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NEW YORK HOME CARE ‘ H C A

Home care is an integral component of the long term care continuum, providing quality, cost-effective health care services not
only in individuals’ private homes, but in assisted living, senior housing, and naturally occurring retirement communities. "Home
care” refers to a wide range of health and social services, including medical, nursing, social, or therapeutic treatment and/or
assistance with the essential activities of daily living.

Generally, home care is appropriate whenever a person prefers to stay at home, or is homebound, but needs ongoing care that
cannot easily or effectively be provided solely by family and friends. Home health care services are routinely provided to the
elderly, patients of all ages who are disabled or recuperating from acute illness, and chronically ill infants, children, and adults. In
addition, adults and children diagnosed with terminal illness also are being cared for at home, receiving compassionate care and
maintaining dignity at the end of life.

Although there are many types of home care programs, there are three basic types of home care providers or agencies in New

York State:

e CHHAs or certified home health care agencies;
e LTHHCPsS or long term home health care programs; and

e LHCSASs or licensed home care services agencies (including Home Attendant Programs).

» CHHAS are authorized to serve both Medicare beneficiaries and Medicaid recipients in need of short-term, skilled nursing
care and provide:

e Nursing services; e Physical, occupational and speech therapies;

e Medical supplies; e Noutritional services;

e Equipment/appliances for home use; e  Social work; and

e  Home health aide services; e Personal care, homemaker and housekeeper services.

A “typical” CHHA patient would be someone recovering from surgery that requires intensive follow-up, but is physically unable
to visit the physician’s office or go to outpatient treatment. Most CHHA patients only require services for a few weeks, but in
some cases receive care for an extended period of time.

» LTHHCP:s are also known as “nursing homes without walls” and have a single focus: providing comprehensive services in the
home for individuals who might normally be in nursing homes. LTHHCPsS are agencies of hospitals, nursing homes or CHHAs
which are separately certified to provide a long term home health care program. LTHHCP services are enhanced under a federal
waiver for home and community-based services. Some of the many services included in the LTHHCP are:

e Comprehensive case management; e Housekeeper and homemaker services;
e  Skilled nursing; e Medical equipment and supplies;

e Physical, occupational, and respiratory therapies; e  Medical transportation;

e Speech pathology and audiology; e  Medical social work services; and

e Home health aide and personal care services; e Nutrition counseling.



Additional services may also include (through the program’s federal waiver):

e Respite services;

e Personal emergency response system services;

¢ Housing improvement (home adaptation) services;

e Home maintenance tasks, moving assistance (to relocate patients from nursing homes or nonviable home
settings to viable homes); and

e Social day care, social transportation, and congregate and home delivered meals.

A “typical” LTHHCP recipient might be someone with chronic care needs, such as diabetes or congestive heart failure.
LTHHCEP patients often receive services for one, two, or in some cases, many years.

» LHCSAEs either contract with CHHAs, LTHHCPsS or local social services districts, or provide on their own (for non-
Medicaid and non-Medicare cases), at least one of the following services:

e Nursing; e  Physical/occupational and speech therapies;
e Home health aide; e  Private duty nursing
e DPersonal care or homemaker

A “typical” LHCSA patient could be:

e A CHHA patient who requires a home health aide following surgery;
e A patient in a LTHHCP that needs assistance with activities of daily living; or
o A child receiving private duty nursing services.

LHCSA patients may be either short or long term, depending on the situation.

TYPES OF PROGRAMS

Beyond the three basic types of home care agencies, New York State has a comprehensive system of home and community-based
care programs that has developed over the past thirty years. These programs have evolved to meet the changing needs of our
health care system and provide acute, short-term, chronic long-term and public health preventive care. In this state, there are
over 111,000 home care workers providing care to over 400,000 individuals.

New York also has programs that serve a particular population with special needs, such as the Care At Home (CAH) program
for children, Traumatic Brain Injury (TBI) waiver, Managed Long Term Care (MLTC), Consumer Directed Personal
Assistance Program and Hospice. In addition, programs are available for those not eligible for Medicaid and include Expanded
In-home Services for the Elderly Program (EISEP), respite care, home delivered meals, and telephone reassurance services.

