
UCSF
UC San Francisco Electronic Theses and Dissertations

Title
A political economy perspective on home care labor

Permalink
https://escholarship.org/uc/item/2320q8vt

Author
Close, Elizabeth L.

Publication Date
1994
 
Peer reviewed|Thesis/dissertation

eScholarship.org Powered by the California Digital Library
University of California

https://escholarship.org/uc/item/2320q8vt
https://escholarship.org
http://www.cdlib.org/


A Political Economy Perspective on Home Care Labor

by

Elizabeth L. Close

DISSERTATION

Submitted in partial satisfaction of the requirements for the degree of

DOCTOR OF PHILOSOPHY

in

Sociology

in the

GRADUATE DIVISION

of the

UNIVERSITY OF CALIFORNIA

San Francisco

Approved:

- - - - - -

%.
e

zs, tººd. . . . . . . . . . . . . .
Committee in Charge

Deposited in the Library, University of California, San Francisco

Date University Librarian



Copyright

by

Elizabeth L. Close

All Rights Reserved



For my daughter,
Amanda Elizabeth,

who taught me all I ever needed to know

and

For the young man I call my son,
Walter James,

who taught me the meaning of perseverance



ACKNOWLEDGMENTS

This work represents an intersection of the mind and spirit not often repeated in

one’s lifetime. I am deeply grateful to a number of mentors, colleagues, friends, and

family members who have supported me throughout my doctoral studies. I wish to

recognize their many contributions to this final work representing the culmination of my

lifelong dream to be welcomed among the scholars whose intellectual contributions press

us to reflect on our personal contributions to a better human society.

My dissertation committee members made an extraordinary effort to facilitate my

completion of this research and intellectual marathon. I am indebted to these fine scholars

for their willingness to serve on my committee and their commitment to my academic

achievement. I appreciate their encouragement and diligent work more than words can

express.

The chair of my committee, Dr. Carroll L. Estes, taught me how to critically

examine social structures and relationships and to always search for unseen realities. She

has never lost faith in my intellectual ability nor failed to provide support when it was

needed. Her encouragement, trust, and friendship throughout my doctoral studies has

made this a remarkable experience. As a testimony to her generosity, commitment to

scholarship, and sagacious guidance, I am honored to make this contribution.

Emeritus Professor Dorothy P. Rice offered unwavering encouragement, learned

critique, and limitless access to an accretion of information and resources rich in scope and



depth. Her enthusiasm and dedication have been a source of great inspiration for me as

well as a lesson in the true meaning of commitment.

Dr. Juanita B. Wood contributed her knowledge, experience, and discerning views

to constantly urge increasing clarity and focus in this work. She shared her well-honed

theoretical and empirical insights and always exacted from me the very best I could

produce.

I wish to recognize the support I received from the National Institute on Aging

predoctoral traineeship from the Training Program in Sociocultural Gerontology,

University of California, San Francisco, Division of Medical Anthropology and Institute

for Health & Aging (NIA Grant # T32 AG00045). I am also grateful to the California

State University for support from the Forgivable Loan/Doctoral Incentive Program.

I am appreciative of the opportunity I had to work as a Research Associate in the

Institute for Health & Aging, under the direction of Dr. Estes, on studies funded by the

Pew Charitable Trusts and Agency for Health Care Policy and Research from which the

data for my dissertation research were derived.

A heartfelt thank you to Florence K. Pattison without whose wit, wisdom, and

extraordinary skills and perseverance (not which to mention equanimity of spirit) I would

have most assuredly not weathered the past four years.

I am particularly indebted to my very dear friend and colleague, Karen W. Linkins,

who, among numerous other accomplishments, taught me to have confidence in my ability

to master knowledge and skills I thought beyond my reach and who has always been

iii



supportive and encouraging, even when there was no end in sight. She has never let me

down and I intend to reciprocate likewise. AFINIAFI, my friend!

I appreciate the work done on my behalf by Institute for Health & Aging research

assistants, Karen Kerr and Kate Kane.

I have received tireless and unconditional assistance from my faculty colleagues at

the California State University, Dominguez Hills. I wish to recognize the tremendous

support I have received from my department chair, Dr. Barbara Thorpe, and the

sponsorship of my Dean, Dr. Diane Vines. I appreciate the willingness of my colleagues,

Dr. Ruth Pease, Dr. Colleen Ehrenberg, and Dr. Rose Welch, to fill-in for me in my all too

frequent absences during this endeavor. Dr. Judith Lewis and Professor Kathleen M.

Johnston are appreciated for their confidence in me and their never-ending support of my

doctoral studies.

Our doctoral program administrative coordinator, Barbara Paschke, has been very

helpful and generous with her time and assistance and has been there every step of the way

at the crucial moments when I needed advice, assistance, and the inevitable, last minute

attention to detail.

A special thank you to Jill S. Eastwood whose skills and persistence are well

reflected in this work as she spent painstaking hours preparing this document in its final

form.

My very dear friend, Sharon Bolles, and her daughters Melissa and Jennifer were

always there for my daughter and me and I have never lost sight of the tremendous

contribution they made to my success in reaching this goal.

iv



I am especially grateful to my mother, Helen Elizabeth Close, who has helped care

for my daughter and maintain my home during my immersion in this scholarly endeavor.

She has been a caregiver for her husband, her children, and her children’s children. Now,

at the age of 75, because of her selfless sacrifices, she can celebrate her daughter’s

achievement and know that none of this would have been possible without her help.

A final and most important thank you to my eight year old daughter, Amanda

Elizabeth, for her love and tolerance of this particularly alienating process spanning half of

her life. I know that some day she will comprehend the achievement and fully grasp its

significance. For now, it is quite good enough that she says “boy, am I glad you’re

finished!”



A POLITICAL ECONOMY PERSPECTIVE ON HOME CARE LABOR

Elizabeth L. Close

ABSTRACT

The rapidly increasing use of home care for postacute and chronically-disabled

elderly raises serious issues of personnel requirements, work force arrangements, and the

interface between formal (paid) and informal (unpaid) care providers. In this study, home

care labor was examined from a political economy perspective and home care agency

provided paid worker training was investigated as a possible structural mechanism that

facilitates transfer of responsibility for at-home care of elderly between formal and

informal providers.

A sample of 239 home care agencies was derived from two previous studies on

home care agencies in three Metropolitan Statistical Areas located in three different states.

Data collected by telephone interviews with agency administrators from 1990-1992 were

part of continuing Institute for Health & Aging investigations of the effects of federal

policy changes on Medicare-certified and uncertified community-based, long-term care

organizations.

Associations among eight medically-related and social support-related content

areas of agency-provided paid worker training were explored in relation to agency

Medicare-certification and tax status, perceived shifts in responsibility for care of elderly,

and agency training requirements for patients or primary caregivers in the use of

technology as a condition for receiving “high-tech” services in the home.

Chi-square tests of association indicate that a significantly greater proportion of



Medicare-certified than uncertified agencies are training paid workers in medically-related

content areas. Home care agency perception of a general, non-directional shift in the

responsibility for care of elderly between formal and informal providers was associated

with paid worker training in improvement of clinical skills and in training family/informal

caregivers. Paid worker training appears designed to increase the work skills and capacity

of paid personnel and to enhance the capabilities of “informal” caregivers to provide

increasingly technical, unpaid care outside of institutions.

Findings of this study suggest that home care in capitalist society may establish

new modes for the creation of elder and caregiver dependency through home care

personnel training and unpaid caregiver requirements that extend well beyond the

traditional forms of labor (“informal” care) once provided in the home.
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CHAPTER I

INTRODUCTION AND THEORETICAL BACKGROUND

I.1 Introduction

The Problem

The ability of agencies to deliver home care services is dependent in part on the

skills, availability, and utilization of the home care labor force. A rapidly increasing

population of older persons in need of post-acute and long-term/chronic care services

challenges the home care labor force during a period of rapid organizational restructuring

in response to federal cost-containment strategies (Estes, Swan, & Associates, 1993).

Simultaneously, the supply of available, qualified, paid labor to deliver acute and long

term/chronic care services in the home setting is being stressed (Manton & Suzman,

1992). Regardless of the disability rate projection model used, all available evidence

suggests that “... the challenges to providing adequate long-term care to an aging America

are almost overwhelming” (Kunkel & Applebaum, 1992, p. 258). This challenge is, in no

small measure, related to the current and predicted shortage of long-term care personnel,

particularly in the home care environment (GAO, 1991; Jones, 1988; Kunkel &

Applebaum, 1992; Manton & Suzman, 1992; White, 1991). The breadth of the challenge

includes financing, design of policy, and implementation of delivery systems that offer

culturally competent and gender sensitive care.

Labor market and work conditions are influenced by national, state, and local

economies as well as policies which have rendered the home care market unique in its

heavy reliance on public sector financing simultaneously augmented and artificially

constricted by third party payer regulations (Burbridge, 1993; Estes et al., 1993).

Organizational responses to federal health care cost containment policies in the 1980s

reverberate today throughout the home health care industry (Estes et al., 1993; Estes,

Swan, Bergthold, & Spohn, 1992). These responses continue to shape salient labor



market and working conditions for a variety of both paid and unpaid home care workers.

Consequences of the last decade of policy changes for the paid labor force providing home

care have been relatively uninvestigated except for the noteworthy contributions to the

literature of Szasz (1990) and Estes et al (1993). Consequences for the unpaid labor

force (the “informal” care providers) tend to be well documented in the literature.

However, no studies could be found which directly relate the structural level

transformation of the labor environment to the relationship of the paid and unpaid labor

sectors providing home care.

Purpose

This study seeks to clarify the effects of federal health care policy changes in the

1980s on conceptually separate, however related, home care labor milieu characteristics.

The policy changes may have had indirect, unintended consequences as well as direct,

intended outcomes for the paid home care labor force. Policy changes, such as the

Medicare Prospective Payment System (PPS) and the Omnibus Budget Reconciliation

Act of 1987 (OBRA 1987), are likely to have had different effects on the home care labor

milieu depending on whether the labor force was employed in Medicare-certified agencies

or uncertified agencies. The intent of this research was to examine the labor milieu of

Medicare-certified and uncertified home care agencies and to investigate the nature of the

training relationship between the paid and unpaid labor force responsible for the delivery

of home care services to home-bound elderly.

The purpose of this study was to determine what evidence exists (if any) that

home care agency-provided training of paid workers represents a structural mechanism by

which responsibility for home care of elderly clients is shifted from the paid labor force to

the unpaid labor force.

To accomplish this goal, characteristics of the labor milieu of Medicare-certified

and uncertified home care agencies (HCAs) providing paid care for home-bound elderly



were identified and investigated. Labor milieu characteristics of home care agencies that

were examined included: (a) workload intensity indicators (selected client characteristics);

(b) agency changes in service provision associated with skilled nursing, “home health

aide,” and homemaker/choreworker occupational categories, and (c) content areas of

employer-provided paid worker training. These characteristics were investigated in

relation to agency Medicare certification status, agency tax status, agency-reported

observation of shift in care from informal to formal, or formal to informal sector, types of

care observed to have been shifted, and agency requirements for informal caregivers to

provide “high-tech” services in the home setting. The intended outcome was an

empirically demonstrable, theoretical description of the training relationship between paid

and unpaid home care labor engaged in the provision of health and social services to

home-bound elderly.

Significance

Much of the research and literature to date refers to paraprofessional home care

aides and non-professional attendants and chore workers as “the labor force in home care”

(Burbridge, 1993; Eustis, Kane, & Fischer, 1993; Feldman, 1993a; MacAdam, 1993;

Surpin, 1988). Other important categories of paid workers, such as home infusion

therapists, nurses, physical and respiratory therapists, and social workers receive little

attention in the gerontological or policy literature. This situation is likely due to the

pivotal position of paid paraprofessionals in the provision of direct care to home-bound

elderly clients. In addition to the central nature of the paraprofessionals' contribution to

home care, the system of informal care providers is also crucial. The two labor force sub

systems are rarely jointly investigated other than in studies examining whether and how

formal services substitute for informal services (Christianson, 1988; DeFriese & Woomert,

1992; Hanley, Wiener, & Harris, 1991; Soldo, Agree, & Wolf, 1989, Tennstedt &

McKinlay, 1989, Tennstedt, Crawford, & McKinlay, 1993). In these studies, structural



relations between the two labor sub-sectors -- the paid and unpaid care providers -- are

implicit and not explicated in any theoretical framework.

This project is unique in its conceptualization of the home care labor force as a

composite of paid and unpaid workers of varying qualifications, skills, commitments, ages,

and racial/ethnic backgrounds. The major common characteristic of both the paid and

unpaid segments is the overwhelming reliance on the labor of women in providing direct

care. Women comprise approximately 95% of the paraprofessional and unskilled segment

of the formal home care labor force and at least 70% of the informal labor force caring for

home-bound elderly (Allen & Pifer, 1993; Quinlan, 1988). Thus, issues surrounding the

provision of labor to care for acute and chronically ill elderly in their homes cannot be

viewed in isolation from issues associated with the participation of women in the labor

force, specifically as they relate to the secondary labor market and labor force

segmentation.

As a heterogeneous group of paid and unpaid workers, whose combined labor

makes possible the provision of health and social services to acutely and chronically ill

elderly in their homes, the relationship between formal and informal care providers may be

analyzed from a political economy perspective. This conceptual stance provides the

opportunity to investigate interdependent segments of the home care labor force to satisfy

the “...need for explanation of how the parts are related to each other” (Navarro, 1975,

p. 86). This approach also supports critical analysis of how organizational responses to

policy changes may be associated with perceived shifts of care responsibility and translated

to labor environment issues such as the content of paid worker training, changes in

workload, and changes in provision of labor-related services.

The immediate and future importance of home care on the national health care

scene encourages in-depth investigation of home care labor-related issues. Home care and

hospice/home care (in lieu of hospitalization) are covered by the proposed Health Security

Act of 1993 (“Clinton Plan”). Other long-term care supportive features of the plan



include coverage for physical therapy, durable medical equipment, outpatient mental

health, and services provided by licensed health professionals. The proposed increase in

patient cost-sharing under Medicare will require a 10 percent co-payment for home health

services (Lewin-VHI, 1993). Home care recipients, under the Clinton Plan, would

effectively co-pay a portion of their care based on a sliding scale of income as a

percentage of the poverty level, and contribute an additional 10 percent co-pay for home

health services (Lewin-VHI, 1993). Further growth in the home care industry is

anticipated under the provisions of the Health Security Act of 1993 (NAHC, 1994),

however, the issue of availability of formal and informal care providers does not yet

appear to be of major concern at the policy level.

Overview

The theoretical framework consists of Marxist views on labor and labor

environments in capitalist society and relevant aspects of neoclassical labor economics

paradigms. The review of substantive literature for this study consists of what is known

about the home care labor force and its “labor environment” including its evolution,

current composition and structure, and socioeconomic environment. The evolution of the

home care labor force since the advent of formal home care services is presented as a

context for current policy issues. The relationship of formal and informal labor involved in

the provision of home care is included to explore the socioeconomic-cultural dimensions

of this particular arrangement. A variety of current labor force issues related to the formal

home care labor force (including its structural relationship with the informal labor force)

will be viewed from substantive and theoretical perspectives.

The approach in this research concentrates on concepts as they relate within each

of the two relevant disciplinary frameworks (sociology and economics) with the intent to

develop a cross disciplinary integration of the theoretical strands which best explain the

training relationships between paid and unpaid home care providers. This is a timely and



relevant topic in view of the growing pressures of the increasing population of dependent

elderly, the burgeoning need for home care services as a result of the shift of health care

services delivery out of institutions into home environments, and the constrained

availability of paid and unpaid workers to provide the requisite services.



CHAPTER I

INTRODUCTION AND THEORETICAL FRAMEWORK

I.2 Theoretical Perspectives on Labor

Introduction

The review of labor theory in this section is comprised of theoretical components

most relevant to conceptualizing the paid home care labor force's location in capitalist

health care production and its relationship to the informal labor force engaged in similar

work for no remuneration. Theoretical constructs to be reviewed include labor theory of

value, productive and unproductive labor, wage labor, labor inputs and outputs, dual labor

markets, segmentation of labor, and health care labor under capitalism. From this

theoretical perspective, formal home care labor will be examined in terms of its conceptual

environment and function in the U.S. health care industry and its relationship to informal

home care labor.

Labor Theory of Value

Labor power refers to the capacity for labor which is conceptualized as “... the

aggregate of those mental and physical capabilities existing in a human being, which he

exercises whenever he produces a use-value of any description” (Marx, 1887/1978,

p. 336). The two essential conditions that must exist in order for labor-power to be

marketable as a commodity are: (a) the laborer offers it for sale/sells it as a commodity;

and (b) the laborer must be the owner of his capacity for labor. The laborer thus owns his

labor-power as a commodity which he may [or may not] sell on the market for a specific

period of time. Otherwise, if the individual sold his labor power in its entirety, he would

then be converting himself from the owner of a commodity into a commodity. By means

of temporarily offering his labor power as a commodity, the individual maintains his

ownership of the commodity he possesses, his labor-power.



In his discussion of how the value of labor-power is determined, Marx points out

that, since labor-power exists only as a capacity (the power/ability to labor), its value is

determinable from the labor-time necessary for the production and reproduction of this

commodity (labor-power). Importantly, the worker's means of subsistence necessary to

reproduce the worker's labor power in any subsequent time period, needs to be sufficient

for maintenance of the laborer and the means by which the laborer's substitutes will

replace the laborer on the market at some future time. Beyond those two requirements,

lies the area Marx terms “surplus labor” or that labor which is performed over and beyond

the laborer's specific productive and reproductive needs. Surplus labor is realized in

“surplus value.” Surplus value is best described as that labor time performed solely for the

capitalist and as such, the portion of the commodity “labor-power” the capitalist procures

that the worker does not require to effect production of his own labor-power or to assure

the reproduction of replacement labor power. Surplus value has a temporal dimension; it

is the relationship between the amount of [paid] time the laborer spends in a working day

to meet labor-power reproductive requirements and the surplus labor performed

exclusively for the capitalist.

Since labor power itself is a commodity, which is bought and sold on the market,

its value is determined like that of any other commodity, by the labor time socially

necessary for its production (my emphasis) (Giddens, 1990, p. 49). The rate of surplus

value, or rate of exploitation, is dependent on a baseline of the sociocultural expectations

regarding the standards of living in a society. Giddens maintains that in so presenting

profit, Marx unveiled a disguised affiliation; that is, the definite relationship of surplus

value and profit -- a relationship which, in the real world, is an elaborate one and one that

Marx did not formally examine.

The amount capitalists must spend on hiring labor is only one part of the capital

outlay necessary in the productive process. Other components consist of such things as

machinery, raw materials, and maintenance of factory fittings necessary for production.



Constant capital is spent for these costs whereas “variable capital” is spent on wages; only

variable capital creates value. The average rate of profit in the economy as a whole is

determined by the ratio of constant to variable capital (Giddens, 1990). If there are

changes in constant capital resources or expenditures, then, if the rate of profit remains

constant, it can be assumed that compensatory changes would occur in variable capital.

One basis for the economic contradictions of capital evolves from the intrinsic

nature of the search for profit characteristic of the capitalist mode of production.

Simultaneously, an imbedded structural feature of capitalist economy is the proclivity for

the rate of profit to decline. The struggle then for capitalism is to counteract this

structural feature while seeking new modes for producing profit. The fact that capitalism's

primary goal is the production of profit, does not imply that the capitalist is dishonest or

under-handed in his derivation of profit (Giddens, 1990, p. 49). nor does it imply

conspiracy of any sort. Rather, it is simply the basic nature of the economy under

capitalism.

On the average, Marx holds, the capitalist buys labor, and sells
commodities, at their real [market] value. As he puts it, the
capitalist “must buy his commodities at their value, must sell
them at their value, and yet, at the end of the process, must
withdraw more value from circulation than he threw into it at the

starting.” (Giddens, 1990, p. 49)

Giddens (1990, p. 48) interprets Marx's labor theory of value to indicate that

“... demand does not determine value, although it can affect prices. For Marx, demand is

most significant in relation to the allocation of the labor force to different sectors of the

economy.” In contrast, Marx's notion of labor supply is best conceptualized within the

framework of productive and unproductive labor under monopoly capital.

Productive and unproductive labor. The focus on the contrast between

productive and unproductive labor rests with the central question of the role of labor in

the capitalist mode of production (Braverman, 1974). As implied in the foregoing



discussion, the critical characteristic of productive labor is its production of value and

surplus value. Various forms of labor produce commodities for the capitalist and may be

counted as productive labor. Braverman argues that the debate about productive and

unproductive labor is actually one of an analysis of the relations of production rather than

an examination of the specific kinds of labor. The contrast and analysis of productive and

unproductive labor, therefore, focuses on the role of labor in the capitalist mode of

production as opposed to implicit judgment and evaluation about the nature of the work

processes (Braverman, 1974, p. 411).

Braverman (1974) further notes that Marx's original discussion of labor essentially

defined productive labor as that which directly contributes to the increase of capital. By

this definition, unproductive labor would be labor that does not produce a commodity

value and, hence, surplus value for capital. Disregarding the concrete form of labor in

order to examine its social form illustrates the manner in which social forms dominate and

transform the significance of material things and processes (Braverman, 1974, p. 412).

“Therefore, the transformation of unproductive labor into labor which is, for the

capitalist's purpose of extracting surplus value, productive, is the very process of the

creation of capitalist society” (Braverman, 1974, p. 413).

Braverman (1974) contends that the mass of unproductive labor, which once

existed outside the ambit of capital, has been transformed into a mass of labor constituting

a different foundation within the auspices of capital. The process of productive labor has

thus become a collective process which fashions the ultimate product; that is, each worker

can no longer be considered productive in the individual sense, and the definition of

productive labor applies only to the body of workers taken as a whole (Braverman, 1974,

p. 417).

Thus while, on the side of productive labor, the individual worker
loses characteristics as producer of a finished commodity which
made him or her a productive worker, and retains those
characteristics only in the mass, on the side of unproductive labor
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a mass has been created which shares in the subjugation and
oppression that characterizes the lives of productive labor.(p. 418)

Braverman (1974) concludes that a major consequence of the capitalist mode of

production is that the distinction between productive and unproductive labor has been

blurred. For Marx, the clear technical distinction between productive and unproductive

labor in the late 19th century fostered their conceptual dichotomization. Braverman

convincingly argues that productive and unproductive labor are no longer conceptually

counterposed but rather “... form a continuous mass of employment which, at present and

unlike the situation in Marx's day, has everything in common” (p. 423). One of

Braverman's distinct contributions to the study of labor under monopoly capital was the

demonstration of processes of labor degradation (“deskilling”) as labor processes within

occupations were transformed and labor was shifted among occupations.

Wage labor. The capitalist purchases from the worker the power to labor over

an agreed period of time (Braverman, 1974, p. 54). This is distinctly different from the

notion that the capitalist purchases a specific amount of labor from the worker, and is an

important distinction because the power to labor is an inalienable human property that

cannot be appropriated separately from the individual. Human labor “... is informed and

directed by an understanding which has been socially and culturally developed, [and] is

capable of a vast range of productive activities” (Braverman, 1974, p. 55). Braverman

submits that the vast diversity of potential human labor processes is associated with the

rapid creation of new modes of labor that can be exploited by the capitalist. Braverman

terms this the “infinitely malleable character of human labor” and considers this uniquely

human characteristic the foundation for the expansion of capital (p. 55).
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The human capacity for surplus labor is simply the capacity of the laborer to work

an amount of time beyond the point where working would have otherwise ceased

(Braverman, 1974, p. 56). The two distinctly human characteristics that foster the

continuous enlargement of human productivity are intelligence and purposive behavior

(Braverman, 1974, p. 56). The output of labor power, therefore, is not only a matter of

the capitalist system's inducements to the laborer but also a product of this infinitely useful

[to capital] human characteristic of adaptability (Braverman, 1974).

Marx notes that the use of the word “services” instead of wage-labor excludes the

distinctive characteristic of wage-labor and of its use -- specifically, that it increases the

value of commodities against which it is exchanged; that is, it creates surplus value. By

falsely representing services as something other than wage-labor, the precise relationship

through which money and commodities are transformed into capital is disregarded (Marx,

1887/1978, p. 444).

“Service” is labour seen only as use-value (which is a side issue in
capitalist production), which results in the loss of the nature of the
commodity and its inherent contradiction. A service is nothing
more than the useful effect of a use-value, be it of a commodity,
or be it of labour. (p. 356)

Marx notes that wages are the sum of money paid by the capitalist for a particular

labor time or for a particular output of labor. The appearance is that the capitalist

purchases labor with money and the workers sell the capitalist their labor for money. In

reality, the capitalist purchases labor power as a commodity much like he would purchase

any other commodity. The distinct difference is the unit of measurement -- the commodity

labor power is measured in time and other commodities are measured in tangible units

such as weight, volume, size) (Marx, 1887/1978, p. 204).
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Edwards (1979) re-examines this important contrast and its effects on labor and
noteS.

It is this discrepancy between what the capitalist can buy in the
market and what he needs for production that makes it imperative
for him to control the labor process and the workers activities.
The capitalist need not be motivated to control things by an
obsession for power; a simple desire for profit will do. . . .the
task of extracting labor from workers who have no direct stake in
profits remains to be carried out in the workplace itself (p. 12)

Edwards argues that the evolution of this inherent conflict between the worker and the

employer results in the capitalists' attempt to organize production in such a way as to

minimize workers' opportunities for resistance and even alter workers' perceptions of the

desirability of opposition. Work has been organized by the capitalist then, to contain

conflict and thus Edwards conceptualizes the workplace as contested terrain. Control (not

to be confused with the coordination essential to all social production) over the productive

processes, and the labor power necessary to effect them is directly antagonistic to the

workers' attempts to not be controlled. Waitzkin (1989) concludes that the quest for

appropriation of surplus value is a structural source of worker exploitation.

... it motivates the capitalist to keep wages down, to change the
work process (by automation and new technologies, close
supervision, lengthened work day or overtime, speedups, and
dangerous working conditions), and to resist workers' organized
attempts to gain higher wages or more control in the workplace.
(p. 166)

The process of capitalist production does not simply create commodities, it

absorbs unpaid labor and changes the means of production into means of absorbing unpaid

labor (McClellan, 1985, p. 513). Productive labor in no way implies that the labor has an

exact content, a particular usefulness, or a specific characteristic in which it is

materialized. Thus, labor of the same content can be either productive or unproductive

(McClellan, 1985, p. 513).

The theoretical construct and analysis of hegemony offered in the political and

ideological works of Gramsci, Poulantzas, and Althusser is incorporated by Buroway
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(1985) in his attempt to understand how the “industrial proletariat” contends with

everyday work life. Buroway asserts that worker exploitation has become hegemonic

under monopoly capitalism. For this to have occurred, the various strategies employed by

workers to regain control of their work has become the object of managerial gaming to the

extent that capital's efficiency and productivity goals come to be embraced by the workers.

This fosters a self monitoring encouragement of the workers to meet the management

criteria for acceptable productivity levels. Various economic and political strategies

support and embed capitalist hegemony in the mode of production. Buroway also argues

that a dialectic, within the labor process, exists which produces the unique characteristic of

capitalism -- its capacity to simultaneously secure and obscure the extraction of surplus

value. This is accomplished on three related dimensions of production: the economic

(production of things), the political (production of social relations), and the ideological

(production of an experience about those relations).

Labor Inputs and Outputs

Economic efficiency is based on the relationship between labor inputs and outputs.

Concepts useful to understanding the balance between labor inputs and outputs are price,

price elasticity, economies of scale and scope, and least-cost combinations. “Economic

efficiency in demand is related to economic efficiency in supply through prices” (Feldstein,

1988, p. 149). In turn, price elasticity of demand and supply reflects the capacity of the

market to adjust prices to accomplish specific goals (such as increasing the supply of

personnel).

Economies of scale traditionally has referred to the behavior of total costs as

output increases (Kass, 1987). Thus, it is an indicator of efficiency primarily attributable

to large scale production operations usually associated with single-product companies

(Kass, 1987). “Economies of scope” better measures cost advantages to firms of

supplying a large number of diversified products in the production of a solitary output
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(Kass, 1987). Both scale and scope measures relate to health work force employment,

particularly in the areas of relative costs to institutions of concentrating the number of

lower paid employees to achieve outcomes similar to those achieved with the more

expensive personnel.

The importance of least-cost combinations to the health personnel labor market

relates to the economic efficiencies achievable by optimal combinations of human resource

inputs to achieve increased outputs. Knowledge of “marginal increases” in output

resulting from the increase in any one type of personnel can be empirically determined

(Feldstein, 1988, p. 148). The combination of relative prices (wages) of different human

resource inputs and relative productivity of the inputs, provides empirical data useful to

targeting a specific level of output desired (Feldstein, 1988).

Dual Labor Market

Dual labor market theory conceptualizes the economy stratified into two segments:

the “core” and “periphery” (Bluestone, as cited by Harrison, 1974, p. 273). This is a

functional division which characterizes two distinctly different strata distinguished by their

notably different qualitative characteristics. The types of workers, employers, and

underlying technologies of the two sectors behave in identifiably different ways. The

central institution of the core, the primary labor market, is characterized by job attributes

and worker behavioral attributes which, by mutual reinforcement, interact to produce a

“... structure characterized by high productivity, non-poverty wages, and employment

stability” (Harrison, 1974, p. 274).

The factor of employment stability is of interest to this discussion. Work force

stability is valued by employers in the primary labor market. Due to the investment of

resources in training and grooming employees, turnover in the primary labor market is

expensive and undesirable from the employer's point of view (Harrison, 1974, p. 274).

Employers in the core segment of the economy have the resources to obtain workers
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during periods when periphery of the economy offers relatively inexpensive workers, and

then by the structure of “internal labor markets” (Doeringer & Piore, 1971), retain those

workers during periods when external labor is more expensive (Harrison, 1974, p. 275).

Upon hiring, an employee has a finite capacity for improvement in job performance that is

fueled in part by on-the-job training. It is advantageous to the employer to retain workers

whose capacity for improvement is nearly inexhaustible (Harrison, 1974, p. 276).

The periphery of the American economy is characterized by similar work force

characteristics among the four sections comprising it and depicted in the following

diagram. This “secondary labor market” is characterized by a class of jobs which differ

significantly from the jobs available in the primary labor market. Specifically, on the

measures of productivity, wages, and employment stability, the secondary market ranks

noticeably lower than the core. Again, the interest in this discussion relates to job stability

which differs significantly between the primary and secondary sectors. “...both firms and

workers in the secondary labor market seem to benefit from unstable work force behavior.

That secondary labor is significantly more unstable than primary labor is incontestable”

(Harrison, 1974, p. 279).
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Mobility among these segments seems to take place regularly while, by contrast, workers
in the peripheral stratum are able to move into the core of the economy only very
infrequently. (p. 277)
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Harrison identifies four reasons for the instability in the secondary labor sector:

employers in the secondary market cannot afford to invest in specialized training for their

workers; employers’ level of technological requirements does not require them to enter

into specialized training, with little invested in their employees and the availability of

substitute labor in the external labor market, the employers need not be concerned with

high turnover in comparison to the primary labor market; and the employers are not

financially predisposed to develop internal labor markets because of the availability in the

market of low cost substitutable labor.

Labor Market Segmentation

Gordon, Edwards, and Reich (1985) argue that three major structural

transformations have shaped labor processes and labor markets in the United Sates: an

initial proletarianization of labor followed by a period of homogenization and a period

culminating in labor segmentation. In each stage of the development there is an

identifiable “social structure of accumulation” which ultimately fosters contradictions and

concomitant class struggle. These transformations required capitalists to find new forms of

labor control. From this viewpoint, capitalists must constantly revolutionize both the

labor process and industrial organization in order to subdue class struggle.

The process of labor segmentation was founded on the corporate response to labor

unions developed in the early part of this century. The unions represented labor's efforts

to resist managerial control over the production process. The corporate response was

two-fold: introducing the concept of “internal labor markets” and encouraging the

integration of industrial unions into a new collective bargaining structure (Gordon et al.,

1985). The process of homogenization that followed, promoted a leveling of the

occupational structure associated with the semi-skilled nature of modern industrial work

(Gordon et al., 1985).

17



The period of labor segmentation resulted in two key outcomes. First, it

disadvantaged the independent primary segment (from the low degree of unionization and

the greater flexibility of work rules) and the secondary segment (from the myriad of

disadvantages that secondary workers confront in facing their employers). Second, there

was a general consolidation of capital's power, due in large part to the process of labor

segmentation after 1950 (Gordon et al., 1985, p. 238).

Blacks, Hispanics, and women entered the wage-labor force
during the regime of monopoly capitalism... [during which time]
developmental forces were pushing toward a segmented, rather
than a homogeneous, work force. (p. 238)

They moved into secondary jobs because direct discrimination and indirect prejudice in

education and previous work opportunities prevented them from entering the primary job

market. “As these and other forces produced segmented markets, segmented markets in

turn, tended to reproduce discrimination” (Gordon et al., 1985).

Thus, market segmentation accounts for part of the racial and sexual differences in

income, unemployment, and other labor market outcomes (Edwards, 1979, p. 194). One

relevant outcome of the continuing segmentation of race and sex is a surplus labor force

whose primary attribute is its employment at low wages (Edwards, 1979, p. 195). A

pertinent outcome is that the interaction of the dialectics of sex and race with that of

capitalist development has created most of the change in minority's and women's situations

(Edwards, 1979, p. 196).

Health Care Labor Under Capitalism

“The introduction of new technologies and new organization of work occurs in all

areas of social production “(Navarro, 1986, p. 130). Navarro maintains that no

areas/sectors of health care are intrinsically labor intensive. He emphasizes this point

because there is widespread belief that social and personal services (such as health care)
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are intrinsically labor-intensive -- there is thus an assumption that the personal nature of

those services requires the personal involvement of large numbers of personnel.

