.

THE HOSPICE RENEFIT UNDER MEDICARE WILL BRFE FFFECTIVWE
NoveMRER 1, 1G985. THE DELAY WAS INTENDED T0 ALLOW CONGRESS AND
THE ADMINISTRATION AM OPPORTUNITY TO LOOK AT A NUMRER OF STIDIFS
SCHEDULED TO BE COMPLETED THIS YFAR. | UNDERSTAND THE DRAFT
REGULATIONS ON THE HOSPICF BENEFIT ARE EXPECTED TO BE PURLISHED

VERY SHORTLY-
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AS YOU KNOW, HOSPICF CARE HAS A VERY RICH HISTORY OF
DELIVERING PALLIATIVE CARE TO TERMIMNALLY TLL PATIENTS, IN BOTH
THE U.S. AND EUROPE, AND REPRESENTS A LESS COSTLY ALTERNATIVE TO
INSTITUTIONAL CARE. I LOOK FORWARD TO THE IMPLEMENTATION OF THE
MENDICARE HOSPICE BENEFIT, AND HOPE THE PROGRAM WILL REALIZFE SOME

SAVINGS AS A RESULT-

THE MEDICAID PROGRAM ALSO COVERS HOME HEALTH SERVICES
FOR THE POOR. THE NUMRER OF MEDICAID RECIPIENTS RECEIVING HOME
HEALTH SFERVICES MORE THAN TRIPLED FrRoM 1973 70 1979. Mepnicaip
EXPENDITURES FOR HOME CARF ROSE FROM $25.0 mriLLioN TOo $2635.6

MILLION OVER THE SAME PERIOD.

In 1981, THE CONGRESS PASSEDN LEGISLATION WHICH CREATED A
PROGRAM OF STATE WAIVERS UNDER THE MEDICAID PROGRAM TO PROVIDE
HOME- AND COMMUNITY-BASED SERVICES TO A RROAHEP-RﬁNGE OF
INDIVIDUALS. THE PURPOSE OF THF WAIVERS WAS TO ENGOURAGE STATES
TO BEGIN TO EXPERIMENT WITH DIFFERENT FORMS OF HEALTH SERVICE
DELIVERY IN AN EFFORT TO MEET THFE NEEDS OF MORFE INDIVIDIALS AND
REDUCE THE USF OF INSTITUTIONAL SERVICES. [ BFLIEVE THE STATES
HAVE A GREAT DEAL TO TEACH IS AROIT ALTERNATIVE DELIVERY SYSTEMS,
AMND AM PLEASED TO SEF THE RESPONSE RY THE STATES TO THESFE NFW
WAIVERS. (LEARLY, WE-CONTIMIE TO BE INTFRESTFN IN ASSURING THAT
MEDICAID RECIPIFENTS, ALONG WITH MEDICARE BENFFICIARIFES, RECEIVE

THE HIGHEST LEVEL OF CARE IN THE MOST APPROPRIATE SETTING.
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PusH For ExpansION

THE PUSH TO EXPAND THE COVFRAGE OF HOMF HEALTH SFRVICFS
CURREMTLY AVAILABLE IN FEDERAL HEALTH PROGRAMS 1S, INDEED,
RECOMING A POWERFUL FORGCF. |HE STATED GOALS OF HOME HEALTH
PROPONENTS--WIDER AVAILABILITY OF HEALTH CARE TQO THE
NOMINSTITUTIONALIZED ELDERLY AND THE PREVENTION OF
INSTITUTIONALIZATION WHERE LESS COSTLY (AND MORE CONVENIENT) CARE
I THE HOME WOULD BE APPROPRIATE--CANNOT RF DISPHTED. AND, YET,
| AM CONCERNED THAT IN EXPANDING HOME HEALTH BENEFITS, WE WILL RE

OPENING THE DOOR WIDER THAN THE GOVERNMENT CAN REALISTICALLY

AFFORD TO OPEN IT-.