The case studies on the next page help illustrate the varied roles of New York’s home care agencies and programs. But most
importantly, they help put a “face” to the hundreds of thousands of patients we serve. The agencies and cases described in this
next section are also often assisted by licensed home care services agencies under contract with the supervising agencies and
programs (i.e., CHHAs, LTHHCPs). The licensed agencies often help provide essential portions of the care plans required by
home care patients, in conjunction with the supervising agency or program. Licensed agencies also contract with local
departments of social services for the provision of county-run personal care services to Medicaid recipients.

COVERAGE OF HOME CARE SERVICES

Home care services are covered by Medicare, Medicaid, private health insurance, state and local funds under EISEP, and on a
private pay basis. Each payor has specific criteria for what, when and how much home care will be covered, but Medicaid
provides by far the broadest coverage. All of the payors require that services be provided based on their necessity and pursuant to
a physician’s order. Additional rules and procedures may be applied when the coverage is provided in connection with an HMO
or other managed care plan. Coverage of certain services, like LTHHCP, TBI and Care at Home are also enhanced through
special Federal Medicaid waivers approved for the State.



CASE STUDIES: PATIENTS AT HOME

Mrs. G Receives Medicare Certified Services

Mrs. G is a 77-year old woman who has diabetes, high blood pressure and bronchitis. She lives in an apartment building in the
Bronx. Last winter, she slipped on ice outside of her building and broke her hip. She was transported to the hospital and
underwent hip replacement surgery. Following the surgery and some therapy in the hospital, she was sent home.

A nurse from a CHHA visited her at home and arranged Medicare-covered home care services. These included a weekly nurse,
occupational therapy twice a week for one week, physical therapy twice a week for a month, and a home health aide four hours a
day five days a week. The physical therapist visited once a week for an additional two months and the nurse visits were reduced
to one in the second month. After three months of services, Mrs. G was well enough to obtain outpatient therapy at a local

hospital and the CHHA stopped providing services.

Mrs. H Stays Home with the Long Term Home Health Care Program

Mrs. H, a 57 year old woman with Guillain-Barre syndrome, was admitted to the LTHHCP program in January 2004.
Guillain-Barré syndrome is a disorder in which the body's immune system attacks part of the peripheral nervous system. The
first symptoms of this disorder include varying degrees of weakness or tingling sensations in the legs, arms and upper body and
can increase in intensity until the muscles cannot be used at all and the patient is almost totally paralyzed.

Mrs. H lives alone. She uses a walker and electric wheelchair for mobility. She has no family in the area, only friends for
informal support. The LTHHCP agency that provides her services under the program coordinates her attendance at a medical
day program two times per week from 9 a.m. to 3 p.m. where she receives physical therapy, occupational therapy, and meals.
The program provides personal emergency response services in her home which allow her to call for assistance if she faces an
emergency; a home health aide five times per week for one hour who helps with therapy exercises on the days she does not attend
adult day; and a personal care aide daily for one or two hours to help with bathing, dressing and meals. A nurse visits every other
week to check her vital signs; a physical therapist and medical social worker both visit one time per month. She has received
occupational therapy in the past. She is currently receiving monthly gamma globulin injections in hopes it will improve her
limited mobility.

The extensive package of services received through the LTTHCP, including case management, enable her to remain at home.

A Managed Long Term Care Program Keeps Mr. M, a WWII Veteran, Out of a Nursing Home

Mr. M is a 92-year-old World War II veteran who has been married for 64 years to his wife, age 89. His wife is the primary
caregiver although she is under medical care for lupus and osteoporosis. The couple resides in a modest one-family home in
Brooklyn. One adult daughter resides in Minnesota. Mr. M has multiple health problems: a recent stroke, prostate cancer,
diabetes mellitus, pernicious anemia, osteoarthritis, hip repair and a knee replacement. He can walk short distances with a
walker and uses a wheelchair outside of the home.

Mr. M has been enrolled in an MLTC program since April 2002. He receives nursing visits monthly and 12 hours daily of
personal care services for assistance with bathing and activities of daily living. His wife performs glucose monitoring daily and
helps with physical therapy services. Although he is eligible for a skilled nursing home level of care, his physical care needs are
safely met through services received in his home. Since enrolling in the MLTC program four years ago, Mr. M has remained free
of hospitalizations or medical complications.

