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CHANGES IN ACCESS IN AN ERA OF COST CONTAINMENT:

ORGANIZATIONS SERVING THE ELDERLY IN THE

SAN FRANCISCO BAY AREA

Sheryl C. Goldberg

ABSTRACT

This dissertation research examines some of the

unintended consequences of the Medicare Prospective Payment

System (PPS), and other concurrent factors, on access to

services for the elderly in the San Francisco Bay Area and,

in particular, in San Francisco. The research reports

organizational provider and key informant survey findings on

changes in access to care since 1984 in the Bay Area as

compared with those of eight other metropolitan areas in

five states (Phase One). Using a community case study, the

researcher documents the accounts of public officials and

community-based providers on recent changes in access to

care in San Francisco (Phase Two).

The findings validate and substantiate the empirical

literature on the "quicker and sicker" hospital discharges

under the Medicare PPS and consequent effects on the

delivery system. The effects of the Medicare PPS have

reverberated throughout the aging services network with

differential outcomes on the various organizational types of



providers studied. The research also uncovered geographic

variations in organizational reports of recent changes in

access to care. Many of the agency directors reported

implementing access restricting measures (e.g., initiating

waiting lists) since the introduction of this policy. Some

linked these actions directly to the Medicare PPS.

In San Francisco, the majority of respondents stated

that, even though there are numerous services in this city,

there are not enough to meet the needs of the large and

growing elderly population. There was consensus that

organizations serving the elderly were further strained by

the unintended effects of the Medicare PPS. Almost all

respondents recognized the importance of local parking tax

monies in tempering federal and state fiscal constraints.

Many spoke of the numerous efforts towards cooperation and

coordination. Some respondents attributed the rise in

interorganizational relations to the Medicare PPS.

The reasons for the external relations of organizations

were supported by the premises of the institutional,

resource dependency, and political economy theoretical

perspectives. The dissertation research demonstrates the

importance of bridging features of these perspectives to

understand better the actions of organizations in a

turbulent political, social, and economic environment.
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CHAPTER 1

INTRODUCTION: THE DISSERTATION RESEARCH

INTRODUCTION

In 1983, Congress initiated the three-year phase-in of

a new hospital reimbursement method based on flat payments

according to 467 diagnosis-related groups (DRGs) (Social

Security Act Amendments of 1983, U.S. PL 98-21). This

payment system represented one of the most profound changes

in national health policy since the enactment of the

Medicare Program in 1965. The stated objective of the

prospective payment system (PPS) was to control escalating

Medicare costs for hospital care without limiting or

restricting access to beneficiaries or affecting the quality

of health care delivered (Guterman and Dobson, 1986). Soon

after the implementation of the Medicare PPS, concern grew

as to how this initiative was affecting access to community

based long term care services for the elderly.

This research investigates some of the unintended

consequences of the Medicare PPS, and other cost-containment

measures, on access to community-based long term care

services for the elderly. As part of a larger study

conducted at the Institute for Health and Aging (IHA), this

dissertation research compares reported organizational

provider and "key informant" survey findings on changes in

access to care since the implementation of the Medicare PPS



in the San Francisco Bay Area with those of eight other

metropolitan areas in five states. In addition, using a

community case study, this research targets recent changes

in access to health care and social services in the City and

County of San Francisco.

AN HISTORICAL OVERVIEW OF COST-CONTAINMENT POLICIES

MEDICARE TO THE PPS

In 1965, President Johnson signed into law the Medicare

and Medicaid programs (U.S. PL 87–97). Medicare [Title

XVIII of the Social Security Act (SSA) J was designed to

improve access to health care (i.e., hospital and outpatient

physician services) for the elderly and prevent

pauperization. Medicaid (Title XIX of the SSA) was

established to expand assistance to the states for health

care for the "needy" poor (i.e., elderly, blind, and

disabled). Reimbursement methods for both programs were

based on the practice of private health insurance companies.

Payment was determined retrospectively according to incurred

costs. This reimbursement structure provided incentives to

maximize the volume of health care services dispersed.

Inflationary public health care expenditures emerged

immediately and hospital charges were seen as the major

contributing factor (Dobson and Bialek, 1985). Government

became concerned with these escalating health care costs,

and by 1967, cost containment replaced the original



objective of access as the dominant interest of health

policy for the elderly (Brown, 1984).

The Social Security Act Amendments of 1967 (U. S. PL 90–

248) commissioned experiments and demonstration projects to

develop alternative reimbursement methods to help control

rising health care costs. The 1972 SSA Amendments (U.S. PL

92-603) contained a number of provisions dealing with cost

containment in the health care sector. Section 222 of this

act authorized the Department of Health Education and

Welfare (DHEW) to set up experimental and demonstration

projects to test the ability of prospective-based

reimbursement methods to decrease health care costs.

Section 223 called for the establishment of prospective

limits on costs recognized as reasonable under the Medicare

program. The expansion of Medicare coverage to services

offered by Health Maintenance Organizations (HMOs) was

another measure taken that was aimed at cutting costs.

During this time, state governments were involved in

setting up systems to regulate expenditures of hospitals and

nursing homes. In 1974, as part of the National Health

Planning and Development Act (U.S. P.L. 93-64), Congress

funded a number of state hospital rate setting demonstration

projects. The reimbursement plan developed in the state of

New Jersey set the stage for the Medicare Prospective

Payment System (PPS). By the late 1970s, the elderly, who

accounted for 11% of the population, were consuming services



constituting 29% of health care expenditures (Dobson and

Bialek, 1985). Hospital utilization by Medicare's elderly

beneficiaries would soon be targeted in an effort to cut the

spiraling costs of health care.

In 1980, the Omnibus Reconciliation Act (U.S. PL 96

499) was passed. This legislation lifted medical benefit

restrictions on home health care by eliminating the 100-day

visit limitation and three-day prior hospital stay

requirement for Medicare reimbursement. With the

inauguration of the Reagan administration in 1981, economic

considerations assumed center stage in health and social

policy. Medicare was targeted as a major focus for cost

containment efforts because of the federal budget deficit

and the continued rise in hospital expenditures for the

elderly (Harrington, 1983).

In 1981, Congress enacted the Omnibus Budget

Reconciliation Act [ (OBRA), U.S. PL 97–35) in an effort to

encourage competition in the health care sector and bring

about cost containment in the industry. This legislation

cut federal funding for social services and consolidated

many categorical programs in health, education, and social

services into block grants to be administered by the states.

The act extended state discretion under Medicaid with regard

to eligibility and reimbursement and reduced the federal

share of the Medicaid budget. Also, OBRA set up Section

2176 waivers to be financed through Medicaid in order to



give states the opportunity to initiate home and community

based long term care services for Medicaid-eligible

participants in need of institutional care. Another

provision of the policy was to allow for the entry of

proprietary agencies into the Medicare program. Finally,

OBRA mandated the study of prospective payment for use in

the Medicare program.

The first explicit directive for implementing

prospective payment research into a national program emerged

in the 1982 Tax Equity and Fiscal Responsibility Act

[ (TEFRA), U.S. PL 97-248). In this act, Congress directed

the Department of Health and Human Services (DHHS) to

propose a plan for a prospective payment of hospital care

under Medicare. The TEFRA legislation also added the

Medicare hospice benefit and cut the federal share of

Medicaid.

THE MEDICARE PPS

After TEFRA, hospital expenditures continued to rise at

a rapid rate -- more than three times the overall rate of

inflation (Dobson and Bialek, 1985; Medicare and Medicaid,

1983). Congress responded to these "crisis" conditions with

the enactment of the Social Security Act of 1983 (P.L. 98-21).

Title VI of this act provided for Medicare payment for

hospital inpatient services under a prospective payment

system (PPS). The Medicare PPS was legislated in the Spring



of 1983 with the three year phase-in implementation to begin

on October 1, 1983.

The units of payment under PPS are 467 different

diagnosis-related groups (DRGs) and the basis for payment is

the established payment rate per DRG. Payment rates are

determined in advance and fixed for a fiscal period.

Under PPS, hospitals are paid prospectively according

to the average cost of care for a particular diagnosis

rather than retrospectively for the exact costs of the

treatment rendered (with other supplements for medical

education, geographic area, etc.). Surplus revenues accrue

to a hospital if an elderly patient can be cared for more

"efficiently" (or for less days of hospital care) than the

specified payment provides for a particular diagnosis. If

the treatment takes longer or costs more than the norm for a

diagnosis, the hospital must absorb the loss. Therefore,

the DRG policy provides financial incentives for hospitals

to contain costs by controlling the amount of services

delivered and limiting the hospital length of stay for

Medicare beneficiaries (Chelimsky, 1985). With hospitals

restricting their involvement with Medicare patients and

rushing to discharge them, an increased need for post

hospital care results (Hughes, 1986). Furthermore, the

prospective payment policy provides incentives for serving a

less severe case mix of patients.



Under the new Medicare reimbursement system for

hospital care, economic considerations have become the

dominant reality. In this austerity environment, issues of

quality and access are less important to policymakers than

is cost containment (Harrington, Newcomer, Estes, and

Associates, 1985). However, pursuit of the goal of cost

containment can threaten access to care and the provision of

quality services (Lave, 1985). Elderly persons may be

experiencing an increase in access and quality problems

under Medicare PPS due to the combination of premature

discharges, inappropriate or substandard post-hospital care,

or no care at all. Also, as a consequence of the incentives

to discharge patients "quicker and sicker" under PPS, added

strains may be placed on an already overburdened community

based long term care delivery system.

THE RESEARCH STUDY

RATIONALE, SIGNIFICANCE,

AND IMPLICATIONS

The rationale for this research study is its attention

to the unintended effects of the Medicare PPS, and other

cost-containment measures, on access to the spectrum of

organizations that provide health and social services to the

elderly in the San Francisco Bay Area (as compared with

eight other metropolitan areas) and in particular, in the

City and County of San Francisco. The study is significant

since it contributes to the understanding of how this major



national policy change, and other concurrent factors, have

influenced the delivery of services for the elderly at the

organizational and community levels.

The study documents actual organizational change as

well as reports made by key state and local officials and

community-based service providers about that change. The

research attempts to depict organizational and community

wide effects of policy on organizations and ultimately on

the lives of the elderly. There are few research studies

that address the effects of the Medicare PPS, and other

recent changes, on the network of in-home, community-based,

and institutional long term care services for the elderly

and the community-wide effects of policy. This dissertation

helps to fill these important gaps in the literature.

Conceptually, the research explores the reported

"ripple" effects of the Medicare PPS on an array of

community-based long term care service agencies.

Furthermore, it links consequences of cost-containment

measures to issues of access to care for the elderly.

The research includes a comparison of different

community responses (namely the San Francisco Bay Area with

the eight other metropolitan areas) to a common policy

change (i.e., the Medicare PPS). Highlighted are the unique

problems and innovative responses to long term care at the

community level. The study documents measures taken by



organizations and the community that alter access to care

for the elderly.

On a theoretical level, the research is concerned with

understanding how environmental conditions (e.g., political,

social, economic) affect the tactics/strategies used by

organizations to cope with changing service demands. The

research is interested in the community structure with its

organizations as the primary analytic units. It

investigates whether organizational actions are influenced

by changes in the larger social structure (e.g., federal and

state policies), local conditions (e.g., scarce resources,

increased demands for care), the quest for power, and/or the

norms and values of the community. Ultimately, the research

is concerned with effects on elderly recipients and non

recipients of health and social services in the present

cost-containment environment.

Theoretically, the dissertation research uses

organizational-environment and interorganizational models

and links these with the study of the long term care

"system" serving the elderly. Because of the complexity of

present-day organizational reality, it integrates a variety

of theoretical models (e.g., institutional, resource

dependency, and political economy). Furthermore, when

analyzing the qualitative case study material, it uses the

grounded theoretical approach (Schatzman and Strauss, 1973).



Methodologically, this is a complex study. The

research utilizes multiple data collection strategies

including telephone surveys, "key informant" interviews, the

community case study method, and secondary source data. The

telephone surveys conducted in both 1986 and 1987 provide

information from agency directors (or their designates) on

the organization's perceptions of changes since 1984 in

access to care for their clientele. The aging services

organizations surveyed include home health agencies, nursing

homes, hospices, adult day care centers, senior centers, and

community mental health centers. Hospital discharge

planning units are also incorporated into the research

because of their boundary spanning relationships to the

organizations in the "system." Key informants, interviewed

in 1988, provide some of the structure and context on the

state and local levels. Community case study respondents

(also interviewed in 1988) report on the various

tactics/strategies used in the City and County of San

Francisco to deal with changes in access to care.

The research combines both quantitative and qualitative

data to examine organizational and community changes and

their implications for the elderly. This study can serve to

demonstrate the contributions of each research method to

knowledge (i.e., where they intersect and where they give

new meaning to the study). Also, the longitudinal nature of

the research allows for tracing the trajectory of change

10



from the early implementation of the Medicare PPS (1984)

through 1988.

The investigation is timely and its findings need to be

reported accordingly. Since the implementation of the

Medicare PPS, public, academic, and political interest

remains high regarding any changes in access to community

based long term care for the elderly. Furthermore, the

research may serve to expand upon existing theoretical

models in organizational sociology and may help to raise new

policy questions about the long term care service "system"

for the elderly. One major goal of the research is to

develop a common starting ground for comprehensive efforts

towards reforming the community-based long term care

"system" to meet better the changing needs of a growing

elderly population.

THE RESEARCH PROBLEM

The dissertation research investigates organizational

and community responses to health policy change, namely the

Medicare PPS. It is guided by the following questions and

hypotheses drawn from the current literature and previously

published by the Institute for Health and Aging (IHA).

RESEARCH QUESTIONS

o Does changing Medicare reimbursement for hospitals

have a "ripple" effect on the array of community- based

long term care services for the elderly? Is the range

of organizations in the community similarly affected?

11



o Have there been increasing demands for community

based long term care following the implementation of

the Medicare PPS2 If so, what tactics/strategies are

organizations using to cope with these changing

demands?

o Has access to community-based long term care been

affected since the implementation of the Medicare PPS2

If so, in what ways? What tactics/strategies are

organizations using to enhance or curtail access to

care?

o What environmental conditions/structures (e.g.,

demographic, political, and economic) affect the demand

for care and any changes in access to care? What are

the consequences of these changes?

RESEARCH HYPOTHESES

o Changes in Medicare reimbursement to hospitals will

lead to consequent modifications in the post-hospital

and community-based long term care services for the

elderly. Organizations will report effects of the

Medicare PPS depending on their proximity to post

hospital discharge locations.

o Organizational directors will report taking various

strategic actions to deal with increases in the demand

for post-hospital and community-based long term care.

These actions will create further barriers to access.

Such restrictive measures will include initiating or

12



increasing waiting lists or fees, implementing

eligibility restrictions, and outright refusals of

services. In some cases, strategies/tactics used will

lead to improvements in access to care. Efforts to

improve access will include cooperation and

coordination and will be driven by community norms,

the need for scarce resources, and/or the quest for

power.

o Community variations (i.e., between the San

Francisco Bay Area and the other metropolitan areas)

will be disclosed in the organizational reports of

changes in access to care. State and local policies

and funding practices, demographics, and resource

supplies will affect the reported differences.

o The tactics/strategies used on the organization and

community levels and the subsequent changes in access

to care will have consequences for clients,

organizations, and the larger community.

CHAPTER OVERVIEW OF THE DISSERTATION

Chapter 1 introduces the dissertation research followed

by a brief history of health care cost containment policies

from Medicare to the Medicare Prospective Payment System.

The rationale, significance, and implications of the study

and an overview of the research problem including research

questions and hypothesis conclude the presentation.
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Chapter 2 reviews the theoretical frameworks on

organizations which have relevance to the dissertation

research. These include the institutional school, exchange

theory, resource dependency, political economy,

interorganizational field or network, and societal sector

approaches. The chapter ends with an attempt to synthesize

components of the above theoretical frameworks into a new

model which helps to explain the research findings. Within

this combined model, the adaptation responses of

organizations to environmental pressures and public policy,

effects of the organizations' actions on the environment,

and the shifts in resources on the community level are

examined. Through this investigation, the workings of the

long term care "system" are linked with organizational

sociology.

In Chapter 3, the dissertation examines the empirical

research on the impact of the Medicare PPS, and concurrent

factors, on issues of access, quality, and cost of acute and

long term care. The chapter reviews existing studies which

acknowledge the important role of the continuum of health

and social services on both the organizational and community

levels.

Chapter 4 describes, in detail, the data sources and

methodology used in the research. This dissertation

highlights data from the San Francisco Bay Area, one of nine

metropolitan areas studied as part of a larger IHA funded
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project, in addition to reporting on a community case study

of San Francisco. Four types of data were collected: (1)

data for seven types of provider organizations in the San

Francisco Bay Area (and those in eight other sites) through

telephone surveys of agency directors in both 1986 and 1987;

(2) data about the local and state policy environments

collected through selected "key informant" telephone

interviews in 1988; (3) a community case study of the City

and County of San Francisco in 1988; and (4) secondary

source data. Study findings are analyzed and reported in

two phases. Phase One focuses on the provider survey data

of the San Francisco Bay Area while Phase Two reports

qualitative findings from the community case study of San

Francisco.

Chapter 5 highlights the survey findings from

organizations in the San Francisco Bay Area as compared with

those of the eight other metropolitan areas in the larger

research project. This chapter begins with a review of the

concept of access to care and its relationship to the

Medicare PPS. It explains additional factors affecting

access to care in the community and their particular

relevance to the state of California, including the

demographics of the elderly population, resource supply, and

policies and funding practices. The chapter ends with a

summary of changes in access to community-based long term
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care services in the San Francisco Bay Area and their direct

link to the Medicare PPS.

Chapter 6 reviews recent changes in access to care in

the City and County of San Francisco as reported by local

public officials, organizational providers, advocates, and

funders of services for the elderly. It describes the

public system, institutional, and community-based long term

care services for the elderly in San Francisco. Findings

are presented according to the conditions underlying recent

changes in access to care (e.g., demand for care), the

tactics/strategies used by organizations to operate in a

complex environment, and their consequences.

The concluding chapter, Chapter 7, emphasizes the

sociological contributions of the research to organizational

theory and the substantive additions to the literature on

the organizational and community-wide effects of the

Medicare PPS. Finally, it provides implications for future

research and makes recommendations for public policy.
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CHAPTER 2

THEORETICAL FRAMEWORK: ORGANIZATIONAL SOCIOLOGY

INTRODUCTION

This chapter attempts to lay the theoretical foundation

for the dissertation research. The guide for this is

organizational sociology. Organizational-environment and

interorganizational theoretical models including, but not

limited to, the institutional school, resource dependency,

and political economy perspectives provide a valuable

framework for this analysis. The research incorporates a

number of individual macroperspectives of organizations with

the intention of combining, thereby creating, a new

theoretical framework to explain the data. In the tradition

of grounded theory (Glaser and Strauss, 1967), theory

construction transpires also from the qualitative data

collected in the community case study.