Building on Braverman's work, Navarro (1986) recognizes the capital

intensiveness and deskilling characteristic of all forms of labor under capital and offers the

transfer of registered nurse level work to the technical nurse level as a modern example of

deskilling in the hospital environment. However, Navarro counters that nothing inherent

in the labor process in the health sector precludes the separation of tasks and the deskilling

of labor power.

The speed with which the changes in the labor process in the
services sector will occur will depend, on the one hand, on the
pressure by the capitalist class to extract as much work as possible
from the service worker by increasing the rate of exploitation of
that labor and, on the other, on the resistance by the service
workers to the increase of their exploitation. (Navarro, 1986,
p. 131)

Navarro (1986) identifies points of similarity in the tremendous growth of

employment “in medicine” (sic) common to all developed capitalist countries:

...the increased specialization and hierarchicalization of the health
labor force; a growth in employment most accentuated for low
paying jobs which, incidentally, comprise the bulk of positions in
that force; women filling the majority of those jobs; and the
increasing dependency for the provision of services on either
members of minority groups (e.g. Blacks in the USA) or, as the
case in Europe, on foreign labor, euphemistically called guest
workers. (p. 22)

Navarro makes the case that the dependency on minority and immigrant workers is more

accentuated in the low-paying than the high paying jobs. Important also to this discussion

is a consequence of the division of labor both within and outside the health care system.

Navarro identifies this as “... the establishment of barriers to working-class solidarity”

(p. 29). The demand for higher productivity and greater specialization can also be

perceived as part of a strategy to dissipate a threatening labor force. Hierarchicalization of

grades and sections reproduces the pattern of power relations that is determined for
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different components of the labor force by their social class position, and their race and

sex composition (Navarro, 1986; Waitzkin, 1989).
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CHAPTER 1

INTRODUCTION AND THEORETICAL BACKGROUND

I.3 A Theoretical Framework for Home Care Labor

This section proposes a theoretical framework from which to view the various

issues associated with home care labor based on the concepts and principles reviewed in

the preceding discussion on labor theory and economics. The Review of Literature

(Chapter II) is organized around important themes generated in this theoretical

framework. The theoretical and empirical context of the current research is then situated

within this political economy perspective on home care labor.

The overarching theoretical question guiding this study is: “What are the explicit

and implicit arrangements within which the home care labor force (both formal and

informal providers) operates and what sectors of society are advantaged and

disadvantaged by the structural organization embedded in these arrangements?” To

explore this question, it was necessary to develop a broad theoretical view of home care

labor within an appropriate theoretical paradigm. The political economy perspective

focuses on social arrangements and social policy as products of historical, economic,

political, and social forces that cannot be examined in isolation from one another. Thus,

to view the linkages between these various forces within the context of home care labor, it

was necessary to develop a unique theoretical interpretation of home care labor.

For purposes of this research, home care labor is viewed as follows: The private

residence (home) is the site of production, the client/patient is the work object, and the

product is “home care.” Within this framework, organizations that engage in home care

may be said to have relatively little constant capital (operating cost) investments in

building structures, equipment, and upkeep (cleaning, electricity, building maintenance).

The major economic expenses are related to the costs of the labor power (variable capital)

necessary to forge the product (home care). The intrinsic feature of capitalism is the
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search for profit characteristic of the capitalist mode of production. Since constant capital

investments have been minimized (possibly as far as they can be outside institutions), the

residual arena in which costs could be further reduced (thus insuring profit production) is

the area of labor power costs.

Within the area of labor power costs, the need to extract from the paid worker

more work than is paid for (surplus value) is one of the unique characteristics of capitalism

(exploitation of labor). This tendency occurs in capitalism because labor power itself is a

commodity and, like other commodities, it has a value. The rate of surplus value (the

labortime performed solely for the capitalist) is malleable and involves complex social

relations of production. The rate of surplus value (rate of exploitation) can be increased

by increasing worker productivity, decreasing worker pay, or adjusting the combination of

paid workers to the lowest “cost combination” that can produce [ostensibly] the same

product. The product is then relatively “less costly” and a portion (if not all) of the

increased economic gain reverts to the capitalist system (or some of it goes to the

suppliers of labor power, the workers, if they are successful in effectively negotiating that

arrangement).

Work speedup and increased supervision are two strategies commonly employed

to increase worker productivity. These are limited, however, because human ability to

labor is finite; it is an exhaustible commodity. Worker pay can be decreased, but only to

the point that workers are not lost to another capitalist who offers a higher price for the

commodity labor power. Consequently, these two strategies -- increasing worker

productivity and decreasing worker wages -- are finite in their capacity to reduce the cost

of labor associated with the production of home care.

The third possibility to decrease variable capital costs is to adjust the combination

of paid workers to produce the same outcome for less cost investment. By shifting work

to the lowest skilled laborers capable of adequately performing the work for the lowest

price (“least-cost combination” of paid workers), the variable capital investment in the
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production of home care can effectively be decreased. Under certain circumstances, this

can be a finite resource to decrease variable capital costs as well. First, there is a

theoretical “bottom” to the least expensive combination of paid workers that can

effectively produce the same outcome (product). Second, regulatory mechanisms may

limit the type and extent to which such a strategy can be implemented. However, one

possibility to secure labor power for no immediate variable capital investment is to secure

the labor power for free (“unpaid labor”). This labor is not actually “free” to the system

because its utilization necessarily implies a commodity transaction which decreases the

effective supply of the commodity labor power in one market area as it increases the

supply in another. It does have the instant advantage, however, of decreasing labor power

COStS.

In classical Marxism, the social relations of production were not always visible (as

in the informal work group). For the most part, however, even rapid advances in

technology and degradation of work into a succession of parceled operations nonetheless

meant that workers were, at minimum, under the same roof (the factory) for a workday.

Workers aggregated in one physical site of production tends to breed conflict because

managerial surveillance and control over productivity is counterposed to the workers'

attempts to gain freedom from this sense of being controlled (Edwards, 1979). In

contrast, although geographic dispersion of home care workers challenges managerial

manipulation and control of workers and work processes, it also creates an environmental

barrier to development of cohesiveness or a sense of shared community by the labor force.

This can result in a decreased problem for management in the areas of controlling the

amount, content, and pace of work since workers do not share a common forum in which

to compare workday experiences. It could also foster alternative mechanisms for worker

exploitation when the strategy of control over the work process is hindered by workplace,

and thus worker, dispersion. The relative invisibility of the home as a site of commodity

production also abets this arrangement.
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In this theoretical perspective, the labor required to maintain the work object (the

client) in the site of production (the home) is viewed as necessarily being a combination of

paid (formal) and unpaid (informal) labor. The private residence is considered one of the

most invisible sites of production in the capitalist economy. Resulting structural

arrangements for labor to produce the outcome (“home care” product) are conceptualized

to be invisible and contested. As such, possibilities exist for profit maximization situated

on the visible and invisible exploitation of labor. In this project, the possibility being

explored is the utilization of paid workers to train unpaid workers to produce “home

care”, thus effectively lowering the variable capital costs of production for the home care

industry and increasing profit in the capitalist system.

The ensuing review of literature focuses on five areas against which this theoretical

stance may be empirically evaluated. These areas include: (a) the sociodemographic

perspective of home care for elderly and associated labor needs; (b) the current home care

labor environment reflected in issues of worker recruitment, training, retention, and wages

and benefits; (c) human resources and composition and characteristics of the home care

labor market; (d) the historical perspective and policy context of home care labor and the

labor relationship of formal and informal home care; and (e) the economic environment for

home care labor. Implications of the empirical evidence within this theoretical perspective

are then presented as support for the approach in the current research.
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CHAPTER II

REVIEW OF THE LITERATURE

II.1 The Sociodemographic Perspective and Associated Labor Needs

The burden of health and social services provision for the disabled and socially

dependent elderly population is rapidly expanding (Kunkel & Applebaum, 1992; Manton

& Suzman, 1992). The recent finding that the magnitude of disability rates among the

elderly actually decreased in the last decade (Manton, Corder, & Stallard, 1993) is

encouraging, but should not obscure the reality of a briskly increasing absolute volume of

elderly in need of health and social supportive services in the home. The projected volume

increases alone warrant attention to issues related to labor supply. Kunkel and Applebaum

(1992, p. 258) demonstrate that, regardless of projection model used, by the year 2040,

the over-65 population long-term disability rate is estimated to increase 190 to 343% over

the current rate. The authors suggest that one major concern for the future is the

adequacy of the labor force available to provide long-term care in light of this certain

escalation of demand.

Increasing “population frailty” (Verbrugge, 1989) and increasing life expectancy,

but worsening health (Brody, Brock, & Williams, 1987; McKinlay, McKinlay, &

Beaglehole, 1989; Verbrugge, 1991), will create an unprecedented strain on the informal

and formal long-term care providers in the 21st century. Kunkel and Applebaum (1992)

demonstrate that, regardless of the prediction model used, forecasts for increases in the

elderly population are remarkable. Manton and Suzman (1992), however, point out that
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projecting the growth of the elderly population is imprecise because of uncertainty about

mortality trends.

The number and proportion of the very old are increasing rapidly (Rice, 1989a)

and their needs are intensified with aging. Although there are no objective physiological

criteria which signal the beginning of old age, it is commonly accepted to be age 65 (a

reflection of custom and of the legal definition of retirement age and eligibility for Social

Security) (Rice, 1989a). In less than forty years, the over-65 age group will represent

20% of the U.S. population (Rice, 1989c). More than one in ten elderly will be in the

“very old” category (Rice, 1989a) and potentially in need of formal long-term care

services including home care. The majority (70%) of the elderly, age 85 and over, are,

and will continue to be, women (Rice, 1989b).

There exists a unique obstacle for estimating home care needs for women over age

85. Because these women are disproportionately institutionalized in nursing homes, they

are not included in community-based, long-term care needs estimates and, thus, prevalence

of disability in women at the oldest ages is underestimated (Guralnik & Simonsick, 1993).

The projection of demand for services in the community-based, over-85, female

population likely reflects this distortion and should be considered an underestimation for

the future.

In the period from 1980-2040, there will be a 309% increase in persons age 75 and

older with limitations in activities of daily living (Rice, 1989c). Verbrugge (1989)

concludes that the combined forces of an aging population with increasing morbidity,

disability, and frailty among the elderly will require substantial medical and home care

services despite the likelihood that per-person needs will actually decline.
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It is extremely important to recognize that the aging of the population will not

necessarily cause an increase in health expenditures, as Getzen (1992) has clearly

demonstrated. However, the manner in which policy decisions are made regarding paid

care provision for institutionalized and home-bound elderly, could have powerful

ramifications for the home care labor force. This distinction is critical because the widely

held belief that population aging is the root of escalating health expenditures, diverts

attention away from the array of policy choices to be made concerning the health and

social services delivery system (Getzen, 1992). Simultaneously, it detracts from the

debatable options for work force changes to meet society's increasing need for long-term

care services in a variety of settings including the home.

Knowledge of the growth in the elderly population, however, does not provide

direct information about the type and level of acute, post-acute, and LTC services that will

be needed in the future (Manton & Suzman, 1992, p. 330). To forecast such service

needs also requires information about the numbers of elderly in various states of health

(Manton & Suzman, 1992). The numbers and types of medical and ancillary workers

required to provide the identified services can then be projected notwithstanding the

confounding matters of personnel substitution and unknown changes in the health and

functional status of the future elderly population (Manton & Suzman, 1992, p. 332).

Based on National Center for Health Statistics survey data, Manton and Suzman

developed indicators of demand for health care personnel. They then utilized these factors

to project changes in requirements for paid health care workers in three specific areas:

hospitals, nursing homes, and home care. They assumed current levels and patterns of

service provision would be maintained and then predicted future needs for nurses, home
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health workers, and other occupational categories based on that assumption. The authors

note that they make crude estimates because the full demand for home health services is

currently unknown and there are no clear standards for staffing of home health services

(Manton & Suzman, 1992, p. 352).

Table 1 illustrates selected personnel needs in the home care arena and

demonstrates a doubling of the labor force for both home health aides and nurses in the

next 50 years. The magnitude of the increased need for home health aides is especially

alarming since this projection reflects personnel requirements to simply maintain current

levels of services to the elderly (GAO, 1991) and represents personnel needs based on an

intermediate model of mortality (Manton & Suzman, 1992).

Table 1

Projected Personnel Needs Compared to 1986 Baseline

Year Home Health Home Health

Aides Nurses

1986 198,900 22,100

2000 249,258 27,695

2040 484,059 53,797

Table constructed from data provided in Manton & Suzman, 1992.

These projections are representative of the mounting labor supply challenge in long

term care for the future (Manton & Suzman, 1992), however,

... it is clear that if programs were to expand to reach a larger
percentage of the disabled elderly in the community, the increase
in the number of elderly using formal, paid home care services
could be substantial. . . . and have an enormous impact on future
personnel needs. (GAO, 1991, pp. 11-12)
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There is a pressing need to intensify research efforts on the home care labor force and its

environmental characteristics, as well as the relationship between the paid and unpaid

work forces providing home care. Policy options for home care delivery need to reflect

serious attention to the assumptions about the supply of paid and unpaid labor to provide

care of elderly people in their homes as the population ages. Perspectives on the supply of

unpaid!"informal” labor are included in Chapter II.4 on the home care labor force.
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CHAPTER II

REVIEW OF THE LITERATURE

II.2 The Home Care Labor Environment

Introduction

Objective employment conditions were a source of high dissatisfaction for home

health aides in a study of quality of work life issues (Feldman, Sapienza, & Kane, 1990).

Feldman (1993b) notes that there was dissatisfaction with the extrinsic rewards (wages,

benefits, and working conditions) of the home health aide job. This dissatisfaction was not

present with the intrinsic rewards of the job (those nurturing, caring proclivities also

associated with family caregiving). Feldman found that dissatisfaction with extrinsic

rewards among the paraprofessional home care work force leads to turnover, absenteeism,

worker shortages, service gaps, and other worker problems. Similar associations in other

occupational categories in the home care environs were not found in the literature.

The environment in which the home care labor force toils, will be described from

the perspective of recruitment, training, and retention of professional and paraprofessional

home care workers and what is known about wages and benefits for these workers in

comparison to each other and to workers employed in institutional settings. The issue of

job satisfaction is important to this discussion only insofar as agency-provided worker

training might be utilized as a strategy to retain employees. However, job satisfaction per

se is not central to this discussion and review here of the associated sparse literature

focused on management tactics to retain paid workers is minimal.

Recruitment, Training, and Retention

Two distinct education and training issues relate to the labor force in home care.

The first issue involves the education and training of professionals in the fields of

medicine, nursing, physical therapy, gerontology and geriatrics, dentistry, and social work.
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The second concern of interest involves training issues for home health agencies as

required by regulatory agencies, as a strategy for recruitment and retention of paid

workers, and as a method of increasing workers' skills to assume greater responsibilities.

In terms of sheer volume of personnel and absence of pre-employment training in many

cases, the education and training of paraprofessionals exceeds all other home care

occupations for attention. Greater emphasis on education and training issues will

therefore be placed on the latter, following a brief discussion of professional home care

personnel training issues.

Professional home care workers. The need to incorporate gerontology and

long-term care content into the curricula of all health professional schools, is widely

espoused (Estes & Close, 1993; Institute of Medicine, 1991; Shugars, O'Neil, & Bader,

1991). Preparing the professional work force for the long-term care needs of an aging

society in the 21st century, is no small task given the focus of health professional

education on acute care models and the attendant neglect of other crucial components of

the care continuum. For example, nurse researchers reported alarming evidence that a

majority of students and practicing nurses hold negative, stereotypical views about the

elderly and that faculty also display negative attitudes toward specializing in

gerontological nursing (Philipose, Tate, & Jacobs, 1991, p. 528). These types of attitudes

joined with the doubled need for home health nurses between 1986 and 2040 (Manton &

Suzman, 1992) and the increasing chronic care needs of disabled elderly in the home,

present a real obstacle to educating gerontologically competent nurses with an interest in

providing home care services to the disabled elderly.

Other health professions suffer similar curricular and professional myopia

concerning geriatric and gerontological education best reflected in Hazzard's (1991)

comment that this content has been only grudgingly incorporated into medical school

curricula. The historical and ideological bases for these apparent educational aversions to

incorporating the evolving challenges of aging in this society highlight the ongoing need
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for a sensitive, innovative, and persistent academic commitment to preparing future

practitioners in a variety of health fields, including long-term care of dependent elderly

persons.

Regardless of the suggested shortcomings in professional education, professional

workers have, at minimum, a pre-employment knowledge base, clinical skills, coached and

evaluated practice patterns, and client interaction history. State licensure generally assures

a minimum competency to safely practice in the specific occupational category. Thus,

agencies employing professional workers can reasonably expect certain prescribed

practices from specific occupations. The training needs for professional employees of

home care agencies then would be likely to concentrate in areas involved with agency

administrative and management matters and attendant regulatory statutes. In contrast,

training needs for paraprofessional (including semi-skilled and unskilled) workers can be

assumed to involve agency policy and procedure, as well as a variety of observational,

communication, medical, nursing, nutrition, and general client management skills,

depending on the specific occupational category the worker will fill.

Paraprofessional home care workers. In contrast to professional home care

workers, paraprofessional home care workers enter agencies with varying levels of

knowledge, skill, and experience in health and/or home care. Home health aides have little

formal training, education, or experience to prepare them for the myriad tasks and

activities they are relied upon to provide in the home care industry (IOM, 1989).

Medicare law was only recently enacted requiring 75 hours of aide training for home

health aide certification in Medicare-certified agencies in the OBRA 1987. This particular

training mandate, however, has no direct influence on home care agencies not certified for

participation and reimbursement by Medicare. For aides in Medicare-certified agencies,

OBRA 1987 directs the content of initial aide training to include basic nursing skills,

personal care skills, cognitive, behavioral, and social care, basic restorative services, and

residents' rights.
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Recruitment and training of new workers were identified as serious problems for a

notable number of home care agencies in the latter part of the last decade (Jones, 1988).

Wiener and Hanley state that the home care labor shortage appears to have abated in the

early 1990s, but also note that the supply of workers in the future is unknown (1992, p.

85). Training is an issue for workers, consumers, and agency providers alike (Quinlan,

1988). For instance, Surpin (1988) notes the lack of a career ladder for home care

paraprofessionals (e.g., home health aide to LVN without schooling required for licensure

since the home health aide has developed “on-the-job” many of the skills of an LVN).

Consequently, there is some question about the education and training role of the home

care agency with respect to the paraprofessional work force. That is, what in particular do

these agencies train the paraprofessionals to do? In accredited agencies', as well as in

Medicare-certified agencies, certain types of training are required, however, no such

regulatory/funding-induced criteria exist in the uncertified, unaccredited home care field.

The only prescribed training that might be expected in the uncertified, unaccredited sector

would be that dictated by the Occupational Health and Safety Administration (OSHA) and

associated with, for example, the required blood-borne pathogens training for all paid

health care workers.

Recent changes (in 1993) that allow accredited home care agencies to be

“deemed” Medicare-certified may cause only minor changes in worker training in

previously uncertified but accredited agencies since accreditation standards are similar to

Medicare Conditions of Participation standards for certification. Prior to 1993, it is

unlikely that there were many home care agencies accredited, but not Medicare-certified,

if they were in the business of supplying Medicare reimbursable services to eligible elderly.

Worker training in uncertified, unaccredited home care agencies remains unexamined in

the literature (Estes et al., 1993).

'An accredited agency is one that has met the criteria established by the Joint Commission on the
Accreditation of Healthcare Organizations (JCAHO) or the Community Health Accreditation Program
(CHAP) of the National League for Nursing.
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Wages and Benefits

Home care jobs at or below the home health aide level characteristically “... offer

less than full-time employment, lack benefits like health insurance, paid vacations, and sick

leave, and have a median pay of no more than $5.00 per hour” (Wiener & Hanley, 1992,

p. 84). In general, wages for professionals in the home care industry are also less than

those for their institutional counterparts, but mirror the salary hierarchy of hospitals and

nursing homes. Benefits are conventionally associated with full-time employees and the

existence of such an extensive array of less-than full-time paraprofessional workers infers

that benefit packages are sparse or non-existent.

Home care aides have very much the same type of task activities as their

institutionally-based counterparts. However, their wages are significantly lower than

those of aides in the hospital setting or nursing home (Feldman et al., 1990, p. 8).

Burbridge (1993, p. 45) contends that many Medicare-certified agencies could raise wages

and still be fully reimbursed. Obviously, however, a portion of the agency’s “profits”

would be consumed by such a move and would likely be weighed against perceived

benefits to the agency. Home health agencies offer fewer benefits to home health aides

than to professional workers. Feldman et al. (1990) associate this with the part-time

worker status of home aides and state that the home health agencies “... prefer flexible,

part-time workers whose schedules can be readily adapted to changing client caseloads”

(p. 9). Generally, home aides are ineligible for health insurance, paid vacation, or sick

leave because of their part-time status (p. 9). One notable exception are unionized home

attendants who receive a modest package of benefits (Surpin, 1988).

Recent comparative data supplied by the National Association for Home Care

(NAHC, 1993, p. 7), demonstrate average hourly compensation for home care workers, as

of July 1992, for the continuum of paid workers in certified agencies. Noteworthy are the

comparative hourly ranges for registered nurses ($13.40 to $17.41), licensed

vocational/practical nurses ($9.55 to $12.18), and home care aides ($6.31 to $8.28). It is
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clear that whenever possible, a financially efficient organization would prefer to employ

the latter category of worker to do as much home “medical” work as possible.
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CHAPTER II

REVIEW OF THE LITERATURE

II.3 The Home Care Labor Market

Introduction

Although paid workers currently constitute a relatively small portion of the labor

force supplying home care, there will be a substantial increase in the demand for paid in

home help in the next 30 years, in part due to the precipitous growth in the elderly

population (Wiener & Hanley, 1992, p. 83). Wiener and Hanley point out that the

demand for home care workers will increase dramatically regardless of any initiatives to

expand formal home care services. There are several circumstances that will likely lead to

increasing utilization of paid care by the elderly population in the future. These factors

may be summarized as follows: (a) women's increased participation in the paid labor force

resulting in decreased availability to the informal sector; (b) the gap between male and

female life expectancy resulting in more elderly women without informal caregivers

(spouses); (c) limited availability of aging children to care for very old parents; and

(d) fewer children available to provide unpaid care for parents as a result of changes in

patterns of marriage, divorce, and birth rates (Feldman, 1993b; Kane, 1989; Wiener &

Hanley, 1992). Significantly, all of these factors are related to informal care providers

reflecting the anticipated decrease in availability of unpaid workers to provide home care

in the future.

Family availability plays a key role in determining whether or not a person uses any

formal care (to remain in the community/home), surprisingly few disabled elderly rely on

paid home care and only about one-third of the fairly severely disabled elderly use any paid

home care.
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This relatively low use rate is a strong testament both to the
ongoing commitment of families to provide informal care and to
the limited availability of public and private funding for home care
services. (Wiener & Hanley, 1992, p. 81)

The majority of “hands-on,” paid home care for the chronically disabled elderly is

provided by workers who are employed in paraprofessional jobs. The characteristics of

these jobs are low-skill, “very” low wages, low status, little opportunity for advancement,

and little job security (Burbridge, 1993; Feldman, 1993a; Feldman et al., 1990; MacAdam,

1993; Wiener & Hanley, 1992). These “chronic care workers” provide assistance with

personal care, activities of daily living (ADLs), and household tasks such as cleaning and

meal preparation (OWL, 1989). Workers occupying these positions are located in the

secondary labor market (Burbridge, 1993; Feldman, 1993b).

Chronic care workers who provide paid services for elderly in the home are labeled

variously by descriptors of the services/work they perform: homemaker-home health aide,

home care worker, homemaker, home health aide, personal care worker, home attendant,

home helper, chore worker, family care worker, companion, home nursing assistant,

independent provider/contractor, home help support worker (Quinlan, 1988, p. 15).

There appears to be only one consistent worker category and title from these ranks -- the

Medicare-certified “home health aide.” Uniformity in the job parameters of home health

aides among Medicare-certified agencies may be reasonably assumed. However, among

uncertified agencies, there is little reason to expect consistency across the country in the

knowledge, skills, and certifications necessary to serve in any of the foregoing roles.

Home care agencies that have been accredited by the Joint Commission on the

Accreditation of Health Care Organizations (JCAHO) or the Community Health

Accreditation Program of the National League for Nursing (CHAP/NLN), would have

guidelines and requirements for personnel similar to those of the Health Care Financing

Administration (HCFA). However, until the option to be deemed “Medicare-certified” on

the basis of JCAHO or CHAP accreditation became available in late 1993, there is little
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reason to expect that many uncertified agencies would seek accreditation in lieu of

Medicare certification if they were targeting services to older persons.

Quinlan (1988) provides compelling evidence that the occupation “nursing aide” is

rapidly becoming an implicit long-term care occupation due to the increasing demand for

services outside institutional settings. The “... unskilled care market segment, despite

being served by a large number of for-profit companies, is not an attractive source of

profits” (Kane, 1989, p. 27). However, it is the disabled elderly, with multiple chronic

physical and mental limitations, who constitute the custodial care demand (Kane, 1989)

and will increasingly require formal services.

The following factors are identified in the literature as relevant to the home care

labor market demand for formal (paid) home care services by the disabled elderly:

1. human resources such as availability of family and friends (the informal
caregivers) (Burbridge, 1993; Feldman, 1993a; Feldman et al., 1990; Wiener & Hanley,
1992);

2. care receiver characteristics such as elderly functional status (Wiener & Hanley,
1992) and intensity of utilization (Burbridge, 1993; Feldman, 1993a);

3. demographic characteristics such as number of consumers (Burbridge, 1993;
Feldman, 1993a; Feldman et al., 1990);

4. economic resources such as income (Wiener & Hanley, 1992, p. 80), assets,
and savings; and

5. cost factors (Burbridge, 1993).

This discussion focuses specifically on the human resources issues in the provision of labor

to sustain elderly clients in their homes as background for exploring the relationship

between paid and unpaid labor in the provision of home care services to disabled elderly.

It is interesting to note that, although institutional-based and home-based

paraprofessionals are drawn from the same labor pool, there is no shortage of

paraprofessionals in the institutional-based positions but a shortage exists in equivalent

home-based positions (Surpin, 1988). This discrepancy may be explained by extrinsic
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incentives (Feldman, 1993b) such as higher wages, better benefits and working conditions,

and consistent/predictable work schedules associated with the institutional-based

positions. Although the labor pool providing aides in nursing homes and home care

agencies is the same, the comparative rate of unionization is remarkably different (1% of

home health aides, in contrast to 10% of nursing home aides, are represented by unions)

(Snapp, 1993). This may have some bearing on the relative working conditions inside and

outside of institutional settings.

The strategy of enhancing working conditions and benefits for home care workers

results in higher costs to the agencies (Feldman et al., 1990; Wiener & Hanley, 1992).

These enhancements, however, resulted in increased job satisfaction and decreased

turnover rates among the home care workers in demonstration programs analyzed by

Feldman (1993a). Feldman notes that “... costs of turnover reduction may not be

perceived as commensurate with the benefits” (p. 53) to the home care agencies. Feldman

concludes, however, that her study provides empirical substantiation of anecdotal evidence

linking home care employment conditions to recruitment, retention, and quality of care. In

this study, the link to quality of care is established solely through a continuity of care

measure, conducted for one of the four demonstration projects included in the analysis.

The only indicator of continuity of care was the relative consistency of worker associated

with an individual client over time. No other outcome measures reflecting quality of care

(such as patient satisfaction or morbidity rates) were examined. Consequently, the link

between home care employment conditions and quality of care is only weakly supported.

There is a noticeable lack of data on paraprofessional workers providing home

care. A contributing factor to this scarcity of information about these workers is the lack

of a single, standardized (commonly accepted), occupational title for the chronic care

workers who work in the homes of individuals (Quinlan, 1988, p. 15). It appeared that

with Public Law 102-375, the National Center for Health Statistics (NCHS) and the

Health Care Financing Administration would be producing a report for the Commissioner
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on Aging in March, 1994, on demographic characteristics and working conditions of home

health aides in the United States. However, Robyn Stone and Penny Feldman stated

publicly at the November, 1993, Gerontological Society of America Annual Meeting that

this project had been tabled “indefinitely.” The NCHS recently confirmed that no report

related to this congressional mandate is forthcoming (Rice, Personal Communication,

July 6, 1994).

Considering that the paraprofessional work force is clearly recruited in and from

the secondary labor market, it is very likely that employers would not invest in reducing

turnover by offering [real] educational opportunities or [real] opportunities for

advancement. In the evaluation research conducted on work-life improvements for home

care paraprofessionals, a key factor in decreasing turnover was increased wages (Feldman

et al., 1990). The observation that demonstration agencies chose not to continue their

modest work-life improvements after the demonstration concluded (Feldman, 1993b),

supports Feldman's conclusion that employers were unwilling to invest in turnover

reduction among paraprofessionals. Paraprofessional worker training provided by home

care agencies, then, would likely reflect organizational motivation other than the lowering

of turnover rates among home care agency paraprofessional workers.

The availability and training of appropriate and adequate personnel to provide

home care services will continue to be an important issue (Rice, 1989b). There is a lack of

research regarding recruitment and retention of all types of home care personnel (de

Savorgnani, Haring, & Davis, 1992; de Savorgnani, Haring, & Galloway, 1992, 1993).

Due to the tremendous growth rate in the home care industry, agencies have reported

difficulty in recruiting and retaining home health aides and have employed several

strategies to counter this trend including subsidizing transportation (to and from patients'

homes), subsidizing child care, or instituting career ladders enhanced with education

benefits (Quinlan, 1988). Strategies for recruiting and training professional home care

workers were not found in the literature.
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The Bureau of Labor Statistics only began including home health care as an

industry in 1987 (Quinlan, 1988). There exists a dearth of nationwide information on

home health agencies with the exception of the Medicare-certified agencies on which data

have only been collected since 1982 (Quinlan, 1988). Table 2 compares percentages of

total Medicare certified home care agency personnel in reported occupational categories

between 1987 and 1990. The author has standardized the comparisons by converting the

published data to percentages of total employees represented by each occupational

category (from salaried FTE staff and numbers of employees respectively).

Table 2

Percent of Total Employees and Increase in Employees by Occupational Category
in Medicare-Certified Home Care Agencies

Occupational Category Total Employees Total Employees Percent Increase
1987 1990 1987 to 1990

Registered Nurses 40.736 56,867 39.6

Licensed Vocational/ 4,106 7,762 89.0
Practical Nurses

Physical Therapists 6,025 10,822 79.6

Home Health Aides 27,312 38,265 40.1

Other 29,933 33,242 11.1

Total 108,112 146,958 35.9

Table constructed from data reported by NAHC (1993, p. 6).

Of interest is the remarkable consistency in proportions of occupational categories

in the home care work force over the period 1987-1990. The one noteworthy change in

proportion of employees appears in the period from 1987 to 1990 in the occupational

category “other” which would include non-professional workers (choreworkers,

attendants, companion/sitters) and professional workers (speech therapists, occupational

therapists, social workers). The 5.4% decline in percent of total employees in the “other”
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category is significant because the NAHC data are strictly comparable. In an industry

where the total increase in employees has been 36% between 1987 and 1990, the fact that

one occupational category has dropped by 5% may signal that the workers are moving

into professional (RN, LVN/LPN, PT) or other paraprofessional categories (home health

aide), to uncertified home care agencies, to employment outside home care or health care,

or to the ranks of unemployed (to provide “informal” care for their own family members).

It is important to note, however, that despite this relative drop in the “other” occupational

category, the percent increase from 1987 to 1990 for the remaining categories and the

paid home care labor force in general is remarkable.

Wherever the workers may be shifting, however, it is clear that the work

associated with the “other” occupational category must still be accomplished to maintain

elderly clients in their homes. It is possible that this work is being shifted to either the

uncertified home care sector or the informal caregiver system. There are no comparable

data collected nationally on uncertified home care agencies (Quinlan, 1988) and informal

care providers. It is thus not possible to explicate effects of the overall increase in

Medicare-certified home care employees on all paid and unpaid home care workers at this

time.

Human Resources and the Home Care Labor Market

Client attributes like age, sex, marital status, and disability level or chronic

conditions serve to shape demand while economic factors such as income, price, and the

value of time affect the decision on how much money to spend. One key difference

between traditional health care and home care is that home care users frequently purchase

formal in-home services to maintain independence in the community rather than singularly

obtain an improved state of health (Wiener & Hanley, 1992). Also, the formal services

purchased tend to augment/complement, rather than substitute for, informal care

(DeFriese & Woomert, 1992).
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None of the cultural and demographic characteristics (age, gender, race, residence

in large city, education, marital status, living situation, and informal support) investigated

in the research reviewed by Wiener & Hanley (1992) is consistently a significant predictor

of formal home care use. “Generally, increased disability and poorer health lead to a

greater demand for formal home care.” Only half of the studies reviewed by Wiener &

Hanley found that increased income level was a significant predictor of use of formal home

care. The expectation that greater financial resources inevitably lead to greater demand

for formal home care services is neither strongly supported nor opposed in the body of

research conducted thus far.

Less literature exists about the supply of personnel for home care services than

about the demand for those services. Feldman identifies RNs, LVNs, therapists, and low

skilled service workers as comprising the relevant labor pools for home care and notes

that, although growth has been asymmetrical among these occupational types, in each

case, it has been substantially faster than the U.S. population growth. Despite this rapid

pace of growth, there exist critical allied health personnel shortages in areas of particular

importance to home care including physical and occupational therapy. Demand and

supply for respiratory and speech-language therapists are expected to be “... sufficiently

well-balanced for the labor market to make smooth adjustments” (Institute of Medicine,

1989, p. 6). Subsequent individual state reports suggest, however, that significant

shortages already exist in all of the therapist categories (Elwood, 1991). Changes in home

care regulation or reimbursement policies could significantly disrupt any of these labor

market conditions and have potentially serious consequences for the home care labor

force.