I DON'T THINK THERE IS ANY DOUBT THAT THE AVAILABILITY
OF HOME HEALTH SERVICES TO THE POOR AND ELDERLY HAS HELPED REDUCE
THE LENGTH OF HOSPITAL STAYS, AND THERERY HAS ﬁbHIFVEﬂ GOST
SAVINGS TO MEDICARPE AND MEDICAID. [NDEED, MANY OF THF PEOPLE
SEEN RY DOCTORS TODAY MIGHT WELL HAVE REEN IN A HOSPITAL OR
NURSING HOME WERE IT NOT FOR THF EXISTENCE AND ACCESSIRILITY OF
HOME HEALTH SERVICES. FAMILIES WITH AN OLDER RELATIVE LIVING IN
THEIR HOME MAY BE ABLE TO KEEP THAT RELATIVE AT HOME WITH THE
HELP OF HOME HEALTH SERVICES, WHERE OTHERWISE THEY MIGHT NOT RE
ABLE TO COPE WITH THE-RELATIVE AT HOME- | BELIEVE THESF RENEFITS
MIIST NOT RE |INDERESTIMATED AS WE CONSIDER THE RELATIVE COSTS AND

BENEFITS OF EXPANDING HOME HEALTH SERVICES.
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[ HAVE TO ASK MYSELF A NUMBER OF SERIOUS QUESTIONS WHEN
LOOKING AT THIS ISSUE. FOR INSTANCE, HOW MANY MORF PEOPLE WILL
UTILIZE HOME CARE IF WE EXPAND CURRENT ELIGIRILITY LIMITS? Anp
WHERF WILL THE MONEY COME FROM TO PAY FOR THE HOME HEALTH
SERVICES NDELIVERED TO THIS WINER ELIGIBLE POPULATION? Ann
PROBABLY MOST PIVOTAL TO CURRENT NISCUSSION, WILL THE SAVINGS
FROM LESS FREQUFNT AMD SHORTFR INSTITHTIONALIZATION REALLY OFFSET

THE HIGHER COST OF EXPANDED SERVICES?

As yvou AND | ROTH KNOW, THESF ARE DIFFICULT QUESTIONS TO
ANSWER. A NUMBER OF STUDIFS DESIGNFD TO INVESTIGATE THESE ISSUES
HAVE TURMNED UP INCONCLUSIVE RESULTS. THIS DOESN'T MEAN WE CAN
SIMPLY IGNORE THESE QUESTIONS, JUST RECAUSE WE HAVEN'T GOT
COMPLETE ANSWERS YET-. IT MEAMS PEOLF LIKE YOI MEED TO MAKE SURE
THAT THE MOST ACCHRATE AND COMPREHEMNS]IVE INFORMATION POSSIBLE IS
AVAILABLE TO THOSE STUDYING THE MATTER. IT ﬁLgﬂ MEANS YOl MHST
BE ABLF TO OFFER CONSTANT PROOF OF THE EFFICIENCY AND COST
EFFECTIVENESS OF HOME HEALTH SERVICES AS A WAY OF PROVIDING CARE
TG THE ELDERLY AND POOR. AND, FINALLY, IT MEANS YOU HAVE TO HELP
FIND THE ANSWERS T0O THESE QUESTIONS IN ORDER FOR US TO MAKE

INFORMED AND REALISTIC POLICY DECISIONS.

NuTLook. 1N CoNGRESS AND THFE WHITE House

LEGISLATION TO EXPAND THE AVAILABILITY OF HOME HEALTH

SERVICES IS WFLL UNDERWAY IN THE 9%TH CONGRFSS. THE SUPPORTFRS
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OF SIMILAR LFGISLATION OFFERED IN THE LAST COMGRESS ARE LIKELY TO

RE ACTIVE IM THIS AREA AGAIN.

ANY LEGISLATION WHICH WOULD ALTFR THE MEDICARE PROGRAM
IN TERMS OF THE HOME HFEALTH RENFFIT WILL HAVE TO BE REFERRED TO
THE Finance CoMMITTEE. AS CHAIRMAN, | INTEND TO EXAMINE
CAREFULLY HOME HFALTH CARF LEGISLATION, KFEPING INH MIND THE
QUESTIONS | HAVE ALREADY POSED. | SINCERELY HOPE WE CAMN FIGURE
OUT SOME MECHANISM TO MEET THE NFEDS OF THOSE ELDERLY AND POOR
PEOPLE WHOSF HEALTH CARE NEFDS DO NOT WARRANT

INSTITUTIONALIZATION, RIT WHO ARFE IINABLE TO PAY F0OR CARF IN THE

HOME «
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