The conceptual and methodological complexity of the

research demands that the data be explained by several types

of organizational theory. This chapter first presents the

several theoretical perspectives that are variously

applicable to this data. Second is an attempt to combine or

synthesize the relevant components of each into a newly

constructed model.
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THEORETICAL FRAMEWORK

There is no single unified paradigm or theory that

defines organizational sociology (Estes, 1974; Scott, 1981).

Rather, there is a "theoretical pluralism" in organizational

literature. Some argue that there is a "theoretical

compartmentalization" within the field (Astley and Van de

Ven, 1983, p. 245) and that no individual perspective is

adequate to comprehend fully the important features of

organizations. Each of the theoretical models, while

offering valuable insights into the structure and

functioning of organizations, has limitations (Scott and

Meyer, 1983). At the same time, many of the theoretical

paradigms of organizations are compatible and are

refinements of others (Shafritz and Ott, 1987). Taken

together, the variety of theoretical models offers a

comprehensive and interdependent view of organizational

realities.

OPEN SYSTEM MODELS

To begin, major divisions exist between closed and open

system models within organizational theory (Scott, 1987).

Closed system theoretical models are based on the assumption

that the most important features of an organization are the

internal structures and processes. Open system models

assume that organizations are best understood in relation to

their external environment. Organizations do not exist as

self-contained islands isolated from the environment. The
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environment is viewed as a significant determinant of the

organization's behavior (Perrow, 1986; Pfeffer and Salancik,

1978). Since the mid 1950s, organizations have been

conceptualized generally as open systems (Katz and Kahn,

1966).

The open system view incorporates uncertainty by

recognizing the organization's interdependence with its

environment (Estes, 1974). Open system theories typically

deal with how and under what conditions organizations seek

to reduce uncertainty in order to survive in a changing

environment. To state this interrelationship another way,

the open system model focuses on the organization's attempts

at adaptation and survival in a changing environment

(Aldrich, 1979). Since the open system approach is

primarily processual in nature, it cannot be adequately

studied through the use of "quantitative snapshots of

objectified social structures" (Burrell and Morgan, 1988).

ORGANIZATIONAL ENVIRONMENT

There is no universal agreement on what constitutes an

organizational environment (Scott, 1981). Organizational

sociologists have investigated physical, cultural, social,

political, economic, and formal/technical aspects of it.

The core dimensions of organizational environments vary

according to the theoretical perspective employed (see Table

2-1). For example, the institutional school (Meyer and

Scott, 1983; Zucker, 1987) focuses on the cultural aspects
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(e.g., norms, values) of the context in which the

organization operates. Resource dependency theorists

(Aldrich, 1979; Pfeffer and Salancik, 1978) look at

dimensions of munificence/scarcity of resources,

competition/cooperation, and turbulence/placidity among

others. Interorganizational theorists segment the

environment into sets, fields, or networks within a

specified geographic area. In order to bound the

organizational environment, Scott and Meyer (1983) work with

the concept of a societal sector, a domain identified by

similarities of service performed by agencies. Those

adhering to a political economy model (Benson, 1975)

investigate levels of environments including those that are

localized and proximate, societal in nature, and world

system contexts.

Miles (1980) attempts to make sense of the multitude of

environmental dimensions by organizing them into three

distinct clusters: static, dynamic, and receptive. Static

dimensions include environmental complexity (i.e., the

number of different organizationally relevant attributes of

the environment), the routineness of organization

environment relations (i.e., the extent to which relations

with important environmental components are formalized and

reactions to changes in these external components are

programmed in advance), and the degree of interconnectedness

among environment components. The dynamic or movement
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dimension cluster is concerned with the change rate and

predictability of change. Operational measures of

environmental change rates include shifts in consumer demand

and levels of funding. A great threat to organizational

adaptation and survival is posed by patterns of

environmental change that are not anticipated. Receptivity

dimensions explore how perceptive are the environments of

organizations to demands/changes in the focal organization.

Emery and Trist (1965) write that turbulence in the

world environment is an important contextual influence upon

organizational activities. Contemporary organizations are

located in uncertain and turbulent environments in which

political, technological, economical, and social changes are

rapidly becoming the norm. The primary strategic task of an

organization in a highly unstable environment is to

facilitate learning to adapt to change.

The great masters of sociological thought did some

hypothesizing about the external relationships of

organizations in complex environments. Durkheim was

concerned about social solidarity. He believed that organic

solidarity emanates from the interdependence of the parts in

industrial society. A forerunner of many of the

organizational theorists in the institutional school,

Durkheim wrote that solidarity was based on a normative

system of values, beliefs, and sentiments. Marx did not

address the problem of organizations per se but critiqued

21



the larger economic substructure and superstructure,

specifically the problems inherent in monopoly capitalism.

Since Weber never envisioned the structural instability

evidenced in the 1980s, he did not handle this level of

interorganizational complexity in his theory of bureaucracy

and concept of rationalization (Schatzman, 1989).

TOWARD A SYNTHESIS OF PERSPECTIVES

Independent theoretical perspectives in organizational

sociology that have relevance to the dissertation are

explained first. These include the institutional school,

exchange theory, resource dependency, political economy,

interorganizational network, and the societal sector

approaches. Then, components of the above perspectives are

synthesized into an integrated and comprehensive theoretical

model.

INSTITUTIONAL THEORY

Institutional theory has been described as the "closest

to a truly sociological view of organizations" (Perrow,

1986, p. 157). The major conceptual framework of this

perspective is structural functionalism. According to this

paradigm, functions determine the structure of organizations

and structures can be understood by analyzing their

functions (Selznick, 1948). The structural view reifies the

organization which is seen as a functionally cohesive unit

(Astley and Van de Ven, 1983). Specific structures that

comprise the organization are analyzed in terms of the
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need (s) they meet and function (s) they perform in assuring

survival.

The institutional perspective emphasizes the

maintenance, adaptation, and survival of organizations in

the environment (Scott, 1981; Shortell and Kaluzny, 1983).

Most organizational behavior attempts to satisfy internal

needs and adapt to environmental modifications in order to

assure survival (Etzioni, 1960; Parsons, 1956; Selznick,

1948). The environment influences organizations to adapt

certain practices in order to maintain legitimacy and to

survive. Another focus of this perspective is the need for

organizations to preserve their legitimacy with others in

the environment.

There are several versions of institutional theory in

organizations (Scott, 1987). Selznick (1948), one of the

earliest sociologists to take the institutional view, saw

the organization as a "system" and understood its basic need

to be the maintenance of integrity and continuity. By

engaging in the process of "cooptation, " (i.e., absorbing

new elements into the leadership of the organization), the

organization/system was able to avert threats to its

stability or existence. Parsons (1956) regarded the

organization as a functionally differentiated subsystem of a

larger social system. The organization focuses on the

attainment of specific goals and contributes to the goals of

a more comprehensive system. Parsons detailed further the

23



needs to be met if the organization was to survive. These

included adaptation, goal attainment, integration, and

pattern maintenance or latency. Values were seen to

legitimate the existence of the system.

Institutional features of the environment are

increasingly regarded as important determinants of the

structure and functioning of organizations. All

organizations exist in an institutional environment that

defines social reality (Scott, 1987). To explain

organizational behavior fully, one must look beneath the

surface into community values and power structures (Perrow,

1979). According to recent institutional theory, the

ultimate authorities governing the actions of organizations

are the norms of the larger social system in which the

organization functions. Organizations are influenced by

normative pressures (Zucker, 1987).

In "The Adolescence of Institutional Theory," Scott

(1987) describes four renderings of institutional analysis

showing the variations within contemporary institutional

theory: (1) institutionalization as a process of instilling

value; (2) institutionalization as a process of creating

reality; (3) institutionalized systems as a class of

elements; and (4) institutionalization as distinct social

spheres. As a process of instilling value, the organization

is seen as adapting to the striving of internal groups and

to the values of the external society. Organizational
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structure is an adaptive vehicle shaped in reaction to the

characteristics and commitments of participants as well as

to the influences and constraints from the external

environment (Perrow, 1979; Selznick, 1948). By instilling

value, institutionalization promotes stability. The second

variation stems from the sociology of knowledge and the

social construction of reality perspective (Berger and

Luckmann, 1967). Accordingly, the social order is based on

shared social reality which is a human construction being

created in social interaction (Zucker, 1987).

Institutionalization is the social process by which

individuals come to accept a shared definition of social

reality. The third version of institutional theory stresses

the importance of cultural elements (i.e., normative

beliefs) and their sources. Institutionalization as

distinct social spheres recognizes social institutions as

symbolic and normative systems with a strong emphasis on

stability. Greater attention is paid to content (i.e., the

substantive beliefs within different institutional spheres)

and to the societal level of analysis.

Zucker (1988) also acknowledges and reports on

different interpretations within institutional theory.

Table 2-2 presents a comparison of her theoretical framework

of social system change with that of DiMaggio. Zucker

considers the social system as a whole, arguing that it can

be characterized as coherent and interconnected. Coherence
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is directly related to the degree to which network elements

are richly interconnected; the more ties in the social

system the greater its stability. DiMaggio disagrees,

positing that institutional fields are coherent but less

coherence exists between fields. To Zucker, the change

agents within the system are the collectivities or

organizations for they are highly institutionalized and can

act to create legitimacy. Organizations are the primary

source of institutionalized patterns and of changes of those

patterns. Furthermore, institutions constantly need to be

rebuilt to maintain the goal of stability in the system. In

contrast, DiMaggio sees individuals/professionals as the

agents of change in the system and postulates that there is

little need to rework the institutional patterns originally

developed in the organization. To DiMaggio, institutional

theory represents strategies for modeling and explaining

instances of organizational change.

The neo-institutional school, as exemplified by

DiMaggio and Powell (1983), highlights the growing

homogeneity or isomorphism of organizational forms and

practices. According to their analysis, structural changes

that take place as a result of normative pressures make

organizations more similar without necessarily making them

more efficient. This process is influenced by the State and

professionals. Three mechanisms have been identified which

generate institutional isomorphic changes: (1) "coercive"

26



mechanisms steming from political influence and problems of

legitimacy; (2) "mimetic" mechanisms resulting from

responses to uncertainty; and (3) "normative" mechanisms

associated with professionalization.

The case study research method is the dominant approach

used in institutional sociology (McNeil, 1978). Case

studies link the organization to environmental influences

(Perrow, 1978). Institutional theory requires the

researcher to take into account a variety of organizations

and their histories.

Institutional theory has been critiqued for its

emphasis on norms, values, and culture at the expense of

power and the material aspects of existence (Perrow, 1986).

For example, this perspective would not permit explanation

of the transfer and control of scarce resources in

organizations within the community-based long term care

"system." Moreover, the institutional perspective does not

adequately link organizations to society. While the

environment (i.e., other organizations) is seen to affect

organizations, organizations do not, in turn, affect the

environment. In the organizational-environment paradigms to

be reviewed, the relations between an organization and the

environment are regarded as reciprocal.

EXCHANGE THEORY

Exchange theory posits that organizations enter into

relationships to obtain needed resources (Levine and White,
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1961; Thompson, 1967). Organizations need to relate to

other parts of the system to fulfill their functions. The

formulation of exchange relationships occurs for reasons of

specialization and scarcity, to reduce uncertainty, and

achieve a more predictable environment (Thompson, 1967).

Elements exchanged include client referrals, labor,

services, and resources.

Levine and White (1961) conceptualize the interaction

between organizations as the exchange of elements under

conditions of scarcity. An organization's inability to

achieve its goal independently is the necessary condition

which leads to coordination. If all elements are in able

supply, there is little need for interorganizational

cooperation or coordination. However, since few

organizations have sufficient access to all elements needed

for goal attainment, they must interact with, and relate to,

other organizations that have control over essential

elements.

The exchange model has been criticized for its tendency

to focus on relationships between a set of organizations of

equal power or control over resources (Aldrich, 1979; Cook,

1977).

RESOURCE DEPENDENCY PERSPECTIVE

The resource dependency perspective is concerned with

the organization's internal need for external resources with

attention to interorganizational dependency. The
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organization, of necessity, engages in a complex set of

interorganizational relations. Bonding occurs because

organizations require access to resources to fulfill their

goals (Laumann, Galaskiewicz, and Marsden, 1978). The

greater their resource dependency, the greater the need for

interorganizational relations.

Cook (1977) characterizes exchange theory as the basis

for the resource dependency model; others (Zald, 1970)

locate resource dependency within the political economy

paradigm. The resource dependency perspective (Aldrich,

1979; Pfeffer and Salancik, 1978) investigates the effects

of the environment on internal organizational processes and

the ways in which the organization adapts to and manages its

environment. Changes in the environment creates a situation

to which the organization must respond. Some key

environmental dimensions considered are munificence (i.e.,

the availability or scarcity of critical resources),

concentration (i.e., the extent to which power and authority

in the environment are dispersed), and interconnectedness

(i.e., the number and pattern of linkages among

organizations) (Pfeffer and Salancik, 1978).

The environment is seen as affecting and constraining

the organization's structure and activities. The resource

dependency perspective focuses on the tactics and strategies

used by the organization to manage the environment (Aldrich,

1979). The organization responds to what it perceives and
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believes about the environment (Pfeffer and Salancik, 1978).

According to the resource dependency perspective, not

only are organizations compliant to environmental demands

and constrained by them, but they also undertake actions to

modify the environment. In this model, the organization is

an active agent of change, altering the environment as well

as responding to it. Unlike its more passive position in

the institutional perspective, the organization shapes the

environment as well as its own fate. Organizational

actions, for example, efforts at coordination affect the

larger environment. As argued by Pfeffer and Salancik

(1978), "The organization is the outcome of a process that

involves both adaptation to the environment and attempts to

change the environment." The interaction of organizations

and the environment continually are re-making society.

Society is a process of ongoing social reconstruction

(Shalin, 1986).

Resource dependency posits that organizations attempt

to avoid becoming dependent on others (Aldrich, 1979). They

seek to avoid dependencies and external control and, at the

same time, attempt to shape their own contexts and strain to

retain their autonomy for independent action. The resource

dependency model helps to explain the underpinnings of

collaborative and competitive relations in the

organizational field (Miles, 1980). Organizations cope with

uncertainties created by interdependence by managing
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interdependence through an array of interorganizational

strategies (see Table 2-3). Highly dependent organizations

tend to become involved in cooperative relations. Demands

for certainty and quests for autonomy lead to actions such

as mergers, joint ventures, acquisitions, and both vertical

and horizontal integration (Pfeffer and Salancik, 1978).

Additional interorganizational strategies for coping with

the external environment and reducing uncertainty from the

environment involve coopting, contracting, and competitive

acts (Miles, 1980; Thompson, 1967).

Mulford and Rogers (1982b) distinguish between the

processes of cooperation and coordination. These differ in

terms of various properties: presence of decision rules;

degree of formalization present; kinds of goals emphasized;

amount of resources involved; primary actors; relative

threat to autonomy; and implications for vertical and

horizontal ties (see Table 2-4). Coordination is more

formal than cooperation, involves higher ranking agency

officials, a larger commitment of organizational resources

(e.g., personnel and money), and a greater threat to

organizational autonomy. Coordination develops because

organizations operate under conditions of scarce resources

and require additional ones to meet their goals. These

micro-interactional processes are viewed as legitimate ways

to improve efficiency, confront duplication and

fragmentation, deal with shrinking resources, and increase
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control over the uncertainty of environmental exigencies.

Linkages to other organizations also provide the benefits of

information, communication, and support. At the same time,

there are financial and staff costs involved in interagency

coordination. Costs associated with joint programs,

administration, or delivery include the time it takes to

attend meetings, provide information, or communicate

interests (Rogers and Mulford, 1982b). The costs of

coordination increase as agencies increase in differences

(Halpert, 1982).

Like exchange theory, the resource dependency model

spotlights the relationships of a focal organization. In

conducting research within a resource dependency framework,

it is necessary to decide purposively which organizations

are core to the study. The objective is to select a broad

variety of agencies and actors to represent the total

population in the "system."

POLITICAL ECONOMY APPROACH

The political economy approach attends to issues of the

macrostructure. Organizations are seen as part in a

macrosocial and historical context (Heydebrand, 1977).

Benson (1977a) speaks of a "crisis in organizational

analysis" whereby the field is governed by rational and

functional models and positivist methods. Heydebrand (1977)

agrees, stating "Organizational theory. . . has been dominated

by powerful ideological forces which, taken together, . . . have
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successfully reproduced and legitimated the structure of

capitalist society (p. 86)." According to Benson (1977a),

this "crisis" can be addressed by increased concern for

action, power, and levels. Action calls attention to the

historical shapings through which reality is negotiated,

reproduced, and altered. Power looks at the political

economy of relationships which sustain organizations. In

part, these are external to the organization. By levels,

Benson calls for an analysis of societies or multi

organizational systems. Benson (1977b) also argues that

four principles be upheld in a political economy

organizational analysis including: (1) social

construction/production (i.e., the continuing construction

through interactions of institutional arrangements); (2)

totality (i.e., the organization seen as a part of a larger

whole) ; (3) contradiction (i.e., inconsistencies in the

social order which provide a continuing source of conflict);

and (4) praxis [i. e., "the free and creative reconstruction

of social arrangements" (p. 5) J.

Benson (1977b) and Heydebrand (1977) advocate a

dialectical historical Marxian formulation of organizational

theory. At the core of this approach is attention to the

processes through which organization arrangements are

produced and maintained. The grounding of organizational

authority in macrosocial systems is crucial in the

dialectical approach. Also, tensions within organizations
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created by societal forces are evidenced as leading to

constant changes in structure and goals (McNeil, 1978).

According to the political economy paradigm,

"Organizations are affected by the structure of the

relations of the interorganizational systems in which they

are embedded, and these systems are, in turn, affected by

the societal systems in which they are located, and these

systems are, in turn, affected by the world system in which

they are located" (Scott, 1983). In his article, "The

Interorganizational Network as a Political Economy," Benson

(1975), argues that "Interorganizational relationships

cannot be fully understood without attention to the larger

patterns of societal dominance (p. 233)." The

interorganizational network is linked to the larger

political, economic, and social (i.e., the everyday

activities of people) environment. The everyday activities

of daily life are to be interpreted in terms of power,

conflict, contradictions, crisis, dialectics, and class

(Perrow, 1979). Certain dimensions of environmental

structure are considered in the political economy model:

resource and power concentration/dispersion; network

autonomy/dependence (i.e., the extent to which the network

is controlled by environmental forces); resource abundance/

scarcity; and cooperation/disruption (Benson, 1975) (see

Table 2-1). There is considerable overlap between the key
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dimensions investigated in both the political economy and

resource dependency theoretical perspectives.