The following variables affect the supply of personnel for the home care labor

force: (a) increases in “traditional workers” (supply of home care paraprofessionals

depends, not only upon availability of traditional workers, but also on the opportunity

structure these workers face in the current economic environment); (b) alternative sources
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of employment and income (note that the fastest growing occupations in the U.S. are

highly skilled, except home health aides which has the third fastest projected rate of

growth of all occupations in the U.S.); (c) alternative sources of labor supply (e.g.,

immigrants, welfare recipients); (d) wages; (e) benefits; and, (f) working conditions

(Burbridge, 1993).

The size and composition of the personnel pools from which workers are drawn

(Burbridge, 1993) have changed in the past decade largely as a result of “baby boomers”

entering middle-age (Feldman, 1993b). At the same time, wages, benefits, and working

conditions in the home care industry have been, in general, less attractive than in hospitals

and nursing homes for the aide-level workers and also in most instances for professional

personnel (Burbridge, 1993; Feldman, 1993a).

Feldman (1993b) cites two unique characteristics of the home care labor market

that impede a competitive response for personnel: Practice/training/licensure regulations

hamper changes in skill mix of paid personnel and government budget and entitlement

policies create uncertainty -- budget cuts constrict demand, and entitlement expansions

increase demand. The labor market for home care personnel, therefore, does not respond

in a classical fashion but seems to be mediated in part by these external forces that result in

obstacles to matching supply and demand for personnel.

Burbridge (1993) concludes that changes in the home health care labor market will

reflect both market and political pressures. Models that have been generated to describe

the labor market are inadequate under the circumstances of low-wage workers.

Specifically, the role of the government must be considered, in addition to the private

sector influences. Regarding home care paraprofessionals [and, I would add, home care

professionals], Burbridge notes that “... relatively few occupations are as dominated by the

public sector -- both as payer and regulator -- without actually being the public sector”

(p. 45). Traditional neoclassic economics suggest that the current shortage of home care

paraprofessionals should not continue according to the archetypal supply-demand model.
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The home care labor market is indeed an interesting and challenging phenomenon

worthy of further investigation. The inability of either the classical economics supply and

demand model or a secondary labor market model to adequately explain responses to

labor shortages in the paraprofessional occupations (Burbridge, 1993) may indicate the

need to explore alternative explanations of this phenomenon. For instance, Szasz (1990)

indicates that the strategy of varying occupational skill mix in the home care industry to

effectively lower personnel costs (the least-cost combination economic principle) is

thwarted by federal reimbursement regulations associated with Medicare policy. This

point, however, does not necessarily imply that skill-mix adjustment does not occur in

other ways that aid in containing agency costs and/or assuring profits.

Composition and Characteristics of the Market for Home Care Workers

Previous research makes reference to nine occupations in the home health sector,

specifically those involved in the provision of direct care to patients in the home setting

under the auspices of home health agencies. These occupations include occupational

therapy (OT), physical therapy (PT), social work (SW), respiratory therapy (RT), licensed

practical/vocational nurse (LPN/LVN), registered nurse (RN), speech therapy (ST), home

health aide, and chore worker (Szasz, 1990). Of particular note are the significant wage

differentials between these occupational groups. Also, all of these paid workers’ services

are reimbursable by Medicare except for chore workers. That these occupations reside

within an enormously complex array of personnel and services in the community health

and social services labor market, is best demonstrated by Miller's (1991) “Taxonomy of

Community-Based, Long-Term Health Care Service Domain” included in Appendix A.

Although part-time jobs, low wages, and low benefit packages are characteristic of

the home health labor market (Humphers, Estes, & Bergthold, 1993), these characteristics

tend to be more heavily concentrated in the lower-to-unskilled job categories of home

health aides and chore workers than in the higher skilled occupations such as therapists
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and nurses (Burbridge, 1993; Feldman, 1993b). Part-time and contractual employment of

workers were strategies used by home health agencies to assure agency flexibility in

adapting to variations in patient loads in the community spawned during the cost

containment era of Medicare PPS and DRGs implementation (Humphers et al., 1993,

p. 107). Further, workers in job categories requiring fewer skills were more likely to be

employed on a part-time basis than workers with higher skill levels. Interestingly [and

unpredictably, according to dual and internal labor market theories], highly skilled

workers, except nurses, were more likely to be employed on a contract basis

(Humphers et al., 1993, p. 107).

The paraprofessional work force is comprised of workers who are primarily

female, racial/ethnic minorities, middle-aged, unmarried, poorly educated and trained, and

the primary wage earner for a household (Feldman, 1993a). Feldman estimates that there

are from 300-500 thousand paid personal care providers to frail elderly and disabled at

home. This figure is likely an underestimate of the actual number of paraprofessional

home care workers because independent providers and self-employed aides employed by

private households are not included in these estimations.

A recent national profile compared characteristics of home care aides to hospital

and nursing home aides and concluded that notable differences existed among the three

types of aides for the majority of characteristics examined (Crown, MacAdam, &

Sadowsky, 1992). The authors evaluated data from the 1989 Current Population Survey

(CPS) to construct descriptive profiles of home care workers, nurse's aides and hospital

aides. Regardless of the measurement method, there is a distinct economic continuum

with hospital aides at the higher salaried end and home care aides at the lower salaried

end. Home care aides and nursing home aides were much less likely than hospital aides to

have health insurance or pension plans (Crown et al., 1992, p. 38). The authors conclude

that home care workers tend to be low income, older women, with low educational levels.

Interestingly, nearly 10% of the home aide work force is male in contrast to nearly 20% of
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the hospital nurses aide work force. This may be in part due to the previously cited

differences in extrinsic rewards (wages, benefits, work schedules) between home and

institutionally-based care.

During the post-Medicare PPS cost-containment era, the following strategies

could have been used by home health agencies to keep labor costs down: increase

productivity, lower occupational skill mix, or hold down employee compensation (Szasz,

1990). “The nature of the labor market and restrictive federal regulation, however, limited

options for cost savings other than by increasing productivity” (Humphers et al., 1993,

p. 107). Two dominant strategic themes invoked by the home health agencies to increase

productivity, particularly among the two specific occupational groups employed primarily

on a wage basis (the RNs and home health aides) were workload intensification and

increased supervision and monitoring (Szasz, 1990). These options are finite in their

resource capacity and cannot simply be utilized ad infinitum to maintain or increase

productivity. Home care agencies may be forced to find alternative approaches when the

capacity of these strategies to effectively maintain productivity has been depleted.
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CHAPTER II

REVIEW OF LITERATURE

II.4 The Home Care Labor Force (HCLF)

Introduction

To adequately understand the current context within which the HCLF works and

its structural relationship with the informal sector, a brief historical review is helpful.

Benjamin (1993) notes that there is a relative dearth of information in health services

literature that provides an historical perspective on the evolution of home care. This void

also exists in relation to the evolution of the home care labor force, although a modicum

of information may be found in historical accounts of public health and home care nursing.

In this review, particular attention is devoted to the history of the home care work force in

the United States, recent policy decisions that have contributed to the shaping of that labor

sector, and the links between the informal (unpaid) and formal (paid) home care labor

systems.

Historical Perspective

Care of the ill in the home became an organized endeavor in the late 19th century,

primarily in response to the need for care of the poor sick whose options for care at that

time were limited (Barkauskas, 1990). Prior to that era, essentially all medical care was

rendered in the home by family and neighbors managed, in part, by physicians practicing in

patients' homes (“house calls”) (Benjamin, 1993). At the turn of the century, medical care

had begun shifting toward care service sites outside the home, specifically in physicians'

offices and hospitals (Benjamin, 1993; Starr, 1982). The transformation of the care

environment from homes to hospitals was a result of the combination of scientific

advances, industrialization, and urbanization occurring in the late 19th century (Starr,

1982).
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In the 1880s, homes were the primary workplaces for the majority of trained

nurses and this trend continued into the early 20th century as infectious disease and

associated high death rates dominated the health care environment (Buhler-Wilkerson,

1991). Original visiting nurse associations (VNAs) were philanthropically sponsored,

varied from community to community, and were typically small organizations. Buhler

Wilkerson notes that, as the location for illness care moved into the hospital setting, the

image of the public health nurse tending to the ill in the home began to lose symbolic and

practical appeal.

Important to the history of the home care labor force, at the time of the

transformation to hospitals for care of the sick, the organization of labor for home care

provision had rested largely with visiting and public health nurses supporting the in-home

care provided by family and neighbors. Accompanying the shift to institutional care, not

only did the hospital become the site for medical care, but

...the division of medical labor was refined and intensified, as
conceptions of efficient and rational organization prevailing
elsewhere in the economy were applied to care of the sick [and
the hospital became] a workplace for the production of health.
(Starr, 1982, p. 146)

This is an important precedent in the history of the home care labor force because,

although this division of labor occurred in the hospital environment, it represented an

implicit commitment to the rationalized division of labor providing medical services, and

set the stage for the later replication of this labor force organizational arrangement outside

the institutional setting.

In 1909, the Metropolitan Life Insurance Company began an experiment to supply

nursing services to all industrial insurance policyholders during illness (Buhler-Wilkerson,

1991). The company either arranged for the services of existing VNAs via

brokered/contracted services, or employed the nurses itself. This appears to be the first

evidence of the concept of sub-contracting for personnel services in the home care setting.
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The creation of a public image of humanitarian concern for the care of laborers and the

capacity to reduce the number of death benefits paid, served labor organizations and also

provided VNAs the funding necessary to further extend their services to the working class

(Buhler-Wilkerson, 1991). Visiting Nurses Associations continued to be the classic

providers of home health services and traditionally employed only registered nurses

(Kelly, 1985).

Nurse's primary functions involved teaching concepts of disease prevention,

personal responsibility for health, and new treatment techniques resulting from medical

advances (Buhler-Wilkerson, 1991) in the home setting. The evolution of governmental

support for these types of activities grew from the public, tax-supported programs of

individual health boards around the turn of the century. The attendant organizational

proliferation caused, and was caused by, undefined boundaries and contested ownership of

the “public health” domain. Thus there was, on one level, the struggle between voluntary

and governmental organizations and, on a separate level, seeds of conflict with the medical

profession over rights to “curative” practices (Buhler-Wilkerson, 1991). As a result,

publicly funded home nursing activities became largely focused on prevention of disease,

and Visiting Nurses Association activities were relegated to voluntary agencies.

Another phase in the evolution of home care important to an understanding of the

HCLF, is the emergence of chronic illness especially among the elderly which had, prior to

World War I, been a relatively non-existent problem for the medical care system. Around

this time, physicians and hospitals encountered the predicament of confronting chronic,

intractable and largely incurable diseases, and ridding hospitals beds of these patients in

favor of the more technically/scientifically manageable, acutely ill, curable patients

(Benjamin, 1993). Two issues relevant to the HCLF surfaced, as a result of the increasing

interest in the treatment of chronic illnesses. Where would care be provided and who

would provide services? The theme of ensuing policy debate focused on the search for

alternatives to institutional care and shaped the development of home care policy over the
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past 50 years (Benjamin, 1993).

The early definition of home care as a less costly option than hospital care and

concomitant suggestion that positive patient and family benefits were derived from in

home care, occurred during the 1930s and 1940s (Benjamin, 1993). This is historically

significant for the subsequent development of the HCLF because this labor sector likely

would not exist in its present form without the persistence of these two major ideological

commitments in American health care policy formulation.

The hiatus in world wars witnessed studies of home care models and various

reports that, among other features, highlighted the importance of, and lack of appreciation

for, homemaker services as a necessity for home care and stressed the role of physicians

and multiple roles of nurses in the provision of home care services (Benjamin, 1993,

p. 133). At the same time, comprehensive, coordinated, community-based nursing

services supported by nursing leaders were thwarted in large part by the competing

interests and practices of public health, private duty, and visiting nurses differentially

supported by philanthropic, private, and tax funds (Buhler-Wilkerson, 1991). Benjamin

(1993) reports that the premiere hospital-based home care program at mid-century

provided a variety of services under a physician's plan of care that included physician

house calls, nursing, social work, housekeeping, and transportation. Significantly,

organized programs of home care at that time were: (a) hospital based, (b) physician

directed (Benjamin, 1993), and (c) constructing the rudiments of a home care services

labor force previously unknown to the health care industry.

A “rebirth” in home care began in the 1950s in response to increasing hospital

care costs, increasing chronic illness, and increasing awareness of a rapidly growing

elderly population (Benjamin, 1993; Buhler-Wilkerson, 1991). At that time, however,

there was relatively little insurance coverage for home care or any consensus about its

necessity (Benjamin, 1993). The insurance industry chose to underwrite only those home

care programs that were either administered by hospitals, and/or home care that was under
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a physician's control and review (Benjamin, 1993). The latter arrangement would persist

into the next phase of home care services development in the 1960s with the establishment

of Medicare and Medicaid. Insurance industry “...formulas were designed to encourage

the use of home care as a substitute for inpatient care and to moderate the risk of

unlimited [paid/reimbursed] care at home” (Benjamin, 1993, p. 136). The associated

insurance industry focus on limit-setting, based on a presumed interaction between

institutional and non-institutional care, became a fundamental underpinning of home care

insurance coverage (Benjamin, 1993, p. 136).

These developments are of major import to the evolution of the home care labor

force in terms of the relative contributions of paid and unpaid care provision to the

maintenance of care in the home as a viable, modern enterprise or “going concern”

(Hughes, 1957/1984). In his discussion of the period preceding enactment of Medicare

and Medicaid, Benjamin (1993) relates the Social Security Administration's (SSA) worry

about the potential high costs of long-term care in the home, and subsequent conclusion

that only episodic or intermittent care at home was economically feasible.

Implicit in this perspective was the proposition that for home care
to be cheaper, it needed to take full advantage of the fact that
unpaid family care was always less expensive than professional
care in the home. (p. 137)

Federal planners modeled services for home care on the hospital-based programs,

but effectively limited the services in the home by reproducing the arrangements of the

Blue Cross plans of the 1950s-1960s resulting in the following home care service

components involving labor: nursing visits; physical, occupational, and speech therapies;

medical social services, what was then termed “home health aide” services (personal care

plus limited homemaker); and medical supplies and appliances (Benjamin, 1993, p. 138).

Although Benjamin does not explicitly cite home care labor supply as a factor in the post

SSA amendments era, he states that the decade following enactment included efforts to

expand the supply of home care, including “...modest support of home health care
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expansion and personnel training from the Health Revenue Sharing and Nurse Training

Act of 1975” (p. 142).

In 1967, home care became a mandatory benefit under Medicaid and, in 1972,

amendments added coverage for non-elderly, disabled, and chronic renal disease patients

under Medicare, in addition to simplifying the terms of home care agency participation in

Medicare (Benjamin, 1993). Demonstration projects were authorized under the 1972

Medicare amendments to evaluate the possibility that homemaker services would help

alleviate the apparent under-utilization of home care assumed due to lack of funding for

these services (Benjamin, 1993). In 1974, the Social Services Block Grant (SSBG)

program enactment effectively funded limited home care services for chronically ill adults,

although its predecessor programs had traditionally only served families with children

(Benjamin, 1993, p. 139). The Social Security Administration's (SSA) commitment to

protecting the medical character of Medicare essentially blocked expansion of “domestic”

services such as those of a paid homemaker, although this was a contested arena among

the various federal government agencies responsible for health care (Benjamin, 1993,

p. 142). In reinforcing the medical character of the home health care benefit under

Medicare, the SSA described “...the duties of a home health aide as comparable to those

of a nurse's aide in a hospital” (p. 143).

The consequence of the debate over the distinctly different home care models

arising from the disparate Medicare and Medicaid programs, was a polarization of the

concept of home care toward the post-acute model of Medicare and away from the

longer-term, at-home services supported by Medicaid (Benjamin, 1993). Between 1975

and 1982, Medicare and Medicaid expenditures for home care increased significantly,

however, there was widespread belief that public home care benefits remained too

restrictive and that expansion of home care agencies and personnel would be required to

avert the ever-increasing use and associated spiraling costs of institutional care (Benjamin,

1993, p. 145).
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Benjamin (1993) identifies inception of the initial model of post-acute home care

during the years following the 1965 enactment of Medicare. This model reflected

Medicare's resolution to some of the program's basic issues faced by its rise to prominence

as the largest funder of home care services in the nation. Importantly, the home care labor

force required to provide the services Medicare funded, necessarily had to reflect the types

of services being reimbursed. Since those services were structured on an acute care (post

hospitalization) model, the labor force required to deliver home care might be expected to

have replicated the institutional arrangements of care focused on medical and nursing

services, medical social services, and specialty services.

One novel characteristic of the labor force providing home care that was not a

feature of the labor force providing institutional care, was the indisputable reliance of the

system on unpaid/informal care provision in the home and community to permit

maintenance of patients outside hospital and nursing home walls. Indeed, as nursing

homes fell into public disfavor in the 1970s, the emergence of support for home care as an

alternative to costly institutional care was resounded (Benjamin, 1993). Simultaneously,

concerns about long-term care issues, fueled by the rapidly growing population of elderly

persons, began to assume prominence in the debate on service availability.

-

In summary, the 1965 enactment of Medicare and subsequent revisions of

Medicare law generated the current period of rapid growth in the home health care

industry with the focus on medically directed, technically oriented, and highly skilled care

(Estes et al., 1993, p. 95). Workers in the home care labor system range from nurses and

doctors to medical social workers, home medical equipment supply workers, home health

aides, personal care attendants, and homemaker/choreworkers to name a few. This

elaborate system of workers has been spawned in association with the confluence of

several documented trends. These trends include recent policy changes (described in the

next section) and the need to address the growing complexity of services stemming from

the discharge of patients from hospitals with continuing acute care needs requiring
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services such as IV nutrition, chemotherapy, and respiratory care. The paid care of clients

in the home, once the domain of visiting and public health nurses only, is now provided by

a complex, multilayered, occupational cadre rapidly becoming a replication of institutional

health care labor.

Buhler-Wilkerson (1991) states that home-based care sponsorship “...continues to

be a constantly evolving, rather idiosyncratic local matter” (p. 13) in several ways similar

to its evolution at the turn of the century. This suggests a somewhat random, pluralistic

sponsorship of the home care industry, well represented in the following passage.

While patterns of home care delivery remain confusing to both
consumers and providers, the idea of sending expert caregivers
into the homes of our sick and vulnerable retains its special appeal
as a practical, necessary, and family oriented alternative to
institutionally based care. (Buhler-Wilkerson, 1991, p. 15)

Interestingly, the potential problem of sending “strangers” to perform health care work

and supportive services in people's most private domain (their home), does not appear to

garner significant concern in the literature or at the policy level other than the occasional

newspaper headline of violations.

Scalzi and Meyer (1991) note that VNAs had “...virtually no competition in the

home health field prior to OBRA 1980” (p. 123). Prior to 1980, home care was provided

primarily by licensed nurses employed by VNAs and public health agencies in the formal

sector, by social services delivering non-medical services, and by family and friends in the

informal sector.

The characteristics of the paid labor force involved in the care of clients in the

home appear to have undergone further and significant transformation in the last decade.

It is noteworthy that a prototype program in New York City at Montefiore Hospital in the

1940s provided a relatively comprehensive array of services: nursing, medical, social,

housekeeping, transportation, medication, occupational therapy, physical therapy, and

diagnostic services (Kelly, 1985). However, between then and the early 1980s, the
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initiation of hospital-based home care services also seems to have carried a reduction in

the number of services directly provided by employees of the home care agency itself and

has shifted to more service/labor contracting with outside agencies and/or individuals

(Kelly, 1985).

Recent research on organizational transformations in the community-based, long

term care system indicate that government supported privatization of the home care

industry in the 1980s (Bergthold, Estes, & Villaneuva, 1990) and “...private enterprise

exploitation of federal reimbursement schemes” (Estes et al., 1993. p. 94) have

contributed to the genesis of a highly complex array of home care services and attendant

worker types often with competing responsibilities, vague qualifications, and variable

reimbursement capacities. The rapid growth in the home health sector in the early and

mid-1980s was associated with a rate of growth in home health care employees that

outpaced all other health care employment sectors (Kahl & Clark, 1986).

Patterns of differential growth among the occupations involved in the delivery of

health services in the home, reflect the influence of Medicare certification and

reimbursement policies (Rappaport & Estes, 1991; Szasz, 1990). The health services an

agency must offer to qualify for Medicare certification/reimbursement are skilled nursing

(RNs), physical therapy, occupational therapy, speech therapy, medical social services, and

home health aide services. “The IHA research indicates that this federal regulation has

guaranteed favorable market conditions for these occupations [in the Medicare certified

sector]” (Estes et al., 1993, p. 106). Szasz (1990) suggests that other home health

occupations, not similarly regulated, depend on the uncertified [private pay] segment of

the home health industry for employment. The growth of uncertified agencies, particularly

between 1984 and 1986, benefited LVNs and homemaker/choreworkers (Estes et al.,

1993, p. 106). It should also be noted that the non-medical types of services needed by

the chronically ill and disabled elderly to remain in their homes are not matched with

adequate public dollars, but rely heavily on private funds in the form of insurance and out
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of-pocket payments.

Policy Context

Labor costs are estimated to account for roughly 80% of home health agency

budgets (Szasz, 1990). Policy changes, therefore, are likely to influence labor on

parameters of markets (the number and types of jobs available) and process (the way in

which labor is organized in the workplace) (Estes et al., 1993, p. 105). The home care

industry and labor force have been shaped over the past century by various factors and,

more recently, by significant modifications to existing health care financing provisions.

Four federal policy changes in the past decade appear to have had significant and varying

influences on home care and the labor force providing home care in direct and indirect

ways:

1. The liberalization of home health eligibility requirements effected by the 1980

Omnibus Reconciliation Act (ORA 1980);

2. the implementation of the Medicare Prospective Payment System (PPS) for

hospitals in 1983;

3. OBRA 1987, redefining the “homebound” eligibility requirement of Medicare

and mandating minimum training requirements for home health aides;

4. the 1989 Health Care Financing Administration's (HCFA's) clarification of

Medicare eligibility and coverage language which effectively eased fiscal intermediaries’

restrictive interpretation of the “part-time or intermittent” home health care benefit.

ORA 1980 essentially opened a wide path for the entrance of proprietary agencies

into the home care business. The Medicare PPS, designed to contain spiraling hospital

care costs by effectively shortening inpatient stays, literally pushed elderly (and others) out

of institutions into the community-based long-term care system (CBLTCS), causing a

compensatory response in the system supplying health and social services to the elderly in

their homes (Wood & Estes, 1990). This compensatory response involved the

57



transformation of the home care industry reflected in the trend toward privatization,

medicalization, and changes in labor conditions (Estes et al., 1993, p. 104).

The provisions of OBRA 1987, in addition to easing restraints on the definition of

patients eligible for in-home services, also require home health agencies to employ

certified home health aides in order to meet the Conditions of Participation and receive

Medicare reimbursement for their services. Recent analysis of the effect of HCFA's 1989

interpretation of “part-time or intermittent” indicates that overall growth in home health

care since 1989 is being driven by increasing average number of visits per beneficiary

served, as opposed to average charges per visit, or an increase in the number of persons

served (Bishop & Skwara, 1993). Clearly, the combined effect of these latter policy

changes, places an extraordinary strain on the entire labor force supplying home care, both

in terms of numbers of workers needed and amount of work needed from each worker.

Medicaid also funds a substantial portion of the home care industry in some states,

however, due to program differences across states, it cannot be considered as the major

fiscal incentive in the industry. Although Medicaid home health use by the elderly has

increased as a result of the 2176 Home and Community-Based Waiver program initiated in

1981, it still occupies a relatively small proportion of Medicaid expenditures (Miller,

1992). Both Medicaid and Medicare programs, however, tacitly emphasize medical

services because of the requirement for home health services to be prescribed by a

physician (Estes et al., 1993, p. 99). Social supportive services are peripheralized and care

requirements in these areas (such as chore work, transportation, and shopping assistance)

are generally not being adequately met (Spohn, Bergthold, & Estes, 1987-88).

Managerial and organizational rationalization strategies, adopted by agencies

operating in the current competitive health care market, foster labor environments where

home health agencies invoke internal controls to “...ensure that the cost of providing

services does not exceed reimbursement” (Estes et al., 1993, p. 112). The transformative

processes (privatization, medicalization, changing labor conditions, and structural
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changes) occurring in home health care over the past decade, as a continuing response to

policy-driven metamorphosis, are “inextricably linked to” (Estes et al., 1993, p. 112), and

ultimately impact, both the labor force and the labor market in the home care industry.

One major area with particular need for research is “...factors that influence the behavior

of home care markets, including organizational providers of home care, home care

workers, and state policy” (Benjamin, 1992, p. 44).

The Labor Relationship of Formal and Informal Home Care

In relation to the conceptual framework, the following discussion provides a basis

from which to contrast the development of paid and unpaid care provision (work) in the

home as it relates to the care of disabled elderly in post-acute and chronic home care

situations. Several contemporary issues related to the paid home care work force will be

discussed. To adequately represent reality, however, the first topic to be covered is the

process of informalization at both the institutional and individual worker levels as it relates

to the formal labor force.

In addition to historical and policy-induced transformations of the HCLF, a trend

that continues unabated in its influence is the informalization of care (Binney, Estes, &

Humphers, 1993). This process of transferring care has two dimensions relevant to home

care labor. The first involves transfer of selected services out of institutionally based

systems such as the hospitals, nursing homes, and community agencies into the non

institutionally based provision arenas of home and community (Binney et al., 1993) relying

on the labor of unpaid providers (usually family members or friends and usually women).

The second aspect involves the shifting of “high-tech” procedures and complex medical

care from paid workers in an institutional setting, such as the hospital, to paid providers in

the home and community (Binney et al., 1993, p. 155-156). Both informalization

processes could affect home care labor in several ways.
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Reliance on the “informal” sector to provide care previously supplied by paid labor

in institutions, devalues the paid labor (in the general labor market) and effectively

eliminates most employee-based governmental regulatory protection from the employer

worker-client relationship. This could have important consequences for both care

providers and care recipients in such areas as worker's compensation for on-the-job injury

and professional practice guidelines in negligent/abusive care situations. It also confounds

assessment of the actual supply and qualifications of labor for the provision of services

associated with care of clients in the home. Informalization allows for the utilization of

costly materials and equipment, without the costly investment of wages (variable capital)

for the labor required to provide these services. Informalization also directly and

indirectly supports profits in formal organizations employing paid workers, such as those

involved in the production of medications, equipment, supplies, and products which are

used in the care of non-institutionalized clients. In doing so, not only is the responsibility

for care transferred, but so too is the work previously underwritten by third-party payers

and individuals for labor involved in the provision of institutionally-based care.

When informalization involves the shift from formal, institutionally-based provider

to formal, community-based provider there is likely also a shift of high-tech, complex

medical care from the hospital to the home (Binney et al., 1993, p. 156). This situation

poses numerous labor force quandaries, not the least of which are questions regarding

liability, training, supervision, and maintenance of the home-based, high-tech care system

without the traditional institutionally-based labor force resource support of round-the

clock electrical technicians, environmental services, or substitute workers to cover breaks

and meals.

There is a continuum of care shifts that exists under the process of informalization;

most all of them are problematic for labor from one aspect or another. Of interest to the

present topic are those shifts which have had a direct impact on the home care labor force

and the associated labor market. This topic is generally not problematized in the
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literature; rather, the vast and seemingly more fashionable debate over familial caregiving

responsibility and burden usurps this discussion and tends to obfuscate broader structural

issues such as the equitable distribution of care responsibilities by gender, race, and social

class (Estes & Rundall, 1992, p. 316). The issue of informal care is reviewed here

primarily for its relationship to the structural requirement that workers maintain the home

as a caregiving environment where health and social services can be delivered outside of

costly institutions.

From the standpoint of labor force and labor market issues relevant to the

provision of care for older persons in the home, several observations about informal care

are in order. Ambiguous definitions of formal and informal care (NRC, 1988) make

difficult a cogent discussion of the critical characteristics and valid measurement of both

systems of care. Understudied and underdeveloped measures of work force disruption

associated with the phenomenon of women “responsible for” and actually providing the

bulk of long-term care in homes, prevent clear description and quantification of effects on

the formal labor market (Estes & Close, 1994). Political rhetoric persists, extolling the

virtues of [“free”] family caregiving. Notably few scholars or practitioners debate the

questionable stance of public policy promoting informal care by embracing kinship

obligation (Collins, 1991; Finch, 1989) as an appropriate social contract for provision of

health and social services to older persons (Estes & Rundall, 1992; Phillipson, 1992).

These factors contribute to issues of home care labor supply, qualifications, and

education/training assuming a low priority in scholarly research and health care policy

debates (Estes & Close, 1993).

An enormous burden for care of home-bound elderly rests with informal care

providers. “Seventy percent of severely impaired elderly people rely solely on informal

care from family and friends; only three percent rely exclusively on formal care”

(Commonwealth Fund Commission, 1989, p. 8). In fact, the estimated variance associated

with overall low use of only formal helpers among the frail elderly, reported in National
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Long-Term Care Surveys, prevented analysts from estimating changes between 1982 and

1984 (NCHS, 1993, p. 157). Guralnik and Simonsick (1993) state that “... almost no one

with three or more ADLs can remain in the community with formal care only, that is,

without the help of family and friends” (p. 7).

Formal care can be an important supplement to informal care, but
less than a third of severely impaired elderly people use paid home
care services. Those who live alone are most dependent on formal
care; over half of this population uses paid services.
(Commonwealth Fund Commission, 1989, p. 8)

Informal networks of family and friends provide approximately 80-90% of

community-based LTC (Stone, Cafferata, & Sangl, 1987). It is well established that

women are the major providers of informal, unpaid long-term care. The combined effects

of providing informal care and participating in the formal work force can negatively affect

the income, health, and emotional burden of female care providers. On a system level, the

results of this continuing social miasma are potentially deleterious to the provision of

adequate and safe care to disabled elderly. At the same time, this situation has serious

consequences for the labor resources available in the formal sector.

Pressures on the informal caregiving system will grow as caregivers of the future

will have informal care responsibilities for not just one, but two, disabled parents.

Assuming continuing birthrates, there will be fewer adult children to care for their older

parents (Stone & Kemper, 1989). How these changes will ultimately affect the demand

for formal health and personal care services and the supply of requisite personnel to

provide the services, has not been adequately investigated.

The movement toward services and systems that promote independent living and

support informal caregivers for the elderly cite the preference of most individuals to

remain at home as evidence that nursing homes should be an approach of last resort for

care delivery to disabled older persons (Harrington, Cassell, Estes, Woolhandler,

Himmelstein, et al., 1991, p. 3025). The fact that an older person receives care in the
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home does not mean that their care necessarily should be provided by family, friends, and

other informal caregivers, with or without subsidy (Estes & Close, 1994).

Knowledge about the use of formal care services to supplement or substitute for

informal care is growing. Formal care provision does not appear to substitute for informal

care (Tennstedt & McKinlay, 1989) and recent evidence strongly suggests that increases

in paid home care will not deter current levels of informal support (Hanley, Wiener, &

Harris, 1991). The exclusive use of formal care services is rare among older, impaired

persons (Commonwealth Fund Commission on Elderly People Living Alone, 1989, p. 8)

and the relationship between formal and informal care appears more complementary than

substitutable (DeFriese & Woomert, 1992).

The key characteristic of these informal-formal interactions is that they involve

workers -- paid or unpaid -- with varying levels of education and training. Benjamin

(1993) relates that there were early questions about the appropriateness of family care in

the home, based on provider's concerns about training family members to render nursing

and personal care services because of the inconsistencies in educational level, language

barriers, and cultural practices. These concerns have been neither addressed in the

literature nor publicly debated in any meaningful fashion. The reliance on the informal

sector has apparently become a “given”, constant in the home care labor equation. Wood

(1991) argues that the burden of long-term care being borne by the family (female

caregivers), helps control the public cost of long-term care and that this social

arrangement is now neither an appropriate nor sustainable solution to the mounting

challenge of providing long-term care.

Soldo, Agree, and Wolf (1989) note the underdeveloped nature of investigation

into the balance between formal and informal care for frail elderly. Increasing informal

care responsibilities, for those who are being discharged earlier and sicker from the

hospital (Binney et al., 1993), remain a significant problem for the labor force providing

home care. Central policy issues related to the appropriate use of formal and informal
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services, and the resource-sensitive balance between the two, dictate more comprehensive

analysis of the existing and pervasive system of informal care which is complemented by

the existing formal care system (Tennstedt & McKinlay, 1989). Whether informal care

substitutes for or complements formal care or vice versa, coordination and integration of

these interacting systems proves a continuing challenge to care providers (Christianson,

1988; DeFries & Woomert, 1992) and to policymakers concerned with the care of

disabled elderly.

The “informal” (unpaid) component of the home care labor force may thus be

conceptualized as a critical system of providers maintaining elderly clients in the home

setting for relatively less direct costs than in institutions; the indirect costs, however, have

important ramifications for informal care providers' participation in the formal labor sector

(specifically the participation of women in the paid labor force), for the ability of paid

home care workers to negotiate wages and benefits, for accurate projections of home care

worker supply and demand, and for structural issues such as regulatory systems of worker

benefits and protections.

On the policy level, the cumulative data on informal care point,
rather menacingly, to a significant and potentially unstable (even
volatile) “non-system” of informal, long-term care, staffed to a
major degree by economically poor, stressed, older women with
limited access to resources--many of whom will, themselves,
constitute the largest group of LTC consumers in the nation by
the year 2020. (Estes & Close, 1994, p. 326)

It is within the context of the historical development of the home care labor force,

the changing federal health policy terrain, and the imbedded structural reliance on informal

care providers that recent expansions in the home care industry may be adequately put into

perspective.
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CHAPTER II

REVIEW OF LITERATURE

II.5 The Economic Environment for Home Care Labor

Introduction

The economic environment of the home care industry may be viewed within the

context of two common themes: heavy reliance on public sector financing and recent

unprecedented growth in expenditures. Relevant to the discussion of home care for

disabled older persons in the United States, the major economic perspectives addressed in

this section include: Medicare and Medicaid as primary funding streams for home care of

post-acute and chronically-disabled older persons; content and nature of home care

expenditure growth; increases in the number of home care agencies; expanded utilization

of Medicare home care services (including increases in the numbers of clients, visits per

client, and charges per visit) and of Medicaid home care services (linked to the 2176

Waiver program); and the scant information available about associated consequences of

these factors for home care labor.