MLTC programs provide health and long term care services to adults with chronic illness or disability. The services include, but
are not limited to, case management, nursing, therapy, nursing home care, medical equipment and supplies, podiatry, dentistry,
optometry, respiration therapy, transportation, and social day care. MLTCs receive a monthly “capitated” payment from
Medicaid, out of which they are required to meet most of their patients’ needs. Should Mr. M require nursing home care, the
MLTC is required to provide that service.



Mt. W Uses the Consumer Directed Personal Assistance Program to Direct His Own Care

Mr. W is a 51 year old man with muscular dystrophy. He has lost complete use of both legs, uses a power wheelchair to move
around and needs a Hoyer lift for transferring out of bed. He cannot feed himself, button a shirt or take care of his

personal hygiene and receives care 80 hours each week from a licensed practical nurse and a home health aide. He hired both of
these workers on his own through the Consumer Directed Personal Assistance Program (CDPAP), and he is responsible for
managing their services. His wife, who works full-time, helps him other times during the day. He has two sons, age 12 and 22,
and without his family and professionals’ support, he would have to live in a nursing home.

CDPAP provides personal care and assistance with the activities of daily living as well as skilled services needed to help the
chronically ill or physically disabled person remain at home. Through CDPAP, consumers or individuals acting on their behalf
(such as parents in the case of a child) assume responsibility for hiring, training, and supervising the person providing the service.

Mrs. R Receives Multiple Services at her Medical Model Adult Day Program

Mrs. R, age 49, was first diagnosed with multiple sclerosis (MS) in the mid-1980s. She has been married to her husband for
almost 20 years. Over the last 20 years, Mrs. R’s condition has progressed to the point that she is non-ambulatory and totally
dependent on the use of a wheelchair. Mrs. R has severe spasticity and only has the use of one arm. She is easily fatigued and
experiences muscle weakness. She cannot transfer on her own, and requires assistance with all activities of daily living, including
toileting. Her needs have greatly impacted her ability to freely participate in community activities. Her husband cannot lift her
due to his own health issues.

Currently, Mrs. R is attending a medical model day program that offers on-site physical, occupational and speech therapies,
medication administration assistance, nutritious meals, oversight by trained health care professionals who assist with personal
care needs, counseling and support groups, social work and case management services, and the opportunity to participate in
meaningful activities with her peers. This program offers door-to-door transportation as well. Mrs. R attends the program six
days per week between the hours of 8:30 a.m. and 5 p.m.

In addition, she is receiving home health aide services for two hours every morning, seven days per week. These services assist
her with maintaining activities of daily living, including transferring, bathing, dressing, toileting, and eating. The combination of
in-home health aide supports and medical model day programming, both funded by Medicaid, helps to maintain Mrs. R’s long-
term care needs, allowing her to continue living with her husband in the community.

The Care At Home Program Enables this 17 Year Old to Live with his Family

Jeffis a 17 year old boy with a diagnosis of uncontrollable epilepsy, mental retardation, cerebral palsy and hypertension. He is
non-verbal, non-ambulatory, incontinent and dependent in all activities of daily living. He attends school four days a week with
the help of a nurse who is available five hours aday. He receives physical, occupational and speech therapies twice a week and
case management services from a Licensed Home Care Services Agency (LHCSA) under the Care At Home (CAH) Program.
His mom cares for him four days a week when a nurse is not available and both parents provide care every day at night. The
services he receives in the CAH program keep him out of a hospital and enable him to stay at home with his family.

Home Telehealth Keeps Mrs. R Out of the Hospital

Mrs. R is a 77 year old widow with multiple co-morbidities living with her son, his wife and two granddaughters. Mrs. R was
hospitalized six times from July 2003 to October 2005 but has remained at home without any hospitalizations since she was
placed on a home telehealth unit. If the patient’s vital signs exceed certain parameters, the telehealth unit reports it to her nurse
and Mrs. R receives an intervention either by telephone or home visits, which results in home visits being made by the nurse as
they are needed, not on a pre-set schedule. Home telehealth has halted Mrs. R’s dangerous cycle of hospitalizations, return to
CHHA services and then to her LTHHCP, improving her quality of life and reducing health care expense.

For information about home care in New York State, contact the Home Care Association of New York State, Inc.

194 Washington Avenue, Suite 400 ¢ Albany, New York 12210 518.426.8764 www.hcanys.org


http://www.hcanys.org/
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