Political economy theory postulates that the way

organizations structure relations among themselves is

determined by control of scarce resources. Organizations

cannot internally generate all the resources necessary for

survival thus they are forced to enter into negotiations

with other organizations in their environments. "Exchange"

relationships occur not for mutual advantages alone but

because of competition for scarce resources.

Interorganizational relations must ultimately be explained

at the level of resource acquisition with money and

authority, the two basic kinds of resources sought by

organizations (Benson, 1975). In the process of

negotiation, some organizations, because they control the

most valued resources, come to dominate others. In the

course of exercising this domination, the most powerful

organization (s) can demand changes in the structure and

behavior of those with less power.

The political economy approach has been criticized for

having a too narrow focus (Hass and Drabek, 1973). McNeil

(1978) critiques Benson's work for "not detailing the key

sources of pressure to dominate the environment, the

strategies used, and the mechanisms through which power

might actually be exerted into the dialectical process" (p.

84).
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INTERORGANIZATIONAL APPROACHES

The dominant models of analyzing interorganizational

relations include the organizational set model and the

organizational field or network model (Scott and Meyer,

1983). The organizational set model views the environment

from the standpoint of a selected focal organization.

Adopted by exchange theory and the resource dependency

perspective, it highlights resource needs and the

dependencies of organizations on the environment. This

model has an "organization-centric" perspective which

consists of a focal organization and its exchange partners

and tends to ignore the larger systems of relations.

The organizational field or network model focuses

attention on the nature of relationships linking a

collection of agencies in a specified geographic area. The

interorganizational network has been defined by Cook (1977)

as an interlocking system of exchange relationships

negotiated between members of different organizations as

they jointly shape their environment. In the

interorganizational model, emphasis is on the network of

relationships connecting the organizations rather than on

particular organizations within it. Three principal

dimensions have been used in characterizing networks: (1)

centrality (i.e., the number and length of all linkages or

paths between one organization and all others); (2)

complexity (i.e., the extent of functional dissimilarity of
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goals, services, products, or target population among

organizations in the network); and (3) density (i.e., the

extent to which members of a network are directly linked to

one another). Interest in organizational fields is

increasing with the rise of organizational density in

society. This dissertation research can be loosely

characterized as an organizational network version of

resource dependency theory.

A critique of this model is that it looks primarily at

horizontal relationships and those within a delimited

geographic area. To deal with the shortcomings of the

organizational field model, Scott and Meyer (1983) propose

an alternate societal sector version which emphasizes

vertical patterns of relationships and extra-local

connections. A societal sector is an area identified by

similarity of service, product, or function. The boundaries

of the societal sector are functional ; they are not

necessarily geographically close. Levels explored within a

sector include the national, regional, state, area, and

local. These layers have important consequences for the

characteristics of organizations within a sector. The

societal sector approach merges the works of community

structure, public policy implementation, and agency

coordination.
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A SYNTHESIS OF THEORETICAL PERSPECTIVES

This section attempts to synthesize components of the

above theoretical frameworks into a new and combined model

that is relevant to the dissertation research. Table 2-5

lists the key organizational, environmental, and

interorganizational dimensions used. The majority of

elements are borrowed from the institutional, resource

dependency, and political economy perspectives. This

research attempts to bridge features of these theoretical

perspectives to understand better organizational sociology –

- particularly the actions of a network of health and social

service organizations for the elderly in the San Francisco

Bay Area.

In Sociological Paradigms and Organizational Analysis,

Burrell and Morgan (1988) differentiate between two dominant

views of society typified by the above organizational

traditions of order and conflict. The functional paradigm

has provided the dominant framework for the study of

organizations. Institutional theory, the exemplar of the

structural-functionalist tradition, stresses the processes

of stability, integration, functional coordination, and

consensus in the system. Institutional theory is

essentially concerned with those processes which serve to

maintain the patterns of the system as a whole.

Organizations change their structure in accordance with

broad, institutionalized norms. Institutional theory
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focuses on the need for organizations to maintain legitimacy

and for survival. In contrast, through the window of

political economy, the conflict view looks at changes,

disintegration, and coercion within society. Conflict

theories are committed to explaining the process and nature

of structural change in society. According to this

sociological paradigm, society is an amalgam of competing

interests each striving to increase its advantage via

control of highly valued resources. The political economy

tradition posits that the way organizations structure

relations among themselves is determined by access to

control of scarce resources. Organizations cannot

internally generate all the resources necessary for

survival, thus they are forced to enter into negotiations

with other organizations in the environment.

Adaptation to the environment is key in functional

approaches while, in political economy (including resource

dependency), the power to meet resource needs and manage

dependencies of organizations on the environment are the

focal points. Alone, each conception is incomplete but

together, institutional elements and power-dependency

relations of organizations in the environment are given due

consideration. In recent years, institutional arguments are

not necessarily posed in opposition to more "technical"

perspectives as exemplified by political economy, but are
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seen as "complementing and contextualizing them" (Scott,

1987, p. 509).

This dissertation research attempts to blend selected

elements from both core sociological traditions to construct

a new perspective. The world is too complex to be captured

under either paradigm alone; the study of organizations in

contemporary society mandates an exploration of both the

need for order and the reality of conflict. In borrowing

elements from institutional, resource dependency, and

political economy organizational theories, the composite

model is more comprehensive and specific in understanding

the relationships among social, cultural, political, and

economic dimensions.

Presented below is a foreshadowing of some of the

research findings as they relate to the interplay of

relevant organizational theoretical models. By revisiting

Table 2-5, the reader can gain appreciation for the

complexities inherent in deciphering recent actions by

health and social service organizations in adapting to and

managing the changing social, political, and economic

environment.

Using institutional organizational theory, this

research hypothesizes that community norms and values play a

key role in the tactics used by organizations to assure

their own survival. Organizations in the study will report

coordinating services because of a dominant value fostering
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such efforts. The value of developing interorganizational

relationships will be encouraged by public and private

funding sources due to their own shrinking financial

resources relative to community needs and to their

perception that this is an acceptable method for improving

access to care. Thus, organizations receive legitimacy for

engaging in cooperative actions. Another net effect of

increasing ties in the interorganizational network will be a

perception (and reality) of greater stability for the

organization and a consequent lessening of environmental

uncertainty.

The researcher argues also that the resource dependency

theoretical perspective is important in explaining the

growing trend towards coordinating strategies for the

organizations under investigation. Borrowing from exchange

theory, organizations are not self-sustaining units but

dependent upon external resources (e.g., funding, clients,

services). It is this need for external resources that

moves organizations towards forming linkages with others.

At the same time, the research will show that, due to

demographic changes in the elderly population (i.e.,

increases in the number of those 75 and over, increasing

care needs) and shifts from the acute care setting to post

hospital and community-based care, service demands are on

the rise. The Medicare Prospective Payment System will be
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seen to enhance recent organizational actions towards formal

and informal linkages with others.

The political economy perspective will help further in

explaining the actions of organizations in the study

communities. This model extends the focus of the

investigation to the national and state levels and increases

attention on organizational/community power and its

consequences. Federal and state policies and funding

practices will be regarded as important indicators that

influence the tactics used by organizations on the community

level. Also, local politics and funding realities will be

recognized as major factors that help to explain the

present-day realities of aging services organizations in the

study communities. For example, since 1978, one-third of

the local parking tax monies in San Francisco have been

consigned to supporting aging services in the city. This

will be seen to have had a tremendous effect on the

resources available in this community. Also, the recent

political funding practices of the San Francisco Commission

on the Aging, (the city department specifically charged with

funding aging services), will have an enormous influence on

the relative stability of the aging services "system."

The political economy theoretical perspective also opens the

analysis of the research findings to power and its

consequences. Coordination emanates from competition for

scarce resources. Organizations that adhere to the norms
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and values that underscore the importance of coordination

will be viewed as the dominant actors in the "system."

These community values then serve the interests of the more

powerful organizations in the network. (In essence,

institutional theory complements and contextualizes the

political economy perspective.) Furthermore, the larger the

organization, the greater the need for outside resources to

fulfill organizational goals, hence the increased incentive

to form cooperative endeavors. Those organizations that

engage with greater frequency in interorganizational

relationships will be regarded as the key players in the

"system." As organizations come together, they enhance

their power in relation to the network, then are in a better

position to impose their values on others. The quest for

interorganizational linkages is actually a quest for

enhanced power in the "system" and assurance for the

survival of the organization and its leaders.

Organizational providers in this research will

acknowledge the key role played by interorganizational

relationships and their role in improving access to care in

the aging services network. Underneath these actions,

however, are the hidden realities of preserving legitimacy,

procuring power, and the ultimate survival of the

organization and its position in the network.
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THE DISSERTATION RESEARCH

At the core of this dissertation research is an open

systems approach to organizational theory. Included in open

system models, and applicable here, are organizational

environment and interorganizational theories. This

dissertation attempts to combine those theoretical paradigms

which shed light on the research problem, that is, the

effects of the Medicare prospective payment policy, and

other cost-containment measures, on access to care for the

elderly. The aim is to understand better the actions and

changes in health and social service organizations for the

elderly in recent years (post-Medicare PPS). The study

explores whether changes in access to the network of

services for the elderly in the San Francisco Bay Area (and

in particular, in the City and County of San Francisco) can

be explained, in part, by the institutional, resource

dependency, and political economy theoretical frameworks.

Are organizational activities tied to the norms and values

inherent in the community and adaptations to the

environment? Are organizations influenced by the

competitive quest for scarce resources? Finally, are a

number of forces in operation?

This research investigates adaptations by organizations

to increasing demands for care triggered by policy changes

and other environmental factors. Organizational changes are

explained by systems of control within the organization
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itself and by the effects of external environmental and

societal forces. Changes in the environment create a

situation of stress or pressure to which the organization

must respond if it is to remain in a viable relationship to

elements of the environment (Estes, 1974).

The analytic framework for this research (see Figure 2–

1) portrays the multi-level model of the study. The

empirical units of analysis are the "network" of health and

social service organizations for the elderly in a specified

geographic area (i.e., San Francisco Bay Area, City and

County of San Francisco) . These organizations are analyzed

both as individual entities (using a longitudinal survey

research design) and as interorganizational actors within a

broader community structure (using the case study method).

The contextual environment within which these organizations

deliver services includes all relevant demographic factors,

economic resources, political constraints, and cultural

conditions. This research ventures beyond the local

community setting to embrace the state and federal political

and economic context. Key informants in the research are

primarily from the state, area, and local levels. This

study operates on both the horizontal and vertical planes,

incorporating the field of organizations serving the elderly

in a defined geographic boundary on the horizontal/local

level and relevant factors on the state and federal

levels/vertical axis (Warren, 1972). Ultimately, the study
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is concerned with the effects of recent environmental and

organizational changes on the elderly population.

CONCLUSIONS

To analyze a complex network within a complex world, a

number of theoretical models are necessary. The framework

for this dissertation research includes an open system

model, major components from the institutional, resource

dependency, and political economy perspectives, as well as

concepts from exchange, interorganizational network, and

societal sector theories. Within this synthesis or combined

model, the adaptation responses of organizations to

environmental pressures and public policy, effects of the

organizations actions on the environment, and the shifts in

resources and power on the community level are examined.

In a global sense, this research attempts to link the

workings of the community-based long term care "system" with

organizational theory. Through this investigation, one

gains a sense of the organizations in the long term care

"system" and in the importance of the environment in

influencing its workings. There is a great need for theory

development regarding the network of long term care services

for the elderly (Callahan and Wallack, 1986). For, without

a theoretical framework, it is unfeasible to explain the

operations of so many components performing so many

functions around so many different problems and needs with

so much pressure and influence from environmental forces.
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"Social policy formulation in the absence of theory may

offer some politically attractive solutions in the short run

but will not establish a firm base for meeting the needs of

our [elderly J citizens" (Callahan and Wallack, 1986, p.

235). This dissertation attempts to fill this gap by

providing an understanding of the actions of health and

social service organizations in a turbulent political and

economic environment utilizing organizational-environment

and interorganizational theoretical perspectives,

particularly the institutional, resource dependency, and

political economy models.
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Theoretical
Frameworks

Open System
Models

Institutional
School

Exchange
Theory

Resource

Dependency

TABLE 2-1

Theoretical Frameworks Relevant
to the Dissertation Research

Organiza
tional
Dimensions

Behavior
Needs
Adaptations
Maintenance
Legitimacy
Survival
History
Goal
attainment

Specialization

Adaptations
Tactics/Strat
egies to
manage envir
onment
Autonomy
Need for
external
ITeSOUllr CeS

Nature of
transactions

Environmental
Dimensions

Modifications/
Changes
Norms

Community
values
Culture

Scarcity
Uncertainty

Munificence/
Scarcity of
Iºe SOUlrCeS

Complexity/
Differentia
tion of
IreSOUlrCeS

transacted
Centraliza
tion
Domain
Consensus/Dis
COInSensUlS

Turbulence/
Placidness

Interorganiza
tional
Dimensions

Equal power
relations
among
organizations
to fulfill
functions

Interorganiza
tional
dependency
Interorganiza
tional
coordination
Formalization
of interorg
anizational
agreements
Concentration/
Dispersion of
power
Cooperation/
Competition
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Theoretical Organiza
Frameworks tional

Dimensions

Interorganiza
tional Field
or Network

Societal
Sector

Environmental
Dimensions

Specified
geographic
area

Extra-local
connections
Community
structure
Public policy
implementa
tion

Interorganiza
tional
Dimensions

Network of
horizontal
relationships
Centrality (#
and length of
linkages)
Complexity
(functional
dissimilarity
between links)
Density
Collaboration
Stability
Standardiza
tion
Coordination
Innovation
Responsiveness
Tight/Loose
coupling
Cooperation/
Competition

Vertical
relationships
Coordination
Similarity of
services,
product, or
function
Functional
boundaries
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Theoretical Organiza- Environmental
Frameworks tional Dimensions

Dimensions

Political Levels
Economy Social change

Resource
abundance/
scarcity

Interorganiza
tional
Dimensions

Economic power
Control of
SCarº Ce

res OUlrCeS

Historical
context
Resource and
power
concentration/
dispersion
Network
autonomy/
dependence
Environmental
dominance
Tensions
Cooperation/
Disruption/
Manipulation/
Authority
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TABLE 2-2

Major Points of Theoretical Divergence
within Institutional Theory

Theoretical Issues

Starting Principle

Organization of
Social System

Change Agent

Institution
Building

Key Problem

DiMaggio

Social system
tightly
structured

By field

Individual/
Professional

When formed
only

Creating
change

Zucker

Social entropy
threatens
stability

Interconnected

Organization/
POWer

Continual
process for
maintenance

Maintaining
some stability

Source: Zucker, 1988.
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TABLE 2-3

Effect of Interorganizational Strategy on
Organizational Autonomy

Interorganizational
Strategy

Monopoly

Competition

Bargaining and Contracting

Cooptation

Coalition

Organizational Autonomy

Goal Setting
Discretion

High

LOW

Pattern Of
Interdependence

Autonomous

Dependent

Source: Miles, 1980.
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TABLE 2-4

A Comparison of Cooperation and Coordination Processes

Criteria

Rules and
formality

Goals and
activities
emphasized

Implications for
vertical and
horizontal
linkages

Personal
Iresources

involved

Threat to
autonomy

Cooperation

No formal rules

Individual organiza
tions' goals and
activities

None, only domain
agreements

Relatively few
Lower ranking
members

Little threat

Coordination

Formal rules

Joint goals
and activities

Vertical or
horizontal
linkages can
be affected

More resources
involved
Higher ranking
members

More threat
to autonomy

Source: Mulford and Rogers, 1982b.
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TABLE 2-5

Organizational-Environmental Dimensions
for the Dissertation Research

Organizational
Dimensions

Adaptations
Tactics/Strategies
to manage
environment
Need for external
Iº e SOUlr"CeS

Legitimacy
Survival

Environmental
Dimensions

Social Change
Norms
Culture
Community values
Munificence/
Scarcity of
ITeSOUlrCeS

Uncertainty
Levels
Turbulence/
Placidness
Political
constraints
Policy implementa
tion
Economic resources
Demographics
History

Interorganiza
tional
Dimensions

Interorganiza
tional
coordination
Interorganiza
tional
dependency
Cooperation
Collaboration
Competition
Innovation
Similarity of
service/
function
Resource and
power
concentration/
dispersion
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FIGURE 2–1 ANALWTIC FRAMEWORK

Federal Context - Medicare PPS

~ State Factors
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~gºs, Change in Demandcºor" Access to Care
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CHAPTER 3

A REVIEW OF THE LITERATURE :

THE MEDICARE PPS AND INPATIENT, POST-HOSPITAL,

AND OTHER COMMUNITY-BASED SERVICES

INTRODUCTION

The Medicare Prospective Payment System (PPS),

legislated in the Spring of 1983 (U.S. PL 98-21), had as its

principal objective the containment of rising acute care

hospital costs for elderly beneficiaries. Payments under

the PPS are made prospectively on the basis of 467

diagnosis-related groups (DRGs) or illnesses rather than on

the previous retrospective, cost-based reimbursement system.

The PPS incentive to control costs was a major shift from

that which helped birth the Medicare program in 1965,

namely, ensuring access to health care for the elderly.

Before the PPS was in place, health care policy

analysts and public officials hypothesized about its

benefits and consequences. Possible advantages of the

policy included decreases in the cost of hospital care,

greater attention to discharge planning, and shifts in

treatment to more appropriate settings (Spiegel and Kavaler,

1986). The PPS might also encourage improvements in

hospital services and reduce the risk of iatrogenic events

(Guterman and Dobson, 1986). Some critics believed that,

under the PPS, concerns for providing quality care and

º

-

==
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access to services would take a back seat to the more

immediate goal of cost containment (Dolenc and Dougherty,

1985). Among the potential negative outcomes were

incidences of selectively excluding high-risk patients

(e.g., elderly with multiple medical problems),

undertreating patients, unnecessarily transferring and

readmitting patients, discharging them early with changing

post-discharge status, and shifting care to unavailable and

more costly alternative settings (Berenson and Pawlson,

1984; Chelimsky, 1985; Guterman and Dobson, 1986; Kinoy,

Adamson, and Sherry, 1988; Kotelchuck, 1986; Spiegel and

Kavaler, 1986). As evidenced by the above arguments, a

single consequence could be interpreted as both positive and

negative (Eggers, 1987). For example, earlier hospital

discharge and the consequent shift of care to the post

hospital setting might be beneficial and desirable only if

appropriate formal and/or informal supports are available.