Funding Streams for Home Care of the Elderly

The major revenue resources for home care services to post-acute and chronically

disabled elderly are the Medicare and Medicaid programs respectively. Together, these

two federal programs account for 72% of the total home care expenditures in this country

(Letsch, Lazenby, Levit, & Cowan, 1992, p. 19). In 1992, an astounding 81.8% of elderly

home health recipients had Medicare and Medicaid as the primary source of payment for

in-home services (Hing, 1994, p. 5).

Additional funding sources for in-home services to elderly include Social Services

Block Grants (Title XX of the Social Security Act) and Title III of the Older Americans

Act. These represent the two major funding sources for social services and non-medical
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home care to frail elderly (Benjamin, 1992; Meltzer, 1988). The Supplemental Security

Income program is a source for income support as well as state-determined supplemental

payment for non-medical housing and in-home services (Meltzer, 1988). Limited private

insurance coverage for long-term care, life-care communities (which are generally

expensive and available primarily for those with higher incomes), and out-of-pocket

payment constitute the remaining sources of funds for home care to older Americans

(Estes & Bodenheimer, 1993; Hing, 1994). Although they exist in some states, relatively

little is known about the overall contributions of state and local initiatives that fund in

home care for elderly (Benjamin, 1992).

Because the bulk of funding for home care services for post-acute and chronically

disabled older persons comes from Medicare and Medicaid, this discussion focuses on

recent trends in home care expenditures associated with these two major government

programs.

Growth of Home Care Expenditures

National data on home health care expenditures over the past 10 years reveal a

rapidly increasing rate of expenditure for home health care services. Expenditures for

home health care have grown from $100 million in 1970 to $9.8 billion in 1991

(Letsch et al., 1992, p. 19). Notably, from 1988 to 1991, home health expenditure more

than doubled (from $4.5 billion to $9.8 billion) (p. 19). While the average annual percent

increase in total national health expenditures from 1989 to 1991 was generally 10 to 11%

each year, the average annual percent increase in home health care expenditures ranged

from 24 to 34% (p. 19).

In 1991, Medicare accounted for 45% ($4.4 billion out of 9.8 billion) of the funds

spent on home health care in the United States; Medicaid accounted for 27% ($2.6 billion

out of $9.8 billion) (Letsch et al., 1992, p. 29). Together, these federally funded public

programs accounted for a remarkable 72% ($7 billion out of $9.8 billion) of the total
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public and private dollars spent on home health care in the United States in 1991 (p. 29).

Home care currently accounts for only a relatively minor proportion of health care

expenditures in the United States. This admittedly small proportion, however, is of an

exceptionally large “pie.” In 1991, in the presence of a general economic slowdown,

health care spending continued to increase rapidly (Letsch et al., 1992, p. 1). Over

thirteen percent (13.2%) of the United States gross domestic product (GDP) was spent on

health care related services in 1991 -- the total dollar figure was a staggering $751.8

billion (p. 18).

One market research firm (FINF/SVP as cited in NAHC, 1993, p. 2) estimated

annual growth of the home care market between 1986 and 1991 to have been 10%. Any

description of the economic environment for home care must take into consideration that

this industry is located within an immense medical-industrial complex (Estes, Harrington,

& Davis, 1992; Relman, 1980) that accounts for a sizable portion of national expenditures.

Frequently this fact is camouflaged by the seemingly benign statement that home health

care accounts for only 1.3% of total national health care expenditures (Bishop & Skwara,

1993). Further ambiguities arise from the breadth and scope of home care utilization by a

wide variety of post-acute and chronically-disabled persons who are not over 65 years of

age, not covered by Medicare, and thus not reflected in Medicare data. Additionally,

“Medicare home health” appears to have become the “buzz word” for home care

delivered to the elderly, however, information on Medicare-reimbursed services alone

does not reflect home care expenditures under Medicaid, private insurance, and out-of

pocket resources for, and by, elderly who require supportive services oftentimes from

agencies neither Medicare nor Medicaid-certified.

No comprehensive reports on the total costs associated with delivery of health and

social services to elderly in the home setting (including the attendant pharmaceutical and

home medical supply costs to maintain clients in private residences) could be found.

Aggregate reporting of this nature would, for instance, reveal that, in addition to “home
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health expenditures,” almost $2 billion was invested in Medicare durable/home medical

equipment in 1990 (NAHC, 1992). The ability to maintain high-use clients outside of

traditional institutions, such as hospitals and nursing homes, relies heavily on the

utilization of durable/home medical equipment and various “hi-tech” equipment.

Systematically collected, comprehensive data about home care are compiled only for the

Medicare-certified sector by the Department of Health and Human Services and the

Congressional Budget Office; neither of these agencies collects information about the

activity of uncertified home care agencies or separates out home care expenditures

associated with facility-based [hospital-based] home care agencies (Letsch et al., 1992,

p. 5; NAHC, 1993, p. 2). This is an extremely important consideration in light of a recent

finding that “In 1980, 12 percent [of home health agencies] were hospital-based and, by

1991, this share had more than doubled to 26 percent” (Letsch et al., 1992, p. 12).

The preceding National Health Accounts (NHA) data on the Medicare-certified

home care sector are less comprehensive than data from the National Medical

Expenditures Survey (NMES) conducted in 1987 by the Agency for Health Care Policy

and Research (Altman & Walden, 1993 as cited by Letsch et al., 1992, p. 5). Notably, the

NMES economic information about home care services, including services not associated

with “Medicare home health,” documented total annual spending at $11.6 billion in 1987;

for the same year, NHA data indicate home health expenditures at $5 billion (Letsch et al.,

1992, p. 5). It may be reasonably assumed from these comparisons that total expenditures

for home care in the United States are generally at least twice the amount indicated in

NHA data.

Since the Medicaid 2176 Home and Community-Based Care Waiver program was

instituted in 1981, Medicaid funding for home care services has grown significantly

(Miller, 1992). The increasing role of Medicaid as a revenue source for home care is

noteworthy, although there is substantial variation in 2176 Waiver programs between

states. In 1982, the total combined federal and state expenditure for Medicaid home and
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community-based care was $3.8 million; by 1991 this amount had increased to $1.7 billion

(Miller, 1992). In contrast to Medicare, the Medicaid 2176 Waiver program can fund

homemaker services in addition to personal care services (Miller, 1992).

Any discussion about growth in the home care industry, based only on information

from the Medicare-certified sector, is necessarily an underestimated and limited view of

the entire home care industry’s economic activity in relation to care for home-bound,

disabled elderly. The addition of information on Medicaid home health expenditures helps

to create a better understanding of expenditure growth in the home care industry.

However, fragmentation of reporting sources and funding streams obfuscates the real total

expenditures accumulating in the home care industry and particularly in the sector

associated with the care of home-bound Medicare beneficiaries. From the preceding

discussion, one may conclude that substantial capital is flowing into the care of elderly,

home-bound clients.

The extraordinary growth in home care expenditures reveals only a small portion

of the relevant economic issues associated with home care and home care labor. The

following sections chronicle recent and projected growth in the number of home care

agencies (Medicare-certified sector), the utilization of home care services, and the

attendant human labor involved in service delivery as an economic context that adds a

critical dimension to the conceptualization of labor in the home health arena. Where

available, information on the uncertified sector is also identified and presented.

Projections of home health expenditures show that by the year 2030, $287.5 billion

will be spent on home health care in the U.S. (Burner, Waldo, & McKusick, 1992, p. 15).

This means that home care will constitute nearly one fifth of the total health care

expenditures in the U.S. for the year 2030” These projections do not take into account

* In 1991, home health care accounted for 1.2% of total health expenditures ($8.5 billion
out of $736.5 billion). In 2030, 18% of projected total health expenditures will be
devoted to home care ($287.5 billion out of $15,969.6 billion) (Burner et al., 1992, p. 15).
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impending health care reform which would likely precipitously increase that projected

amount.

Growth in the Number of Home Care Agencies Since 1980

The total number of Medicare-certified home health agencies grew from 2,496 in

1977 to 5,785 in 1987 (NAHC, 1992) to 6,497 in 1993 (NAHC, 1993). The National

Association for Home Care (1993) estimates there are an additional 6,231 uncertified

home care agencies (including home health agencies, home care aide organizations, and

hospices that do not participate in Medicare). NAHC reports that it has identified a total

of 13,951 home care agencies in the United States as of early 1993. Importantly, since the

1989 HCFA clarification of the “part-time or intermittent” criterion for Medicare home

care services reimbursement, the number of Medicare-certified home health agencies has

increased 17.7% (from 5,676 in 1989 to 6,902 in August, 1993) (NAHC, 1993, p. 1). Of

particular note, NAHC reports that since 1989, the number of hospital-based and

proprietary agencies has grown faster than any other type of certified agency.

Expanding Utilization of Home Care Services

In 1992, the National Center for Health Statistics conducted, for the first time, an

annual survey of hospices and home health agencies to establish baseline data on these

agencies and their patients (Hing, 1994). The 1,500 agencies included in the 1992

National Home Health and Hospice Care Survey (NHHHCS) represented about one-fifth

of the universe of such providers identified by the 1991 National Provider Inventory

(NHPI) (Hing, 1994). Most importantly, the findings on home health patients age 65

years and over are indicative of “...home health service utilization by the elderly regardless

of agency certification by Medicare or Medicaid, and regardless of patient funding source”

(p. 1). Findings of the NHHHCS pertinent to this discussion concern the relative

distribution of workload-intensive clients and the associated characteristic of the home
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care agencies serving them.

The distribution of elderly home health clients reveals that 93.2% reside in private

residences (Hing, 1994, p. 2). Roughly two-thirds of elderly clients using home care are

75 years of age and older and slightly more than two-thirds are women (p. 2). Among the

elderly clients served by the surveyed agencies, there was a high degree of functional

dependence not generally present in non-institutionalized, elderly persons (p. 4). In 1992,

80% of elderly home care clients received skilled nursing services and nearly 50% received

personal care services (p. 5).

Bishop and Skwara (1993) recently demonstrated that, between 1988 and 1991,

the mix of home care visits was shifting toward less costly [than skilled nursing] home

health aide visits and that the charge per aide visit actually rose more slowly than other

charges. They conclude that Medicare payment methods have effectively restrained per

visit charges, and increases in this sector do not account for Medicare home health

spending growth (p. 101). The steady increase in the Medicare population does not

singularly account for recent increases in utilization of home care services; rather, the level

of service use among the Medicare beneficiary population has been substantially increased

by home health agencies since 1988 (Bishop & Skwara, 1993, p. 101).

The increase in service utilization among Medicare home health users has been

caused by an increased number of home care visits per Medicare beneficiary served from

1988 to 1991, coupled with a shift away from low-use and toward high-use patients

(Bishop & Skwara, 1993, p. 103). The addition of 20.5 visits per Medicare home health

user between 1986 and 1991, included eight skilled nursing visits, one physical therapy

visit, and 12 home health aide visits per average Medicare home health user (p. 104).

“Thus the increased expenditures were concentrated, not on the more expensive therapies,

but rather on the skilled nursing and home health aide visits which constitute the mainstay

of home health care” (p. 104). Also important is Bishop and Skwara's finding that:
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Proprietary/nonprofit agencies exhibited low growth (4 percent)
in persons served after HIM-11 revisions but greatly increased the
number of visits provided per person served. . . . As the national
average rose to 44.5 visits per person served in 1991,
proprietary/nonprofits increased to 56.8 visits per beneficiary.
(p. 104)

Based on the foregoing evidence, Bishop and Skwara (1993) contend that the

effects of the “part-time or intermittent” clarification on Medicare spending range far

beyond what appears to be a simple clarification of traditional requirements under

Medicare.

Aggregate Medicare statistics suggest that home health spending
growth is due not to inflation in per visit charges but to increases
in the number of persons served and, even more strikingly, in the
number of visits per home health care recipient. The . . . revisions
may have significantly expanded effective eligibility and coverage
over previous practice. (p. 100)

State variations in utilization and expenditures for Medicare and Medicaid home

health services are considerable (Benjamin, 1986). Medicaid programs consistently and

increasingly encourage in-home care rather than nursing home care (Shaunessy & Kramer,

1990). Coupled with the care shifts resulting from the Medicare PPS and DRGs

enactment in the early 1980s, functional care needs of elderly home care recipients have

increased significantly (Estes et al., 1993; NAHC, 1992; Wood & Estes, 1990). Data

analyzed by Bishop and Skwara (1993) indicate that the number of visits per eligible

beneficiary increased significantly after 1989, however, this indicates utilization and not

necessarily a change in the needs of elderly, home-bound clients under Medicare. This is

an important distinction because it indicates that labor-related service provision (“visits”)

has increased, but it does not necessarily indicate that the visits have increased specifically

in response to service needs of the elderly.
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Consequences of Home Care Industry Growth for the Home Care Work Force

The provisions of OBRA 1987, in addition to easing restraints on the definition of

patients eligible for in-home services, also required home health agencies to employ

certified home health aides in order to meet the Conditions of Participation and receive

Medicare reimbursement for their services. The increase in the number of home health

aides in the Medicare-certified sector from 1987 to 1990 was 40% (NAHC, 1993). No

information about changes in this level of worker in the uncertified sector were found.

Recent analysis of the effect of the 1989 HCFA interpretation of “part-time or

intermittent” indicates that overall growth in home health care since 1989 is being driven

by increasing average number of visits per beneficiary served, as opposed to average

charges per visit or an increase in the number of persons served (Bishop & Skwara, 1993).

The combined effect of this relatively recent policy change and the ongoing shift of

medically-intensive clients from institutions to private residences, as a result of Medicare

PPS, places an extraordinary burden on the home care labor force now engaged in both

post-acute and chronic care of elderly in their homes. Although NAHC (1993) data for

the Medicare-certified sector indicate an overall 36% increase in paid home care workers

from 1987 to 1990, it is not possible to determine if this increase was sufficient to keep

pace with the apparently sharply increasing workload since 1989.

The increasing burden of home care for the informal provider system (the unpaid

workers) is a frequently addressed issue in the literature. The major themes occurring in

studies designed to describe, and/or ameliorate caregiver “burden” (or “role strain” or

“stress”), tend to seek explanation for the family/individual sense of burden and to

suggest/evaluate strategies to support the caregiver in this continuing role (such as respite

care and support groups for the caregiver). Other noteworthy literature addresses the

relationship between the formal and informal caregiving systems (Kemper, 1992; Soldo et

al., 1989) and the potential for paying family members to provide in-home care (England,

73



Linsk, Simon-Rusinowitz, 1990). No research was found that specifically addresses the

effects of policy changes on unpaid workers in the home care environment. Studies that

address issues of the impact of the changing policy environment on paid home care

workers were reviewed previously (Estes et al., 1993; Szasz, 1990).

Relevant to the current discussion, the impact of policy changes in the home care

environment caused increased workloads for paid workers who were increasingly

monitored for productivity (Estes et al., 1993, Szasz, 1990). As the volume of work was

burgeoning in the home care industry, cost containment policies restricted the options

agencies had available to increase wages and benefits (and still remain profitable) (Estes et

al., 1993;. Szasz, 1990). As wages and benefits to paid workers were constrained in the

Medicare-certified sector, competition for workers in the labor market doubtlessly grew.

However, data supplied by NAHC (1993) indicate that wages for home care RNs,

LVNs/LPNs, and home health aides are significantly less than for their institutional

counterparts.

The paucity of information about the economic effects of home care industry

expansion on the home care labor force in the formal and informal sectors is noteworthy.

Although the NAHC (1993) documented overall growth rate in paid home care personnel

from 1987 to 1990 was 36%, there is virtually no literature directly linking changes in

home care labor skill mix or the economic fallout of these policies for paid workers.
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CHAPTER II

REVIEW OF LITERATURE

II.6 Implications for Research on Home Care Labor

Summary of Home Care Labor Issues

Home care labor issues addressed in the literature reflect a beginning interest in the

challenge of providing appropriate health and social services to home-bound, elderly

clients. The following salient themes are reflected in the foregoing review of literature on

topics associated with labor in the home care industry.
1. The transfer of institutionalized care to the home as a result of Medicare PPS

and DRGs increased staff workloads and supervisory control of workers in Medicare
certified home health agencies (Estes et al., 1993; Szasz 1990);

2. education, recruitment, training, and retention of professionals and
paraprofessionals to provide home care services is inconsistent and understudied
(Burbridge, 1993; de Savorgnani et al., 1992; Estes & Close, 1993; Feldman, 1993b;
Feldman et al., 1990);

3. wages and benefits in the home care industry are incomparable to institutional
settings, particularly for semi-skilled and unskilled occupations (the lower paid workers)
but also for skilled workers (Burbridge, 1993; Feldman et al., 1990; Wiener & Hanley,
1992);

4. “rapid turnover” has been identified as a common problem in the home care
industry, notably among paraprofessionals (Kane, 1989; MacAdam, 1993; Surpin, 1988)
and career advancement opportunities for paraprofessional workers are lacking in the
home care field (Feldman et al., 1990; Surpin, 1988);

5. distribution of paid labor among full-time, part-time, and contract work may
reflect agency needs rather than care recipients' or workers’ needs (Humphers et al.,
1993);

6. structural and role boundaries between paid and unpaid labor are becoming
increasingly blurred (Binney et al., 1993);

7. there is a lack of union representation of home care workers (only 1% of home
care paraprofessional workers are unionized) (Snapp, 1993);
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8, the balance and nature of the formal and informal labor relationship among the
paid and unpaid care providers is not well studied although attempts have been made to
explicate this relationship (Soldo et al., 1989),

9. there is occupational category obfuscation due to imprecise job titles and
responsibilities for workers who perform hands-on daily care and chore services to
support in-home care (for example, the title “home health aide” reflects different job roles
in Medicare-certified and uncertified agencies);

10, there is an embedded policy assumption that lower paid and unpaid home care
workers -- primarily females, minorities, and immigrants -- are automatically available to
support the delivery of, and supply unpaid labor for, health and social services in the home
(Benjamin, 1993; Binney et al., 1993; Estes & Close, 1994).

Relatively less well developed, however, potentially significant labor force issues

include: workplace safety inadequacies stemming from confusion over who the employer

is (the home care agency, the client, or the government agency reimbursing services) and

lack of enforceable safety regulations for work performed in private residences; worker

safety associated with lack of workplace inspection and maintenance regulation; and

worker alienation resulting from lack of workplace relationships with other workers.

The research focus of the current study cross-cuts and integrates several of the

themes raised in the literature by positing questions about home care agency-provided,

paid worker training and how the content of this training may relate to shifting

responsibility for home care of older persons between paid and unpaid home care workers.

Theoretical Implications of the Literature

The home care labor force is arguably a hierarchical, diverse, and interdependent

work force which creates and sustains the possibility for delivery of potentially profitable

health care services and technology in the home for comparatively little operational

(“overhead”) cost to the agency. Further, it is a well established fact that the vast majority

of long-term health care and social supportive services in this country are provided by

unpaid caregivers (generally euphemistically referred to as the “informal” care system). It

is important to recognize that home care as it is now configured could not exist without
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the unpaid labor of family and friends. The review of literature alludes to the seemingly

benign consequences of the confluence of many contemporary factors for the labor force

involved in the provision of home care services. Viewed from a political economy

perspective, however, home care labor issues are problematic in the areas of competition

for human resources in the paid health care personnel sector and reliance on the unpaid

labor of the informal care providers to “take up the slack” for formal labor power not

available to, or not purchasable by, the rapidly expanding home care industry.

The health care cost-containment strategies of the 1980s focused on slowing the

rate of growth in health care expenditures by decreasing the amount of time patients

resided in acute and long-term care institutions. As patients with continuing acute and

chronic care needs were launched from institutions in record numbers, the delivery of

services to them in their homes became imperative. Large numbers of health care

personnel did not follow patients out of institutions and into their homes to provide

services. Labor economic theory of supply and demand posits that, if there were

increasing demand in the home care sector, salaries for workers in that sector should have

increased, and in a competitive market, wage-earners should have shifted to the relatively

higher paying jobs, ceterisparibus. The review of literature on wages and benefits in the

home care sector does not indicate that this was a response to the rapidly mounting

demand placed on the home care labor market as care was shifted from institutions to

community-based agencies. There seem to be two related explanations for this

phenomenon: The relative flexibility in wages and benefits negotiations characteristic of

institutionally-based personnel and not characteristic of community-based personnel, and

the availability of unpaid workers to “staff" home care under circumstances that would not

be permissible in institutions.

Significantly different wages, benefits, and working conditions, particularly for

paraprofessional workers, persist today in home health agencies compared to their

institutional counterparts (hospitals and nursing homes) (Burbridge, 1993). Home health
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agencies generally do not provide compelling alternatives to institutionally based

employment for any type of paid care providers (except possibly physical therapists). As

the volume of work burgeoned in the home care industry, cost containment policies

restricted the options agencies had available to increase wages and benefits (and still

remain profitable) (Estes et al., 1993; Szasz, 1990). Thus, the pool of available, trained,

formal labor does not appear to have expanded at a rate commensurate with the demand,

nor apparently have large numbers of institutional health care workers sought employment

in the home care industry. The overall result is an industry with significant need for

personnel (labor power), constricted operating funds for labor costs (limited variable

capital), and attractive incentives for further organizational expansion (minimal investment

of constant capital due to private residences supplanting costly institutions as the site of

client care).

The fact remains, however, that enormous amounts of care were shifted to the

informal care system as a result of federal cost-containment strategies amid economic

crises and competition in the 1980s (Binney et al., 1993; Wood, 1991). The hospital or

nursing home “site of production” for health care was essentially supplanted with the

private individual home as the site of production for home care. Further, many of the paid

personnel functions in the hospital and nursing home sites of production simultaneously

shifted to the unpaid labor of family and friends (for example, housekeeping, laundry, meal

preparation, assistance with ADLs and IADLs, transportation, skilled and unskilled

nursing, physical therapy). The structural mechanism(s) by which this shift occurred (and

continues) is the primary interest in the current research.

In classical Marxism, the social relations of production were not always visible (as

in the informal work group). For the most part, however, even rapid advances in

technology and degradation of work into a succession of parceled operations nonetheless

meant that workers were, at minimum, under the same roof (the factory) for a workday.

Workers aggregated in one physical site of production tends to breed conflict because
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managerial surveillance and control over productivity is counterposed to the workers'

attempts to gain freedom from this sense of being controlled (Edwards, 1979). In

contrast, although geographic dispersion of home care workers challenges managerial

manipulation and control of workers and work processes, it also creates an environmental

barrier to development of cohesiveness or sense of shared community by the labor force.

This can result in a decreased problem for management in the areas of controlling the

amount, content, and pace of work since workers do not share a common forum in which

to compare workday experiences. It could also foster alternative mechanisms for worker

exploitation when the strategy of control over the work process is hindered by workplace,

and thus worker, dispersion.

Szasz (1990) posited that two possible categories of labor strategies could be

invoked to assure continuing profitability of home care as workload increased in the home

care industry in the post-Medicare PPS era: labor market strategies or labor process

strategies. Labor market strategies were defined as those measures designed to lower the

occupational skill mix (based on the economic concept of least-cost combination),

decrease worker compensation, or increase the use of part-time employees (who are not

usually afforded costly benefits). Szasz also argued that in the post-Medicare PPS era,

“...a combination of labor market conditions and restrictive federal regulations, severely

limited opportunities for cost savings through wage cuts or skill-mix changes” (p. 199).

However, these limitations would not necessarily be true for the [Medicare] uncertified

sector since uncertified agency revenues are not tied to Medicare regulation. Therefore, it

is likely that at least some labor cost control strategies would differ between Medicare

certified and uncertified home care agencies. Further, it seems likely that tax status (for

profit, not-for-profit, or public) would be strongly associated with labor strategies

designed to insure profitability (although the concept of isomorphism suggests that labor

strategies in the for-profits and not-for profits should appear similar, regardless of

Medicare certification status).
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To date, the only comprehensive analysis of labor impacts associated with the well

documented organizational transformations in the home health care industry is reported by

Szasz (1990). He examined the unintended and unpredicted effects of Medicare policy

changes directed at hospital cost-containment in the early 1980s on home health

organizations and their labor practices at mid-decade. Utilizing data from the Institute for

Health & Aging's study of organizational and community responses to Medicare policy

and the effects on health and social services for the elderly (Estes & Wood, 1988), Szasz

identified organizational strategies employed by home health agencies to contain costs in

the rapidly expanding home care industry.

Two dominant strategic themes invoked by home health agencies to increase

productivity, particularly among the two specific occupational groups employed primarily

on a wage basis (the RNs and home health aides), were explicit measures designed to

speedup the labor process (increase the amount of work performed by caregivers in a set

period of time) and implicit measures to increase managerial control of the amount, pace,

and rhythm of the work (Szasz, 1990, p. 204). Although, as Szasz points out, tactics to

increase productivity in the home care industry were comparatively crude and

unsophisticated in contrast to the manufacturing industry, they nonetheless, should not be

overlooked for their complicity in personnel workload issues and managerial challenges.

Two significant findings from Szasz's study were that workload was intensified and

workers were subjected to increased supervision and monitoring to enhance productivity

and maintain agency profit margins. Significantly, these two strategies are targeted at the

labor process itself. Workload intensification and increased managerial supervision are

finite approaches to controlling variable capital costs. There are [human and bureaucratic]

limits on the extent to which these strategies may be invoked.

How might organizations hold labor costs down in relation to the labor market?

There are several strategies that would result in decreased labor costs under the

circumstances of holding production costs constant (no further increases in labor costs).
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Of the three possibilities identified by Szasz (1990, p. 199) -- lowering occupational skill

mix, holding down employee compensation, and increasing the use of part-time

employment -- the strategy of interest here involves mechanisms that might be used to

effectively lower occupational skill mix and thus achieve relatively lower labor costs to the

agencies. Labor costs could be decreased by changing the skill mix (and associated

personnel costs) of the workers involved in the process of home care service delivery.

However, if there are regulations that limit the extent of skill mix adjustments, this

maneuver would be of limited utility. On the other hand, if a change in skill mix is

essentially invisible, then the regulatory constraint may not be an obstacle to lowering

labor costs by achieving less costly combinations of home care workers.

The theoretical premise investigated in the current research is that agency-provided

paid worker training in the home care industry serves to train workers inside organizations

to train workers outside organizations to conduct primarily medically-related and publicly

reimbursed work characteristic of home care for dependent, elderly persons. The

systemic outcome of this training arrangement could increase the range of paid laborers

(to include very low paid workers versus very high paid workers) involved in teaching

patients, family, and friends how to do medical work in the home. This arrangement

potentially exploits the [rapidly diminishing] available “reserve army” of laborers located in

the secondary labor market, both as paid employees and unpaid caregivers, to accomplish

maintenance of the client in the home under the aegis of the home care industry.

At one time, chronic care of disabled elderly took place almost exclusively in the

home. As aging was biomedicalized (Estes & Binney, 1989), the care of elderly moved

into institutions designed for long-term and rehabilitative or palliative care (nursing

homes). In these institutions, hierarchical and segmented work forces provided around

the-clock care while the production and consumption of health-related commodities in the

form of pharmaceuticals, medical equipment and supplies, and high technology devices

flourished. As technology provided means to prolong life, institutions devoted to
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increasingly acute-level care (hospitals) also thrived.

In the past decade, however, the policy focus on cost containment in the health

care industry has pushed organizations to seek alternative approaches to maintaining

viability and profitability. Labor power is the most costly commodity in the health care

industry. Large buildings housing many people, and operated on an around-the-clock

basis, tend also to be relatively expensive. The move of both acute and chronic care out of

institutions and into the community-based care system could keep intact the labor force,

substantially reduce the agency cost of operation (“overhead”), and spawn an entirely new

industry dedicated to the development of home medical equipment. Simultaneously, labor

intensification in the home, situated squarely “on the backs” of unpaid and very low paid

workers, remains relatively invisible and the home, as a new site of health care production,

remains relatively obscured.

There are two somewhat persistent assumptions that pervade much of the

scholarly and trade literature on the home care industry: (a) home care is more cost

effective than institutional care, and (b) the majority of elderly disabled people would

prefer to remain in their homes as long as possible. With reference to the former, research

Has been unable to empirically establish that home care is a less expensive alternative to

institutional care (Weissert, 1991; Weissert, Cready, & Pawelak, 1988) although it is

unquestionably more cost-efficient to the capitalist economy (cost-effectiveness is quite

another matter). On the other hand, the preference to remain in one's home as one ages

seems intuitively plausible, however, it seems the real question should not be whether it is

EPreferable, but rather “under what conditions?”

There is sufficient evidence in the literature indicating that in turbulent economic

and organizational environments, organizations tend toward strategies that will assure, at

*rainimum, their continuing viability. Because labor-associated costs (variable capital)

*Cºnstitute a large share of any human services organization’s operating budget, there is

*lso the likelihood that cost-cutting measures will, in some fashion, include workers’ pay.
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Strategies to reduce labor-related costs in an institution, tend to be fairly visible -- layoffs,

early retirement, and decreased paid work hours are a few of the salient cost-cutting

measures used by organizations to decrease labor costs. Until recently in the health care

industry, these types of strategies were observable and clearly recognized. When the work

site, however, became the private residence of the client, an entirely novel array of labor

cost-cutting strategies became possible in response to the organizational goal of viability

and/or profitability.

This study investigates the possible role of home care agency-provided, paid

worker training as a structural mechanism that facilitates the shift in responsibility for care

of elderly clients from formal to informal providers.

º
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CHAPTER III

METHODOLOGY

III.1 Background on Data Sources

Introduction

The two studies utilized for this investigation of the home care labor milieu were

designed for two different purposes: the first sought to explicate the effects of federal

policy changes on Medicare-certified organizations in the community-based, long-term

care system (CBLTCS)', and the second aimed to describe, for the first time, the structure

and performance of uncertified home care organizations." Both studies focused on

organizations providing health and social services to the elderly, were similar in survey

design, and used similar data collection methodology and survey instruments. This

chapter provides a general comparative overview of the two studies followed by individual

discussion of each study's sampling and data collection procedures. The design and

methodology of the current study are then presented in the context of theoretical and

empirical issues raised in the review of literature and in relation to the previously collected

data sets from the two original studies.

The first of these two telephone interview surveys (1990-1991) was conducted

with 175 randomly selected Medicare-certified home health agencies in five states

including nine metropolitan statistical areas (MSAs)’. This sample represents one

component of a larger study designed to assess the impact of public policy on the

CBLTCS. The second study (1991-1992) was conducted with 291 home care agencies

°Funded by the Pew Charitable Trusts, Carroll L. Estes, Ph.D., Principal Investigator, Institute for Health
& Aging, University of California, San Francisco.

“Funded by the Agency for Health Care Policy and Research (Grant No. 5 RO1 HSO06860). Carroll L.
Estes, Ph.D., Principal Investigator, Institute for Health & Aging, University of California, San
Francisco.

*A metropolitan statistical area (MSA) is “an urban area defined by the U.S. Office of Management and
Budget on the basis of the 1980 census” (Federal Register, January 3, 1980 (part 6), as cited in Hing,
1994, p. 7).

i
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not certified by Medicare (however, they could have been licensed by states and/or

accredited by private accreditation organizations). The sample of home care agencies for

the current study was selected from the three MSAs included in both the Medicare

certified and the uncertified studies.

In both studies, home care agency directors or their designated spokesperson(s)

were interviewed by telephone for approximately 45 to 75 minutes regarding agency

funding, organizational structure, staffing, services, clients, policies affecting the agency,

and relationships with other organizations providing health and social services. Interviews

consisted of open-ended, categorical, and Likert-scale questions. Following is a detailed

description of each study for purposes of design, sampling, and sample description.

The Medicare-Certified CBLTC Study

This three-year study, funded by the Pew Charitable Trusts, investigated a wide

:
range of long-term effects of the Medicare Prospective Payment System (PPS) and other 5
policy changes on the CBLTCS delivering acute and chronic care services to the elderly.

At the time the PPS was enacted in 1983 to curtail rapidly increasing hospital costs,

effects on the CBLTCS were essentially unanticipated and unintended. Previous Institute º
for Health & Aging research has since identified the ripple effects of this policy change on

:the community of providers caring for elderly outside acute care facilities in the immediate
*

post-PPS period (Estes et al., 1993; Goldberg & Estes, 1990; Spohn, Bergthold, & Estes,

1987; Szasz, 1990; Wood & Estes, 1990). Continuing consequences of this and

subsequent federal policy changes were hypothesized by the investigators based on earlier

research findings concerning transformations of the CBLTCS. The primary goal of this

research was to determine how policy changes affected the organizational provision of

services to elderly in the community since 1987.

CBLTCS providers included in the study were home health care, adult day care,

nursing home, hospital discharge planners, and case managers. In all instances,
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investigation centered on the effects of policy (e.g., Medicare PPS) on CBLTCS

providers in terms of services, staffing, budgets, organizational structure, and inter

organizational relations. Further, the research was designed to approach these issues on

three different levels: the patient/client level, the organizational and system level, and the

policy level.

Five different regions of the United States were included in the study. The

characteristics of these study sites were similar: They have large populations of older

persons; are located in larger, more populous and more generous states; and they have

been traditionally included in past Institute for Health & Aging studies. The study sites

therefore supported data collection of chronologically and substantively comparable

information. Nine metropolitan statistical areas (MSAs) in five states were represented in

the study sample which included San Francisco/Oakland and San Diego, California; Miami

and Tampa/St. Petersburg, Florida; Philadelphia and Pittsburgh, Pennsylvania; Dallas/Ft.

Worth and Houston, Texas; and Seattle, Washington.