At the outset, it is important to recognize that it is

extremely difficult to attribute shifts observed in health

care delivery solely and exclusively to the PPS because of a

multitude of other changes simultaneously occurring in U. S.

policy that also are contributing to the transformation of

the health care system (Chelimsky, 1985; Goldberg and Estes,

1988; Guterman and Dobson, 1986; United Hospital Fund,

1986). Separating the effects of the PPS from comparable

private sector changes is difficult since other
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modifications in the Medicare program (e.g., the expansion

of the home health benefit in 1980 and the hospice benefit

in 1982) have encouraged changes in the use of services

outside the hospital similar to those anticipated as a

result of the PPS (ProPAC, 1986). Additional factors

affecting the health care industry include: the increasing

number of persons 75 years of age and older, a rise in the

use of complex medical technology, the expansion of

community-based long term care, the growing competition

within health care, modifications in Medicaid (e.g.,

waivers, reimbursement), and other state policy changes

(Chelimsky, 1985; Lyles, 1986; U. S. OTA, 1985; Van Gelder

and Bernstein, 1986). Consequently, PPS-related effects on

the health care system will never be clearly and fully

understood. Regardless of this problem of attribution,

however, documenting the changes occurring under the PPS is

necessary to the evaluation and improvement of the system.

Verifying alterations in the quality and cost of health care

and access to services is possible and important in itself

(U.S. OTA, 1985).

Another caveat to consider is that 1984 data may

represent the transitional period of the PPS (U.S. DHHS,

1985). Some of the first year changes could be a reaction

to expectations of a new payment system rather than to the

system itself. Therefore, a "mature assessment" of the

effects of the PPS can be made only after a substantial
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period of time has elapsed, possibly as many as five years

(U.S. OTA, 1985).

EMPIRICAL RESEARCH ON THE PPS

The 1983 Social Security Amendments (SSAs), which

created the Medicare Prospective Payment System (U.S. PL 98–

21), mandated that federal agencies undertake research

studies to investigate the effects of this policy. The

majority of these were assigned to the Health Care Financing

Administration (HCFA) under the Department of Health and

Human Services (DHHS). The Prospective Payment Assessment

Commission (ProPAC), established by the SSAs of 1983, was

commissioned to make annual recommendations to the DHHS and

to Congress. Non-mandated PPS-related studies were also

initiated by public health service agencies (e.g., the

National Center for Health Services Research), congressional

agencies (e.g., the Office of Technology Assessment),

private organizations (e.g., the American Association of

Retired Persons), and university research centers (e.g., the

Institute for Health and Aging). As of June 1986, there

were 364 PPS-related studies with a combined worth of more

than $78 million dollars (Gaumer, Glazier, and Cowen, 1987).

The research reported in this paper is organized into

studies relating to changes, under the Medicare PPS, in:

inpatient care, alternative sites of care including post

hospital care, and other community-based long term care

services for the elderly.
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THE PPS AND INPATIENT CARE

There has been a substantial transformation in the way

health services are delivered in the 1980s (ProPAC, 1988a).

Changing the reimbursement mechanism of a service (e.g.,

payment based on DRGs) affects what providers do (Brody and

Magel, 1984). Hospitals and doctors have responded to the

incentives inherent in the prospective payment policy more

dramatically than expected (Schramm and Gabel, 1988).

Hospital Changes

The PPS accelerated the trend towards declining length

of stay (LOS) for elderly patients in acute care hospitals.

The length of hospital stay fell by 8% in the first year of

the PPS and continued to drop in the second year. A decline

in hospitalization during the pre-operative period was the

principal factor in LOS reductions (Schramm and Gabel,

1988). According to data from the American Hospital

Association (ProPAC, 1988a), the average LOS for patients

over age 65 dropped from 10.1 days in 1982 to 8.8 days in

1985, but, between 1985 and 1987, LOS had increased slightly

(see Table 3-1). This change in direction may signify that

more severely ill patients are being cared for in the acute

care setting or that hospitals have reached the limits of

their ability to substitute pre-admission and post-discharge

services for inpatient services (ProPAC, 1988a). Hospitals

have been treating sicker patients and performing more

outpatient surgery (Anderson, 1988). Data from the Medicare

60



Statistical System show that the average LOS for all

Medicare patients in short-stay hospitals decreased 17% from

1984 to 1986 (Guterman, Eggers, Riley, Greene, and Terrell,

1988; Hatten and Gibson, 1987).

Since the advent of the PPS, there has been an

unexpected decline in hospital admissions (Hatten and

Gibson, 1987; ProPAC, 1988a; Sloan, Morrisey, and Valvona,

1988). Admissions for persons over the age of 65 decreased

an average of 2.2% each year between 1984 and 1987 (ProPAC,

1988a) (see Table 3-2). Again, Medicare Statistical System

data report slightly different findings. According to this

data set, admissions fell by a total of 11.3% in the first

three years under the PPS (Guterman et al., 1988; Hatten and

Gibson, 1987). Results from a 1985-86 study show increases

in hospital admissions for patients 95 and older, several of

the diagnosis groups (e.g., hip fracture, hip procedure,

pneumonia), and elderly persons who were medically needy

(i.e., Medicaid-eligible because they meet a state specific

income standard and have spent down their income due to

large medical bills). Admission decreases were also shown

for the categorically needy (i.e., those who are eligible

for Medicaid because they qualify for income payments from

the federal government) and for those whose principal

diagnosis was dementia (ProPAC, 1988a).

As a result of declining LOS and fewer admissions,

occupancy rates for community hospitals declined from 76% in
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1981 to 69% in 1984 (ProPAC, 1986). Furthermore, the

average occupancy rate for hospitals was less than 64%

during the first eight months of 1986 (ProPAC, 1987).

After evaluating utilization changes in 66 Philadelphia

hospitals, Barton Smith and Pickard (1986) concluded that

DRGs produced significant reductions in average LOS, total

hospital days, and hospital occupancy rates, but did not

have a significant effect on admissions. Hospitals with the

highest percentage of their income from Medicare and

Medicaid reduced their LOS the most.

Effects on Physician Activity

The PPS has had widespread effects on physician

inpatient activity. In a national sample of over 4,000

physicians, 64% reported pressures to discharge patients

sooner and 73% to shift testing to outpatient settings

(Rosenbach and Cromwell, 1985). A survey of 648 members of

the American Society of Internal Medicine (ASIM, 1988),

indicated that internists believe that the PPS has lessened

the quality of patient care. Mirroring the findings of

Rosenbach and Cromwell (1985), 63% of the physicians

reported premature discharges of patients. Many cited

staffing shortages of hospital nurses (54%), delays in

necessary hospitalizations (55%), and improper Professional

Review Organization denials (68%) as additional factors

contributing to declines in the quality of care.

62



Changes in Quality,

Access, and Cost

Much of the research on inpatient care and the PPS

explores the issues of quality, access, and cost. In

monitoring changes in utilization and quality of care in 729

short-term general hospitals pre- and post-PPS, Desharnais,

Kobrinski, Chesney, Long, Ament, and Fleming (1987) found

that the PPS reduced hospital utilization (i.e., decreased

admissions and LOS) without any deterioration in the quality

of care for Medicare patients. Consultation rates, in

hospital deaths, and readmissions remained constant.

Researchers used a limited definition of readmissions in

determining quality; only those to the same hospital within

the same quarter of observation were recorded.

Findings on readmissions of Medicare patients are

somewhat inconsistent. In a California study (CHA, 1986),

the PPS was not found to be affecting the readmission rate

at most hospitals. Contrary to expectations, hospital

readmission rates among Medicare patients in nursing homes

did not rise after the introduction of the PPS (Neu and

Harrison, 1988). Schramm and Gabel (1988) write that

readmission rates to hospitals have increased under the PPS

but at a lower rate than in years previous to the policy.

Kotelchuck (1986) makes the argument that since there

is neither a universal definition of quality of care nor a

data collection system to monitor it, quality outcomes of

63



PPS are in question for some 29 million older Americans.

She believes strongly that the most valid indicator of

quality of care is the patient's health status outcome

following discharge. Kotelchuck (1986) continues by stating

that research on the experiences of beneficiaries under the

PPS "must not stop at the hospital door" but continue

throughout an illness episode. This is especially important

considering the earlier discharge pattern post-PPS and the

increasing need for aftercare services.

Eggers (1987) writes that early research results do not

suggest that PPS implementation is associated with problems

of access to inpatient care or increases in mortality.

There was little change in utilization levels across age,

gender, and race. Men experienced a larger decline in

discharges from 1980–84, women in LOS, resulting in no

difference in the days of care rate. The same was true for

ITa Ce.

There is some evidence that the PPS has contained

hospital costs (Urban Institute, 1988). Although hospital

occupancy decreased markedly in the first year of the PPS,

profits doubled (Schramm and Gabel, 1988). In a statement

on the status of the Medicare PPS before the House

SubCommittee on Health, Altman (1988) declared that all

types of hospitals increased their profits under this

policy. Hospitals under the greatest fiscal pressure cut

costs the most by reducing admissions, LOS, and total
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inpatient days. According to the Urban Institute (1988),

hospital cost containment depends on both the opportunity to

retain savings and the level at which PPS payment rates

exceed a hospital's costs. Hospitals paid through the

prospective system had significantly lower increases in

Medicare costs and greater declines in Medicare use than did

non-PPS hospitals (Feder, Hadley, and Zuckerman, 1987).

Yet, studies have also shown that DRGs do not reduce overall

health care costs; the system "invites cost shifting before

cost saving" (Medicare and Medicaid Information, 1986).

Elderly Patients: Inpatient Stay

and Hospital Discharge

Medicare beneficiaries have had limited opportunities

to evaluate their inpatient hospital stays under the PPS.

In a 1986 study of 1,515 heavy users of health care services

(Equicor, 1986), 12% of Medicare recipients believed their

last hospitalization was too short. For some, this meant

longer illnesses and ensuing family hardships. Thirty-two

percent of those who reported that their discharge was too

early had to be readmitted to a hospital. Harlow and Wilson

(1986) studied changes in health status and service

utilization among 1,763 elderly persons in Dallas and

Tarrant Counties in Texas in the "era of cost-containment."

Thirty-four percent of respondents were readmitted to the

hospital in the post-DRG period, 32% of these within one

month, and two-thirds for the same problem.

65



The discharge status of Medicare patients has been

tampered with under the PPS. A 1985 Senate Special

Committee on Aging report cites that seriously ill Medicare

patients are being inappropriately and prematurely

discharged from hospitals (U.S. Senate, 1985). The Health

Care Financing Administration (HCFA) documented 4,724 cases

of premature discharge and inappropriate transfer between

October 1983 and May 1985 (Kusserow, 1986). Also, data

from 30% of the PROs were missing from this account.

Guterman and his associates (1988) report that the average

severity of illness at both admission and discharge was

greater in the post-PPS period (1985) than in 1982.

Coe, Wilkenson, and Patterson (1986) conducted a study

to examine the effect of the DRG system on the patient's

level of dependency at hospital discharge. Using a modified

time series (pre- and post-DRGs) experimental design,

researchers randomly selected 2,622 medical charts in five

diagnostic categories from four Portland hospitals. They

found that dependency scores increased in three of the

studied DRGs (i.e., pneumonia, heart failure, hip

replacement) and concluded that cost-containment policies

are impacting the health status at discharge of patients in

certain DRG classes.

Hanes Spohn (1988a) points out that, under the Medicare

PPS, discharge planning has become an increasingly important
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function in the "timely movement of patients from inpatient

to outpatient status" (p. 71).

THE PPS AND ALTERNATIVE

SITES OF CARE

The PPS has produced systemic changes in the mode of

delivery of health care. The changes evidenced in hospital

behavior under this policy affect many other actors and just

about every part of the health care "system" (Guterman et

al., 1988).

Changes in the Location of Care

and the Provision of Services

One of the major consequences of the PPS is the change

in the location of care from the acute care setting to

alternative sites. In effect, an estimated 21 million days

of care have been transferred annually since the early days

of this policy (Stark, 1987). "[T]he locus of care is

shifting from the hospital to other (perhaps more

appropriate) settings" (Bowen, 1987, p. 2). Congressional

committees speculated that discharging elders "quicker and

sicker" from hospitals (U.S. House, 1986) would increase the

need for appropriate and affordable follow-up care (U.S.

Senate, 1985).

Research findings are somewhat contradictory regarding

the increasing utilization of alternative sites of care.

Hatten and Gibson (1987) found a growing number of stays in

PPS excluded units within short-stay hospitals and increased
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utilization in outpatient settings under this policy. A

U.S. Department of Health and Human Services (1985) report

claims that there was an increase in the number of Medicare

beneficiaries who received hospital outpatient services,

other than emergency and clinic visits, during the first

year of the Medicare PPS but that the overall number of

Medicare hospital outpatient services provided declined.

Feder and her associates (1987) also failed to find that

hospitals have been shifting care (and cost) to the

outpatient setting. Another study (Sloan et al., 1988)

denoted growth in the number of Medicare patients admitted

through the emergency room after 1983, especially between

1984 and 1985. The number of Medicare emergency room visits

was found to increase by 30%, from six million in 1983 to

*lmost eight million in 1986 (Guterman et al., 1988).

In a national study on "transitional care" or sub-acute

**e in hospitals (Manard, Gong, Meicel, and Kupperman,

*** > , results indicated that 5.2% of Medicare patients in
the U. - S. spent one or more days as sub-acute patients. Over

°ne-half (55%) of these patients were waiting for skilled
InUl - - - - -

rs +-Ing home placement. Due to the unavailability of
Inur- - - - - - -

S. *-ng home beds in many communities, some Medicare post
acul

* = patients spent time in hospital-attached SNFs. A team
of

* =searchers at the University of Minnesota (Kane, Finch,
*ar, s

- -1988) are presently conducting a national• and Kohen,
**\ales

- e -Y to investigate the "natural history" of the post

|-
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hospital care (i.e., home health care, skilled nursing care,

rehabilitation) received by Medicare beneficiaries.

Many of the research studies show that the Medicare PPS

has increased the demand for post-hospital long term care.

In fiscal year 1984, the percentage of times hospitals

discharged Medicare patients to skilled nursing facilities

and home health(SNFs), intermediate care facilities (ICFs),

agencies was about three times as high for PPS hospitals as

for non-PPS hospitals (U. S. GAO, 1986). Reviewing patient

discharge patterns pre- and post-DRG at one hospital in San

Francisco, McCreary (1986) found a 48% rise in discharges to

home health care, a 27% increase to SNFs or rehabilitation

hospitals, a 122% increase to convalescent hospitals, a 29%

decrease to board and care facilities, and a nominal .2%

A national studyincrease in discharges to the home.

Conducted by Rand (Neu and Harrison, 1988) documents change

*rom 1981 to 1984-85 in the percentage of Medicare patients

By using ausing post-hospital SNF or home health care.

subset of states (i.e. those included in the dissertation

***e=rch) , Table 3-3 illustrates some of the reported

*** erences between the two periods. All changes are

***istically significant with the exception of discharges

to *** arsing homes in Washington. The findings in Texas are

* Firmed by another study (Harlow and Wilson, 1986), which

**ras that discharges to nursing homes doubled after the
irn **-ementation of DRGs. According to the Rand study, close

|-
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to 17% of patients discharged from an acute care hospital

used either SNF or home health aftercare services in 1984–85

in contrast to about 12% in 1981. Between 1981 and 1984–85,

the total number of SNF users increased by nearly 28%.

1988) demonstratesThe Rand study (Neu and Harrison,

further that Medicare reimbursed SNF care took on a shorter

less "chronic" character after the introduction of theterm,

PPS and that the average number of home health visits rose

per user from 12.8 to 14.1 during the study period (1981 to

The data show no indication that SNF and home1984–85).

This study alsohealth care substitute for one another.

documents that: women are more likely to use post-hospital

care than are men; older patients are more likely to use

Post-hospital care than are younger patients; patients in a

few DRGs account for the bulk of discharges to post-hospital

*are 7 and patients with more severe conditions in a given

PRG are more likely to use post-hospital care and have

Similarly, Morrisey, Sloan,higher average lengths of stay.

* Valvona (1988) found that the probability of hospitals
**s harging Medicare beneficiaries to nursing facilities and
h - - -

OITle health agencies increased substantially after the
im ** =mentation of PPS. The transfer to sub-acute care was

st *S*** ser for older elderly patients (those aged 75 and

and whites, and in 1985 versus 1984.
ove

I- X , Women,

Van Gelder and Bernstein (1986) cite a 1985 U.S. DHHS
**sess-

- - -t that suggests a "fairly strong relationship between
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shortened hospital stays and the use of home health care"

(p. 3). In five of six large urban communities studied,

home health care providers reported increasing numbers of

hospital admissions and the delivery of more intensive care

(i.e., more visits per case, more weekend visits, longer

visits, more daily visits, more high-tech patients) to

clients in the home after the PPS. In addition, there were

reports that the PPS has hastened increases in the number

and extent of services provided by hospices. Similarly, in

a Institute for Health and Aging (IHA) survey of 82 home

health agencies, 62% of the administrators reported

receiving sicker clients because of shortened hospital stays

(Wood, Fox, Estes, Lee, and Mahoney, 1986). A survey of 106

Medicare-certified home health agencies in the Northwest

Region (Pesznecker, Horn, Werner, and Kenyon, 1987) found

that, with the institution of DRGs, there has been an

increase in requests for daily visits and multiple visits

each day for intravenous antibiotics and complex dressing

changes as well as an increased demand for personal care

services (e.g., homemaker chore workers).

Guterman and his associates (1988), using Medicare

Statistical System data, report that the percent of

berneficiaries using home health care services following

hospitalization post-PPS rose for all age groups and across

** 1 states. The use of home health services increased 55%

**tween 1981 and 1985. Following the PPs, the percentage of
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patients receiving home health visits within seven days of

discharge increased by 14%. Home health patients had both a

surge in sub-acute care needs and more functional and

chronic long term care needs. Furthermore, these

researchers found that utilization of SNFs increased by 23%

from 1981 to 1985. SNF admissions as a percentage of

hospital discharges rose by 65%. The number of covered days

per SNF admission declined from 29.2 days in 1981 to 23.4

days in 1985 (a decrease of 20%). Similar to the Rand

conclusions (Neu and Harrison, 1988), Guterman and

associates' (1988) data show that SNF and home health agency

services are positively correlated at the state level; there

is no substitution of one for the other.

Desharnais and her associates (1987) also report that

a significantly greater percentage of Medicare patients were

discharged to home health care in 1984 and 1985 than in

Years immediately prior to the implementation of DRGs.

Furthermore, a larger percentage of Medicare patients were

discharged to SNFs in 1984 (not statistically significant)

and in 1985 (significant at the . O5 level). Discharging

Patients to their homes for self-care decreased

sisnificantly.

Feder, Scanlan, and Hoffman (1988), using Medicare

*ilization data and a national survey of nursing homes,

**Fort that the probability of using post-hospital services

(SNF and home health) substantially increased following PPS
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implementation. Data from nursing homes indicated post-PPS

increases in the proportion of patients entering for short

stays (i.e., change from 29.3 days in 1983 to 23.7 days in

1985), in need of services associated with an acute episode,

and receiving a variety of skilled services. Using data

from the IHA three-year study (1985–88) on changes in health

and social services for the elderly, Swan, de la Torre, and

Steinhart (1988), report on the "ripple effects" of DRGs on

nursing homes. Of 189 randomly sampled nursing homes in

nine metropolitan areas, 86% reported DRG-related effects on

patients they admitted, 89% effects on the patients' acuity

levels, and 31% effects on their ability to refer their

patients to hospitals. Harrington and Estes (1988), using

the same data, explain that 93.4% of nursing home

administrators in 1986 and 94.1% in 1987 reported that DRGs

have had at least some effect on their facilities. Of the

facilities responding, 31% reported increases in the number

of short-term residents. Also, in both years of data

collection, approximately three-quarters of the respondents

reported that patients had higher acuity ratings and

required higher levels of care since 1984. In response to

the increasing acuity levels of patients, over half of the

facilities reported adding new services including

intravenous therapy, tube feeding, inhalation therapy, and

Sºther high intensity skilled nursing care services.
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Findings from this same IHA study reveal that DRGs have

had an effect on the need and demand for home health

services (Bergthold, 1988; Hanes Spohn, Bergthold, and

Estes, 1987). In 1986, over 93% of the 186 home health

agency directors reported at least one type of DRG effect on

their agency or clients. Eighty-five percent of these noted

an increase in clients with acute episodes of illness; 8.3%

said the clients were sicker. When asked if the clients

they saw were less, the same, or more likely to require a

certain kind of service, over 80% responded that they were

seeing more clients with the following needs: higher-tech

care, multiple services, daily services, and more services

immediately upon hospital discharge. A large number of

agencies (69%) reported that there were clients that they

could not serve for reasons relating to the inadequacy of

Medicare reimbursement and the inability of clients to pay

for care or make copayments.

Wong, Ingman, and Wood (1988), reporting on hospice

data from the IHA study, conclude that in this era of cost

containment, hospice has evolved from a new alternative form

of care to an integral component of the long term care

"system." Based on interviews with 24 hospice

**rministrators, researchers found that the client

Pºpulations of most of the sample hospices increased between

1985 and 1986. Hospice administrators believed

SºYerwhelmingly that the PPs had important indirect effects
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on their programs. Over 80% reported that the PPS changed

the types of clients they serve. Patients referred to

hospice, under PPS, are more acutely ill and have greater

formal and informal care needs.

With conflicting results, some studies have looked

exclusively at changes occurring post-PPS in nursing homes.

More than 80% of facilities sampled in the Portland, Oregon

SMSA reported increases in the illness severity of patients

(Lyles, 1986), explained, in part, by earlier hospital

discharge following the PPS. Carroll and Erwin (1987), in

reviewing the records of 353 patients admitted to ten long

term care facilities in Georgia, pre- and post-PPS, found

that there was limited patient shifting from hospitals to

nursing homes. However, patients admitted post-PPS were

more likely to be incontinent of bladder and to have

nasogastric tubes. These researchers conclude that this

finding "may indicate the beginning of a shift toward higher

Care requirements for patients admitted to nursing home

facilities from hospitals" (Carroll and Erwin, 1987, p.

*165). A study in Wisconsin (Sager, Leventhal, and

Easterling, 1987) reports that institutionalized elderly

*dicaid patients experienced a 72% increase in
*Pitalizations and a 26% decrease in hospital length of
*Y in the year following the introduction of the PPs.
*ncreased hospitalization was explained by physician
t -"anipulation" of the PPS and rehospitalization of nursing
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home patients. Also, there was a simultaneous increase in

nursing home deaths and decline in hospital deaths in the

years immediately following DRG implementation. This shift

in the location of death may reflect a transfer of seriously

ill patients to nursing homes for terminal care. In

contrast, Neu and Harrison (1988) reported that mortality

rates among Medicare SNF patients declined markedly -- from

22.1% in 1981 to 15.8% in 1984–85. In a study on the

initial effects of the PPS on nursing home patients in a

single SMSA in Southern California, Lewis, Leake, Leal

Sotelo, and Clark (1987), comparing 1980, 1982-83, and 1984

data, found modest case-mix differences and no change in

patient discharge outcomes (i.e., percentage dying in the

SNF or returned to the hospital) since the PPS. This study

is somewhat limited in that it looked only at SNF patients

transferred from the hospital to the nursing home for the

first time.

A 1988 ProPAC document claims that although home health

Care and nursing home services covered by Medicare increased

in the early years following the introduction of the PPS,

9*owth rates have fallen sharply in recent years (ProPAC,

1988 a) . The Commission reports plans to intensify its

*nitoring of these changes in the coming year.
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The Adequacy of

Post-Hospital Care

The adequacy of post-hospital care in meeting the needs

of the elderly in the community remains questionable.

Former HCFA Deputy Administrator, Willging (1986), stated

that there would not be a problem with premature discharge

if there were appropriate and available "receptor providers"

to which patients could go. He criticized the Reagan

administration's "blinder's approach" to public policy and

the consequent "spillover effect" of dealing with only one

side of the health care equation. The early discharge

outcome is not negative in itself, but services in the

community are often unavailable or substandard (U. S. Senate,

1985).

In effect, the new payment system may be placing

"extraordinary strains" on existing health and social

service providers in the community (Kinoy et al., 1988).

Reductions in inpatient care increase the demand for home

care and nursing home care, but in many communities these

systems were already overburdened prior to DRGs. A study of

provider and advocacy groups (NCCNHR, 1985), showed that the

two groups differed sharply in their perception of the post

hospital care system's ability to meet the increased demand

placed upon it. Advocacy groups were much more likely than

providers to indicate that existing resources in the

community were inadequate.
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Impacts of the Shift to Post-Hospital

Care on Access, Quality, and Cost

Changes in the location and the provision of services

spark questions about access to, quality, and the cost of

post-hospital care (ProPAC, 1988b). Data clearly show that

PPS-induced early hospital discharge altered post-hospital

service use, but it is difficult to determine whether this

poses problems for access and quality (Feder et al., 1988).

The effects on beneficiaries of this shift have yet to be

directly assessed (ProPAC, 1987). Since the availability

and provision of post-hospital services are critical to the

effective functioning of Medicare policy (ProPAC, 1988a,

ProPAC, 1987), post-discharge access issues under the PPS

require further investigation (Gaumer et al., 1987).

Research is needed to determine if beneficiary access to

post-acute care is adequate or limited in areas throughout

the country, for, if the demand for aftercare services

surpasses supply, patients may be in danger of falling into

a "no care zone" (Goldberg and Estes, 1989; Kotelchuck,

1986). Sankar, Newcomer, and Wood (1986) raise the

possibility of "care gaps" developing in communities because

of inabilities to meet the demands of sicker post-discharged

patients. Internists surveyed agreed that early discharges

under PPS have created a need for post-acute care that many

communities have not been able to meet (ASIM, 1988). Fifty
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five percent reported problems with the availability of

nursing homes in the communities.

Early case reports uncovered problems for heavy medical

care patients trying to gain access to aftercare services

(SNF and home health care) under the PPS (Heinz, 1986). A

study of discharge planning in California hospitals (CHA,

1986), concluded that the Medicare PPS enhanced the quality

of and access to home health care while access to and the

quality of SNFs were worsened by the effects of the PPS. In

a U.S. General Accounting Office (U.S. GAO, 1987a) report on

access to post-hospital care for elderly beneficiaries,

researchers surveyed discharge planners from 985 Medicare

certified hospitals. Respondents indicated that problems

placing patients in appropriate post-hospital settings have

intensified since the advent of the PPS. However, home

health care placement was a lesser problem than SNF

placement. The availability of institutional post-hospital

care services was judged to be "inadequate to marginal."

Other major barriers to post-hospital care were Medicare

rules and regulations and patients' needs for complex

skilled services. Many of the discharge planners also

reported that the supply of homemaker and hospice services

was "inadequate" or "very marginal" (U. S. GAO, 1987a).

The quality of outcomes of post-hospital care for

Medicare beneficiaries remains in question. No one has yet

determined whether the increased transfer of discharged
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patients to home health care and nursing homes is clinically

appropriate (Schramm and Gabel, 1988). In 1986, ProPac

claimed that "sufficient data do not now exist to determine

the prevalence of [deteriorated quality and decreased

access] and whether or not they were caused by hospital

responses to PPS" (ProPAC, 1986, p. 4). ProPAC (1986)

professed that to assess quality of care, the health outcome

of the entire episode of illness must be examined. A 1988

ProPAC report stated there is no evidence of "substantial

and systematic changes" in the quality of care received by

beneficiaries or in access to care since the implementation

of the PPS. Quality of care measures are inadequate and

insufficient (ProPAC, 1988a).

When investigating the "success" of the PPS in reducing

health care costs, one must look at the overall expenses of

inpatient and post-hospital care. Although home health and

sub-acute care usually cost less on a daily basis than acute

hospital care, substantially higher utilization of these

services, combined with potential increases in related

administrative costs, may not necessarily yield an overall

decrease in the cost of caring for hospitalized patients

(McCreary, 1986). Shortened hospital stays may merely

reflect cost shifting from the short-term to the long-term

health care sectors (Sager et al., 1987).

It appears as though, under the PPS, acute care medical

funds are being reallocated to long term care. A 1986
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ProPAC report documents that Medicare expenditures for post

discharge services rose 19% for nursing homes and 54% for

home health care between 1982 and 1984. In 1988, ProPAC

concluded that there has been a shift in the location of

care although costs have remained the same (ProPAC, 1988a).

Medicare coverage for services outside of the acute

care setting is also extremely limited (Kotelchuck, 1986;

ProPAC, 1986). There are stringent criteria for Medicare

home health and nursing home reimbursement. Out-of-pocket

health care costs for the elderly totaled 16% of their

income in 1986. This topped the 15% total that prevailed in

1965 when Medicare was enacted (ProPAC, 1987). Expenditures

for health care are likely to increase due to even greater

use of post-hospital services that are outside of Medicare's

coverage. It is anticipated that in 1990 older people will

be paying 18.9% of their annual incomes for health care

(U.S. House, 1985). Problems of affordability and access

that some older persons are experiencing with post-hospital

care also plague those who need nursing home or home care on

a long-term basis (Kinoy et al., 1988).

The Changing Structure

of Health Care Services

One way to deal with providing for the long term care

needs of earlier discharged patients is for the hospital to

create its own services. With the importance of post-acute

care services heightened under the PPS, hospitals have begun
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to branch out in the health care marketplace (McCreary,

1986). The PPS has accelerated the growth of hospital-based

"step-down" or "short-term long term care" (Brody and

Mangel, 1984). Between 1980 and 1984, the proportion of

hospitals providing home health services more than doubled

to 23% f those offering inpatient long term care services

increased from 10% to 16%, and hospitals with hospice

services increased from 6% to 10% (ProPAC, 1986). The

number of hospital swing beds also increased rapidly between

1983 and 1986 (Guterman et al., 1988).

Outside of the hospital setting, Medicare-certified

long term care services were also on the rise. In the

1980s, the home health care industry has evidenced a

dramatic period of growth in the total number of Medicare

certified and noncertified agencies providing care, the

number of clients served, and the number of hours of care

provided. As of October 1987, there were 5, 783 Medicare

certified agencies in the U.S. and an unspecified number of

noncertified agencies. These numbers represent a 39% growth

in certified agencies between 1983 and 1987 (Bergthold,

1988). Hanes Spohn, Bergthold, and Estes (1987) explore the

influence that amendments to Medicare legislation since

1980, as well as other factors, have had on market

expansion, and suggest that this overall growth is not

equated with improved access or availability of needed home

health care services. Medicare-certified hospices also
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increased in number by 3.67% from 1983 to 1986. The number

of Medicare-certified SNFs increased in the period following

the PPS, as well (Guterman et al., 1988).

THE PPS AND OTHER

COMMUNITY-BASED SERVICES

The effects of the PPS are far reaching. The "ripple"

effects of this policy are experienced by many health care

and social services organizations. The PPS has shifted a

large portion of the provision of care to alternative

community-based services (Harlow and Wilson, 1985). Some

research studies have ventured beyond inpatient and post

hospital care to investigate PPS-related effects on other

community-based services for the elderly.

Community-Based Services

for the Elderly

A national survey of Area Agencies on Aging (AAA)

contractors found major shifts in demands for services under

the PPS (Harlow and Wilson, 1985). For most of the 180

agencies of varying types studied, both length of service

and the number of units per client had increased. The most

significant increases in service units were for case

management (3.65%), in-home skilled nursing (196%), and

personal care (63%). Adult day care service provision was

up 14%. A 1983-84 study of 335 nonprofit and public service

agencies (including adult day care centers, community mental

health centers, senior centers, and home health agencies) in
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32 communities and eight states, conducted by the Institute

for Health and Aging (Wood et al., 1986), show a dramatic

increase in the percentage of elderly persons being served

by local providers. Also, "old-old" clients (i.e., age 75

and over) were showing up in community-based agencies more

frequently in 1984 than in 1983. Researchers attributed the

increased service demand by these patients to the Medicare

PPS.

This IHA research was followed by a three-year project

(1985–88) to evaluate the effects of the PPS on community

based long term care agencies that serve the elderly (Estes,

Wood, and Associates, 1988). These agencies, which included

adult day care centers, community mental health centers,

senior centers, home health agencies, nursing homes, and

hospices, were located in nine large metropolitan areas

within five states (i.e., California, Florida, Pennsylvania,

Texas, and Washington). A random sample of approximately

800 service providers was interviewed by telephone in both

1986 and 1987. Using the IHA data, this researcher

(Goldberg and Estes, 1990) reports that, since the

introduction of the PPS, more older clients in poorer states

of health were seeking post-hospital community-based

services. Greater client demand and illness acuity led to

increases in service refusals to vulnerable clients and the

creation of agency waiting lists. The majority of agency
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directors linked the declining health status of clients to

the DRG reimbursement system.

In a paper presenting findings on adult day care from

this IHA study, Wood and Ingman (1988) state that as the

demand for post-hospital care has grown, so too have the

numbers of adult day care centers (ADCC) and their

importance in the continuum of long term care. The 39 ADCCs

in the study sample report that, as a result of the PPS,

clients were in more disabled conditions and consequently in

need of more care. These researchers conclude that "ADCCs

seem increasingly to be the recipients of the clientele to

whom nursing homes deny entry and whom home health agencies

release before the needs are satisfied" (p. 154).

As part of the IHA study, Fox and Swan (1988) report

findings of 101 community mental health centers (CMHCs).

Using this data, Swan, Bergthold, and Estes (1988) describe

the widespread effects of the PPS on CMHCs. Two-thirds of

responding CMHCs noted at least one type of effect (e.g.,

client changes, service changes) from the DRG hospital

reimbursement. CMHC directors indicated increases in the

number of acutely ill clients following the implementation

of this policy.

This researcher (Goldberg, 1988) also reports on

changes that have occurred since PPS implementation in 104

senior centers surveyed in the IHA study. In 1986, over

one-half of center directors reported that hospital DRGs had
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affected their centers. Many noted that quicker discharges

of the elderly from the acute care setting had detrimental

effects on clients. In 1987, one-third of the respondents

reported changes in the types of clients served and related

this to the PPS. Clients were generally sicker and more

frail.

At a 1986 hearing on the impact of DRGs on senior

nutrition programs in California (California Legislature,

1986a), testimony revealed that the number of home-delivered

meals served in the state was up 27% between 1984-85 and

1985-86. The Medicare PPS has increased the need for home

delivered meals immediately following an acute care

hospitalization, yet the adequacy of this service in many

communities is questionable.

As evidenced by the above discussion, the PPS has

expanded the importance of the concept of the continuum of

care. The full spectrum of health care and social services

must now be taken into account when considering the

appropriate package of care for elderly patients. These

include acute hospital care, in-home care, community-based

care, and nursing home care (ProPAC, 1987). In addition,

the PPS has served to magnify many of the existing problems

and gaps in health and social services available for the

elderly on the community level (Moon, 1985). There are also

documented effects of recent cost-containment policies on
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informal supports (i.e., family, friends, and neighbors) of

the elderly (Binney, Estes, and Humphers, 1988).

Services for the Elderly

Within a Given Community

Some research has attempted to look at the effects of

the Medicare PPS on health and social service organizations

within a given geographic area. A study conducted by an

area agency on aging (AAA) reveals that the PPS has

contributed to altering the extent and nature of demands by

older persons for long term care services in Snohomish

County, Washington (Manley, 1987). Two groups of

respondents were surveyed (N=30): direct service

organizations (e.g., nursing homes, home health agencies,

and mental health services) and referral organizations

(e.g., information and referral, case management, and

housing authorities). The provider organizations gave

"fairly strong" indications of increased demand for more

skilled services and a higher number of service units, and

"moderately attributed" these changes to DRGs. Responses

from referral organizations were similar. Agencies

attributed the need to establish waiting lists "moderately

to solely" to the PPS. The study also revealed significant

effects on the informal support system (e.g., family members

and friends), said to be "moderately attributable" to DRGs.

87



Another study by an AAA included interviews with 31

representatives of 19 social and health agencies and

reported home health care agencies to be "bearing the brunt"

of the effects of earlier discharges under the PPS in

Eastern Washington. The PPS was also having a pronounced

effect on primary caregivers in the home and the demand for

chore services and a moderate effect on the home-delivered

meals program in this community (Hospitals, 1985).

A national study of post-acute care (Kane et al., 1988)

is being conducted currently in three metropolitan areas

(Houston, Minneapolis/St. Paul, and Pittsburgh) and is

looking at the extent to which the same pattern of

relationships holds in different environmental contexts.

The 1985-88 IHA research project reported on in this

literature review included nine metropolitan areas in five

states and contained two community case studies:

Philadelphia, Pennsylvania and Seattle, Washington. The

community studies supplement organizational provider survey

data in understanding the effects of cost containment

policies, specifically the Medicare PPS, on community

resources and long term care "systems." The data show that

Philadelphia is doing somewhat better on a number of access

measures relative to the remaining communities in the study.

Philadelphia's agencies are continuing to provide more

services with shrinking budgets and in many cases are

serving clients with less money rather than placing them on

º
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waiting lists (Hanes Spohn, Bergthold, Estes, and Goldberg,

1988). Seattle has felt the effects of the Medicare

prospective payment policy later, but more intensely than

the other sites in the study. The researchers write, "In

sum, even an innovative, well-organized community such as

Seattle, perhaps the most progressive community in the

[research), is now approaching crisis in the social and

medical support of its elders (Morrison, Hanes Spohn,

Kramek, Stetz, and Estes, 1988, p. 57). Goldberg and Estes

(1988) explore the community variations uncovered in the IHA

research study. These researchers found variations between

the study communities on the different access measures. The

Medicare PPS interacts with specific factors on the state

and local levels to influence access to care in the

community. Using this data set, Kramek and Estes (1988)

investigate the effects of policy changes since 1984 as

reported by state and local level officials. The

implementation of DRGs was consistently seen as one cause of

an increased demand for services.