In each metropolitan area, a list of the universe of providers for each provider type

was constructed and a stratified, random sample of providers was selected (except for the

case manager group which was a purposive sample) for participation in the study. An

organizational/provider survey was conducted by telephone with each sampled provider's

appropriate representative (e.g., gatekeeper/broker for hospital discharge planners and

agency administrator for home health agencies). Agency level data included

organizational characteristics (organizational size, tax status, multifacility membership,

payment sources, and state licensure status) and perceived effects of the PPS and other

federal policy changes on service demand, client service needs, and services provided by

the respective agencies. The home health agency (HHA) sample consisted of 175 agencies

representing nine MSAs in the five states. Eight (4%) of the home health agencies

sampled and interviewed were, in fact, not Medicare-certified and thus dropped from the

study resulting in a sample size of 167 HHAs. Within that sample, a total of 74 agencies
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are located in the three MSAs sampled in the subsequent research on uncertified home

care providers (24 in San Francisco/Oakland, 26 in Houston, and 24 in Philadelphia). The

process and outcome of this sampling procedure are included in Appendix B.

The IMedicarel Uncertified Home Care Provider Study

Relatively little is known about agencies providing home care for the elderly that

are not certified by Medicare (i.e., “uncertified providers”). This research, funded by the

Agency for Health Care Policy and Research, sought to identify and investigate

organizational characteristics of uncertified home care agencies; associated issues of

access, quality, and costs; the effects of policy changes on agency “performance”; and

perceptions of incentives and barriers to Medicare certification. The uncertified agencies

operate (and, to an unknown extent, compete) in a market environment that includes the

certified home care agencies and other providers. The investigators thus hypothesized that

federal policy changes directed at the Medicare sector (such as PPS and OBRA 1987)

would also affect other home care providers in ways not previously described. In

addition, other federal policies such as the Occupational Safety and Health

Administration's blood-borne pathogens regulations should have affected all paid

providers of home care services regardless of funding mechanisms and certification status.

This study was designed to describe the characteristics and organizational terrain of

uncertified home care agencies and attempt to link those attributes to measures of

performance comparable to those identified for the home health agencies studied in the

Medicare-certified agency research (Estes, Harrington, & Benjamin, 1990).

The sample of uncertified agencies was drawn from three metropolitan statistical

areas (MSAs) in three states included in the study of the Medicare-certified home care

agencies: San Francisco/Oakland, California; Philadelphia, Pennsylvania; and Houston,

Texas. A census of uncertified home care providers was identified for each MSA (total of

367 agencies) and 291 of these agencies participated in the study (116 agencies in

/*J-

2
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San Francisco/Oakland, 75 in Houston, and 100 in Philadelphia). Networking and

“snowball” techniques were employed to identify the universe of uncertified providers

since there are no central registries for those agencies (as there are for Medicare-certified

and state- licensed agencies). A broad definition of home care was used to ensure a wide

range of service provision. The sample of 291 uncertified agencies included 107 home

health and 58 home care agencies that met comparable staffing and services criteria to be

classified home care agencies for purposes of the study (the remaining 126 agencies were

hi-tech, durable medical equipment companies, traditional durable medical equipment

companies, staff referral/case management organizations, and meal delivery businesses).

Thus, a total of 165 uncertified home care agencies were included in this study (58 in San

Francisco/Oakland, 55 in Houston, and 52 in Philadelphia). The process and outcome of

this sampling procedure are included in Appendix B. .
-

;
=
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CHAPTER III

METHODOLOGY

III.2 The Current Study

Introduction

The current research utilized the data base of home care agency information from

the two major Institute for Health & Aging (IHA) studies described in the preceding

section. It was designed as a cross-sectional, descriptive, comparative, and analytic

investigation of the home care labor milieu of Medicare-certified and uncertified home

care agencies. The term “home care” refers to a broad range of health and social services

delivered to clients in their homes (Estes et al., 1990). Organizations that deliver home

care to elderly persons may or may not be Medicare-certified. The National Association

for Home Care defines “home care agency” to include only Medicare-certified home

health agencies, home hospices, and home care aide organizations (NAHC, 1993, p. 1).

For purposes of the current research, however, the term “home care agency” includes

neither home hospice agencies nor home care aide organizations. The broad term “home

care agency” accurately depicts the organizations included in the current study because the

balance of home health and social services in the uncertified sector is not known (Estes et

al., 1990; Harrington & Grant, 1990) and it was considered inappropriately restrictive to

label the agencies in the current study as simply “home health agencies.”

Labor environments comprising the home care labor milieu relate to the theoretical

model of home care organizational structure and performance characteristic of the IHA

studies in the following ways:

1. The policy and regulatory environment, within which home care
organizations deliver services, impacts the types of occupational groups involved
in the delivery of those services, and the education and training of those workers.

2. Agency licensure and certification status affects, and is affected by,
occupational qualifications of paid personnel.
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3. Tax status (for-profit or not-for-profit) likely influences the nature and
extent of personnel distribution within the organization and associated deployment
of paid workers.

4. Agency perceptions of the effects of policy changes and the shifting of
care between formal and informal labor sectors likely mediate strategies agencies
adopt to constrain labor-associated costs.

5. Effecting least-cost combinations of paid and unpaid caregivers is a
potential organizational strategy to decrease variable capital costs (heretofore
assumed to be a limited approach in Medicare-certified agencies due to regulations
on reimbursable labor services and the qualifications of workers providing those
services).

6. One possible mechanism for effecting least-cost combinations of home
care workers is to train paid employees (workers inside the organization) to train
unpaid caregivers (workers outside the organization) to accomplish the same work
for no remuneration.

7. Further, agencies could require, as a condition for certain services to be
received in the home, that an informal care provider (unpaid worker) be available and
capable of delivering the services (that is, trainable in the skills required to provide the
service).

The variable capital (worker wages) balancing act for home care agencies may then

be conceptualized as supplying just the right quantity and skill of paid labor to maintain

the client (the work object) in the non-institutional site of production (the home). Once

the client transfers to a hospital or nursing home, dies, or is in some other way removed

from the home environment, his/her home is no longer a site of “home care” production

and the flow of capital in the home care industry is disrupted. Consequently, there is an

inherent dual benefit to the home care industry that the client remain in the home: The

overt benefit of decreased constant capital investment (property, buildings, maintenance,

equipment, etc.) and the less visible benefit of decreased variable capital investments

(personnel costs) because of the availability of unpaid workers in that setting. Further,

there is a systemic and contradictory need for home care organizations to decrease their

variable capital outlay as much as possible while maintaining a viable work object (the

client) at the site of production. Constant capital investment has already been minimized
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(by care shifted outside of institutional settings). Workload intensification and supervisory

monitoring (Szasz, 1990) are exhaustible human resource strategies to hold costs down.

Thus, home care agencies are left with the challenge of effecting least-cost combinations

of workers as a strategy to constrain their organizational costs. Characteristics of the

home care labor milieu selected for this study were expected to illustrate the context and

scope of these relationships.

For purposes of this study, five conceptual categories reflecting home care labor

environments of interest were defined as follows:

Policy and Regulatory Environment refers to agency perceptions of the

effect of government regulation on labor-specific activities and policy changes since 1987

that have impacted home care agencies and their employees.

Agency Environment consists of characteristics of the home care agencies

on parameters of Medicare certification status, tax status, and changes since 1987 in the

labor-related services home care agencies provide.

Client Environment identifies attributes of the clients served by agencies

on parameters of age, gender, income level, ethnicity, and selected client characteristics

indicative of workload intensity levels.

Unpaid Worker Environment reflects agency perceptions of the existence

and direction of a shift in the responsibility for care of older persons between formal and

informal providers, the nature of the care (work) shifted, and agency requirements for

informal caregivers to provide “high-tech” services in the home setting.

Paid Worker Environment highlights the areas of medically-related and

social support-related training provided by home care agencies for their paid home care

workers.

This secondary analysis of survey data, followed the approach described by Kiecolt

and Nathan (1985). This study analyzed labor-related data originally collected to answer

questions about organizational structural characteristics and performance of home care
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agencies under different regulatory auspices. Kiecolt and Nathan utilize secondary

analysis of national survey data such as the Current Population Survey (CPS) and the

National Health Interview Survey (NHIS), to illustrate the recommended principles and

guidelines for combining data sets from two different studies. The approach to secondary

survey analysis implies that the data have been previously collected and that the current

study seeks to investigate unique relationships of the existing variables. Topics specific to

the design and conduct of secondary survey analysis are addressed in the section on data

collection issues.

Aim

The primary goal of the proposed study was to determine what evidence exists (if

any) that home care agency training of paid workers represents a structural mechanism by

which responsibility for home care of elderly clients is shifted from the paid labor force to

the unpaid labor force.

Research Questions and Hypotheses

For purposes of this study, the conceptual category of labor milieu was

constructed to include two distinct areas of investigation: home care labor environments

(regulatory and policy, agency, client, unpaid labor, and paid labor) and the role of home

care agencies in training paid and unpaid home care workers. A summary of the

relationships expected among the identified variables is included in the conclusion to this

chapter. The study addressed the following specific research questions and associated

hypotheses.
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Home Care Labor Environments

1) What are home care agency labor characteristics related to the regulatory and policy
environment?

Q 1.1 What is the level of effect of government regulation since 1987 on home care
agency staff hiring and retention?

Q 1.2 What are labor-related policies identified by home care agencies as having an
impact since 1987? What are the impacts of these policies related to labor?

HYPOTHESIS 1a. Certified home care agencies will report greater levels than
uncertified home care agencies of the effect of government regulation on their agencies in
the category of staff hiring and retention.

Rationale: Certified home care agencies are certified by Medicare to conform to
standards of Medicare Conditions of Participation and thus, their services to Medicare
beneficiaries are reimbursable. When Medicare policy is enacted or changed
particularly with regard to staffing, the certified agencies must conform in order to
continue their certification/reimbursement status. Uncertified home care agencies are
not certified by Medicare and thus, when Medicare policy is enacted or changed, there
are no similar constraints on the uncertified agencies. Therefore, it is expected that
certified home care agencies will perceive a greater effect of government regulation on
staff hiring and retention in their agencies than will uncertified agencies.

2) What are home care agency labor characteristics related to the agency environment?

Q 2.1 What is the proportion of Medicare-certified and [Medicare] uncertified home care
agencies?

Q 2.2 What is the proportion of for-profit and not-for-profit (public and non-profit) home
care agencies?

Q 2.3 What percentage of home care agencies provide the following labor-related
services: skilled nursing, home health aide, homemaker/chore worker, physical therapy,
social work, infusion therapy, and renal dialysis therapy? Of the agencies providing these
services, what percentage report an increase since 1987 in the volume of these specific
services? a decrease?

HYPOTHESIS 2a. The percentage of agencies reporting increases in skilled nursing
services provision will be greater for certified than for uncertified agencies.

HYPOTHESIS 2b. The percentage of agencies reporting increases in home health aide
services provision will be greater for certified than for uncertified agencies.
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HYPOTHESIS 2C. The percentage of agencies reporting increases in homemaker/chore
worker services provision will be greater for uncertified than for certified agencies.

Rationale: Certified home care agencies are required to provide skilled nursing services
and certified home health aide services but are not required to provide homemaker/chore
worker services (which also are not Medicare reimbursable). Uncertified home care
agencies have no regulation directing the types of services they must offer. Elderly in
need of homemaker/chore worker services to remain in their homes, need to seek these
services outside Medicare-certified home care agencies and likely pay for these services
out-of-pocket or with private long-term care insurance as opposed to public support.
Therefore, as care of elderly in the home has increased in addition to the well
documented informalization of care, there should be an increase in skilled nursing and
certified home health aide services in the certified agencies and an increase in
homemaker/chore worker services in the uncertified agencies. The relative change in
these labor-related services is used here as an indication of need for workers with
requisite education, qualifications, and skills to provide the named services.

3) What are home care agency labor characteristics related to client environment?

Q 3.1 What are the average percentages of clients served by home care agencies with
regard to age, gender, income level, and minority background?

Q 3.2 What are the average total numbers of clients served per month and the average
number of client visits per month?

Q3.3 What percentage of clients referred to these home care agencies since 1987 are
now more likely to: a) require more hours of care; b) require multiple services; c) require
services on a daily basis; d) have higher acuity/be sicker, more frail, or more disabled?

Rationale: The types of clients served by home care agencies represent a reasonable
approximation of the intensity of workload in the home care environment. Data on the
demographic characteristics of home care clients provide a baseline for comparison to
previously empirically established descriptions of service recipients.

4) What are home care agency labor characteristics related to the unpaid worker
environment?

Q 4.1 What proportion of home care agencies have observed a shift in responsibility for
the care of the elderly since 1987?

Q 4.2 What proportion of agencies that have observed a shift, think the direction of this
shift in responsibility has been from formal service providers (agencies) to informal service
providers (family and friends)?
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Q 4.3 What proportion of agencies that have observed a shift, think the direction of this
shift in responsibility has been from informal service providers (family and friends) to
formal service providers (agencies)?

Q 4.4 What types of care have been shifted?

Q 4.5 Of the agencies reporting they provide “high-tech” services (infusion therapy,
dialysis, or durable medical equipment), what percentage require, as a condition of
receiving services, that the patient [client] have a primary caregiver who can assist with
the provision of the service?

Q 4.6 Of the agencies reporting they provide “high-tech” services, what percentage
require, as a condition of receiving services, that the patient [client]/ caregiver be trained
in the use of the technology?

Q 4.7 What proportion of home care agencies report there are issues/problems when
patient [client]/caregiver education is required for the use of high-tech home services?
What are these problems/issues?

HYPOTHESIS 4a. A greater proportion of home care agencies will report observing a
shift of responsibility for care of elderly from formal to informal care providers than from
informal to formal care providers.

Rationale: In this case, “responsibility for care of elderly” effectively means
“workload.” Past studies indicate that an enormous amount of care (work) has been
shifted to the “informal” sector since the enactment of Medicare PPS and DRGs.
Although the absolute number of paid care providers is documented to be rising in the
home care environment, there are no estimations in the literature as to whether the
increases in paid workers is sufficient to meet the workload demands in the home. Thus,
the burden of care (work) may be shifted to informal (unpaid) providers versus being
assigned to a greater number of formal (paid) providers in the home setting. The
outcome to this hypothesis effectively indicates the front-line” (agency) perception of
the direction of the shift in workload (“care”) between formal and informal providers for
all home care workers.

HYPOTHESIS 4b. Agency requirement for a primary (informal) caregiver in the home
will positively correlate to the requirement for training of the informal caregiver in the use
of technology.

Rationale: The home care agency needs to have a strategy to maintain the client in the
home 24 hours a day while the client is receiving high-tech home care. Since there is
limited reimbursement (both public and private) for paid workers, as well as a shortage
of such workers, unpaid workers need to be capable of maintaining the high-tech
equipment, as well as the client in the home, with no formal assistance for significant
portions of the 24 hour period. If this can not be accomplished, the client moves out of
the home care arena and into the institutional arena (hospital or nursing home). It is,
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therefore, in the economic interest of the home care agency to employ strategies to
maintain the client in the home. One way to accomplish this is to make the unpaid
caregiver skilled and competent in home care technology (“home medical equipment").

5) What are home care agency labor characteristics related to the paid worker
environment?

Q 5.1 What percentage of agencies provide paid worker training in the following areas:
improvement of clinical skills, recordkeeping/documentation, new clinical issues, agency
policy, family/informal caregiver training, community education, care coordination, and
nutrition and food preparation?

Q 5.2 Do the content areas of agency-provided paid worker training tend to cluster in
distinctly medically-related and distinctly social-support related areas?

Rationale: The content of agency-provided paid worker training should reflect the
relative importance agencies attach to various work functions and priorities. In turn, the
ranking of these content areas may also reflect the relative reliance on traditionally
defined female knowledge and work skills in the formal sector to supplant agency
provided training in these areas.

Home Care Agency Role in Training Paid and Unpaid Home Care Workers

6) How do the areas of agency-provided paid worker (“staff”) training relate to agency
perceptions of the direction of the shift in responsibility for the care of elderly?

HYPOTHESIS 6a. Home care agency training of paid workers in the area of
family/informal caregiver training will positively correlate to home care agency perception
of responsibility shift for care of elderly from formal to informal care providers.

Rationale: If home care agencies perceive there has been a shift in the responsibility for
care of elderly clients from formal to informal providers, then the agencies should be
seeking ways to train informal providers to do the work previously done by the formal
providers. Since the viability/profitability of home care agencies is, in great part,
dependent on maintaining the client in the home, the agencies should tend to employ
strategies to train informal care providers to be medically and technically competent
caregivers. An initial step in training the unpaid workers would be to train their trainers
(in this case the paid workers) in teaching strategies ("family/informal caregiver
training").

HYPOTHESIS 6b. Home care agency training of paid workers in medically-related
areas (improvement of clinical skills; recordkeeping/documentation; new clinical issues)
will positively correlate to home care agency perception of responsibility for care of the
elderly shift from formal to informal care providers.
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Rationale: Since most unlicensed paid home care workers (home health aides) have no
formal health care education, they need to be trained in medically-related skills so that,
in addition to providing the necessary services in the home, they can also train unpaid
workers to provide the services when no paid worker is present. A proportionately
greater agency perception of the shift of responsibility for care of elderly clients should
be associated with proportionately greater concentration of paid home care worker
training in medically-related areas

HYPOTHESIS 6c. Home care agency training of paid workers in social support-related
areas (community education, care coordination, nutrition and food preparation, will
negatively correlate to home care agency perception of responsibility for care shift from
formal to informal care providers.

Rationale: Because the majority of paid home care workers are female, the need to train
paid workers in traditionally female work may not be perceived by agencies to be
necessary. Thus, if agency perception of responsibility for care shift is from formal to
informal, then relatively less agency training of paid workers in social support-related
areas should be evident as agencies may assume that these skills already exist among the
paid /female/ workers as well as the informal caregivers.

7) How are the areas of agency training of paid workers related to agency certification
status? To agency tax status? To each other?

HYPOTHESIS 7a. A greater proportion of certified than uncertified home care
agencies will indicate training paid staff in medically-related areas.

Rationale: Certified agencies receive Medicare reimbursement for medically-related
services approved by a physician. It is critical to agency viability/profitability that the
agencies have the mechanism to deliver medically-related services to elderly clients in
their homes. The cost of skilled nursing (RNs and LVNs/LPNs) is greater than the cost of
home health aides which is greater than the cost of unpaid workers. Economic efficiency
dictates the delivery of services utilizing the least-cost combination of workers necessary
to accomplish the work. One strategy for agencies to effect least-cost combinations of
workers is to train the workers in reimbursable services skills and to train the least costly
workers in these skills. Medically-related services in uncertified agencies are not
reimbursable by Medicare and thus, may not be a focal training area for the uncertified
agencies.

HYPOTHESIS 7b. A greater proportion of uncertified than certified home care agencies
will indicate training paid staff in social support-related areas.

Rationale: The proportion of agency-provided paid worker training in social support
related areas is expected to be relatively low. Of the agencies reporting that they provide
this type of training, uncertified agencies should demonstrate greater concentration in
this area than certified agencies because the uncertified agencies are reimbursed from
private and out-of-pocket resources instead of public funds.
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HYPOTHESIS 7c. Agency tax status will not be associated with medically-related areas
of agency-provided training for paid workers.

HYPOTHESIS 7d. Agency tax status will not be associated with social service related
areas of agency provided training for paid workers.

Rationale: Based on previous IHA studies identifying the organizational process of
isomorphism characteristic of community-based LTC organizations in the 1980s, agency
tax status is not expected to have a significant influence on the areas of agency-provided
training of paid workers. These hypotheses test whether home care agencies are
operating as though they are for-profit” organizations with respect to labor costs, in
order to, at minimum, remain viable.

HYPOTHESIS 7e. Agency-provided paid worker training in the area of family/informal
caregiver training will be positively associated with agency-provided paid worker training
in medically-related areas.

Rationale: If the mechanism of training paid home care workers to be unpaid worker
trainers exists, then it is expected that there will be a positive relationship between
training paid workers to be teachers of unpaid workers (informal care providers) and
training paid workers in the content area they need to teach the informal care providers.

HYPOTHESIS 7f. Agency-provided paid worker training in the area of family/informal
caregiver training will be negatively associated with agency-provided training in social
support-related areas.

Rationale: If the mechanism of training paid workers to be unpaid worker-trainers
exists, then it is expected that there will be a negative relationship between training paid
workers to be teachers of unpaid workers (informal care providers) in content areas for
which the agencies may assume paid workers and the informal care providers (as
predominantly female) have pre-existing knowledge and skills.

8) How does agency requirement for a primary caregiver in the home relate to agency
requirement for caregiver training in the use of high-tech equipment?

HYPOTHESIS 8a. Agency requirement that a primary (informal) caregiver be in the
home will be positively associated with agency-provided paid worker training in the area
of family/caregiver training.

HYPOTHESIS 8b. Agency requirement for patient/caregiver training in the use of
technology will be positively associated with agency-provided paid worker training in the
area of family/caregiver training.

Rationale: These two hypotheses test if agency-provided paid worker training,
specifically to train unpaid workers ("family/caregiver” training) is associated with a
documented agency requirement for receipt of high-tech services. Should either
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hypothesis be supported then it can be said that evidence in this suggests that a
structural mechanism exists that facilitates the shift in responsibility for care of elderly
from formal to informal providers.

Sample

To minimize bias, the sample of Medicare-certified home care agencies was

matched with the uncertified sample on the parameter of metropolitan statistical area

(MSA). Because states vary on licensure regulations and policy environments for home

care agencies, it was desirable to minimize the potential confounding effect of this

variation by eliminating comparisons between agencies from many different states and

MSAs. The sampling procedure produced a total sample of 239 home care agencies

(74 certified and 165 uncertified). The process and results of this sampling procedure are

depicted in Appendix B.

The subjects from the two studies are mutually exclusive, that is, home care

agencies cannot simultaneously be Medicare-certified and uncertified. Additionally, there

is no reason to believe that the attitudes and behavior of certified and uncertified agencies

directly affect each other and, thus, the sample subjects may be considered independent.

Expected similarities and differences between the two types of home care agencies were

hypothesized relative to their Medicare certification status, although there is probably

some overlap and interplay among all types of home care agencies by virtue of their

presence in similar market environments.

The original sampling procedures for both studies are likely to have achieved

adequate population coverage. The process of identifying the universe for the uncertified

sample was more complex and time-consuming due to lack of a central registry of such

agencies (which exists for Medicare-certified agencies). It is possible, although unlikely,

that some elements of the population in the sampling frame were not covered. Also, the

certified sample was derived by stratified, random selection from the documented

universe. However, the uncertified sample represents the universe of all agencies within
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the three specific MSAs studied. Networking and “snowball” techniques were employed

in identifying uncertified agencies to construct the universe of uncertified home care

providers and great effort was made to exhaust all avenues for identifying these providers.

Data Collection Issues

In both studies, data were collected by means of a survey questionnaire conducted

by pre-arranged telephone appointment with the designated agency representative. Data

were either recorded with pen and paper and then keyed into a computer database

(certified study) or entered directly into a database during the interview by means of a

computer-assisted telephone interview (CATI) system (uncertified study). In both cases,

after interviews were completed, data were reviewed and edited by the interviewers, and

cleaned and coded according to study protocols.

Three issues arise in the analysis of data from more than one data source:

questions of contextual effect, time effect, and of “house” effect (Kiecolt & Nathan,

1985). Each issue is addressed as it relates to the comparability of the two data sets

combined in this study.

Interview questionnaires are generally designed to avoid constructing a specific

frame of reference from which respondents might answer in a pre-designed fashion, and

thus not truly represent their opinions or behaviors. The context and sequence of items

contained in survey questionnaires should be the same for both studies in order to ensure

the absence of context effect which could confound comparisons between samples

(Kiecolt & Nathan, 1985). Thorough review of the study instruments revealed that, in

some instances, survey questions of interest to this project were not presented in the same

order and context in the two studies. Thus a potential exists for the frame of reference to

have been different for study questions of interest, although the influence of this difference

is likely to be insignificant (due to the breadth and scope of the entire interview

questionnaire).
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Time effects are important particularly if significant events occurred during the

time interval between data collection for the separate studies. The data sets for the

proposed study were collected in 1990-1991 (Medicare-certified sample) and 1991-1992

(uncertified sample). Data were collected, therefore, within a relatively close time frame

with respect to policy, regulation, and organizational transformation. That is, no major

federal policy changes occurred during this time frame that might have influenced

uncertified agency response and that would not have been a factor in Medicare-certified

agency response. The most recent relevant federal policy change that occurred was the

1989 HCFA “part-time or intermittent” clarification for the Medicare-certified sector. The

effects of this change on the Medicare-certified sector are just now being presented in the

literature (Bishop & Skwara, 1993), and the effects on the uncertified sector are not yet

known (Estes et al., 1990). Also, although health care reform was a major campaign issue

in the 1992 presidential elections, there was no clear indication of definite impending

changes that would substantively alter the policy and regulatory environment for certified

or uncertified agencies. Thus, there should have been relatively minimal, if any, time

effects that would have prohibited the valid aggregation of the two data sets.

“House effects” are generally important to consider in instances where data have

been collected by different survey organizations (“houses”) which might introduce bias in

sampling procedures or interviewer training (Kiecolt & Nathan, 1985, p. 67). Data for

both surveys were collected by researchers at the Institute for Health & Aging (IHA) and

interviewer training and supervision were consistent between the two projects. Interviews

for the certified study were conducted by staff from an external survey organization,

however, under the supervision of the IHA Study Project Director. Therefore, “house

effects” should not significantly influence the comparability of data from the two studies.

In summary, the only instrument design or methodological issue that resulted from

combining the certified and uncertified home health agency samples for the comparable

MSAs as described, was the assumption of context comparability. This was considered a
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minimal limitation in the design of this study since these minor context deviations were

judged to not pose serious threat to validity.

Expected Relationships

If home care agency training of paid workers represents a structural mechanism by

which responsibility for home care of elderly clients is shifted from the paid labor force to

the unpaid labor force, the following discernible characteristics and relationships should be

evident in the data analysis:

1. existence of agency-provided training of paid employees (workers inside the

organization) to train unpaid caregivers (workers outside the organization), as reflected in

the specific agency-provided paid worker training area of “family/informal caregiver

training”;

2. clustering of agency-provided paid worker training into distinctly medically

related (improvement of clinical skills; recordkeeping/documentation; and new clinical

issues; and distinctly social support-related (community education, care coordination,

nutrition and food preparation, care of the home and personal belongings) content areas;

3. a positive association of agency perception of shift of responsibility for care of

elderly from formal to informal providers with agency-provided paid worker training in the

area of family/informal caregiver training;

4. a positive association between home care agency-provided training of paid

workers in medically-related areas and home care agency perception of shift of

responsibility for care of the elderly from formal to informal providers;

5. a negative association between home care agency-provided training of paid

workers in social support-related areas and home care agency perception of shift of

responsibility for care of the elderly from formal to informal providers;

6. a positive relationship between agency-provided paid worker training in the

area of family/informal caregiver training and agency-provided paid worker training in
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medically-related areas;

7. a negative relationship between agency-provided paid worker training in the

area of family/informal caregiver training and agency-provided training in social support

related areas;

8. a positive relationship between home care agency requirement for a primary

(informal) caregiver in the home and home care agency requirement for the informal

caregiver to be trained in the use of the necessary technology for the client.
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CHAPTER IV

DATA FINDINGS

IV.1 Data Analysis

Introduction

The aim of this study was twofold: to examine the labor milieu of home care

agencies and to investigate the nature of the training relationship between the paid and

unpaid labor force responsible for the delivery of home care services to home-bound

elderly. The central purpose of the study was to determine what evidence exists, if any,

that home care agency-provided paid worker training represents a structural mechanism by

which responsibility for home care of elderly clients is shifted from paid providers to

unpaid providers.

To investigate the labor milieu of home care agencies, five conceptual categories

were constructed: policy/regulatory environment, agency environment, client environment,

unpaid worker environment, and paid worker environment. Labor milieu characteristics of

home care agencies that were examined included: (a) agency perception of the effects of

the policy and regulatory environment related to hiring and retention of paid workers;

(b) agency changes in service provision associated with skilled nursing, “home health

aide,” and homemaker/choreworker services; and (c) content areas of employer-provided

paid worker training. These characteristics were variously investigated in relation to

agency Medicare certification status, agency tax status, agency-reported observation of

shift in responsibility for care of elderly clients between informal and formal care

providers, types of care reported to have been shifted, and agency requirements for

patients/caregivers to receive “high-tech” services in the home setting.

The analysis consists of descriptive statistics to characterize the breadth of home

care agency types included in the study sample (the combined certified and uncertified

subjects from the three study MSAs of San Francisco/Oakland, Houston, and
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Philadelphia). Comparisons of descriptive characteristics are made within each of the

study’s five labor milieu conceptual categories. Tests of hypotheses concerning each

labor environment are presented in their respective sections. Following the presentation of

the labor milieu, comparative data and analyses for each of the three major relationships of

interest are presented: (a) the relationship of paid worker training to agency perceptions of

shift in responsibility for care of the elderly, (b) the relationship of areas of agency

provided paid worker training to agency certification and agency tax status, and (c) the

relationship of agency-provided paid worker training in the area of “family/informal

caregiver training” to agency requirements as conditions of receiving high-tech home

services for a primary caregiver in the home and for the patient/caregiver to be trained in

the use of “high-tech” equipment.

Power Analysis

One goal of the analysis was to determine if statistically significant associations

exist among the variables of interest. Three statistical assumptions were made for these

data: (a) the sample is representative of the population of home care agencies in the three

study MSAs (i.e., there exists no selection bias), (b) continuous variables in the study are

normally distributed, and (c) the original certified and uncertified home care agency

samples are mutually exclusive (an agency cannot be simultaneously both certified and

uncertified).

Of concern in this secondary analysis of survey data was the question of statistical

power. Statistical power reflects the ability of a study to detect what is occurring in the

population from the study sample which generally represents a random selection of a

specific number of subjects from the population ("universe"). Power indicates the

likelihood of finding a significant result when it truly exists; that is, it is the probability of

rejecting the null hypothesis (Ho) when it should be rejected, thus avoiding a Type II

error. Power is generally set at .80 (Cohen, 1987; Lipsey, 1990) which means that there is
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an 80% chance of finding an effect of a specific magnitude if it exists.

The probability of rejecting the null hypothesis when it should not be rejected

(Type I error) is referred to as the alpha level (or level of significance) and is generally

specified based on the latitude with which results may be viewed (leniency). As alpha

increases, power increases, thus, typically, alpha is set at .01 or .05.

Sample size refers to the number of subjects in a study. Usually, a power analysis

is conducted to determine, in advance, the number of subjects required in a study based on

the power and alpha levels desired and the expected effect size determined from previous

research or expert opinion. In this study, however, the subjects were the home care

agencies that had already participated in the original research projects from which this

study sample was derived. The total number of 239 subjects/home care agencies was, in

this instance, a given. Therefore, it is appropriate to determine the effect size, or the

degree of departure from the null hypothesis, that relevant statistical tests would be able to

detect in this study population. It is important to know this information for each statistical

test performed in order to be confident that, with a specific number of subjects in a

sample, an effect size of a certain magnitude (generally “small,” “medium,” or “large”)

will be detectable. Stated another way, if the level of significance is set at .05, should an

effect of a certain magnitude exist in the population, there is a 95% chance it will be

reflected in this sample.

For this study, the following values were set: sample size is 239, power is .80,

alpha is .05 (“level of significance”). Based on generally accepted parameters of effect

size, Chi-square and t-test statistics would be capable of detecting a population effect size

between "small" and "medium" if it was present in the population. Thus, the study design

can reasonably be expected to detect a small to medium effect of differences between the

groups tested. Further, with values as set, these tests are able to detect a difference

between groups with as little as 3% variance in the dependent variable.
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Since many of the variables of interest in this study are nominal/dichotomous, the

nonparametric Chi-square test of association was chosen to test null hypotheses. In

instances where variables were continuous, one-sample t-tests were performed to

determine if the means of the two groups of interest (e.g., certified/uncertified or for

profit/nonprofit) were different. Analysis of variance was not performed in these cases (as

might normally be) because these variables were used only for descriptive purposes in this

study. The importance of t-tests of group means for certain home care agency variables

rests with the ability to determine whether a statistically supportable difference between

groups exists based solely on group membership; for instance, certified or uncertified.

The question of practical significance versus statistical significance will be

addressed as relevant to various findings. Some of the trends in the data should be viewed

for their practical import even though they may not have met a predetermined level of

statistical significance. Equally, there may be instances in which variables are

demonstrated to be associated statistically, but offer little practical knowledge. The intent

in this analysis and subsequent discussion is to reasonably balance the statistical and

practical significance of the findings.

Sample Description

The sample consisted of 239 home care agencies defined either by Medicare

certification as a “home health agency” or by similar staffing and services criteria in the

uncertified sector. Table 3 indicates the distribution of the agencies in MSAs by

certification status and Table 4 indicates the distribution of the agencies in MSAs by tax

status for comparative purposes. Thirty-one percent of the home care agencies in this

sample of 239 were Medicare-certified and 69% were not certified by Medicare

(“uncertified”). The effective sample size of 234 agencies identified by tax status

consisted of 36% nonprofit and 64% for-profit home care agencies (five agencies in the
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sample were “public” and not included in analysis based on tax status due to the extremely

small number).