CONCLUSIONS

Some gaps are evident in the array of research studies

on the effects of the PPS on inpatient, post-hospital, and

other community-based services that have been completed to

date. Also, there is contradictory evidence in the

empirical research regarding changes in inpatient and post
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hospital care and effects on access to, quality, and cost of

care following the implementation of the PPS.

Much of the research fails to acknowledge the

increasingly important role of the continuum of services

located beyond the acute care hospital and immediate post

hospital care (e.g., nursing homes, home health agencies).

Broad research is needed to include the spectrum of health

and social services available to the elderly (i.e., the

aging services network). Questions concerning the adequacy

of health and social services for the elderly on the

community level remain unanswered and require further

investigation. Studies are needed to inquire into the issue

of access to care and the adequacy of services within

defined community settings. The research reported on in

this dissertation attempts to fill some of the above gaps.
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TABLE 3-1

Change in Length of Stay, Adults Over Age 65,
1978–87

Length of Stay % Change
Year Adults Over 65

(days)

1978 10. 6 -1.2%

1979 10.4 -1. 9

1980 10.4 -0. 1

1981 10.4 -0. 1

1982 10.1 -2. 3

1983 9. 7 -4 .. 5

1984 8 . 9 –7. 6

1985 8. 8 -2. 0

1986 8. 8 0.3

1987 8 . 9 1 - 1

Average
1978-83 10. 3 -1. 7

Average
1984-87 8 . 8 -2. 1

SOURCE: American Hospital Association, National Panel
Survey in ProPAC, 1988a.



TABLE 3-2

Change in Percentage of Hospital Admissions Over Age 65,
1978–87

Year Admissions
Over Age 65

1978 4.9%

1979 5. 3

1980 6 - 7

1981 3. O

1982 4 - 1

1983 4. 7

1984 -2. 6

1985 -5. 2

1986 -1. 2

1987 0.4

Average Change
1978–83 4.8

Average Change
1984-87 -2. 2

SOURCE: American Hospital Association, National Panel
Survey in ProPAC, 1988a.
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TABLE 3-3

Percentage of Medicare Patients Using

SNF Care

States 1981

California 4.4%

Florida 3.4

Pennsylvania 3.2

Texas 0. 5

Washington 4. O

AIT States T2 . A

by State

1984-85

6 2 %

Post-Hospital Care

Health Care

1984–85

15.6%

16. 1

21.5

12. 6

13. 6

13. 7

SOURCE: Neu and Harrison, 1988 (Rand Corporation).



CHAPTER 4

DATA SOURCES AND STUDY METHODOLOGY

INTRODUCTION

THE LARGER RESEARCH PROJECT

The larger research study upon which this dissertation

is based was a three-year project, 1985–88, (Estes, Wood,

and Associates, 1988), funded by the Pew Memorial Trust, the

Robert Wood Johnson Foundation, and the Fred Meyer

Charitable Trust. With the cooperation of a variety of

service providers in nine standard metropolitan statistical

areas (SMSAs) of five states (see Table 4-1), it focused on

organizational and community responses to cost-containment

policies, specifically the Medicare Prospective Payment

System (PPS). The sample states were purposely selected to

correspond to previous Institute for Health and Aging (IHA)

research and to represent the variability of long term care

systems. The SMSAs represented a cross-section of the

nation by region, size, economic conditions, and demographic

characteristics. [SMSAs are defined by the U.S. Census as

cities with a population of 50,000 and over, plus contiguous

counties that are socially and economically integrated with

the central city (Poplin, 1979) . ) The selection of the

SMSA as the unit from which to sample organizations was

premised on the fact that such catchment areas more clearly

represent the referral, market, and interorganizational
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system for acute and long term care services than does a

single city or county. For example, since the City and

County of San Francisco is underbedded for nursing homes, it

is important to include the entire San Francisco/Oakland

SMSA when considering long term care placement. In all

cases but one (California), one or two of the largest

metropolitan areas in a state were included in the study.

In California, the decision was made to retain the two

largest metropolitan areas from the previous IHA research

study: San Francisco/Oakland and San Diego. This excluded

Los Angeles, the largest SMSA in California, and the second

largest metropolitan area in the country, as well as the

Anaheim/Santa Ana SMSA, which is also larger than the San

Diego SMSA. As a result, the sample in the larger study

represents nine of the eleven largest metropolitan areas in

the five selected states and nine of the 24 largest

metropolitan areas in the nation (see Table 4-1).

The larger research study included telephone interviews

with approximately 800 service provider organizations

including hospital discharge planning units, home health

agencies, nursing homes, hospices, adult day care centers,

senior centers, and community mental health centers in both

1986 and 1987. In addition, researchers conducted "key

informant" interviews over the telephone with state and

local leaders in the field of aging. Two community case

studies were conducted for the larger project.
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THE DISSERTATION RESEARCH

The dissertation research, a part of this larger funded

project, highlights the data from one of the study SMSAs,

San Francisco/Oakland. This SMSA includes five counties –-

Alameda, Contra Costa, Marin, San Francisco, and San Mateo

(see Figure 4-1). The study design is based on methodology

developed by the IHA. Four types of data were collected for

the dissertation research: (1) data for seven types of

provider organizations in the San Francisco/Oakland SMSA (or

San Francisco Bay Area) through a telephone survey of agency

directors; (2) data about the community and state policy

environment collected through selected "key informant"

telephone interviews; (3) a community case study of the City

and County of San Francisco; and (4) secondary source data.

Study findings are analyzed and reported in two phases.

With contextual support provided by state and local key

informant surveys and secondary data, Phase One (Chapter 5)

focuses on the provider survey data collected in the San

Francisco/Oakland SMSA. By reporting qualitative findings

from the community case study of the City and County of San

Francisco and the key informant interviews, along with the

use of secondary data, Phase Two of the research (Chapter 6)

adds breadth and depth to the survey data. The variety of

research methods, when taken together, provide a

comprehensive look at changes, since the implementation of

the Medicare PPS, in access to community-based long term
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care services for the elderly in the San Francisco Bay Area

and in particular, in the City and County of San Francisco.

PHASE ONE

PROVIDER TELEPHONE SURVEYS

Agency Selection

The sample of health and social service organizations

included in the study represents the core of services that

exist to support the elderly in the community. The

organizations selected for study were those which

researchers believed best exemplify two levels of post

hospital care: (1) service settings to which the elderly

might be referred immediately upon hospital discharge (i.e.,

home health agencies, nursing homes, and/or hospices); and

(2) those community-based services that might treat elderly

clients with less acute and more chronic needs (i.e., adult

day care centers, senior centers, and community mental

health centers). These six providers types also represent a

range of medical and social services as well as a mixture of

institutional, in-home, and community-based services.

Agencies in the study embody a mix of the public, nonprofit,

and for-profit service sectors. In addition, hospital

discharge planners were interviewed in their role as

gatekeepers between the hospital and the community delivery

system. Researchers did not survey hospitals as an

organizational type, per se, but used discharge planners as

a boundary spanner to get data on post-hospital care.

º

a º

N

-
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The omission of nutrition services, residential care

homes, respite care, and in-home support services (e.g.,

homemaker chore) expose some of the limitations of the array

of organizations selected for the telephone survey.

Comprehensive listings of the above services are not readily

available. To remedy these gaps, questions were added onto

appropriate survey instruments. For example, the senior

center survey asked about congregate and home-delivered

nutrition services. Also, these services were examined in

other parts of the study, namely the key informant

interviews and the community case study.

Sampling Frame and Agency Definitions

The sampling frame for the service provider

organizations in the San Francisco/Oakland SMSA included the

most current federal, state, local agencies, and association

lists of providers. Definitional criteria were established

for each organizational type.

Hospital Discharge Planning Units

Listings for the hospital discharge planning unit

sample were obtained from the following departments and

associations:

o Department of Health Services. Licensing and

Certification Division. Health Facilities Directory.

Sacramento, CA.

o California Hospital Association. CHA Directory.

Sacramento, CA.
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o Federation of American Hospitals. 1986 Directory of

Investor-owned Hospital and Hospital Management

Companies. AR.

[For a more complete listing of the sampling frame for all

metropolitan areas and for all agency types in the study,

see Appendix C of "Study Methodology" (Estes, Wood, and

Associates, 1988) ).

The following criteria were used in defining the

hospital discharge planning unit sample. Acceptable

selections included acute care general hospitals that were

certified for Medicare with at least 99 beds. Specialty

hospitals (e.g., psychiatric, childrens') were omitted.

Health Maintenance Organizations (HMOs) and Veteran

Administration hospitals (VAs) were also excluded.

Home Health Agencies

The directory of home health agencies in the San

Francisco Bay Area was obtained from the Department of

Health Services, Licensing and Certification Division

(Sacramento, CA).

For purposes of the study, a home health agency had to

provide skilled nursing care and home health aide services

to at least ten percent elderly clients (i.e., those aged 65

and over).

Nursing Homes

The directory of long term care facilities was obtained

from the California Health Facilities Commission. Both
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skilled nursing facilities (SNF) and intermediate care

facilities (ICF) were included in the sample (see Appendix

C).

Hospices

The sample of hospices was drawn from the :

o National Hospice Organization. The 1984 Guide to

the Nation's Hospices. Arlington, VA.

o Northern California Hospice Association, Inc.

According to the National Hospice Organization, "A

hospice is a centrally administered program of palliative

and supportive services which provides physical,

psychological, social, and spiritual care for dying persons

and their families." The study criteria required the

hospice to provide at least some outpatient services,

inpatient care (direct or contracted), specialized service

for terminally ill persons and families, and bereavement

counseling to at least ten percent elderly persons.

Adult Day Care Centers

Directories of adult day care centers were received

from the :

o California Department of Aging. Adult Day Health Care

Branch. Sacramento, CA.

o Division of Long Term Care, OSC. Health Standards and

Quality Bureau. The Directory of Adult Day Care

Centers. Baltimore, MD.

100



For purposes of the study, the following definition of

adult day care center was used: An adult day care center is

a community-based program serving functionally-impaired

adults (at least ten percent aged 65 and over) who need

assistance in activities of daily living. It is a

comprehensive program of health, social, and related

supportive services to maintain individuals at home.

Essential and necessary services include: case management,

health monitoring, personal care, social and educational

activities, nutrition, transportation, emergency services,

and counseling. [Definition adapted from the National

Council on Aging (NCOA), National Institute on Adult Day

Care (NIADC) Steering Committee 1984–85 J.

The criteria used for inclusion in the sample specified

that the adult day care center be open at least three days a

week and provide any of the social or health-related

services listed in the NCOA definition. The study included

agencies which follow both a social and medical model.

Senior Centers

Researchers used the Directory of Senior Centers in

California (Sacramento, CA) to compile the senior center

sample.

To be eligible to participate in the research, senior

centers needed to be open at least five days per week for at

least five hours per day, provide recreational services, and

at a minimum one additional social or health-related service
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(e.g., health screening, transportation, nutrition).

Questions about nutrition services (i.e., congregate, home

delivered meals) were also included in the senior center

survey.

Community Mental Health Centers

Listings for community mental health centers were

obtained from an assortment of local directories:

o Department of Public Health. San Francisco Community

Mental Health Services. San Francisco, CA.

o Older Adult Services. Directory of Services for

Marin County Seniors. Kentfield, CA.

o Department of Health Services. Mental Health

Services Division. San Mateo, CA.

o Alameda County Health Care Services Agency. Oakland,

CA.

For purposes of the study, a community mental health

center was defined as any outpatient mental health center or

clinic including free-standing and institutionally-based

centers, those under private and public auspices,

specialized psychogeriatric providers, and those that served

other age groups, so long as they also served at least five

percent aged clients.

Random Sampling Technique

The above lists were placed together in a binder.

Agencies were numbered by SMSA and by agency type. Only

agencies located in the sample SMSA (i.e., San
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Francisco/Oakland) were numbered. When all listed agencies

for the SMSA had been numbered, the total number (universe)

of these agencies was determined. A random number generator

(ML-15 on the TI-59 calculator) was used to select the

sample for each agency type. When the targeted number of

agencies had been selected, efforts were made to call the

agencies.

Provider Interviews and Instruments

Researchers chose to interview the director of the

agency (or her/his designate) since this person would have

the most comprehensive understanding of the agency.

Directors of selected agencies were telephoned to verify the

definitional criteria and to obtain consent for an interview

at a later date and time. Letters were sent to all

confirming their participation and describing the study.

Letters also included a list of factual questions which

required advance preparation (e.g., total number of clients

served at a given time).

Researchers debated whether to use a telephone versus a

mail survey instrument. The telephone survey is more

expensive than the mail survey, but it is faster. It also

affords more control over responses, and when the data being

collected is perceptual in nature, the telephone survey has

the distinct advantage of allowing follow-up questions with

more specific probes. For these reasons, as well as the

very successful use of this methodology in previous IHA
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studies, researchers elected to use a telephone survey to

collect the major portion of the study data.

Slight variations existed in the independent survey

instruments due to the specific responsibilities of each

organizational type (see Appendix A). Each instrument was

pre-tested. Surveys consisted of closed and open-ended,

factual and interpretive items. They inquired about

organizational structure, revenue sources, policies,

staffing, services, clients, interorganizational relations,

and DRG effects. In 1986, respondents were primarily asked

to report on changes that took place between 1984 and 1986,

while in 1987, they were asked to report on events occurring

between 1986 and 1987. The questions most relevant to this

dissertation research asked about:

o changes in access to care since 1984/86 (e.g.,

tightening eligibility, increasing fees and

copayments, establishing and increasing waiting lists,

refusing services to certain types of clients, and

reasons for client refusals);

o changes in ability to secure post-hospital care

since 1984/86;

o the perceived link between client changes and

organizational referrals and the Medicare PPS ; and

o reported unmet needs for services among the elderly

in the community.
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Telephone interviews were sub-contracted to Applied

Survey Research (a Santa Cruz social survey research firm).

Interviews were conducted during the Spring (April to July)

of 1986 and took from 30 to 90 minutes each. Coding of

surveys was completed in-house. This was followed by data

entry by Survey Research Institute (of San Francisco).

In the next year, the same respondents were surveyed in

roughly the same time frame, Fall (August to October) 1987.

Second year instruments were modified slightly based on

first year results. The second year sample is biased toward

older, surviving organizations. Yet, the project is a

longitudinal panel study, describing change in a set of

organizations over time. Much of the analysis in this

dissertation focuses on the combined data set (i.e.,

agencies that responded in both 1986 and 1987).

San Francisco/Oakland SMSA

Universe and Sample

The adjusted universe of agencies in the San

Francisco/Oakland SMSA is displayed in Table 4-2. The

adjusted universe was calculated by subtracting, from the

actual universe, the percentage of agencies of each type

that did not meet the criteria. Researchers were able to

include in the study approximately one-quarter of the 433

organizations meeting the definitional criteria.

The San Francisco/Oakland SMSA sample includes 107

service providers in 1986 and 97 in 1987. The combined data
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set incorporates the 97 organizations in the San

Francisco/Oakland SMSA interviewed over time (1986 and

1987). Sample sizes and response rates for each agency type

are reported in Table 4–3. The overall response rate for

organizations in the San Francisco/Oakland SMSA was slightly

higher than that for organizations in the other sites in the

study (1986 - 83% versus 81% and 1987 – 95% versus 90%).

The success of the overall response rates in the study

was due to several factors. As explained earlier, project

staff made personal calls to the potential respondents in

order to secure initial approval from those who finally

agreed to participate in the study. These calls were

followed by letters explaining the research in more detail.

Also, the skill of the survey research firm's interviewers

and their commitment to the project contributed to the high

rate of response. The contract did not stipulate a limit on

the number of call-backs. Instead, the research firm agreed

to attempt to schedule and complete each interview until it

was deemed impossible both by the project director and the

survey firm. The professionalism and dedication of the

respondents were components of the high response rate as

Well.

KEY INFORMANT TELEPHONE SURVEYS

Key informant telephone surveys were conducted during

the winter months of 1987–88. The function of the key

informant surveys is to provide information about some of
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the hypothesized economic, political, and social variables

that can affect the response to the Medicare PPS and other

cost-containment measures. The surveys, with important

local and state health, social, and aging services

officials, provide a picture of recent changes and

developments in access to community-based long term care.

The key informant data provide the environmental context for

interpreting the empirical evidence presented by

organizational provider surveys.

Instruments were designed and pre-tested for the eight

different respondent types that comprise the key informant

survey (see Table 4-4). The interviews, which lasted an

average of 45 minutes, were conducted with a structured

questionnaire with open- and close-ended questions. A total

of 18 interviews was conducted by project staff and Applied

Survey Research in the San Francisco/Oakland SMSA and the

state of California with administrative agencies (e.g., area

agencies on aging, state unit on aging), public policymakers

(e.g., state legislative staff), and interest group

representatives (e.g., local senior advocacy groups and

trade associations). These leaders and experts in long term

care were questioned about agency and community functioning,

structure, expenditures, and policy effects.

SECONDARY DATA

Secondary data for state (California) and local (San

Francisco/Oakland SMSA) macro-contextual variables have also
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been collected. Secondary source data were used to

investigate measures of supply of long term care resources

(e.g., nursing home beds per capita) and demand for these

services (e.g., elderly population). Data include

percentages and numbers of elderly, economic and

sociodemographic characteristics (e.g., low income, old

old), resource supplies, state and local health and social

services policies, and funding practices. Data sources

include the U. S. Bureau of the Census, state long term care

and hospital directories, state and local aging department

documents, and other IHA research.

PHASE TWO

SAN FRANCISCO COMMUNITY CASE STUDY

An in-depth community case study of services for the

elderly in the City and County of San Francisco was

conducted by this researcher during the Summer of 1988. The

purpose of the San Francisco community case study was to

obtain as complete a picture as possible of any changes in

access to community-based long term care since the

implementation of the Medicare PPS, along with reasons for,

and responses to these changes. The objective of this phase

of the research was to determine how organizations in the

City and County of San Francisco are dealing with the

effects of cost-containment policies, namely the Medicare

PPS, and how this corroborates or is distinct from findings

of organizations in the larger San Francisco/Oakland SMSA.

108



This qualitative investigation helps to clarify and extend

survey findings (Jick, 1979; Sieber, 1973).