The three states, California, Texas, and Pennsylvania, are proportionately

represented in the distribution by MSA and certification status; they each contribute

approximately one-third of the agencies in the sample. Texas has proportionately more

for-profit agencies in the sample than do either California or Pennsylvania; the latter two

have proportionately more nonprofit agencies than for-profit agencies in the sample.
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Table 3

Distribution of Home Care Agencies
by Metropolitan Statistical Area (MSA)

and by Agency Certification Status”

Metropolitan % % %
Statistical Area Certified Uncertified Total

(MSA) (N = 74) (N = 165) (N = 239)

San Francisco/Oakland 32.4 35.2 34.3

Houston 35.2 33.3 33.9

Philadelphia 32.4 31.5 31.8

Total 100.0 100.0 100.0

Table 4

Distribution of Home Care Agencies
by Metropolitan Statistical Area (MSA)

and by Agency Tax Status"

Metropolitan % % %
Statistical Area For-Profit Nonprofit Total

(MSA) (N = 150) (N = 84) (N = 234)

San Francisco/Oakland 32.7 35.7 33.7

Houston 38.0 27.4 34.2

Philadelphia 29.3 36.9 32.1

Total 100.0 100.0 100.0

Note: Distribution of agencies by certification status and agency status is included in
Tables 9 and 10 in the discussion of findings on the agency environment.
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CHAPTER IV

DATA FINDINGS

IV.2 Labor Milieu

Policy and Regulatory Environment

The policy and regulatory environment in this study consisted of agency

perceptions of the effect of government regulation on labor-specific activities, and the

effect of policy changes, since 1987, impacting home care agencies. Among policy and

regulatory-related questions asked of the agencies in both original studies were questions

related to agency perceptions of: (a) the effects of the regulatory environment on their

agency since 1987, (b) specific policies impacting their home care agency since 1987, and

(c) the actual impacts of these policies on their agency.

Regulatory environment. The question about effects of the regulatory

environment on agencies in the area of staff hiring and/or retention since 1987, was Likert

scale formatted, and the outcome of this question by certification status is presented in

Table 5. The average Likert score was 2.9 (“moderately affected”) for both certified and

uncertified agencies as well as for the entire sample. This indicates no difference between

certified and uncertified home care agencies on their perception of the effect of the

regulatory environment on their agency staff hiring and retention since 1987. (The null

hypothesis for Hypothesis 1a can not be rejected at the .05 level.)

The mean Likert score was 2.86 for the for-profit agencies, 3.00 for the nonprofit

agencies, and 2.91 for the entire sample (Table 6). These results suggest that there was no

distinct difference in the effect of the regulatory environment on agency staff hiring and

retention based on agency tax status.

i
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Table 5

Home Care Agency Regulatory Environment
by Agency Certification Status

% % %

Effect of Government Regulation Certified Uncertified Total
on Staff Hiring and/or Retention (N = 74) (N = 165) (N = 239)

Not Affected 16.4 21.7 20.2

Minimally Affected 19.4 15.5 16.7
Somewhat Affected 17.9 14.9 15.8

Moderately Affected 28.4 26.1 26.8

Very Affected 17.9 21.7 20.6

Likert Scale Score 2.88 2.89 2.93

Table 6

Home Care Agency Regulatory Environment
by Agency Tax Status

% % %

Effect of Government Regulation on For-Profit Nonprofit Total
Staff Hiring and/or Retention (N = 84) (N = 150) (N = 234")

Not Affected 20.0 21.8 20.6

Minimally Affected 16.6 18.0 17.0
Somewhat Affected 15.9 14.1 15.3

Moderately Affected 24.8 30.8 27.0
Very Affected 22.8 15.4 20.2

Likert Scale Score 2.86 3.00 2.91

Source: Institute for Health & Aging, Pew CBLTC Study, [Certified] Home Health Agency Instrument,
1990 and 1991.

Survey Question 24c: “On a scale of 1 to 5, with 1 being “very affected” and 5 being “not affected,” how
would you rate the effect of government regulation on your home care agency in the following area: Staff
hiring and/or retention?”

Source: Institute for Health & Aging, AHCPR Uncertified Home Care Study, Provider Instrument, 1992.
Survey Question 58c: “On a scale of 1 to 5, with 1 being “very affected” and 5 being “not affected,” how
would you rate the effect of government regulation on your home care agency in the following area: Staff
hiring and/or retention?”

' A total of 5 home care agencies (3 certified and 2 uncertified) in the sample were public agencies and
not included in analysis by agency tax status.
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Labor-related policies identified by home care agencies as having an impact on

their agencies since 1987, and the nature of the impact, are presented in Table 7. In

general, home care agencies report labor effects of policy to be in the areas of training,

certification, and licensing. The certified agencies tend to identify policies that relate to

certification processes as having a labor impact on their agencies, whereas the uncertified

tend to report general employment policies as affecting their agencies. Home care

agencies in the sample identify impacts to be increased paperwork, increased training,

hiring difficulty, and general staff implications. Because these were open-ended questions,

strict comparisons between certified and uncertified agencies are not possible.

Table 7

Policies Having a Labor Impact
on Home Care Agencies

% %

Policies Related To Certified Uncertified

(N = 74) N = 165

Training/Certification 38.4 10.1
Occupational Safety and Health Administration not identified 13.9
Survey/Certification 20.1 not identified
State Policies/Licensing 16.5 not identified
Workers Compensation not identified 5.0

Impacts of Policies

Increased Paperwork 12.2 3.4

Increased Training 14.6 not identified
Affected Hiring 8.5 1.0

Staff Implications 4.9 3.4

Source: Institute for Health & Aging, Pew CBLTC Study, [Certified] Home Health Agency Instrument,
1990 and 1991.

Survey Question 21: “Please tell me what policies, or interpretation of policies, have had the greatest
impact on your agency since 1987, and what those impacts have been.”

Source: Institute for Health & Aging, AHCPR Uncertified Home Care Study, Provider Instrument, 1992.
Survey Question 55: “Please tell me what policies, or interpretation of policies, have had the greatest
impact on your agency since 1987, and what those impacts have been.”
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Agency Environment

The agency environment for this study includes three descriptive areas: (a) home

care agency certification status; (b) home care agency tax status; and (c) distribution of

labor-related services representing skilled nursing, home health aide, homemaker/

choreworker, physical therapy, social work, and infusion therapy. For agencies providing

these labor-related services, changes in service provision since 1987 for each occupational

group are also analyzed.

Agency certification and tax status. The distribution of home care agencies by

Medicare certification and by agency tax status is presented in Table 8. Seventy-four

certified agencies and 165 uncertified agencies were included in the total sample of 239

home care agencies. Five home care agencies had “public” agency tax status (three

certified agencies and two uncertified agencies) and, as this number was very small

(2.1%), these agencies were included only in analyses involving certification status (i.e.,

they were eliminated from analyses involving agency tax status). The proportional

breakdown of the agencies is reflected in Table 9 for purposes of comparison. Particularly

noteworthy is the number of uncertified, for-profit agencies (117) which constitutes 50%

of the sample. The remaining half of the sample is relatively evenly distributed among

certified, for-profit (33); certified, nonprofit (38); and uncertified, nonprofit agencies (46).

Changes in service provision. Data shown in Tables 10 and 11 indicate the

proportion of agencies that provide each of the labor-related services by certification

status and agency tax status, respectively. For the total sample of home care agencies

(N = 239), 74.9% offer skilled nursing services, 82.0% offer home health aide services,

51.0% offer homemaker/choreworker services, 58.6% offer social work services, and

44.4% offer infusion therapy services.”

*Note that the relative percentages of labor-related services differ slightly for the total sample of home
care agencies based on certification and tax status. This occurs because the calculations for the sample
based on tax status are made without the five public agencies previously identified.
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For home care agencies providing these labor-related services, comparisons of

agency perception of changes in service provision, since 1987, were made according to

occupational groups. When viewed from the perspective of home care agency

certification status, marked differences between the certified and uncertified agencies exist

for all labor-related services except home health aide services (Table 10). In general,

greater proportions of certified than uncertified agencies report offering skilled nursing,

physical therapy, social work, and infusion therapy services. A greater proportion of

uncertified than certified agencies report providing homemaker/choreworker services.

Nearly three-fifths of the certified agencies do not offer homemaker/choreworker services

while less than half of the uncertified agencies do not. Similar proportions of home care

agencies offer home health aide services, with the certified agencies slightly higher (86.5%

of certified agencies and 80.0% of uncertified agencies offer home health aide services).

Provision of labor-related services based on agency tax status indicate that there is

little difference between for-profit and nonprofit agencies in the areas of home health aide,

homemaker/choreworker, and infusion therapy services (Table 11). A greater proportion

of for-profit (64.7%) than nonprofit (50.0%) agencies provide physical therapy services.

A greater proportion of nonprofit (69.0%) than for-profit (52.0%) agencies provide social

work services.
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Table 8

Number of Home Care Agencies
By Certification and Agency Tax Status

Agency Tax Status Certified Uncertified Total
(N = 74) (N = 165) (N = 239)

For-Profit 33 117 150

Nonprofit 38 46 84

Total 71 163 234°

Table 9

Percent Distribution of Home Care Agencies
By Certification and Agency Tax Status

Agency Tax Status Certified Uncertified Total
(N = 74) (N = 165) (N = 239)

For-Profit 14.1 50.0 64.1

Nonprofit 16.2 19.6 35.9

Total 30.3 69.7 100.0

Source: Institute for Health & Aging, Pew CBLTC Study, [Certified] Home Health Agency Instrument,
1990 and 1991.

Survey Question 6: “Is the agency or division you administer certified by Medicare?”
Survey Question 1: “What is the legal agency tax status of your agency; that is, what is your Agency Tax
Status for federal tax reporting purposes: (a) federal, states, or local government agency; that is, a public
agency; (b) 501(C)(3); that is, a private nonprofit agency; (c) proprietary or investor-owned; that is, a for
profit agency?”

Source: Institute for Health & Aging, AHCPR Uncertified Home Care Study, Provider Instrument, 1992.
Survey Question 1: “Is the agency you administer certified by Medicare?”
Survey Question 4: “What is the legal agency tax status of your agency; that is, what is your Agency Tax
Status for federal tax reporting purposes: (a) federal, states, or local government agency; that is, a public
agency; (b) 501(C)(3); that is, a private nonprofit agency; (c) proprietary or investor-owned; that is, a for
profit agency?”

* A total of five home care agencies in the sample (three certified and two uncertified) were public
agencies and not included in analyses based on tax status due to small number.

i
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Table 10

Percent of Agencies Providing Selected Labor-Related Services
by Agency Medicare Certification Status

% % %

Labor-Related Services Certified Uncertified Total

(N = 74) (N = 165) (N = 239)

Home Health Aide 86.5 80.0 82.0

Skilled Nursing 90.5 67.9 74.9

Physical Therapy 85.1 46.7 58.6

Social Work 82.4 47.3 58.2

Homemaker/Choreworker 39.2 56.4 51.0

Infusion Therapy 74.3 31.0 44.4

Source: Institute for Health & Aging, Pew CBLTC Study, [Certified] Home Health Agency Instrument,
1990 and 1991.

Survey Question 46: “Do you provide the following services: (a) skilled nursing, (b) homemaker,
(c) physical therapy, (d) home health aide, (e) social work, (h) infusion therapy?”

Source: Institute for Health & Aging, AHCPR Uncertified Home Care Study, Provider Instrument, 1992.
Survey Question 13: “Do you provide the following services: (a) RNs, (b) LVNs/LPNs, (c) home health
aide, (e) homemaker/choreworker, (j) social work, (1) physical therapy, (q) infusion therapy?”
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Table 11

Percent of Agencies Providing Selected Labor-Related Services
by Agency Tax Status

% % %

Labor-Related Services For-Profit Nonprofit Total

(N = 150) (N = 84) (N = 234")

Skilled Nursing 78.7 67.9 73.2

Home Health Aide 83.3 79.8 82.1

Homemaker/Choreworker 50.7 53.4 51.7

Physical Therapy 64.7 50.0 58.5

Social Work 52.0 69.0 58.1

Infusion Therapy 45.3 42.9 44.4

Source: Institute for Health & Aging, Pew CBLTC Study, [Certified] Home Health Agency Instrument,
1990 and 1991.

Survey Question 46: “Do you provide the following services: (a) skilled nursing, (b) homemaker,
(c) physical therapy, (d) home health aide, (e) social work, (h) infusion therapy?"

Source: Institute for Health & Aging, AHCPR Uncertified Home Care Study, Provider Instrument, 1992.
Survey Question 13: “Do you provide the following services: (a) RNs, (b) LVNs/LPNs, (c) home health
aide, (e) homemaker/choreworker, (j) social work, (1) physical therapy, (q) infusion therapy?”

* A total of five home care agencies in the sample (three certified and two uncertified) were public
agencies and not included in analysis based on tax status due to small number.
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Comparisons of changes in labor-related services provision since 1987 are

summarized in Tables 12 and 13. For the total sample of home care agencies (N = 239),

the greatest proportion of agencies reporting increases in labor-related services were, in

order, those offering infusion therapy services (81.1%), home health aide services

(78.1%), physical therapy services (77.9%), social work services (75.5%), skilled nursing

services (72.6%), and homemaker/choreworker services (66.4%). Overall, more than

two-thirds of the home care agencies in this study reported increases in all labor-related

Services since 1987.

From the Chi-square analysis results cited in Table 12, the following statistical null

hypotheses (Ho) are rejected at the .05 level of significance:

Ho: There is no relationship between certification status and increases in

skilled nursing services provision (Hypothesis 2a).

Ho: There is no relationship between certification status and increases in

home health aide services (Hypothesis 2b).

Ho: There is no relationship between certification status and increases in

homemaker/choreworker services (Hypothesis 2c).

The alternative hypotheses are accepted; there are relationships between

certification status and changes in skilled nursing, home health aide, and homemaker/

choreworker services. The proportion of certified agencies differs enough from the

proportion of uncertified agencies reporting increases in skilled nursing services, that it

cannot be considered to have occurred by chance. The proportions of agencies reporting

increases in home health aide and homemaker/choreworker services are notably greater in

* Note that the relative percentages of labor-related services differ slightly for the total sample of home
care agencies based on certification and tax status. This occurs because the calculations for the sample
based on tax status are done without the five public agencies previously identified.
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the uncertified (84.9% and 71.0%, respectively) than in the certified agencies (64.1% and

51.7%, respectively). In this case, the original hypothesis is not supported because,

although there is evidence to indicate an association, it is in the opposite direction from

what had been predicted.

There is a 34.5% rate of certified agencies reporting decreases in

homemaker/choreworker services compared to an 8.6% rate in the uncertified agencies;

this finding is noteworthy because it represents the only category of labor-related services

in which there is such a substantial reduction in service provision. No hypotheses were

formulated in this study regarding physical therapy services; the significant Chi-square

finding (at the .05 level) for physical therapy services likely reflects the markedly greater

proportion of certified (15.9%), than uncertified (3.9%), agencies reporting decreases in

physical therapy services.

No hypothesized relationships based on agency tax status were formulated prior to

the study. Table 13 provides a comparison of changes in labor-related services based on

agency tax status. Evidence does not exist in these data indicating a significant difference

between for-profit and nonprofit agencies in the area of changes in labor-related services

provision since 1987.
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Table 12

Percent of Agencies Indicating
Changes in Selected Labor-Related Services Since 1987

by Agency Medicare Certification Status

Direction % % %

Labor-Related Services of Certified Uncertified Total

Change (N = 74) (N = 165) (N = 239)

Skilled Nursing Increase 81.8 67.9 73.0
Decrease 9.1 12.5 11.2

Home Health Aide Increase 64.1 84.9*** 78.1
Decrease 15.6 1.5 6.1

Homemaker/Choreworker Increase 51.7 71.0++ 66.4

Decrease 34.5 8.6 14.8

Physical Therapy Increase 74.6 80.5% 77.9
Decrease 15.9 3.9 9.3

Social Work Increase 72.1 78.2 75.5

Decrease 9.8 5.1 7.2

Infusion Therapy Increase 74.6 88.2 81.1
Decrease 3.6 3.9 3.8

Source: Institute for Health & Aging, Pew CBLTC Study, [Certified] Home Health Agency Instrument,
1990 and 1991.

Survey Question 46: “Since 1987, has the provision of the following services by your agency decreased,
remained the same, or increased: (a) skilled nursing, (b) homemaker, (c) physical therapy, (d) home
health aide, (e) social work, (h) infusion therapy?”

Source: Institute for Health & Aging, AHCPR Uncertified Home Care Study, Provider Instrument, 1992.
Survey Question 13: “If you provide the following services, has the volume of service decreased, remained
the same, or increased since 1987: (a) RNs, (b) LVNS/LPNs, (c) home health aide, (e) homemaker/
choreworker, (j) social work, (1) physical therapy, (q) infusion therapy?”

Chi-square (.05,2) Cramer's V: Home Health Aide Services .300
*** pº,001 Homemaker/Choreworker .311

** p- 01 Physical Therapy Services .215
* pº .05
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Table 13

Percent of Agencies Indicating
Changes in Selected Labor-Related Services Since 1987

by Agency Tax Status

Labor-Related Services Direction of %. For-Profit % Nonprofit 9% Total Agencies
Change (N = 150) (N = 84) (N = 234°)

Skilled Nursing Increase 71.2 79.0 73.7
Decrease 11.9 7.0 10.3

Home Health Aide Increase 80.8 74.6 78.7

Decrease 3.2 10.5 5.7

Homemaker/Choreworker Increase 61.8 73.3 66.1

Decrease 14.5 15.6 14.9

Physical Therapy Increase 78.4 80.0 78.8
Decrease 8.3 10.0 8.8

Social Work Increase 71.8 82.8 76.5

Decrease 9.0 1.7 5.9

Infusion Therapy Increase 82.4 80.6 81.7
Decrease 4.4 2.8 3.9

Source: Institute for Health & Aging, Pew CBLTC Study, [Certified] Home Health Agency Instrument,
1990 and 1991.

-

Survey Question 46: “Since 1987, has the provision of the following services by your agency decreased,
remained the same, or increased: (a) skilled nursing, (b) homemaker, (c) physical therapy, (d) home
health aide; (e) social work, (h) infusion therapy?"

Source: Institute for Health & Aging, AHCPR Uncertified Home Care Study, Provider Instrument, 1992.
Survey Question 13: “If you provide the following services, has the volume of service decreased, remained
the same, or increased since 1987: (a) RNs, (b) LVNS/LPNs, (c) home health aide, (e) homemaker/
choreworker, (j) social work, (1) physical therapy, (q) infusion therapy?”

* A total of five home care agencies in the sample (three certified and two uncertified) were public
agencies and not included in analysis based on tax status due to small number.
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Client Environment

In this study, client environment variables identify attributes of the clients served,

as reported by the home care agencies on parameters of age, gender, income level,

ethnicity, and general client characteristics indicative of workload intensity levels.

Complete descriptive statistics for these client demographic variables are included in

Appendix D.

Client demographic characteristics. In the total sample, home care agencies

reported that, on average, 66.8% of their clients were age 65 and older, 20.2% were age

85 and older, 63.5% were women, 29.9% were low income, and 29.9% of their clients

were minority (Table 14)."

In the analysis by certification status (Table 14), the mean percentage of agency

clients age 65 and older served by certified agencies (74.5%) differs significantly from the

mean percentage of agency clients age 65 and older served by uncertified agencies

(63.3%). The uncertified agencies report a significantly greater percentage of their clients

as low income (33.9%) than the certified agencies (21.1%). The certified and uncertified

home care agencies did not differ on their reported percentages of clients who are age 85

and older, women, or minority.

A similar pattern is seen in the analysis of client characteristics by agency tax status

(Table 15). The mean percentage of agency clients age 65 and older served by nonprofit

agencies (74.4%) differs more than would be expected, by chance, from the mean

percentage of agency clients age 65 and older served by for-profit agencies (62.0%). The

nonprofit agencies also report a statistically significant greater mean percentage of their

clients being low income (41.6%) than do the for-profit agencies (22.7%). The nonprofit

and for-profit home care agencies can not be said to differ (more than would be expected

'Note that the relative percentages of demographic characteristics differ slightly for the total sample of
home care agencies based on certification and tax status (in the total mean percentage column). This
occurs because the calculations for the sample based on tax status are made without the five public
agencies previously identified. Percentages do not add to 100 because clients can belong to more than
one category simultaneously.
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by chance) on their reported percentages of clients who are age 85 and older, women, or

minority.

Thus, for both certification status and agency tax status, home care agencies differ

on the percentage of agency clients age 65 and older and clients with low income. The

average percentage of clients age 65 and older served by certified agencies (74.5%) is

greater than the average for clients age 65 and older served by uncertified agencies

(33.9%) (.05 level of significance, two-tailed t-test). The average percentage of clients

with low income served by uncertified agencies (33.9%) is greater than the mean

percentage with low income served by certified agencies (21.1%). Based on agency tax

status, the results are somewhat different. The average percentage of clients age 65 and

older and with low income, served by nonprofit home care agencies, is greater than the

average percentage of clients age 65 and older and with low income, served by for-profit

agencies (74.4% vs. 62.0% and 41.6% vs. 22.7%, respectively; .05 level of significance,

two-tailed t-test).

Neither certification status nor agency tax status is demonstrated in these data to

be associated with a statistically significant difference in the average percentages of clients

age 85 and older, women, or minority served by the study agencies.
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Table 14

Mean Percentage of Home Care Agency Clients
By Demographic Characteristics and Agency Medicare Certification Status

Client Characteristics Certified Uncertified Total

(N = 74) (N = 165) (N = 239)

Age 65 and older 74.5 63.3+* 66.8

Age 85 and older 20.0 20.3 20.2

Women 62.5 64.0 63.5

Low income 21.1 33.9% 29.9

Minority 32.1 28.9 29.9

Table 15

Mean Percentage of Home Care Agency Clients
By Demographic Characteristics and Agency Tax Status

Client Characteristics For-Profit Nonprofit Total
(N = 84) (N = 150) (N = 234)

Age 65 and older 62.0 74.444 69.9

Age 85 and older 18.7 23.0 21.5

Women 62.4 64.9 6.3.3

Low income 22.7 41.6*** 34.8

Minority 28.8 30.0 29.6

Source: Institute for Health & Aging, Pew CBLTC Study, [Certified] Home Health Agency Instrument,
1990 and 1991.

Survey Question 55: “Approximately what percentage of your clients are: (a) age 65 and older, (b) age 85
and older, (c) women, (d) low income/Medicaid eligible, (e) minority?”

Source: Institute for Health & Aging, AHCPR Uncertified Home Care Study, Provider Instrument, 1992.
Survey Question 25: “Approximately what percentage of your clients are: (a) age 65 and older, (b) age 85
and older, (c) women, (d) low income/Medicaid eligible, (e) minority?”

Two-tailed t-test

***pº .001
** p- 01
* pº .05
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Tables 16 and 17 illustrate the mean numbers of clients served per month and mean

number of client visits per month by agency certification status and by agency tax status,

respectively. The mean number of clients that home care agencies reported serving per

month was 255.9, and the mean number of client visits per month was 1500.3 (Table 16).

No statistically significant difference between the certified and uncertified agencies was

demonstrable on these two variables. From these data, it can be concluded that, for this

sample of home care agencies in the three study MSAs, there is no difference between the

certified and uncertified agencies on the variables of number of clients served per month

by these agencies or on the number of client visits per month.

In contrast to the analysis by certification status, the analysis by agency tax status

(Table 17) indicates that a significant difference exists on the measures of mean numbers

of clients served per month and the mean numbers of client visits per month based on

agency tax status. Specifically, the nonprofit home care agencies report greater mean

numbers of clients served per month (366.2) and greater numbers of client visits per

month (21714) than the for-profits (126.7 and 1153.4, respectively). Two-tailed t-tests

of the means on these two measures indicate that there is a significant difference between

the for-profit and nonprofit agencies on both the number of client served per month and

the number of client visits per month (at the .05 level of significance), with the for-profit

agencies notably higher on both measures.
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Table 16

Mean Numbers of Clients and Client Visits Per Month

by Agency Medicare Certification Status

Description Certified Uncertified Total
(N = 74) (N = 165) (N = 239)

Clients served per month 210.4 276.3 255.9

Number of client visits per month 1759.7 1384.0 1500.3

Table 17

Mean Numbers of Clients and Client Visits Per Month

by Agency Tax Status

Description For-Profit Nonprofit Total
(N = 84) (N = 150) (N = 234)”

Clients served per month 126.7 366.2” 280.2

Number of client visits per month 1153.4 2171.4% 1806.0

Source: Institute for Health & Aging, Pew CBLTC Study, [Certified] Home Health Agency Instrument,
1990 and 1991.

Survey Question 53: “On average, approximately how many clients do you serve per month
(Unduplicated clients, not client visits)?”
Survey Question 54: “On average, approximately how many client visits per month does your agency
make (client visits, not unduplicated clients)?”

Source: Institute for Health & Aging, AHCPR Uncertified Home Care Study, Provider Instrument, 1992.
Survey Question 19: “On average, approximately how many clients do you serve per month
(Unduplicated clients, not client visits)?”
Survey Question 20: “On average, approximately how many client visits per month does your agency
make (client visits, not unduplicated clients)?”

Two-tailed t-test

** pº,01
* pº,05

* A total of five home care agencies in the sample (three certified and two uncertified) were public
agencies and not included in analyses based on tax status due to small number.
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Table 18 indicates for the total sample, and for certified and uncertified agencies,

proportions of agencies reporting that, since 1987, clients referred to their agencies are

more likely than before to: (a) require more hours of care; (b) require multiple services;

(c) require services on a daily basis; (d) have higher acuity/be sicker, more frail, or more

disabled. Since 1987, for clients referred to their agencies, 78.8% of the home care

agencies report clients are more likely to be sicker (higher acuity), more frail, or more

disabled; 76.2% report that clients are more likely to require multiple services; 71.5%

report that clients are more likely to require more hours of care, and 64.0% report that

clients are more likely to require services on a daily basis.

In general, the uncertified agencies appear to provide services to a less acutely ill

population than do the certified agencies. A t-test of means on the average Likert scale

scores(1 = less likely, 2 = about the same, 3 = more likely) was conducted for each

workload intensity indicator (client characteristic) by certification status. Results of this

analysis are found in Table 19. At a .05 level of significance, certified agencies

demonstrate higher average scores than uncertified agencies for the likelihood of agency

clients, since 1987, to require more hours of care, require services on a daily basis; and

have higher acuity/be sicker, more disabled, or more frail. There was no statistically

significant difference between certified and uncertified agencies on the likelihood of

agency clients to require multiple services.

Uncertified agencies appear to be providing services for clients who were about as

likely as before [1987] to have higher acuity/be sicker, more frail, or more disabled (mean

Likert score of 2.08). Although this differs significantly from the mean Likert score in the

certified agencies (2.36), the certified agencies, too, appear to be providing services for

clients who are near to being the same as prior to 1987. This does not imply that the

clients served by the agencies are not acutely ill; it may simply mean that the bulk of the

deinstitutionalization of post-acute patients occurred between 1983 and 1987.
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Table 18

Percent of Agencies Reporting Workload Intensity Indicator
by Medicare Certification Status

% % %

Workload Intensity Indicator Certified Uncertified Total
(Client Characteristics) (N = 74) (N = 165) (N = 239)

More likely to require more hours of care 83.8 66.1 71.5

More likely to require multiple services 85.1 72.1 76.2

More likely to require services on a daily basis 73.0 60.0 64.0

More likely to be sicker (higher acuity), more
frail, or more disabled 88.2 77.6 78.7

:
Table 19

Mean Likert Score for Workload Intensity Indicators
by Medicare Certification Status

Workload Intensity Indicator Certified Uncertified
(Client Characteristics) (N = 72) (N = 158)

More likely to require more hours of care 2.83 2.62+*

More likely to require multiple services 2.85 2.72

More likely to require services on a daily basis 2.73 2.55*

More likely to be sicker (higher acuity), more frail, 2.36 2.08%
or more disabled

Source: Institute for Health & Aging, Pew CBLTC Study, [Certified] Home Health Agency Instrument,
1990 and 1991.

Survey Question 56: “Since 1987, are the clients referred to you less likely, the same, or more likely to:
(a) require more hours of care, (b) require multiple services, (c) require services on a daily basis, (d) have
higher acuity ratings?”

Source: Institute for Health & Aging, AHCPR Uncertified Home Care Study, Provider Instrument, 1992.
Survey Question 26: “Since 1987, are the clients referred to you less likely, the same, or more likely to:
(a) require more hours of care, (b) require multiple services, (c) require services on a daily basis, (d) be
sicker, more frail, or more disabled?"

Two-tailed t-test

** p3.01
* pº,05

:
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Unpaid Worker Environment

In this study, the unpaid worker environment reflects home care agency

perceptions of the existence and direction of a shift in the responsibility for care of the

elderly between formal and informal care providers and the nature of the care (work)

shifted. Also included are agency requirements for patients/caregivers to receive

“high-tech” services in the home setting.

Shift in responsibility for care. For this sample of 239 home care agencies,

64.4% of the agencies reported having observed a shift in the responsibility for care of the

elderly between formal and informal providers (Table 20). Fifty-five percent (55.5%)

thought the direction of the shift was from formal (paid) to informal (unpaid) providers

and 48.4% thought it was from informal to formal providers. It is clear that agency

answers to the question of the direction in which they think the shift occurred are not

mutually exclusive; that is, it appears that at least several agencies thought there had been

shifts in both directions (thus the percentages 55.5 and 48.4 add to more than 100). It

becomes apparent these measures are not independent and, therefore, it is impossible to

analyze these data without violating statistical testing assumptions that guard against

multicollinearity (Hypothesis 4a cannot be tested). Consequently, the findings are

presented as general background information.

A greater proportion of uncertified (55.0%) than certified (40.4%) agencies

thought that the shift in responsibility for care of the elderly had been from formal to

informal providers (Table 20). However, a greater proportion of certified (57.8%) than

uncertified (51.4%) thought the shift had been from informal to formal.

The types of care that agencies thought had been shifted, based on the direction of

the shift they perceived, are identified in Table 21. The fact that from one-fourth to one

third of the agencies that had observed [any] shift, reported that the types of care shifted

were “all types”, seriously confounds analysis and interpretation of these data.
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Agency requirements of patient/caregiver for high-tech home services.

Regarding agency requirements for patients to receive high-tech services in the home,

Table 22 indicates that 61.3% of the home care agencies that provide high-tech services

require the patient to have a primary (informal) caregiver. Further, 83.5% of the agencies

that provide high tech services (N = 111) require that the primary caregiver be trained in

the use of [high-tech] technology as a condition of receiving these services in the home.

Sixty-five percent (64.5%) of the agencies that provide high-tech services responded that

there were issues or problems when patient/caregiver education is required as a condition

of receiving high-tech home services. Often mentioned problems and issues involve

caregiver difficulty in mastering the technology and what agencies perceive to be a general

lack of interest and/or commitment from the caregiver.

No differences between certified and uncertified home care agencies regarding the

requirements for patients to receive high-tech services in the home were demonstrated in

this sample. In both certified and uncertified home care agencies, more than half of the
i
ºagencies that provide high-tech services require, as a condition for receiving these
-

services, that the patient have a primary caregiver. In both certified and uncertified

agencies, approximately three-fourths of the agencies that provide high tech services

require, as a condition for receiving these services, that the patient/caregiver be trained in

the use of the technology. ;
The relationship of home care agency requirements for a primary caregiver in the

home and for training of the patient/caregiver in the use of technology, both as conditions

for receiving high-tech services (Hypothesis 4 b), was tested by Chi-square analysis. The

null hypothesis (Ho: There is no association between these two variables) was rejected at

the .05 level of significance (x = 24.9, df = 1; Cramer's V= 480). The conclusion is that

there is a strong positive association between home care agency requirements for a

primary caregiver in the home and for training of the patient/caregiver in the use of

technology, both as conditions for receiving high-tech services.
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Table 20

Percent of Agencies Observing Shift in Responsibility for Care of Elderly
and Direction of Shift by Certification Status

Shift in Responsibility for Care of the Elderly % Certified % Uncertified % Total
(N = 74) (N = 165) (N = 239)

Have observed a shift 60.8 66.1 64.4

Observed shift from formal to informal 40.4 55.0 55.5

Observed shift from informal to formal 57.8 51.4 48.4

Table 21

Percent of Agencies Reporting Types of Care Shifted
by Perceived Direction of Shift in Responsibility for Care of Elderly

Formal to Informal to

Types of Care Shifted Informal Formal
(N = 85) (N = 74)

All types 33.0 24.3

Personal Care 29.4 29.7

Homemaker Services 10.6 12.2

“Care for elderly” 11.8 14.9

Skilled care 21.2 12.2

Source: Institute for Health & Aging, Pew CBLTC Study, [Certified] Home Health Agency Instrument,
1990 and 1991.

Survey Question 71: “Since 1987, have you observed any shift in responsibility for care of the elderly?
That is, a shift between care provided by formal service providers (paid providers) and care provided by
family and friends? Overall, which of the following directions do you think this shift in responsibility has
been in? From the formal to the informal? From the informal to the formal? What types of care have
been shifted?”

Source: Institute for Health & Aging, AHCPR Uncertified Home Care Study, Provider Instrument, 1992.
Survey Question 64; : “Since 1987, have you observed any shift in responsibility for care of the elderly?
That is, a shift between care provided by formal service providers (paid providers) and care provided by
family and friends? Overall, which of the following directions do you think this shift in responsibility has
been in? From the formal to the informal? From the informal to the formal? What types of care have
been shifted?”

i
;

---
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Table 22

Percentage of Home Care Agencies Providing High-Tech Home Services
that Have Specific Agency Requirements for High-Tech Home Care

by Certification Status

% % %

Agency Requirements Certified Uncertified Total
(N = 67) (N = 54) (N = 111)

Patient have primary care giver 55.2 57.4 61.3

Patient/caregiver be trained 73.1 77.8 83.5
in use of technology

Agency have issues/problems when
patient/caregiver education is required 55.2 59.2 64.5

Source: Institute for Health & Aging, Pew CBLTC Study, [Certified] Home Health Agency Instrument,
1990 and 1991.

Survey Question 47: “If you provide any of the high-tech services [mentioned above], do you require, as a
condition of receiving services: (a) that the patient has a primary caregiver who can assist with the
provision of the service, (b) that the patient/caregiver be trained in the use of technology?”
Survey Question 48: “The provision of high-tech services in the home has become an important
component of service delivery for many home care providers. Are there any issues or problems when
patient/caregiver education is required for the use of high-tech home services? What are these
problems/issues?”