This researcher chose to conduct an intensive analysis

of a single case (i.e., changes in access to services in the

City and County of San Francisco) rather than an extensive

and more superficial examination of many (Lipset, Trow, and

Coleman, 1956). This case study is illustrative of how

organizations in one community are responding to the

reverberations of cost-containment measures. A "richer"

conception of the history, complexities, and gaps in

services for the elderly in the City and County of San

Francisco thus is gained. An internal analysis is conducted

with comparisons made between public informants and

representatives of community-based long term care service

agencies. The City and County of San Francisco is of

special interest because of the relatively high percentage

of elderly in the population and the fact of it being the

home of the research institution (IHA).

Respondent Selection

The multi-method approach used to identify case study

respondents included a purposive sample of representatives

of local governmental departments and key community-based

health and social service organizations for the elderly.

This community case study involved on-site interviewing with

public agency representatives (e.g., San Francisco

Commission on the Aging), community-based service providers

109



(e.g., On Lok Senior Health Services), advocacy groups

(e.g., Coalition of Agencies Serving the Elderly), and

foundations (e.g., Koret Foundation) (see Table 4-5).

The researcher interviewed 49 individuals representing

28 agencies. To gain a better understanding of the effects

of policy changes on organizations, in some instances, the

researcher interviewed more than one respondent per agency

(i.e., director and direct service staff). "In order to

learn the meaning of events to those involved in them, a key

element of a case study, the views of more senior officials

are not given greater weight than views of less highly

placed persons. . . It is important to obtain views of

individuals at all affected levels" (U. S. GAO, 1987 b). In

some cases, the researcher interviewed representatives from

different programs within an umbrella department (e.g.,

Department of Public Health) or organization (e.g., Mt. Zion

Hospital and Medical Center). For one interview, she met

with a group of eight "older adult" workers from the United

Jewish Community Centers. In addition, the researcher

attended six relevant community meetings and acquired agency

and community-related documents (e.g., Area Plan).

Case Study Interviews

and Instruments

The researcher used a semi-structured, open-ended

interview guide and spent about 45 to 90 minutes with each

(set of) respondent (s). The guide contained specific
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questions and a checklist of issues to be explored (see

Appendix B). The interview guide is useful in standardizing

information from all informants (Patton, 1980), while the

conversational style of the interview permits flexibility

and individualization. The interviews were not tape

recorded. Instead, the researcher took notes during each

interview and transferred these immediately onto the

computer. The interviews focused on clients, the agency,

and the community. The specific questions were aimed at

collecting data on:

o changes in organization clientele (numbers,

characteristics) and services in the past few years;

o links between client and service changes and the

Medicare PPS;

o changes in the demand for and access to services in

the past few years;

o the adequacy of the supply of health and social

services in meeting the needs of the elderly; and

o the most significant unmet needs for services among

the elderly.

In addition, the following set of issues was explored:

o Medicare PPS effects and the general effects of other

policy on community-based long term care services; and

o the fiscal condition in the city/state and its

effects on service provision.
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DATA ANALYSIS

The analysis focuses on assessing the effects of the

Medicare PPS, and other cost-containment measures, on access

to community-based long term care organizations serving the

elderly in the San Francisco Bay Area and in particular, in

the City and County of San Francisco. Since there are many

other dynamics operating simultaneously in the health care

"system," the difficulty of isolating the effects of the

Medicare PPS must be stressed. Yet, whether or not a change

can be attributed to PPS, it is of value to know that

certain transformations are occurring in the system (U.S.

OTA, 1985).

Both quantitative and qualitative research methods are

used in the analysis of data which is largely descriptive

and exploratory in nature. The Phase One analysis

incorporates the provider survey data, key informant

interviews, and secondary source data. Phase Two focuses on

the community case study findings, also integrating key

informant and secondary data.

PHASE ONE

Methods for analysis of provider survey data include

univariate (frequency distributions) and bivariate (cross

tabs) analysis. Frequencies have been run for all variables

and are used to describe the analysis of categorical data.

Cross-tabulations show association in categorical data.

Chi-square (X*) is used as the statistical test and
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generally tests for simple association. Means and medians

are used to describe interval level variables. Means show

central tendency while the median is the point at which half

of the cases fall above and half fall below. There are too

few respondents within each organizational type in the San

Francisco/Oakland SMSA to perform complex multivariate

analysis.

The researcher compares findings from each

organizational type in the San Francisco/Oakland SMSA with

those in the eight other metropolitan areas in the study.

Significant differences in reports by providers in the San

Francisco Bay Area and those in the other research sites are

highlighted. In certain instances, the San

Francisco/Oakland SMSA data is located within a ranking of

all SMSAs in the study. The agreements and disagreements of

respondents within and across organizational types (where

questions are comparable) and over time are examined. For

the 1986-87 analysis, the researcher works with the combined

data set (i.e., the 97 agencies that responded in both years

of the study).

Organizational responses to limiting access to care are

the dependent variable in the research. Cost-containment

policies, including the Medicare PPS, indicators of supply

and demand, and other community characteristics are the

independent variables. Access restrictions are indicated by

the following variables since 1984/86:
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o increasing difficulty in referring patients for post

hospital care;

o tightening eligibility criteria;

o increasing client fees and copayments;

o establishing and increasing waiting lists; and

o refusing services to potential clients.

Rich and varied open-ended codes from the survey

instruments aid in constructing an understanding of the

changes in access to care for the elderly in the SMSA.

Also, qualitative use of key informant interviews provide a

state and local perspective to the agency specific issues.

The use of secondary source data helps explain some of the

differences reported between the organizations in the San

Francisco/Oakland SMSA and those in the other metropolitan

areas of the study.

The Phase One analysis also includes a profile of the

San Francisco Bay Area in which the responses of all

organizations and key informants within this geographic area

are evaluated as a whole. This analysis provides a

summative way of looking at community-based long term care

services in the Bay Area.

PHASE TWO

Community case study findings of the City and County of

San Francisco round out the more quantitative perspective of

the provider survey data and secondary data sources. Case

study information assists in the analysis and interpretation
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of survey data. "The meaning of an event is more likely to

be caught in the qualitative "net" versus the quantitative

"hook'" (U.S. GAO, 1987b).

The researcher used the constant comparative method to

analyze the case study interviews. This involves the joint

coding and analysis of data. Some initial coding and

analysis of the case study interviews took place during data

collection. The constant comparative analysis method is

concerned with generating and suggesting properties (i.e.,

dimensions, conditions, tactics/strategies, and

consequences) and hypotheses about a phenomenon (Glaser,

1965). The coding process entails summarizing,

categorizing, dimensionalizing, and sorting the data. This

takes place in two stages. In the initial open-coding

phase, one looks for ideas and issues in the data; focused

coding provides the groundwork for developing explanations

and predictions (Charmez, 1983; Strauss, 1988). Categories

are broken into dimensions. Memos are written

simultaneously with coding and the identification of

patterns, themes, and relationships are noted between

categories (Miles, 1979). Interview notes are analyzed to

identify patterns in the data. Theory develops as different

categories and their properties tend to become integrated

through constant comparisons (Glaser, 1965). Hence, the

analytic processes are "grounded in the data" (Schatzman and

Strauss, 1973). After the case study data were tabulated

115



and written up, the researcher solicited feedback from

selected respondents as a means of validating the analysis.

VALIDITY AND RELIABILITY

The survey data was strengthened by numerous validity

checks. The internal validity of the surveys was checked by

project staff looking at major differences between 1986 and

1987 data for a number of variables for all agency types.

If internal data failed to explain inconsistencies, a

telephone call was made to the particular agency. Changes

were then made on the survey and on the data sets. In

addition to face validity checks of surveys and call-backs,

researchers used secondary data (e.g., nursing home and

hospital directories) and face-to-face interviews (i.e., re

asking factual survey data with some of the case study

informants) to check for internal validity of some of the

agencies previously interviewed by telephone. Data

collected in the "re-interviews" had a high correspondence

with those collected by telephone. The appropriate changes

were made when necessary. Also, Superior Business entered

all of the data for all of the organizational types twice,

resolving any discrepancies between the two sets of data

entry by going back to the original survey. Finally, the

probability sampling technique, the large proportion of the

organizational universe interviewed, and the high response

rates each contributed to the validity of the survey data in

this study.
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To be sure that there was reliability in the coding

process, researchers conducted some informal inter-rater

reliability testing by having two coders work on a single

question, reviewing each other's work, and resolving any

discrepancies. To maximize coding consistency and accuracy,

one staff person was usually assigned to code all

qualitative responses for a single item across all surveys,

allowing the coder to gain knowledge and expertise in

response and coding. For example, this researcher's

responsibility was to code all open-ended client data.

Case study data was validated by a number of the actual

respondents (Miles, 1979; Schatzman and Strauss, 1973). A

preliminary analysis of interpretations was sent to selected

respondents for their review and comment. The case study

analysis was revised accordingly.

STRENGTHS AND LIMITATIONS

The strengths of the study are many. The research

incorporates and compares "hard, generalizable" survey data

and "deep, rich" case study data. The probability sample of

organizations within the San Francisco/Oakland SMSA provides

assurance of representativeness and permits statistical

analysis. The telephone survey methodology allows for the

ability to probe and clarify responses. The high response

rates of organizations are also a strength of the study.

Community case study findings contribute supplemental and

complementary knowledge to the investigation.
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In addition, the longitudinal design includes multiple

data sources, and a comprehensive collection of data. This

research asks agency directors, key informants, and

community case study respondents to recall any effects of

the Medicare PPS, and other cost-containment policies, on

access to services for the elderly. In the case of the

Medicare PPS, a retrospective analysis of agency changes by

organizational officials and other informants may be more

accurate than one immediately following the implementation

of the policy (1984). Furthermore, the study incorporates

the broad effects of the Medicare PPS, and other cost

containment policies, on a full spectrum of community-based

long term care agencies for the elderly in a number of

communities.

As to its limitations, perceptions as reported by

respondents may not accurately capture the reality of the

situation. Informant views are largely influenced by their

positions in the community. A portion of this research does

not examine the problem, per se, but the diagnosis of the

problem as perceived by service providers and key informants

in the community. Yet, the views and perceptions of agency

directors are important influences on their actions and

decisions. Also, the survey relies on interviews with

agency directors so responses may be somewhat self-serving.

By using multiple sources of data, the researcher can cross
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check findings. This helps to assure a full picture and

reduce the bias associated with self-interests.

Some specific limitations of the organizational

provider sample follow. There was an overall bias in the

sample agencies toward larger, more organized entities that

would be likely to be licensed/certified or be on state

lists of providers, and those representing metropolitan

areas. Also, the sample selection criteria for each

provider type limit the generalizability of findings to

those provider types meeting study criteria. Because of the

random sampling methodology, some of the larger agencies may

have been missed within the San Francisco/Oakland SMSA and

other areas. Finally, since the unit of analysis is the

organization, the number of organizations reporting access

restrictions and policy impacts does not adequately explain

direct effects on the elderly (e.g., the numbers affected by

these changes and the specific effects).

As for the community case study, this qualitative

methodology is non-generalizable and controversial with

regard to causality. Also, the case study may reflect the

researcher's values in ways that are difficult to detect

(U.S. GAO, 1987b). As a safeguard for the lack of accuracy

and bias, this researcher presented selected informants with

draft reports of the analysis of the data. Furthermore,

private sector respondents are underrepresented in the

community case study.
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Overall, the research is determined to uncover some of

the recent changes in access to care on the network of

agencies serving the elderly in the San Francisco Bay Area

and in particular, the City and County of San Francisco.

The work involved in understanding the complexity of this

"system" of services is the greatest strength and limitation

of the research. For as Churchman (1968) states, "The

essence of the systems approach is confusion as well as

enlightenment (p. 231)."
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TABLE 4-1

Population and Rank of Sample Standard Metropolitan
Statistical Areas (SMSAs), 1980 and 1984

1980 1984
Metropolitan Population Rank Population Rank
Area

CALIFORNIA
San Diego 1, 861, 846 20 2,063, 902 19
San Francisco/ 3, 250, 630 7 3, 413, 272 [b]

Oakland

FLORIDA

Miami 1,625, 781 21 1, 705, 983 [b]
Tampa/St. 1,569, 134 24 1, 810, 925 [c] 20

Petersburg

PENNSYVANIA
Philadelphia 3, 682, 699 [a] 5 [a] 3,700, 380 [a] 6 [a]
Pittsburgh 2, 263,894 13 2, 371,955 15

TEXAS
Dallas/Ft.

Worth 2,974, 805 9 3, 348,030 10
Houston 2,905, 353 10 3,565,656 [c] 8

WASHINGTON
Seattle 1,607, 469 23 1,692, 0.35 [b]

SOURCE: Bureau of the Census, 1982, 1986, Table A.

[a] Pennsylvania portion only population and ranking
adjusted.
[b] Population is for CMSA portions that are the same
as 1980
SMSA definition. Ranks are given for entire CMSA,
so are not reported.
[c] Definition is different from 1980, counties were
added.
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TABLE 4-2

Adjusted Universe of Agencies in the
San Francisco/Oakland SMSA, 1985

Agency Type Adiusted Universe

Hospital Discharge
Planning Units 45

Home Health Agencies 83

Nursing Homes 173

Hospices 16

Adult Day Care Centers 12

Senior Centers 75

Community Mental
Health Centers 29

Total 43.3

SOURCE: IHA, DRG Study. Universe of agencies in 1985
meeting the study criteria.
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TABLE 4-3

Sample Sizes and Response Rates for Agencies in the
San Francisco/Oakland SMSA, 1986 and 1987

Agency Type 1986 Sample 1987 Sample

N Response N Response
(#) Rate (%) (#) Rate (%)

Hospital Discharge
Planning Units 21 84% 19 9 O %

Home Health Agencies 24 96 21 91

Nursing Homes 26 71 22 85

Hospices 3 75 2 97

Adult Day Care
Centers 6 100 6 100

Senior Centers 15 100 15 100

Community Mental
Health Centers 12 70 12 100

%Totals 107 83% 97 95

SOURCE: IHA, DRG Study, 1986 and 1987.
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TABLE 4-4

Key Informant Telephone Surveys in the San Francisco/
Oakland SMSA and the State of California, 1988

Area Agencies on Aging (AAA)

Alameda County Department on Aging
Contra Costa County Office on Aging
Marin Area Agency on Aging
San Francisco Commission on the Aging
San Mateo Area Agency on Aging

California Department on Aging

California Department of Social Services
Adult Services Bureau/In-Home Supportive
Services

Interest Groups
Berkeley Gray Panthers
California Senior Legislature Representative
(Oakland)
Coalition of Agencies Serving the Elderly
(CASE) (San Francisco)
Gray Panthers of San Francisco

Medicare Fiscal Intermediary

State Legislative Analyst

State Legislative Staff

Assembly Committee on Aging and Long Term Care
Senate Select Committee on Aging

State Trade Associations

California Association for Adult Day Services
California Association of Health Services at Home
Hospice Association

º
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TABLE 4-5

San Francisco Case Study Respondents, 1988

Public Agencies - City/County Government Departments

San Francisco Commission on the Aging
Advisory Council

San Francisco Department of Public Health
Office of Senior Health Services

Senior Information, Referral, and Health Promotion
Geriatric Mental Health Services

San Francisco Department of Social Services
Adult Services

In-Home Support Services

Community-Based Health and Social Service organizations

Clearinghouse for Home-Delivered Meals

Gay and Lesbian Outreach to Elders

Hospice By the Bay

Independent Living Resource Center

In-Home Support Services Consortium

Jewish Family and Children Services
Seniors at Home Project

Meals-On-Wheels

Mt. Zion Hospital and Medical Center
Elder Abuse Consortium
Institute on Aging

North of Market Senior Services

On Lok Senior Health Services

San Francisco Association for Residential Care Homes

San Francisco Senior Center

Self-Help for the Elderly

º
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Community-Based Health and Social Service organizations
(cont. ).

Services for Seniors
Living at Home Project

Sequioas

San Francisco Suicide Prevention
Geriatric Program

Support Services for Elders

United Jewish Community Centers

Western Addition Senior Center

Advocacy organizations/Aging Coalitions

Coalition of Agencies Serving the Elderly

Family Service Agency
LTC Ombudsman Program

Legal Assistance for the Elderly
Health Insurance Counseling and Advocacy Project

Older Women's League

Others

Koret Foundation

Western Geriatric Services

º
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Figure 4–1

THE SAN FRANCISCO STANDARD METROPOLITAN STATISTICAL AREA (SMSA)
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SOURCE: ASSOCIATION OF BAY AREA GOVERNMENTS, 1978
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CHAPTER 5

CHANGES IN ACCESS TO CARE FOR THE ELDERLY

IN THE SAN FRANCISCO BAY AREA

INTRODUCTION

Three major issues in the provision of health and

social services to the elderly in any community involve

access to care, quality of care, and the cost of care.

"Services should be of acceptable quality, however defined;

those who need the services should have reasonable access

without financial or other barriers; and the cost should be

affordable by the individual and society" (Kane and Kane,

1987, p. 83). The reader should bear in mind that the

concept of quality is particular to time and place. Quality

is a moving gradient with rolling standards that are

constantly improving (Schatzman, 1990). This paper reviews

the concept of quality as it applies to health care and

social services in the 1980s and to the geographic areas

included in this research.

In the present cost-containment era, access to and

quality of care appear to have been superceded by concerns

about cost (Harrington, Newcomer, Estes, and Associates,

1985). However, these three important issues are

interrelated in that, "attempts to control health care costs

place in jeopardy access to quality health care services and

attempts to improve access to these services stimulate
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health care inflation" (Aday and Anderson, 1975). It has

been argued that pursuit of the goal of cost containment has

threatened both access to care and the provision of quality

services (Lave, 1985).

This chapter of the dissertation examines changes in

access to care for the elderly since the implementation of

the Medicare Prospective Payment System (PPS) as reported by

providers of health and social services in the San Francisco

Bay Area. Variations between organizations in the San

Francisco/Oakland Standard Metropolitan Statistical Area

(SMSA) and in similar agencies in eight other metropolitan

areas in five states (California, Florida, Pennsylvania,

Texas, and Washington) are described and explained using

provider surveys, key informant interviews, and secondary

sources of data.

ACCESS TO CARE

The definition of access remains somewhat ambiguous.

Access is a "difficult to measure health policy goal."

(Anderson, McCutcheon, Aday, Chiu, and Bell, 1983, p. 72).

Aday and Anderson (1975) provide the most commonly used

definition in the field. These researchers distinguish

between process and outcome indices of access. Process

indices emphasize the characteristics of the delivery system

and the population at risk that affect entry into, and

experience within, the delivery system; outcome pertains to

the end-products of access (e.g., utilization rates).

º
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Anderson and his associates (1983) subsequently define

access to include those dimensions that describe the

potential and actual entry of a given population group to

the delivery system of care. "Potential access" refers to

the possibility of access if needed and "realized access"

denotes the actual use of care. Anderson and his associates

(1983) argue that ultimate judgments about the performance

of the delivery system must be based on the realized access

attained by the population in need of care.