Source: Institute for Health & Aging, AHCPR Uncertified Home Care Study, Provider Instrument, 1992.
Survey Question 13w: “If you provide infusion therapy, dialysis, or durable medical equipment, do you
require, as a condition of receiving services: (a) that the patient has a primary caregiver who can assist
with the provision of the service, (b) that the patient/caregiver be trained in the use of technology?”
Survey Question 13x: “The provision of high-tech services in the home has become an important
component of service delivery for many home care providers. Are there any issues or problems when
patient/caregiver education is required for the use of high-tech home services? What are these
problems/issues?”

:
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Paid Worker Environment

For purposes of this investigation, the paid worker environment highlights content

of home care agency-provided paid worker training in medically-related and social

support-related areas (as defined in this study). Of the 239 home care agencies in the

study, 201 (84.1%) indicated that they provide at least some paid worker (“staff")

training. Home care agencies that report they provide medically-related paid worker

training, cluster in the range of 70-80% of the sample: 79.5% provide training in the areas

of recordkeeping/documentation and agency policy, 77.0% in improvement of clinical

skills, and 74.9% provide training in new clinical issues (Table 23). The proportion of

agencies that report they provide paid worker training in social support-related areas

clusters in the range of 55-65% of the sample: 65.7% provide training in care

coordination, 57.0% in community education, and 55.6% in nutrition and food

preparation.

However, when only the home care agencies that provide worker training are

analyzed, the proportions of those agencies providing training in the specified areas cluster
:

more distinctly (Table 23). The pattern reflects basically the same skewing of medically

related content at the higher percentage and social support-related training at the

(relatively) lower percentage. Of the 201 agencies that provide paid worker training, 89.5

to 94.5% provide training in medically-related areas. In contrast, of the 201 agencies that :
provide paid worker training, 68.7 to 79.3% provide training in social support-related

a■ CaS.

The content area of family/informal caregiver training could not be conceptually

linked exclusively to either medically-related or social support-related areas of training

because of the distinct possibility that it included both types of training in some

combination. Therefore, findings related to paid worker training in the area of

family/informal caregiver training are presented here separately from the other content

areas of agency-provided paid worker training (although they remain grouped and
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presented with the other training content areas comprising this question). Sixty percent

(60.3%) of the total agencies in the sample reported they provide paid worker training in

the area of “family/informal caregiver training.” Of the 201 agencies that provide at least

some paid worker training, 72.0% provide training in the area of family/informal caregiver

training. Again, the pattern of proportion of agencies providing paid worker training in

this area is similar for the total sample and for the agencies that provide at least some paid

worker training.

i
:
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Table 23

Percent of Home Care Agencies Providing Paid Worker Training
by Area of Training

Areas of Training Provided % Agencies that Provide % Total
Worker Training (N = 239)

(N = 201)

Recordkeeping/documentation 94.5 79.5

Agency policy 94.5 79.5

Improvement of clinical skills 91.5 77.0

New clinical issues 89.5 74.9

Care coordination 79.3 65.7

Family/informal caregiver training 72.0 60.3

Community education 68.7 57.0

Nutrition and food preparation 66.8 55.6

Source: Institute for Health & Aging, Pew CBLTC Study, [Certified] Home Health Agency Instrument,
1990 and 1991.

Survey Question 33: “Does your agency provide training for RNs, LVNs/LPNs, home health aides? In
which areas is training provided [for each staff type]; improvement of clinical skills, recordkeeping/
documentation, new clinical issues, agency policy, family/informal caregiver training, community
education, care coordination, nutrition and food preparation?”

Source: Institute for Health & Aging, AHCPR Uncertified Home Care Study, Provider Instrument, 1992.
Survey Question 37: “Does your agency provide training for any of its staff. In which areas is training
provided by your agency: improvement of clinical skills, recordkeeping/documentation, new clinical
issues, agency policy, family/informal caregiver training, community education, care coordination,
nutrition and food preparation?”

:

i
:
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CHAPTER IV

DATA FINDINGS

IV.3 Home Care Agency Role in Training Paid and Unpaid Home Care Workers

The analysis now focuses on relationships between agency-provided paid worker

training and agency perceptions of a shift in responsibility for care of elderly between

formal and informal providers. Those findings are followed by an investigation of how

areas of agency-provided paid worker training are related to agency certification and tax

status. The final analysis of this section concerns agency requirement, as a condition of

receiving services, for a primary caregiver in the home and agency requirement for

caregiver training in the use of high-tech equipment.

Paid Worker Training and Shift in Responsibility for Care of Elderly

Chi-square tests of association between home care agency perception of

responsibility for care of the elderly shift from formal to informal providers and agency

paid worker training in medically-related areas and in social support-related areas failed to

reach the .05 level of significance for each of the areas of training. Hypotheses 6a, 6b, and

6c were thus not supported. That is, this sample of home care agencies did not provide

sufficient evidence to establish a relationship between agency perception of the direction

of shift in responsibility for care of elderly and any specific types of agency-provided paid

worker training.

Interestingly, however, Chi-square analysis of the broader, non-directional

question of simply an observed a shift in the responsibility for care of elderly showed a

positive association with the following two areas of agency-provided paid worker training:

improvement of clinical skills (x = 4:25, at alpha.05, df = 1; Cramer's V= .149) and

training in family/informal caregiver training (x = 5.81, at alpha.05, df = 1;

Cramer's V = .175).
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Paid Worker Training and Agency Tax and Certification Status

Comparative data on agency-provided paid worker training included the

proportions of home care agencies providing paid worker training in the eight content

areas selected for study, and disaggregated by agency certification status (Table 24).

Significant differences between certified and uncertified agencies were evident in seven

content areas (x > 44 in each case, alpha = 05, df = 1; Cramer's V ranged from

.148 to .214). There was no difference in certified and uncertified agencies for paid

worker training in the area of agency policy. Remarkably, in every area of paid worker

training, 80% or more of the certified agencies reported providing paid worker training,

whereas 60% or more of the uncertified agencies reported providing paid worker training

in these areas. This means that a demonstrably greater proportion of certified, compared

to uncertified, agencies provide paid worker training in the content areas cited.

When disaggregated and compared based on agency tax status (Table 25), there

are two areas of training for which the for-profit and nonprofit home care agencies differ

significantly. For-profit agencies more frequently provide paid worker training in

improvement of clinical skills (x = 10.6, alpha = 05, df = 1; Cramer's V = .232) and

nonprofit agencies more frequently provide paid worker training in community education

(X* =7.1, alpha = 05, df = 1; Cramer's V = .191).

In summary, except for the paid worker training content area of agency policy, a

significantly greater proportion of certified than uncertified home care agencies provide

paid worker training in medically-related areas (recordkeeping/documentation,

improvement of clinical skills, and new clinical issues) (cannot reject Hypothesis 7a). A

greater proportion of certified than uncertified home care agencies provide paid worker

training in social support-related areas (reject Hypothesis 7b). Agency tax status is only

significantly associated with paid worker training in the areas of improvement of clinical

skills and community education (partially refutes Hypotheses 7c and 7d).
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Table 24

Home Care Agency-Provided Paid Worker Training
by Area of Training and Agency Certification Status

% % %

Area of Training Certified Uncertified Total
(N = 70) (N = 131) (N = 201)

Recordkeeping/documentation 100.0 91.6* 94.5

Agency policy 95.7 93.9 94.5

Improvement of clinical skills 98.6 87.8++ 91.4

New clinical issues 98.6 84.7++ 89.5

Care coordination 88.4 74.4% 79.3

Family/informal caregiver training 81.1 67.2% 72.0

Community education 82.6 61.2+* 68.7

Nutrition and food preparation 79.7 60.0% 66.8

Source: Institute for Health & Aging, Pew CBLTC Study, [Certified] Home Health Agency Instrument,
1990 and 1991.

Survey Question 33: “Does your agency provide training for RNs, LVNs/LPNs, home health aides? In
which areas is training provided [for each staff type]; improvement of clinical skills, recordkeeping/
documentation, new clinical issues, agency policy, family/informal caregiver training, community
education, care coordination, nutrition and food preparation?”

Source: Institute for Health & Aging, AHCPR Uncertified Home Care Study, Provider Instrument, 1992.
Survey Question 37: “Does your agency provide training for any of its staff. In which areas is training
provided by your agency: improvement of clinical skills, recordkeeping/documentation, new clinical
issues, agency policy, family/informal caregiver training, community education, care coordination,
nutrition and food preparation?”

Chi-square
** p3.01
* pº .05
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Table 25

Home Care Agency-Provided Paid Worker Training
by Area of Training and Agency Tax Status

% % %

Area of Training For-Profit Nonprofit Total
(N = 128) (N = 68) (N = 196)

Recordkeeping/documentation 96.1 91.2 94.4

Agency policy 93.8 95.6 94.4

Improvement of clinical skills 96.1 82.4++ 91.3

New clinical issues 91.3 85.3 89.2

Care coordination 78.4 82.4 79.8

Family/informal caregiver training 70.1 76.5 72.3

Community education 61.9 80.6** 68.4

Nutrition and food preparation 65.9 69.1 67.0

Source: Institute for Health & Aging, Pew CBLTC Study, [Certified] Home Health Agency Instrument,
1990 and 1991.

Survey Question 33: “Does your agency provide training for RNs, LVNs/LPNs, home health aides? In
which areas is training provided [for each staff type]; improvement of clinical skills, recordkeeping/
documentation, new clinical issues, agency policy, family/informal caregiver training, community
education, care coordination, nutrition and food preparation?”

Source: Institute for Health & Aging, AHCPR Uncertified Home Care Study, Provider Instrument, 1992.
Survey Question 37: “Does your agency provide training for any of its staff.” In which areas is training
provided by your agency: improvement of clinical skills, recordkeeping/documentation, new clinical
issues, agency policy, family/informal caregiver training, community education, care coordination,
nutrition and food preparation?”

Chi-square
* pº .05
**pº .01
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Paid Worker Training in the Area of Family/Informal Caregiver Training

Two hypotheses were proposed to test the relationship between agency-provided

paid worker training in the area of family/informal caregiver training and agency-provided

paid worker training in medically-related areas (Hypothesis 7e) and in social support

related areas (Hypothesis 7f). Results of Chi-square analysis (at the .05 level of

significance) indicate that these two variables are positively associated in all medically

related paid worker training areas and all social support-related paid worker training areas

except nutrition and food preparation. That is, there is no statistically significant

association of paid worker training in the area of family/informal caregiver training and

agency-provided paid worker training in nutrition and food preparation.

Agency Requirements for High-Tech Home Services and Paid Worker Training

A central question addressed in this research was: What evidence exists (if any)

that agency-provided paid worker training provides a structural mechanism by which

responsibility for care of elderly is shifted from formal to informal providers? To test

whether the study data provide evidence that such a mechanism exists, two hypotheses

were formulated to link the unpaid and paid worker environments. The structural link is

conceptualized to be the agency requirement for a primary caregiver in the home and/or

the agency requirement for the patient/caregiver to be trained in the use of technology.

The following null hypotheses (Ho) were tested:

Ho: There is no relationship between agency requirement for a primary (informal)
caregiver in the home as a condition of receiving high-tech services, and agency-provided
paid worker training in the area of family/caregiver training (Hypothesis 8a).

Ho: There is no relationship between agency requirement for patient/caregiver
training in the use of technology, as a condition of receiving high-tech services, and
agency-provided paid worker training in the area of family/caregiver training (Hypothesis
8b).
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Chi-square analysis of these dichotomous variable pairings indicates that the first

null hypothesis cannot be rejected at a .05 level of significance (X = 3.52, alpha = 05,

df = 1). Therefore, the null hypothesis is accepted and it can be concluded that no

relationship between these variables is demonstrable from this sample. The second null

hypothesis is rejected (x = 5.78, alpha = 05, df = 1; Cramer's V = .239). This effectively

means that, although there is no significant association between the variable “agency

provided paid worker training in family/informal caregiver training” and the variable

“primary caregiver required for high-tech services delivery,” there is a significant

relationship between the former and the variable “patient/caregiver training in use of

technology.”
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CHAPTER V

IMPLICATIONS AND CONCLUSION

V.1 Introduction

This chapter summarizes the major data findings and discusses them in relation to

the theoretical framework and the existing sparse empirical knowledge about home care

labor. The discussion begins with a brief overview of the theoretical framework as it

applies to home care labor, followed by separate discussions of the data findings in each of

the study’s labor milieu areas (policy/regulatory environment, agency environment, client

environment, unpaid worker environment, and paid worker environment). Within each

labor milieu area, implications of the data findings are also presented. The three major

areas of predicted relationships are then discussed in relation to the theoretical framework

and the key findings of this study. The outcome of each expected relationship is also

presented.

The final section of this work presents study limitations and situates the findings

and implications in the context of home care, home care labor, and a political economy

perspective on home care labor. The contribution of this work to the fields of sociology,

aging studies, and public policy is discussed. Suggestions for future research conclude this

chapter.
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CHAPTER V

IMPLICATIONS AND CONCLUSION

V.2 Implications of the Data Findings

Introduction

The theoretical framework for this study was derived from a combination of

Marxist labor theory and neoclassic economic principles. A major theme of this

perspective suggested the conceptualization of home care labor as a composite of paid and

unpaid workers providing the labor power necessary to deliver health care and social

services to home-bound elderly. Within this framework, the concepts of productive and

unproductive labor indicate that exploration of the social relations of production is critical

to understanding the mechanism(s) by which “home care” is produced in the capitalist

economy. This, in turn, encourages analysis of home care labor from a conflict

perspective that does not a priori assume labor arrangements in the home care industry to

be concordant and mutually beneficial to the state, home care agencies, labor, and home s

care recipients. Consequently, a political economy of home care labor supports a broad |

and critical examination of the sociohistorical context of dynamic intersections between

economics, politics, and ideology. This study represents an initial attempt to investigate

home care labor at the structural level and identify emerging characteristics of the relations

of production in this rapidly expanding sector of the health care system.

Theories of dual labor market and labor market segmentation situate the home care

labor force in a class, race, and gendered context by offering a sociohistorical view of

labor under the capitalist mode of production. Empirical evidence indicates that the vast
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majority of direct paid care for home-bound elderly is being provided by personnel heavily

representing the economic periphery (the home care aides and homemakers/choreworkers)

and by unpaid workers (mostly women) donating their labor power to the care of clients in

private residences. The location of home care in a service industry, specifically in the

health care service industry, further embeds two unique characteristics of health care labor

under capitalism: dependency on the labor of women, minorities, and immigrants and the

increasing specialization and hierarchicalization of the health labor force (Navarro, 1986).

This investigation sought to evaluate the home care labor milieu in the capitalist

economy and to discern the social relations of production characteristic of the labor

necessary to produce the commodity “home care.” To accomplish this goal, a theoretical

stance was developed within which the various components of home care were

constructed as follows: the private residence (home) is the site of production, the

client/patient is the work object, and the product is “home care.” Medically-related and

social support-related paid worker training were conceptualized to include a maintenance

function of the work object (the client) in the site of production (the home) to the

commodity (home care). Within this theoretical stance, all work performed is considered

“productive” and home care workers who are paid and unpaid are considered the home

care labor force. This political economy perspective also acknowledges the complicity of

the state, class, politics, race, gender, ideology, and public policy in engendering and

sustaining the structural arrangements within which home care labor provides care to

elderly clients.

As demonstrated in the review of relevant literature on the history, working

conditions and formal/informal articulation of the home care labor force, the workplace
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and work arrangements characteristic of service delivery in the home have undergone

several recent transformations that impact home care labor. This study explored the

context within which the home care labor force currently provides services in both the

Medicare-certified and uncertified sectors with particular attention to agency-provided

training of paid workers, perceived shifts in the responsibility for care of the elderly in the

home, and agency labor requirements for high-tech home care service provision. Based on

the foregoing conflict perspective and empirical evidence, this study was designed to

investigate the theoretical possibility that agency-provided paid worker training represents

a structural mechanism facilitating the transfer of responsibility for care of home-bound

elderly from paid (“formal”) to unpaid (“informal”) workers in the home care industry.

The Home Care Labor Milieu

To investigate home care labor within the proposed theoretical framework, the

conceptual category of labor milieu was constructed to include two distinct study

categories: home care labor environments (regulatory and policy, agency, client, unpaid

labor, and paid labor) and role of home care agencies in training paid and unpaid home

care workers. Key findings in these study areas are presented and discussed in the context

of these categories.

Regulatory and policy environment. This study did not demonstrate a

significant difference between the Medicare-certified and uncertified home care agencies

on the relative measure of the effects of the regulatory environment on the agencies in the

area of staff hiring and/or retention since 1987. Certified home care agencies must meet

the Medicare Conditions of Participation which are interpreted by HCFA and implemented
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by regional insurance carriers. It was expected that certified agencies would perceive the

effects of the regulatory environment to be substantially greater than the uncertified

agencies because the uncertified agencies are not under federal regulation related to

staffing requirements for home care. This was not the case in these data and noteworthy

is the fact that both types of agencies, on average, perceive they are only “somewhat

affected” by government regulation in this area. In addition, home care agencies tended

to identify policies that had labor effects on their organizations primarily in the areas of

training, certification, and licensure. The consequences of these policies appear to be

mostly in the areas of increasing paperwork, increasing worker training, and general staff

implications such as hiring and retention.

Agency environment. The breakdown of the distribution of certified and

uncertified agencies demonstrated that for-profit agencies out-numbered nonprofit

agencies in the uncertified sector by a substantial margin (2.5:1). In the certified sector,

the for-profit and nonprofit agencies were equally represented (1:1) (Tables 9 and 10). In

relation to the theoretical framework, the heavy representation of for-profit agencies in the

uncertified sector suggests that there is some characteristic of certification that limits home

care profitability (perhaps the administrative costs of the certification process or the

required staffing mix with greater concentration on credentialed workers).

In terms of the labor-related services provided by home care agencies, the one

common theme in the data on certified and uncertified agencies is that a majority of both

offer “home health aide” services. The knowledge and skills required of this occupational

category in the certified sector are fairly clear since Medicare home health aide training
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regulations were enacted (OBRA 1987). However, during data collection for the project

on uncertified home care agencies, it was evident that the uncertified agencies included a

broad range of workers in the category “home health aide” (Kate Kane, Research

Assistant, IHA, personal communication, May 18, 1994). Consequently, it is not possible

to determine from the current data whether or not the reported increases in home health

aide services truly reflect a similarity between certified and uncertified agencies or are

simply an aberration created by imprecise classificatory terminology (which tends to

continue the obfuscation of this occupational category).

Another significant finding regarding labor-related services is that nearly three

quarters of the certified agencies offer infusion therapy services in contrast to less than

one-third of the uncertified agencies (Table 10). Infusion therapy is a “high-tech” based

therapy that typically requires skills and monitoring at the registered nurse level. Thus,

although a proportionally large number of certified home care agencies provide RN

services, those services may be more closely associated with high-tech based infusion

therapy than with other types of care supportive of client well-being (such as needs

assessment, care coordination, and patient education). If, however, much of the high-tech

infusion therapy is actually being provided by the patient/caregiver, and reimbursed by

Medicare, then certified agencies are positioned to profit from the delivery of these

services whereas uncertified agencies are not.

Analysis of changes in labor-related services that home care agencies provide,

based on agency certification status, support the hypotheses that increases in skilled

nursing services and home health aide services are more frequently reported by certified

agencies than by uncertified agencies and that increases in homemaker/choreworker
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services are more frequently reported by uncertified than by certified agencies. Certified

home care agencies must provide skilled nursing services and certified home health aide

services, but are not required to provide homemaker/choreworker services (which also are

not Medicare reimbursable). Uncertified home care agencies have no regulation directing

the types of services they must offer. Elderly requiring homemaker/choreworker services

to remain in their homes may seek these services outside Medicare-certified home care

agencies and likely pay for these services out-of-pocket or with private long-term care

insurance as opposed to public support. Home-bound elderly, therefore, likely seek

homemaker/choreworker services in the uncertified sector, while they may reasonably

secure skilled nursing and home health aide services from certified agencies under their

Medicare benefits. This is consonant with previous empirical work indicating the

medicalization of health care services in the Medicare-certified sector during the

post-PPS era (Wood & Estes, 1988).

As care of elderly in the home has increased, in addition to the well-documented

informalization of care (Binney et al., 1993), there has been a significant increase in skilled

nursing and certified home health aide services offered by certified agencies and an

increase in homemaker/choreworker services offered by uncertified agencies. The relative

changes in these labor-related services, reflected in the current study, underscore the

increasing need for workers with requisite education, qualifications, and skills to provide

formal home care services. It also raises the issue of what arrangements emerge in the

absence of sufficient numbers of qualified formal personnel to meet increasing service

provision needs.
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The notable level of decrease in homemaker/choreworker services provided by

certified agencies, and the corresponding increase in uncertified agency homemaker/

choreworker services strongly suggests that the certified agencies are “getting out of the

business” of services not reimbursable under Medicare in favor of the reimbursable ones.

Since the need for care of elderly in the home has increased in the last 10 years, it appears

that the uncertified agencies are “picking up” the social support-related functions (paid

primarily out-of-pocket) as the certified agencies increase medically-related services and

decrease social support-related services.

The analysis of changes in services between for-profit and nonprofit home care

services studied suggests that the nonprofit agencies are operating as though they are for

º

agencies corroborates the previously identified process of isomorphism in community- º

º

based, long-term care agencies (Estes et al., 1993). The fact that the variable of agency º

º

tax status did not influence changes in service provision among any of the labor-related -

º

profit, at least insofar as changes in labor-related services are concerned. This is an

important finding because, if the nonprofit agencies behave as though they are for-profit,

then they will likely employ similar strategies to reduce variable capital costs (the costs to

the agencies of the commodity labor power).

Client environment. A majority of the clients served by certified agencies (75%)

are age 65 years and older (Table 14). This finding was expected because of the

association of Medicare with the care of the over 65 population. Uncertified agencies

differed significantly from the certified agencies, with a lower percentage (63.3%) of their

clients in this age category. Of particular note, however, is the fact that both certified and

uncertified agencies report roughly one-fifth of their clients are age 85 years and older.
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This may be interpreted to mean that home care agencies, regardless of agency

certification status, serve similar proportions of clients among the “oldest old.” In

general, it appears that uncertified agencies proportionately serve clients who are younger

and lower income than certified agencies. Otherwise, the client demographic

characteristics appear to be similarly distributed between certified and uncertified agencies

(Table 14).

When disaggregated by agency tax status, the data on client characteristics

indicated that the nonprofit agencies are significantly more likely than the for-profit

agencies to have greater proportions of their clients age 65 and older and with low income

(Table 15). Proportions of their clients who are age 85 and older, women, or minority do

not differ significantly between for-profit and nonprofit agencies.

The number of clients served per month and the number of client visits per month

reported by agencies did not differ by certification status (Table 16). This is very

interesting in light of Bishop and Skwara's (1993) recent finding that the number of client

visits per Medicare home health beneficiary has increased significantly since the 1989

HCFA clarifications of “part-time or intermittent.” The findings in the current study

indicate that similar volume increases in labor-related services are occurring between the

Medicare-certified and uncertified agencies. This does not, however, suggest that the

workers providing those services are similar. This is a critical distinction because absolute

increases in labor-related services provision may, or may not, result in increases in paid

personnel to deliver the services. In the context of the theoretical framework, the labor

related services could be increased by increasing the amount of work demanded and speed

with which the same staff is required to “produce” and/or the work (“caregiving”) could
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be shifted to unpaid providers. Under these latter circumstances, the resulting increases in

labor-related services would not entail greater numbers of paid workers.

Tax status was demonstrated to be associated with the average numbers of clients

served per month and client visits per month (Table 17). Specifically, nonprofit agencies

reported greater average numbers of clients served per month and greater numbers of

client visits per month than for-profit agencies.

On the study's measures of workload intensity, client characteristics indicate that

certified and uncertified agencies are similar only on the workload intensity indicator of

greater likelihood that clients require multiple services. Although all of the home care

agencies studied indicated that their clients were more likely (than before 1987) to require

more hours of care, services on a daily basis, and to be sicker, certified agencies outranked

the uncertified in all areas. This indicates that workload intensity suggested by client

characteristics appears to have increased in greater proportion in the certified than in the

uncertified agencies since 1987. It is difficult to interpret these findings because the nature

of the work content was not studied and, therefore, it would be imprudent to conclude

that increases in workload intensity were variously attributable to medically-related or

social support-related services.

Unpaid worker environment. This labor milieu conceptual category contained

two major areas of investigation about informal providers from the home care agency’s

perspective: the shift of responsibility for care (work) of elderly between formal and

informal providers and agency requirements for clients to receive high-tech home care.

No statistical relationships could be tested for the direction of shift between formal and

informal providers because the manner in which the agencies answered the questions
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created a problem of variable multicollinearity which violates the statistical assumption of

independence for Chi-square analysis.

It appears that shifts in responsibility for care of elderly are occurring in both

directions (formal to informal as well as informal to formal). The uncertified agencies

more frequently reported observing a shift from formal to informal providers and the

certified agencies more frequently reported a shift from informal to formal providers.

These results, coupled with the reported shifting of “all types of care,” indicate, at

minimum, a moderate amount of activity in the movement of work (“responsibility for

care of elderly”) between formal and informal providers. A more thorough description of

the amounts and type of work associated with the perceived direction of the shift is not

possible within the context in which these data were collected.

Of the home care agencies that provide high-tech services, over 60% require that,

as a condition of receiving high-tech services, the patient have a primary caregiver who

can assist in the provision of the services. This effectively means that the majority of

home care agencies insist upon the procurement of unpaid labor power to provide highly

technical (medical procedure/equipment-based), and most likely profitable, care to home

bound elderly. Additionally, over 80% of the home care agencies require, also as a

condition for receiving high-tech services, that the patient and/or caregiver be trained in

the use of the technology. According to the theoretical framework, this finding indicates a

structural mechanism to incorporate and rely on the unpaid labor power of informal

providers in the production of high-tech home care.

Together, the foregoing agency requirements for high-tech services in the home

indicate that at least some of the work associated with the provision of the high-tech
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services is being transferred to the unpaid provider (either the patient or the caregiver).

This corroborates previous IHA research findings regarding the shift from the formal to

informal sector (Binney et al., 1993). In the current study, there is the added dimension

of the agency requirement for the patient/caregiver to be trained in the use of the

technology as a condition for receiving high-tech services. Analysis of the relationship

between these two requirements indicates a strong positive association. In this instance,

then, it can be said that in order for the patient to receive high-tech home care services,

the patient/caregiver must offer some ■ unspecified amount] of their labor power for no

remuneration for the care work that they will perform (on behalf of the home care

industry) or the patient will not receive the needed in-home services. It further specifies

that the patient/caregiver must accept training and by accepting that training, it also

presupposes assumption of responsibility for the outcome of their labor.

The home care agency, as a 24-hour-a-day business in the capitalist economy,

needs to have a strategy to maintain the client in the home around-the-clock while the

client is receiving high-tech home care. Since there is limited reimbursement (both public

and private) for paid workers, as well as a shortage of such workers, someone must

provide the labor power necessary to maintain the client in the home for significant

portions of the 24-hour day. If this cannot be accomplished, the client moves out of the

home care arena and into the institutional arena (hospital or nursing home) and is no

longer a home care site of production. It is, therefore, in the economic interest of the

home care agency to maintain the client in the home, however, to remain viable/profitable,

the agency must develop ways that variable costs can be contained or decreased. One way

to accomplish this is to train the unpaid caregiver to do the work (“care”) necessary to
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maintain the client (work object) in the home (site of production). Interestingly, home

care agencies that provide high-tech services do not differ on the conditions under which

unpaid workers perform high-tech services based on agency certification status. This may

be interpreted to indicate that uncertified and certified agencies have equally rigorous, or

equally lax, labor requirements for high-tech services provision in the home.

Paid worker environment. The content areas in which home care agencies train

paid workers cluster into two distinct groups. The group of content areas most frequently

reported by agencies include the medically-related areas of recordkeeping/documentation,

agency policy, improvement of clinical skills, and new clinical issues. The group relatively

less frequently reported contains social support-related content areas of care coordination,

community education, and nutrition and food preparation. However, training in these

latter content areas is still reported as being offered paid workers by more than two-thirds

of the home care agencies that provide some type of paid worker training. The content

area “family/informal caregiver training” is difficult to clearly distinguish because it may

well contain a variety of both medically- and social support-related knowledge and skills.

The unique characteristic of this content area is that it involves the direct transfer of

medical and social support-related content from paid workers to unpaid workers. As

training was provided in the area of “family/informal caregiver training” by more that

two-thirds of the agencies providing paid worker training in this study, it may also be

conceptualized as a structural bridge between paid and unpaid labor involved in the

production of home care.
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Home Care Agency Role in Training Paid and Unpaid Home Care Workers

This study originally conceptualized the home care labor force as a heterogeneous

composite of paid and unpaid workers involved in the provision of health and social

services to elderly clients in their homes. It is significant, therefore, that the study was

unable to distinguish a clear demarcation between the paid and unpaid sectors of this labor

force based on agency perceptions of the direction of the shift in responsibility for care of

the elderly. That is, this sample of home care agencies did not demonstrate an association

between the direction of the shift between formal and informal providers and any of the -

content areas of agency-provided paid worker training. It may be that no relationship

exists, that the definition of care shift was too broad to have elicited discriminating

answers, or that there is a fluidity in care shifting between the informal and formal sectors

that is ever-changing. If the latter condition exists, it would require investigation using a

measure with increased sensitivity to detect these likely dynamic, yet subtle, shifts.

The demonstrated association between agency perception of an unspecified (non

directional) shift in responsibility for care of the elderly and two specific content areas of

agency-provided paid worker training is fascinating in light of the foregoing results. It is

further intriguing because the two content areas are “improvement of clinical skills” and

“family/informal caregiver training.” Additional analysis revealed that these two content

areas were positively associated with one another at the .05 level of significance.

However, this may not be consequential information because “family/informal caregiver

training” was positively associated with all other areas of agency-provided paid worker

training except nutrition and food preparation (Chi-square analysis failed to reach .05 level

of significance for this latter test of association only). It is also suggested that, if agencies
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are responding to a perceived shift of care from formal to informal providers (that is

somehow dampened by another type of shift from informal to formal providers), then the

association of paid worker training in “improvement of clinical skills” with paid worker

training in “family/informal caregiver training” may indicate the content focus of the

training informal providers are receiving. This arrangement could benefit home care

capital by creating medically and technically competent unpaid workers available to

maintain work objects at the sites of production 24 hours a day.

An example of this type of arrangement is the case of the ventilator-dependent

elderly gentleman whose wife provides uncompensated care 16 hours each day. She is

relieved with “respite” care eight hours each day by a registered nurse. The expenditures

on technology and pharmaceuticals alone in this case would be fairly significant. But more

importantly, the capitalist economy derives from this relationship, sixteen hours of the

wife's labor power for no variable capital investment. The eight hours of care provided by

the registered nurse is compensated, but at a rate less than what the agency receives for

her services. Thus, the client, as the work object, is maintained in the home, as the site of

production, receiving expensive high-tech care heretofore only carefully monitored

around-the-clock in intensive care units by RNs (relatively expensive labor power in the

health care labor market). And, for this relationship, the home care industry invests very

little constant capital because agencies are not responsible to provide building

maintenance, electricity, water, garbage, and workplace safety regulations in private

residences.

Paid worker training and agency tax and certification status. A significantly

greater proportion of certified than uncertified home care agencies are training paid
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workers in medically-related content areas. Agency-provided paid worker training in

social support-related areas occurs in proportionately more uncertified than certified

agencies. These two findings suggest a continuing concentration in the Medicare-certified

sector of the medically-based (and Medicare reimbursable) services. The uncertified

sector may be contributing a disproportionate share of labor power to the relatively lower

intensity home care client maintenance work (such as homemaker/choreworker).

Paid worker training in the area of family/informal caregiver training. The

area of paid worker training in “family/informal caregiver training” may represent a

mechanism by which responsibility for care of the elderly in the home can be shifted from

paid to unpaid providers. The agency-provided paid worker training area of

“family/caregiver training” is positively associated with each of the other areas of agency

provided paid worker training except nutrition and food preparation. Because this type of

work is traditionally considered within the female role domain, and because a great

proportion of the home care labor force is female, there may not be as strong an agency

perceived need to train paid workers in this area as in content areas such as new clinical

issues. This interpretation also supports the underlying assumption that the formal

providers (being primarily female) already know about nutrition and food preparation and,

thus, the agency need not train them in this area but in the more specialized areas such as

improvement of clinical skills and recordkeeping/documentation.

Agency requirements for high-tech home services and paid worker training.

This final area of investigation was developed as a composite indicator of whether there

exists an embedded structural mechanism whereby the shift in responsibility for care of

elderly from formal providers to informal providers is facilitated. Agency requirements, as
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conditions for receiving high-tech home care services, that there be a caregiver available to

assist with the technology and that the patient/caregiver be trained in the use of the

technology were conceptualized to represent a possible structural link for this transfer of

care responsibility from formal to informal providers. A significant association was

established between the variables of agency-provided paid worker training in

“family/informal caregiver training” and agency requirement for the patient/caregiver to

be trained in the use of the technology as a condition of receiving high-tech home services.

The fact that the data did not reflect an association between “family/caregiver training”

and agency requirement for a primary caregiver in the home as a condition of receiving

high-tech services indicates two things in relation to the first finding: (a) the critical

agency condition for receiving high-tech home care is the requirement for the

patient/caregiver to be trained in the use of the technology and (b) regardless of the

agency requirement for a primary caregiver, the implicit structural requirement for receipt

of high-tech home care services is that unpaid labor power be invested in the process.

Further, there is evidence that home care agencies provide paid worker training in the area

of family/informal caregiver training associated with the requirement for patient/caregiver

training in the use of technology. Effectively, the home care agency can be said to be

training paid workers to be trainers of unpaid workers who must provide their

uncompensated labor power to secure high-tech home care for the elderly client in their

[informal] care.

Outcome of the Expected Relationships

It was postulated that if home care agency training of paid workers represents a
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structural mechanism by which responsibility for home care of elderly clients is shifted

from the paid labor force to the unpaid labor force via agency-provided paid worker

training, certain discernible characteristics and relationships would be evident in the data

analysis. The expected relationships and relevant summary findings follow:

1. Expected Relationship: There exists agency-provided training of paid

employees (workers inside the organization) to train unpaid caregivers (workers outside

the organization) as reflected in the specific agency-provided paid worker training area of

family/informal caregiver training).

Summary Finding: Agency-provided training of paid workers to enable them to

train unpaid caregivers exists; moreover, there is a statistically significant difference in the

existence of this phenomenon between certified and uncertified agencies although at least

60% of all home care agencies report engaging in this area of paid worker training.

2. Expected Relationship: There is a clustering of agency-provided paid worker

training into distinctly medically-related (improvement of clinical skills.

recordkeeping/documentation, new clinical issues) and distinctly social support-related

(community education, care coordination, nutrition and food preparation) content areas.

Summary Finding: There is a discernible cluster of medically-related paid worker

training (provided by 90-95% of the home care agencies studied) and social support

related paid worker training (provided by 79-70% of the home care agencies studied).

3. Expected Relationship: There is a positive association of agency perception of

shift of responsibility for care of elderly from formal to informal providers with agency

provided paid worker training in the area of family/informal caregiver training.
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Summary Finding: This relationship was not supported in the data. It is

interesting, however, that non-directional “shift in responsibility for care of elderly” was

positively associated with both agency-provided training in improvement of clinical skills

and training in family/informal caregiver training.

4. Expected Relationship: A positive association between home care agency

provided training of paid workers in medically-related areas and home care agency

perception of responsibility for care of the elderly shift from formal to informal providers.

Summary Finding: This relationship was not supported in the data (unable to test

due to lack of independence among directional shift questions).

5. Expected Relationship: There is a negative association between home care

agency-provided training of paid workers in social support-related areas and home care

agency perception of responsibility for care of the elderly shift from formal to informal

providers.

Summary Finding: This relationship was not supported in the data (unable to test

due to lack of independence among directional shift questions).

6. Expected Relationship: There is a positive relationship between agency

provided paid worker training in the area of family/informal caregiver training and agency

provided paid worker training in medically-related areas.

Summary Finding: There is a positive association of paid worker training in

family/informal caregiver training and all medically-related paid worker training content

a■ CaS.

7. Expected Relationship: There is a negative relationship between agency

provided paid worker training in the area of family/informal caregiver training and agency
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provided training in social support-related areas.

Summary Finding: There is a positive association of paid worker training in

family/informal caregiver training and all social support-related areas except nutrition and

food preparation (for which there is no association).

8. Expected Relationship: There is a positive relationship between home care

agency requirement for a primary (informal) caregiver in the home and home care agency

requirement for the informal caregiver to be trained in the use of the necessary technology

for the client.

Summary Finding: There is no relationship between home care agency

requirement for a primary caregiver in the home and home care agency requirement for the

caregiver to be trained in the use of technology. However, there is a significant positive

association between agency-provided paid worker training and patient/caregiver training in

use of technology as a critical condition for receiving high-tech home care services.

Further, these requirements are the same for certified and uncertified home care agencies.

In general, the data analysis demonstrates that several of the expected relationships

were substantiated. Also, the existence of a positive association between patient/caregiver

training and agency-provided paid worker training in “family/informal caregiver training,”

in the absence of a demonstrable association between requirement for a primary caregiver

and requirement for caregiver training in the use of high-tech equipment, indicates that the

training of informal providers is a critical requirement for delivery of high-tech home

care services to the elderly. Therefore, it may be concluded that a moderate amount of

evidence exists from this study that agency-provided paid worker training is a potential
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CHAPTER V

IMPLICATIONS AND CONCLUSION

V.3 Discussion of Findings in Relation to Theoretical Framework

Existing research strongly suggests that a substantial amount of health care work

has been transferred to the “informal” (unpaid) sector; this process of informalization has

been extensively described elsewhere (Binney et al., 1993). The possible structural

mechanism(s) that facilitates the transfer of care responsibility (“work”) between formal

and informal providers has yet to be thoroughly explicated.

The impending collision course of the following elements is worrisome in regard to

home care and home care labor: previous and future federal policy enactment with cost

containment as a primary goal, health care reform focused heavily on home care as a

substitute for institutional care, the sociodemographic realities of an aging population, and

a questionable supply of adequately and appropriately educated and trained personnel to

provide home care and other community-based, long-term care services to the elderly.

Unprecedented growth in the home care industry over the past ten years, and particularly

the entry of a disproportionate number of proprietary agencies into the field, signals the

recent transformation of the home care industry as a vista for capitalist expansion

(Spohn et al., 1987-1988).

One of the major contradictions of the capitalist mode of production is the

structural proclivity for the rate of profit in the economy to decline. One way profit is

realized is through the surplus labor of people who receive less in wages than what the

capitalist realizes in profits from brokering their labor power through the commodities
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they produce. Economic arrangements under capitalism provide two avenues to counter

this tendency for the rate of profit to decline. Because the rate of profit in the economy as

a whole is determined by the ratio of constant to variable capital (Giddens, 1990),

variations in one or both expenditures necessarily affect the rate of profit. Thus, when

constraint of constant capital expenditures has been maximized, for the rate of profit to

remain stable, variable capital expenditures must be lowered. There are three mechanisms

to effectively decrease variable capital expenditures: pay workers less money for their

labor power, increase worker productivity to gain more output for the same investment, or

vary the mix of workers so that the least costly (in terms of variable capital investment)

combination of workers produces the same output. Consequently, the workplace can be

conceptualized as contested terrain (Edwards, 1979) wherein the interests of capital are

counterposed to the interests of workers and conflict is inevitable as the capitalist

endeavors to garner as much profit as possible for as little wage expenditure as possible.

Braverman (1974) alerted us that the critical characteristic of “productive” labor

is the production of value and surplus value. The important focus needs to be on the

relations of production rather than on the specific kinds of labor performed in order to

determine whether or not labor of a specific social relation is productive or unproductive

(whether it creates value or surplus value or neither). Braverman resounds Marx's

definition of productive labor as that which directly contributes to the increase of capital.

Further, Braverman argues that “...the transformation of unproductive labor into labor,

which is, for the capitalist’s purpose of extracting surplus value, productive, is the very

process of the creation of capitalist society” (p. 413). The blurring of the distinction

between productive and unproductive labor is an inevitable consequence of the capitalist
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mode of production. Braverman summarizes this relationship as follows:

The great mass of labor which was reckoned as unproductive because it did
not work for capital has now been transformed into a mass of labor which
is unproductive because it works for capital, and because the needs of
capital for unproductive labor have increased so drastically. (p. 415)

One last, very important point that needs to be reiterated is that the capitalist

purchases (or otherwise secures) labor power to perform the labor necessary to produce a

commodity. Thus, labor power is also a commodity that is bought and sold on the market.

However, because the worker who is in possession of this commodity cannot be parted

from it, not only can the worker determine to whom and under what conditions he/she will

sell his/her labor, there is also the possibility that the worker can “donate” this labor

power (“free labor”).

The theoretical perspective adopted in this research reflects the foregoing concepts

and translates them specifically to the arrangements of home care labor (paid and unpaid)

in the home care industry. Within this framework, organizations that engage in home care

may be said to have relatively little constant capital (operating cost) investments in

building structures, equipment, and upkeep (cleaning, electricity, building maintenance).

The major economic expenses are related to the costs of the labor power (variable capital)

necessary to forge the product (home care). The current study assumed the blurring of

productive and unproductive labor in home care and attempted to discern whether or not

the associated relations of production between the formal and informal sectors are

structurally supported by paid worker training in home care agencies.

An intrinsic feature of capitalism is the incessant systemic search for profit

imbedded in the capitalist mode of production. Since constant capital investments in the
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home care industry have been minimized (possibly as far as they can be outside

institutions), the residual arena in which costs could be further reduced (thus insuring

stable profit) is the area of costs for the commodity labor power. Another possibility to

decrease variable capital costs is to adjust the combination of paid workers to produce the

same outcome for less variable capital investment. By shifting work (“responsibility for

care”) to the lowest skilled laborers capable of adequately performing the work for the

lowest price (“least-cost combination” of paid workers), the variable capital investment in

the production of home care could effectively be decreased.

This investigation sought to evaluate the home care labor milieu in the capitalist

economy and to discern the social relations of production characteristic of the labor

necessary to produce the commodity “home care.” Medically-related and social support

related paid worker training were conceptualized to include maintenance of the work

object (the client) in the site of production (the home) to produce the commodity (home

care). Within this theoretical stance, all work performed was considered “productive; ”

that is, creating value and surplus value in the capitalist economy (Braverman, 1984).

Home care workers, paid or unpaid, were considered the home care labor force.

The major question this research addressed was what evidence exists (if any) that

home care agency-provided paid worker training is a structural mechanism by which

responsibility for care of elderly is shifted from formal (paid) to informal (unpaid)

providers. There is at least a modest indication from the study results that agency

provided paid worker training represents a structural bridge by which the knowledge,

content, and skills necessary to provide comprehensive in-home care to elderly is

transferred from the formal to informal home care providers.
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It is suggested that this arrangement is contentious and ultimately paradoxical. If

“agency-provided paid worker training” effectively trains paid workers, not only the

content and skills necessary to do their jobs, but also the means by which they can transfer

this information to unpaid workers (“family/informal caregiver training”), several

incongruities arise. First, there is an inherent and necessarily irreconcilable problem for

capital. That problem stems from repeatedly investing in labor power (the purchased

commodity of the paid laborer) to do the work of home care and also do the training work

of the informal (unpaid) providers. That variable capital investment is momentarily

advantageous to profit-maximization because the unpaid worker contributes a significant

amount of unfettered labor power in maintaining the work object in the site of production,

simultaneously consuming commodities necessary to the home care production process.

Investing training in individual, unpaid (informal) caregivers over and over again is

problematic because these financial and human resources in the home care production

process are capable of only limited utility; once the home care client leaves this site of

production (the home) and moves elsewhere along the “continuum of care” (to hospital,

nursing home, or recovery or death), the variable capital investment of training the

informal provider no longer creates value. It is lost precisely because it is very unlikely

that this individual (frequently an older woman) will utilize those skills again, paid or

unpaid. Therefore, the contradiction is a self-fueling, net loss of variable capital

investment because capital has been used to produce the commodity labor power (train the

informal caregiver) specifically to care for only one work object (or at least a very limited

number of them). This arrangement is essentially a short-term and limited solution to a

long-term, and growing, problem in providing long-term care for the elderly. In addition,
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it is, ultimately, a long-term disadvantage to capitalism since the investment in variable

capital to support paid and unpaid worker training is of limited utility if the content and

skills of workers are not utilized repeatedly (which they likely would not be in the case of

the informal providers).

The other, more pragmatic, issues highlighted by this apparent structural

relationship between formal and informal home care providers include questions of

efficacy, worker and client safety, quality of care, and reliability work force projections.

Navarro (1975) conceptualized the patterns of control and influence in the health care and

delivery institutions as reproductive (the teaching institution) and distributive (the delivery

institution). Evidence in this study suggests that the home care agency is transforming to

become a reproductive as well as distributive social agent. Subsuming these two functions

under the auspice of one -- the creation of a structural focus on reproductive function

(training) in a basically distributive institution (the home care agency) -- raises the issue of

who, and what, is served by this arrangement. Pertinent to that question is: How are the

rights and benefits of workers and clients monitored and adjudicated under such an

arrangement? Also, if informal providers assume responsibility for care of the elderly

(especially for, but not necessarily limited to, high-tech care), who is ultimately

accountable for outcomes of the care provided and how are the outcomes evaluated?

Finally, how can reasonable estimates be developed to reflect personnel needs in the home

care sector if most projections for care are based on current utilization (Estes & Close,

1994) and current utilization is confounded by the present and historically-based need for

available informal [female] providers whose uncompensated labor power is a structural

requirement for home care (Benjamin, 1993; Wood, 1991)?
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Mechanic cautions that “Health as an institutional sector is greatly buffeted by the

numerous economic and political forces that have a stake in the emerging structure”

(1993, p. 99). He would encourage an extensive and incisive view of how issues

surrounding home care labor are framed in the literature as this directs the types of

questions that researchers ask and defines, to a great degree, the manner in which answers

are formulated and interpreted. This study has attempted to heed Mechanic's caveat and,

in so doing, illustrate that labor issues in home care of the elderly are complex, debatable,

and, as yet, not well understood.
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CHAPTER V

IMPLICATIONS AND CONCLUSION

V.4 Conclusion

Limitations of the Findings

The most important limitation of the study findings stems from the discovery of

several significant associations indicating a modest amount of evidence that agency

provided paid worker training represents a structural link by which responsibility for care

of the elderly is shifted from paid to unpaid providers. From this finding there is no

implication of a causal relationship between agency-provided paid worker training and a

shift in responsibility for care of the elderly from formal to informal providers.

Additionally, the perceptions of a shift in responsibility for care of the elderly are the

perceptions of home care agency administrators and not necessarily indicative of the

perceptions of clients, paid personnel, or informal providers. Thus, this perception is

confined to an organizational interpretation of the situation with regard to workload

distribution.

Specific limitations arising from the design of this study include: (a) definitions of

content areas for agency-provided paid worker training were not operationally defined and

articulated to subjects which would have aided in the interpretation of results, (b) the data

collected do not indicate weighting of content areas and relative financial support for

agency-provided paid worker training which would have increased understanding of the

distribution of medically-related and social support-related content areas, (c) the exact

content of “family-informal caregiver training” is unknown and therefore difficult to
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clearly articulate, (d) the levels of staff actually engaged in the training of

patients/caregivers can not be inferred from the data collected, and (e) how agencies

evaluate agency-provided paid worker training is not discernible from the study.

Original research from which this study sample was derived was designed

specifically to study organizational characteristics of agencies in the community-based,

long-term care system which included variables reflecting staffing/labor characteristics.

Because these studies were not specifically formulated to investigate home care labor,

areas of study reflecting attendant issues are necessarily limited.

The findings of this study may not represent home care agencies in MSAs other

than the ones studied. As state regulatory environments for home care vary from state to

state (Benjamin, 1986), it is not possible to accurately describe the total home care labor

milieu from the sampled subjects. Data also may not be representative of rural home care

agencies since the study sample was entirely constituted from urban-based home care

agencies.

Contributions of the Study

This study contributes to an increasing knowledge of the labor environment in

which paid and unpaid providers render home care for the elderly. Results and

implications of the findings contribute to sociological theory, aging theory, public policy

studies, and the political economy perspective. Potential contributions in each area are

briefly discussed in turn.

Sociological theory. Corporate restructuring has involved two key components:

the use of contingent workers and the use of homework (Amott, 1993). Transfer of jobs

from “...the primary to the secondary, and sometimes even to the informal sector” (p. 67),
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continues to reinforce the economic periphery as consisting of jobs with relatively little

security, poor working conditions and benefits, and minimal wages (Amott, 1993).

Contingent workers supply the bulk of labor power under these conditions. Homework,

although a seemingly benign and attractive arrangement in modern society, has the

potential to exploit labor, particularly women's labor, and subject women to potentially

dangerous working conditions in private residences (Amott, 1993).

Amott (1993) discusses the household as an economic site of production (in the

Marxist tradition) where the economic function of [unpaid] social reproduction occurs

(her broad definition includes complex and unquantifiable work such as physically and

emotionally sustaining family members and tasks of socialization). She contrasts this to

paid productive activity in the labor force. From Amott's discussion and the findings in

this study, it is possible to propose that women are engaged in unpaid productive activity

in the home when they are providing “home care” for the elderly.

This study also highlights the pressing need for a reconceptualization of “informal

caregiving” and the much touted “caregiving crisis” (Foster & Brizius, 1993). In their

discussion of the increasing demands placed on unpaid caregivers, Arendall and Estes

(1991) identify four strategies employed by women to cope with the increasing burden of

informal care. Three of the four strategies effectively involve systemic decreases in

variable capital outlay for labor provided by women: specifically, caregiving women

reduce their paid working hours, take time off without pay, or quit their jobs (p. 69).

Thus, in order to provide the “caregiving” (productive work of home care), the female

caregivers give up their share of wages and proceed to perform productive work (labor

that ultimately contributes to enlargement of capital).
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The fact that caregiving continues to be undervalued (Allen, 1993) and that

authors perpetuate the individualized notion of a “caregiving crisis” in this country

(Foster & Brizius, 1993) prompts attention to a reinforcement of caregiving as a valuable

and necessary social good that needs to provide choices for informal providers. However,

results of the current study suggest that this is a limited view of the paramount importance

of unpaid labor in the production of commodities and the ultimate quantification of that

labor power according to its true economic value in the market. The perception of

caregiving as an altruistic service obscures the reconstruction of the home as an economic

site of production (Amott, 1993) regaining prominence in the capitalist economy.

Sociological theory would be well served by shifting to a perspective on unpaid care that

quantifies and articulates its real “productivity” in the economy.

Aging theory. This research contributes to the growing body of literature on the

delivery of home care services to post-acute and chronically-disabled elderly in the United

States. It suggests serious issues in the delivery of quality care to elderly in their homes by

suggesting there are productive relations in home care predicated on the transference of

knowledge and skills between paid an unpaid workers. The influence of home care agency

requirements for patients and their caregivers to be trained in the use of high-tech

equipment as a condition of receiving those services, necessarily creates a hostile care

environment and brings into question the ostensible and often cited “freedom” created by

being cared for in one's own home.

By demonstrating the existence of evidence indicating the role of agency-provided

paid worker training to train informal caregivers, this study also raises the issue of

dependency. Although portrayed in the literature as a positive and supportive
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environment for elderly to receive care, the home must also be considered a site of

productive activity around care of the elderly. In this sense, the training of patients and

caregivers alike obligates them to perform care (work) in the home formerly provided by

professionals and paraprofessional workers in institutions (and, not coincidentally, care

from which patients and their families were, and still are, barred in the institutional

setting). In doing so, home care, it may be argued, increases rather than decreases,

dependency. It does so by, not only binding the patient to the health care system as an

institution would, but by also confining the caregiver to the home as an institution would

not. Since many elderly home care recipients are cared for by spouses who are also older

persons, this socially constructed dependency (save for the meager eight hours of respite

care provided by the “formal” care system) should not continue uninvestigated. The

notion that the elderly would prefer to remain in their homes as long as possible is not the

point of contention here. Rather, the contingent conditions under which this arrangement

is promoted should be a focus of great concern to those interested in the health and well

being of the elderly.

Public policy. In a recent article on the Canadian health care system, economist

Robert G. Evans (1992) points out that true increases in the amount of resources devoted

to health care services for the elderly reflect increases in “...how much is done to and for

the elderly...” (p. 753) rather than simply the absolute increases in the numbers of elderly

as is often portrayed in the academic literature and popular press. He questions what

benefits are being derived from the services that are being applied in increasing numbers to

the care of the elderly and concludes that: “The demographic transition, at least as it

applies to the past decade and the next, is in fact a smoke screen that obscures more
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fundamental questions of the basis on which utilization decisions are made and the costs

and benefits of the results” (pp. 753-754). Findings of this study echo Evans' concern by

raising serious questions about the role of agency-provided paid worker training in the

transfer of care responsibility between formal and informal providers.

One of the salient themes of the long-term care component of the final health care

reform proposal to congress is the expansion of home care (Lewin-VHI, 1993). Recently,

Benjamin (1993) acridly summarized the policy context of home care in the following

statement: “For public policymakers, home care continues to be seen as a cost-effective

alternative to institutional care, despite numerous findings to the contrary” (p.467). This

study raises continuing concern with the persistent political construction of home care as a

panacea for economic crisis in the health care industry and provides some evidence that

the manner in which home care is effected relies on contradictory, and not necessarily

uncontentious, assumptions of informal caregiver availability, technical capability, and

ability to assume responsibility for care of the elderly.

Political economy perspective. This work adds to the increasingly important

theoretical and empirical contributions of the political economy perspective to the study of

aging, public policy, the social construction of dependency, and the ongoing “aging

enterprise” (Estes, 1979, Estes, 1991; Estes, 1993). Findings of this study suggest that,

rather than promoting independence and empowerment in care of the elderly (Estes et al.,

1993) home care in capitalist society may actually establish new modes for the creation of

elder and caregiver dependency through care requirements that extend well beyond the

traditional forms of labor (“informal” care) once provided by unpaid workers in the home.

This study has demonstrated that agency-provided paid worker training is structurally
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associated with training patients/caregivers in the home to engage in unpaid labor that

ultimately advances commodity production. Further, it provides evidence that paid

worker training serves, not only to increase the work skills and capacity of paid personnel,

but to enhance the capabilities of unpaid, mostly female, caregivers to provide increasingly

technical, unpaid care outside of institutions.

Historically, there has been a public policy penchant for basing health care cost

containment strategies on the ideological commitments to home care as a less costly

alternative to institutional care and to the positive patient and family benefits derived from

care of the elderly in the private residences. The presumption that unlimited and unpaid

labor power is available in the home (Benjamin, 1993; Wood, 1991) girds a significant

portion of this commitment. Perhaps the most important contribution of this work is to

call into question the seemingly innocuous consequences of structuring health and social

services provision for the elderly on the assumption “there's no place like home.”

Implications for Further Research

Findings in this study suggest several areas that would benefit from further

investigation. A knowledge of the content, relative weighting, and costs to agencies of

providing paid worker training would further an understanding of the structural

relationship between the formal and informal sectors that provide care for the elderly.

Also, a qualitative study of the process of information and skill transfer between formal

and informal providers in the training relationship would add depth and breadth to a

description of this emerging phenomenon.
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Increased precision in the definitions of agency-provided paid worker training

content areas would aid in the development of a multivariate model to reflect the

relationship of agency-provided paid works training and agency perception of the shift in

responsibility for care of the elderly. Also important would be a forced dichotomous

formal/informal care shift question which could then contribute to development of a

logistic regression model to more accurately define this relationship.

It would be interesting and useful to understand the extent to which agency

provided paid worker training reflects the regulatory and policy environment in contrast to

the extent it reflects an economic need to train informal providers (under the guise of

“caregiving”) to incorporate their unfettered labor power in the production of home care.

This would aid in identifying the influence of the regulatory and policy environments on

the content and processes incorporated into agency-provided paid worker training.

An important final area that should be thoroughly investigated involves the role of

paid worker training and concomitant requirements imposed on the informal care system

to receive high-tech, in-home care. What once could have been accurately portrayed as a

traditional need for supportive informal care appears to be rapidly transforming into a

contingent requirement for home care services to the elderly that demands informal labor

technical capacity, unconstrained commitment, and assumption of responsibility for

medical outcomes.

Concluding Remarks

This research calls into question social constructions of caregiving, informal

support, and home care as they are currently portrayed in popular and professional circles
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and how these constructions may obfuscate broader structural arrangements associated

with reinforcement of the home as an economic site of production. This research has

conceptualized home care in a unique fashion and tested that portrayal with empirical

evidence. The need for continuing investigation into home care labor issues will only

intensify in the future if we are to be prepared for the inevitable increases in personnel

needs. How we attend to those needs will likely be associated with the manner in which

the problems are constructed. This research suggests a potentially useful path of

investigation intended to add clarity to the conceptualization of home care labor and to

encourage a critical view of this increasingly important social relation of production in the

capitalist economy and health care system.

Explanation alone is not enough. The purpose of social and economic
analysis should be to help eradicate the current sources of oppression
rather than merely describe them -- or still worse -- to obscure them.
(Edwards, Reich, & Weiskopf, 1986, p. 3)
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TAXONOMY OF COMMUNITY-BASED, LONG-TERM HEALTH CARE SERVICE DOMAIN

Assessment/Information /Referral Related Services

Case Management
Geriatric Assessment Services

Hospital Discharge Planning
Information and Referral

Health and Support Services

Medically-Related

Physician
Skilled Nursing

Physical Therapy
Occupational Therapy

Speech Therapy
Medical Social Services

Nurses Aide Services

Hospice Care at Home
Pharmacy

Dietary
Geriatric Dentistry

Durable Medical Equipment

Out-of-Home Services

Tax & Legal Assistance
Adult Protective Services

Counseling/Mental Health
Adult Day Care

Geriatric Day Hospital
Transportation

Wellness/Disease Prevention

Respite Care
Congregate Meals
Hospice Services

Emergency Response Systems
Telephone Reassurance

Audiology
Podiatry/Beauty Shop

Optometry/Ophthalmology

LTC Living Arrangements

Personal Residence

Congregate Living
Assisted Living Centers

Personal and Custodial In-Home

Homemaker Services
Chore Services

Personal Assistance

Senior Companion
Home-Delivered meals

Emergency Response
Respite Care

Caregivers

Physicians & Geriatricians
Optometrist & Ophthalmologist
Skilled Nurses (LPN, RN, NP)

Certified Home Health Aide

Social Worker (BSW, MSW)
Dentist

Therapists (PT, OT, ST)
Pharmacist

Audiologist
Nutritionist

Companion Volunteer
Podiatrist

Rheumatologist
Legal Assistant

Beautician

LTC Integrated Systems

On Lok
S/HMOS

CCRES

From Miller, J. A. (1991). Community-based, long-term care:
Sage Publications, P.19.

Innovative models. Newbury Park, CA:
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FORMATION OF SAMPLE FOR PROPOSED RESEARCH

BACKGROUND

CERTIFIED HOME CARE PROVIDERS (PEW III)

SMSA UNIVERSE | PERCENT SAMPLE PERCENT

San Francisco/Oakland 121 33.3 26 33.8

Houston 136 37.5 27 35.0

Philadelphia 106 29.2 24 31.2
TOTAL 363 100.0 77* 100.0

*Of these 77 agencies, 3 were not Medicare certified and were eliminated from this study.

UNCERTIFIED PROVIDERS (AHCPR)

SMSA UNIVERSE | PERCENT SAMPLE PERCENT

San Francisco/Oakland 135 36.8 116 39.8

Houston 102 27.8 75 25.8

Philadelphia 130 35.4 100 34.4
TOTAL 367 100.0 291* 100.0

* Of these 291 agencies, 165 are home care agencies (staffing and scope of services
include a broad range of service provision to home care clients). The other 126 agencies
in the uncertified sample were more specialized agencies dealing in limited types of home
care services such as durable/home medical equipment or home infusion companies)

FINAL RESEARCH SAMPLE

74 CERTIFIED PROVIDERS + 165 UNCERTIFIED PROVIDERS -

NToTAL = 239

193



APPENDIX C

COMPARATIVE CHARTS OF VARIABLES
AND COMPUTER CODES

194



Chart C1

COMPARATIVE CHART OF WARIABLES FOR
CERTIFIED AND UNCERTIFIED HOME CARE AGENCIES

POLICY AND REGULATORY ENVIRONMENT VARIABLES

(specifically related to labor)

Content Area CERTIFIED UNCERTIFIED

Effect Of Q 24 c staff hiring and/or retention Q 58 c staff hiring and/or retention
Government

Regulation on |Home Care 1=very affected, 2=moderately affected, (1=very affected, 2=moderately affected,
Agency 3=somewhat affected, 4=minimally 3=somewhat affected, 4=minimally

affected, 5=not affected) affected, 5=not affected)

|

Policies Q 21 a-c HPOLICY1-3 policies related ||Q 55 a-c policies related to labor
Impacting to labor

Home Care a1-c1 HPOLIMP1-3 impacts related a1-c3 impacts related to labor
Agencies to labor

Since 1987

(open-ended)
(open-ended)

Note:

For all code categories for all variables in Charts C1-C5

666 = does not apply
777 = note
888 = don't know
999 = refuse to state
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Chart C2

COMPARATIVE CHART OF VARIABLES FOR
CERTIFIED AND UNCERTIFIED HOME CARE AGENCIES

AGENCY ENVIRONMENT VARIABLES

Content Area CERTIFIED UNCERTIFIED

Medicare Q 6 HMEDICAR Medicare Certified Q 1 Medicare certified
certification

Status (1=Yes, 2=no) (1=yes, 2=no)

Q 1 HTAXSTAT Agency tax status | Q4 Agency tax status
Tax Status

(1=public, 2=nonprofit, 3=for profit) (1=public, 2=nonprofit, 3=for profit)

Changes in Q 46 a HSERNSG skilled nursing Q 13 a RNS
Service Services

Provision Q 13 b LVN/LPNs

Q 46 b HSERHMMK homemaker Q 13 e homemaker/choreworkers
Services

Q 46 c HSERPHYT physical therapy | Q 13 I physical therapists
Services

Q 46 d HSERHMAD home health aide Q 13 c home health aides
Services

Q 46 e HSERSOWK Social Work Q 13 j social workers
Services

IV nutrition/ chemotherapy and infusion
therapy

Q 46 j HSERDIAL home renal dialysis

(0=don't provide, 1=decreased,
2=remained same, 3=increased)-

Q 13 r dialysis technicians

(0=don't provide, 1=decreased,
2=remained same, 3=increased)
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Chart C3

COMPARATIVE CHART OF VARIABLES FOR
CERTIFIED AND UNCERTIFIED HOME CARE AGENCIES

CLIENT ENVIRONMENT VARIABLES

Content Area CERTIFIED
|

UNCERTIFIED

Clients P 65 Q 55a HCLAGE65 percent (0.0-100.0) ||Q 25c percent (0.0-100.0)
y.O.

Clients > 85 Q 55b HCLAGE85 percent (0.0-100.0) ||Q 25d percent (0.0-100.0)
V.O.

Clients women ||Q 55c HCLWOMEN percent (0.0-100.0) || Q 25e percent (0.0-100.0)

|

Clients low Q 55d HCLLOWIN percent (0.0-100.0) ||Q 25f percent (0.0-100.0)
income

Clients Q 55e HCLMINOR percent (0.0-100.0) ||Q 25g percent (0.0-100.0)
minority

Client Q 53 HCLTOTCLTS total no. Clients Q 19 total no. clients served per month
Characteristics | served per month

(Workload Q 54 HCLMONTH total no. Client Q 21 total no. client visits per month
Intensity visits per month

Indicators)
|

Q 56 a HCLMORE likely to require Q 26 a likely to require more
more hrs of Care hrs of Care

|| Q 56 b HCLMULT likely to require b likely to require
multiple services

Q 56 c HCLDAILY likely to require
services daily

Q 56 d HCLACUTE likely to have higher
acuity ratings

(1=less, 2=same, 3=more)

multiple services

c likely to require
services daily

d likely to be sicker,
more frail, or more disabled

(1=less, 2=same, 3=more)
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Chart C4

COMPARATIVE CHART OF VARIABLES FOR
CERTIFIED AND UNCERTIFIED HOME CARE AGENCIES

UNPAID WORKER ENVIRONMENT VARIABLES

|
Content Area CERTIFIED | UNCERTIFIED

|
Care Shift for || Q 71 HSHIFT Shift Observed Q 64 Shift observed

Elderly
Q 71 a■ HSHIFTIN formal to informal || Q 64 a■ formal to informal

Q 71 a2 HSHIFTFO informal to formal Q 64 a2 informal to formal

Q 71 b HSHIFT1 + HSHIFT2 types of Q 64 b types of care shifted (specify)
care shifted (specify)

(1=yes, 2=no; open-ended 71b) |(1=yes, 2=no; open-ended 64b)

Home Care | Q 13 w (for dialysis, infusion therapy, or
Agency DME)

Requirements ||Q 47 a HSRROCGV primary caregiver 1 primary caregiver needed
for Provision of |needed

High Tech
Services Q47 b HSRROTGN caregiver trained 2 caregiver trained in use of tech

in the Home in use of tech

Setting
Q 47 c HSRROOTH other requirements 3 other requirements for delivering
for hitech these Services

Q 48 HHITPROB issues/problems Q 13 x issues or problems
when pt/caregiver education required

Q 48 a HHITDSC1 + HHITDSC2

specify issues/problems

(1=yes, 2=no; open-ended "specify" 47c &
48a)

(1=yes, 2=no; open-ended "specify" 13W3
& 13x)
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Chart C5

COMPARATIVE CHART OF VARIABLES FOR
CERTIFIED AND UNCERTIFIED HOME CARE AGENCIES

PAID WORKER ENVIRONMENT VARIABLES

Content Area CERTIFIED UNCERTIFIED

Q 33 a HTRNRN provide training for Q 37 provide training for any staff
RNS

|Q 33 b HTRNLV provide training for
Agency- LVNS/LPNS
provided Q 33 c HTRNHA provide training for

Paid Worker || home health aides

Training
(1=yes, 2=no)

| 1 areas of training

01 improvement of clinical skills

02 recordkeeping/
documentation

04 new clinical issues

05 agency policy

06 family/informal caregiver
training

07 community education

08 Care Coordination

nutrition and food

preparation
09

(1=yes, 2=no)

Q 37 a areas of training

a1

a2

a4

a5

a/

improvement of clinical skills

recordkeeping/
documentation

new Clinical issues

agency policy

family/informal caregiver
training

community education

Care COOrdination

nutrition and food

preparation
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DESCRIPTIVE STATISTICS ON
CLIENT DEMOGRAPHIC CHARACTERISITICS

Percent of Agency
Agency Clients Certification Mean Standard Minimum Maximum Range

That Are: Status Deviation

certified 74.5 20.5 5.0 99.0 99.0

> 65 y.o.
uncertified 6.3.3

certified 20.0 15.4 0.0 80.0 80.0

> 85 y.o.
uncertified

certified 62.5 14.8 10.0 100.0 90.0

Women
uncertified

certified 21.1 28.2 0.0 100.0 100.0
Low Income

uncertified

certified 32.1 26.8 0.0 95.0 95.0

Minority
uncertified 28.9 26.9 0.0 95.0 95.0

Total No. certified 210.4 271.6 5.0 1350.0 1345.0
of Clients

Served per Month
uncertified 276.3 921.5 1.0 7200.0 71.99.0

Total No. certified 1759.7 1929.0 74.0 9750.0 9676.0
of Client

Visits per Month uncertified 1384.0 3119.1 3.0 26,000.0 25,997.0
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