One of the major aims of this research is to examine

variations in access to post-hospital and community-based

long term care services in the San Francisco Bay Area as

compared with that of other metropolitan areas. This study

focuses on process indices or system level indicators of

potential access (i.e., availability of services, community

characteristics, need) in an effort to help explain some of

the geographical variations in access to care.

MEDICARE PPS AND ACCESS TO CARE

In 1983, in an effort to halt the increasing costs for

acute hospital care by Medicare beneficiaries, Congress

enacted the Medicare PPS (U.S. PL 98-21). Under this new

*Ystem, hospital reimbursement was converted from a cost

based retrospective process to a prospective payment

** rangement based on diagnosis-related groups (DRGs), based

°º 467 categories of illnesses. The incentives for acute

***e services were reversed and it is now in the hospital's
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best interest (in terms of DRG payment) to move patients out

of the facility as quickly as medically possible.

As a result of elderly patients being discharged

"quicker and sicker," research reports (ASIM, 1988; CHA,

1986; Heinz, 1986; U. S. GAO, 1987a) inform us that access

problems to needed post-hospital care increased since the

advent of the PPS. Consequently, it has been argued that

increased demands and strains have been placed on an already

overburdened community-based health care delivery system

(Kinoy, Adamson, and Sherry, 1988). Since access to care is

generally limited to elderly persons who meet strict

Medicare and Medicaid reimbursement requirements, and/or

those who can afford the out-of-pocket expenses (U. S. Senate

1985), some, or perhaps many, demands for post-hospital care

may not be met. Access to community-based social service

programs has also been affected by the reductions in federal

funds. Social services for the elderly have been cut and

fees have been initiated and raised to compensate for the

drop in federal revenues (Wood and Estes, 1985).

Consequently, in this era of cost containment, which is

typified by the introduction of the Medicare PPS, costs have

been shifting from society to elderly beneficiaries in the

form of decreased access to care and higher out-of-pocket

expenditures (Moon, 1985).

As explained in the literature review (Chapter 3),

post-discharge access issues under the PPS require further
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investigation (Gaumer, Glazier, and Cowen, 1988).

Continuing research is needed to determine if beneficiary

access to post-hospital care is adequate or limited in areas

throughout the country for, if the demand for aftercare

services surpasses supply, patients may be in danger of

falling into a "no care zone" (Goldberg and Estes, 1990,

Kotelchuck, 1986).

FACTORS AFFECTING ACCESS TO CARE

Dimensions on the state and local levels, including

demographics of the elderly population, resource "richness"

or supply, policies, and funding practices may account for

variations evidenced in access to care for the elderly since

the implementation of the Medicare PPS. The information

presented below is gained from secondary data sources and

interviews with various key state and local officials.

DEMOGRAPHICS

Table 5-1 shows that the two SMSAs in Florida (i.e.,

Miami and Tampa/St. Petersburg) have the highest percentages

of persons over the ages of 65 and 75. Approximately 20% of

the population in both Florida communities are over the age

of 65. The percentage of the population over age 65 in the

state of Florida (17.7%), is well above the United State's

average of 12.1% (see Table 5-2).

Variations within SMSAs exist as well. For example, in

the San Francisco/Oakland Bay Area, the percentage of the

population over the age of 60 varies from a low of 13.6% in

º
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Contra Costa County to a high of 20.3% in San Francisco

County (see Table 5-3). The racial/ethnic composition and

the economic characteristics of the elderly in the five

county San Francisco Bay Area also varies greatly (see

Tables 5-4, 5-5). Since researchers randomly selected

organizations on the level of the SMSA, the within SMSA

variations cannot be accounted for in the survey analysis.

RESOURCE SUPPLY

Access, in addition to service utilization, may be

influenced by the supply of agencies in the community

available to meet the needs of the elderly population.

Communities have been classified as either "service rich" or

"service poor." A look at the universe of agencies in the

metropolitan areas in the larger study (see Table 5-6) shows

that Philadelphia and San Francisco/Oakland are "service

rich" and Miami is most noticeably "service poor." The

reader should bear in mind that the array of services in

this project included key acute and long term care providers

but not the full spectrum of organizations equipped to meet

the needs of the elderly.

An important factor in determining the adequacy of long

term care services in any community is the ratio of nursing

home beds to the number of elderly in the population. There

are extraordinary variations in state nursing home bed

supplies (Pierce, Marshall, and Tallom, 1987). Of the five

states in the larger study, Texas has the highest ratio of

º
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beds per 1, 000 population over 65; Florida has about one

half the number of the U.S. average of 52. 1 nursing home

beds (see Table 5-7). Also, average occupancy rates vary by

state.

Additional factors influencing the appropriateness of

the nursing home bed supply per state include the

availability and effectiveness of in-home and community

based services and housing alternatives for the elderly

(Pierce et al., 1987). Residential care facilities may

serve to compliment the supply of nursing homes in a state

(Stone and Newcomer, 1985). In the state of Florida, the

ratio of residential care beds per 1, 000 population is more

than twice as high as the national average of 1.8 beds (IHA,

1984) (see Table 5-8).

Again, variations in the supply of health and social

services for the elderly exist within each SMSA. The City

and County of San Francisco is considered a "service rich"

community and includes 17 acute care hospitals, 26 skilled

nursing facilities, 18 licensed home health agencies, and

many of the state-funded alternatives to institutionalized

long term care (e.g., Multi-Services Senior Program,

Linkages) (see Tables 5-9, 5-10, 5-11). Contra Costa

County, in comparison, has a "lean" array of services to

meet the needs of the elderly population.

* º
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POLICIES AND FUNDING PRACTICES

State and local policies are other important factors

that can help explain variations in access to care. Most

long term care policy activity occurs on a state level.

States have broad discretion in the management and provision

of long term care services (Harrington, Newcomer, Estes, and

Swan, 1984). For example, Pennsylvania does not have

Medicaid waivers (Section 2176) to provide home and

community-based long term care services that can prevent or

delay institutionalization, yet state lottery monies greatly

support services for the elderly. California offers both

case management and personal care under Medi-Cal (i.e., the

state's Medicaid program) waivers as well as through general

fund supported programs. Furthermore, California was the

leader in the establishment of adult day health care as a

benefit available to Medi-Cal recipients (Harrington,

Pardini, Penguillan-Shea, Wallace, LaLonde-Berg, and

Newcomer, 1983). Florida funds the "Community Care for the

Elderly Program," which provides in-home services to reduce

institutionalization [IHA, DRG Study, 1985–88). Table 5-12

shows that 12% of Medicaid funds in Texas (the largest of

all five states in the study) support home and community

based services. The state of Washington has a transfer of

assets law to protect elders from becoming pauperized if

their spouses need nursing home care [IHA, DRG Study, 1985

88). All states in the study, with the exception of

º
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Washington, had licensure requirements for home health care

in 1986; only Washington and Florida had certificate-of-need

legislation for this community-based long term care service

(Pierce et al., 1987).

Policies on the local level may also interact to

influence the net outcome of realized access to care. San

Francisco stands out as a City and County government that

supplements federal Older American Act and state funding

with a substantial sum of local parking tax dollars to

support services for its elderly population. Almost one

half of the San Francisco Commission on the Aging's total

budget for 1986-87 came from this local source [IHA, DRG

Study, 1985–88).

THE STATE OF CALIFORNIA

A more comprehensive overview of the above

characteristics within the state of California is in order

to explain better the access findings in the San

Francisco/Oakland SMSA as compared with those of the other

areas in the study. Secondary source data and responses of

key informants provide the information for this section.

DEMOGRAPHICS

California is ranked highest among all states in the

absolute number of persons over the age of 65. Yet, those

over the age of 65 were 10.6% of the population in 1988,

somewhat lower than the U.S. average of 12.1% (see Table 5

2), but are expected to increase to 11.4% by the year 2000.

>
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Perhaps even more important than increases among the elderly

population as a whole are changes taking place in the 85

plus age group. Researchers have projected a 13.7% increase

in this subgroup of elderly in the state between the years

1980 and 2000 (Rice and Benjamin, 1985). With growth in the

"oldest-old" population comes the increased incidence of

chronic conditions and the need for, and use of, health care

and social supportive services.

SERVICES, POLICIES,

AND FUNDING

"California is a responsive and innovative state in the

area of long term care" (Rice and LaPlante, 1988, p. 54).

Policymakers in this state have committed significant

resources to the provision of long term care services to

help develop an extensive and complex "system." In Governor

Deukmajian's "Senior Initiative for Californians" (1984),

the California Department of Aging (CDA) was given the lead

role in "orchestrating" the community-based long term care

system at the state and local levels (CDA, 1985; Deukmajian,

Swoap, and Gonzales, 1984). A long term care division was

created within the state unit on aging (or CDA) in January

1985. However, the current delivery system remains highly

fragmented; 18 state agencies are involved with

administering 40 separate programs that provide services and

benefits to the elderly.

º
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Key informants in state agencies [IHA, DRG Study, 1985

88 J shared the opinion that since 1984, access to and the

availability of community-based services for the elderly

have improved throughout California. "We have improved

coordination and increased comprehensiveness. Prior to

1984, there was no community long term care except Title III

services. Now we have Linkages, MSSP, adult day health

care, etc." On the other hand, one key legislative staff

person remarked that DRG reimbursement had "shifted the

service providing burden onto community-based services," and

as a result, "local programs are capping participation in

nutrition, transportation, home-delivered meals, legal

services, and information and referral." There are

currently an estimated 16,000 persons on the waiting list

for home-delivered meals throughout the state [IHA, DRG

Study, 1985-88). The DRG policy was charged also with

"shifting a greater burden onto state resources."

Table 5-13 summarizes the major long term care services

provided in the state in 1986–87. This table demonstrates

two important points regarding California's "system" of long

term care: (1) institutional and community-based care each

account for about one-half of the three billion dollar total

expenditures for long term care in 1986-87; and (2) in-home

support services (IHSS), residential care, and home health

care services are the largest community-based services

(CCOA, 1987).
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Institutional Care

There is an acute shortage of nursing home beds for

Medi-Cal and heavy care patients in the state. Although

about 90% of the licensed nursing facilities participate in

the Medi-Cal program, most maintain an informal quota of

beds for low income (Medi-Cal) recipients. Since the Medi

Cal rate is about $20 dollars less than the average private

pay rate, there are financial incentives to do business

primarily with those who can afford the out-of-pocket

expenses or those with private long term care insurance

(CALC, 1987).

California currently pays nursing homes a prospective

"flat rate" per day based on the median cost for all nursing

facilities within a certain geographic area and bed category

size. In addition, hospital-based facilities providing sub

acute levels of care are reimbursed at a higher rate than

are free-standing facilities. Since reimbursement in

California does not vary according to the level of care

needed by patients, facilities have a financial incentive to

prefer those requiring "light" care. It follows that heavy

care, Medi-Cal patients have an especially difficult time

finding a nursing home bed and many times may end up being

placed in a mediocre facility or far away from their place

of residence.

The certificate-of-need (CON) requirement for nursing

homes was suspended as of January 1987. Even so, occupancy

-
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rates remain high, estimated at 94.4% (OSHPD, 1987). A

mandatory statewide Pre-Admission Screening (PAS) program

was started by 1984 legislation. PAS was initiated to serve

as a gatekeeper to reduce unnecessary institutional

placements by Medi-Cal eligible persons and seeks to limit

nursing home admission to those with the most severe needs

(Grant, 1988).

Only 2.9% of California's 65 and over population is in

nursing facilities, as compared with the national average of

5%. This may be attributed to the following factors: the

limited number of nursing facility beds available in the

state; the heavy use of residential care facilities; and the

availability of alternative community services (most

noticeably in-home support services).

Community-Based and

In-Home Services

California offers both personal care and case

management services to its long term care client population

under Medi-Cal home and community-based waivers (Section

2176). In-Home Support Services (IHSS), including homemaker

chore and personal services, are jointly supported by

federal funds, state general funds, and county matching

funds (Hanes Spohn, 1988b). The largest waiver program in

the state is the Multi-Services Senior Program (MSSP). Each

MSSP site provides social and health case management to

frail elders who are Medi-Cal eligible and certified for
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placement in an institutional setting. The demand for both

IHSS and MSSP services exceeds the supply. Consequently,

the response time to access such services is approximately

two to six weeks (CA Legislature, 1986a). Case management

services are provided also to the non-Medi-Cal population

through the Linkages program and Title III of the Older

Americans Act.

The second largest community-based service funded in

the state is residential care. (California law classifies

residential care as a community-based rather than an

institutional service). Thirty-two percent of residents in

residential care facilities (RCFs) receive SSI/SSP

(Supplemental Security Income and the state

supplementation). California has 3.6 beds per 1, 000

population, twice the U.S. mean of 1.8. (IHA, 1984) (see

Table 5-8).

As in many other states in the nation, California home

health care agencies have increased in number and changed in

nature over the past few years. Still, home health care

services remain only about 1% of the total state Medi-Cal

expenditures (Harrington et. al., 1983). California has a

uniform rate based on median cost per visit by provider

type. This rate includes transportation, time, and cost

(Pierce et al., 1987). Home health care in California is

bound by licensure requirements. In 1986, there were 494

licensed home health care agencies in California [IHA, DRG
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Study, 1985–88). The majority of these were proprietary

(42.5%), followed by hospital-based (22.1%). This compares

with the U.S. average of 20.9% proprietary and 17.2%

hospital-based home health agencies, where the majority of

agencies are of public status (28.2%) (U.S. HCFA, 1984).

There is also a large stock of non-licensed, non-certified

home health agencies in California.

In addition to the above community-based and in-home

programs, California is regarded as a pioneer in providing

and funding adult day health care (ADHC) services

(Steinberg, 1988). Currently, there are 63 ADHC centers in

the state. Adult day health care was designated as a Medi

Cal benefit and licensure category under the Adult Day

Health Care Act of 1977. Even though this service is

covered under Medi-Cal, there are still problems because the

actual cost per day per client for services exceeds the

amount paid by the state.

In summary, it is projected that state expenditures for

long term care will continue to climb due to the increase in

the elderly population and other trends that will increase

the demand for services including the earlier discharge of

elderly patients under the Medicare PPS.

DESCRIPTION OF THE DATA

This study examined several measures of access to care

including provider reports of: tightening eligibility

criteria, increasing fees and copayments, establishing

º

142



waiting lists (and length of lists), refusing services to

some types of clients and the reasons for client refusals,

and unmet need (s) for services among the elderly in the

community. In addition, researchers looked at the extent to

which discharge planners reported difficulties in securing

post-hospital care for patients.

Findings are presented for each of the seven

organizational types studied which include hospital

discharge planning units, home health agencies, nursing

homes, hospices, adult day care centers, senior centers, and

community mental health centers. These services were

selected to represent the primary agencies encountered by

the elderly after an acute hospitalization and during the

period of recuperation and reintegration into the community.

Agencies were identified by using updated [1985] lists

from state and county government offices and trade

associations. Criteria were established for each

organizational type under investigation and a random sample

of agencies was selected in each community (see Chapter 4).

A total of 770 directors (i.e. , 97 in the San

Francisco/Oakland SMSA and 673 in the other SMSAs) were

interviewed over the telephone in both 1986 and 1987. Table

5–14 displays the breakdown of service providers in the San

Francisco Bay Area and the other areas that responded to the

surveys in both years of data collection. In 1986,

respondents were primarily asked to report on changes that
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took place between 1984 and 1986, while in 1987 they were

asked to report on events occurring between 1986 and 1987.

This chapter highlights findings from organizations that

responded to the survey in both 1986 and 1987.

Supplementing the survey data are interviews with state and

local key informants (e.g., administrators of state

departments on aging, area agencies on aging) and secondary

sources of data (e.g., Bureau of the Census).

In the dissertation research, provider reports from 97

randomly selected agencies located in the San

Francisco/Oakland SMSA are compared with those (N=673) in

the eight other metropolitan areas in the study (see Table

5-6). Then, reports from all of the agency types in the San

Francisco/Oakland SMSA are used to present a picture of

changes in access to care for the elderly in the Bay Area

since the implementation of the Medicare PPS.

FINDINGS

ORGANIZATIONS IN THE SAN FRANCISCO/

OAKLAND SMSA VS. THOSE IN OTHER AREAS

The findings are reported by organizational type and

show changes over time (from 1984 to 1987) in access to care

in the San Francisco Bay Area as compared with those of the

eight other SMSAs in the study. Explanations are offered

for many of the reported differences.
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Hospital Discharge Planning Units

Hospital discharge planners were asked to report on the

approximate number of elderly patients discharged per month

to the following locations. Of the reported 214 average

hospital discharges per month in the San Francisco/Oakland

SMSA in 1986, 38.4% were discharged home without formal

support, 35.2% home with formal support (e.g., home health

care), 11.8% to nursing homes, 8.7% to the hospital's own

skilled nursing facility (SNF), 2.9% to board and care

facilities, and . 6% to other locations. Respondents in the

other sites gave relatively similar accounts but a much

smaller percentage of elderly patients were discharged to

the hospital's own SNF beds (3.3%). Perhaps, hospitals in

the competitive health care environment in the Bay

Area/California are more likely to have SNF units in their

institutions. Hospital-based SNFs providing subacute levels

of care are reimbursed by Medi-Cal at a higher rate than are

freestanding nursing facilities. Interestingly, in 1987,

discharges to the hospital's own SNF beds increased in the

San Francisco/Oakland SMSA (to 9.9%) while the average

percentage of discharges to nursing homes was down slightly

(10.9%) .

In the first year of data collection (1986), hospital

discharge planners were asked if since 1984, patient

referrals to a variety of organizational types had become

more difficult, easier, or remained the same. Figure 5–1

sº
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shows that close to three-quarters of the 19 discharge

planners in the San Francisco/Oakland SMSA said that

referrals to nursing homes (77.8%) and homemaker chore

agencies (72.2%) were more difficult and about one-half

(52.6%) reported the same for board and care facilities.

The first of the above findings can be explained by the

increased demand for nursing home beds, post-PPS, and the

high occupancy rates in the Bay Area (see Table 5-10). DRGs

have exacerbated the difficulty in finding nursing home

placements, especially for Medi-Cal patients and those

needing heavy care. The second finding correlates with

reports made by numerous service providers about the gap in

homemaker chore services. The increasing difficulty to

refer patients to board and care facilities can be

attributed to the stringent regulations barring persons who

are unable to ambulate stairs as well as the sicker post

hospital conditions of patients under the Medicare PPS.

In the second year of data collection (1987), the

majority of discharge planners in the San Francisco/Oakland

SMSA (63.2%) and the other sites (60.1%) again reported

increasing difficulty in referring patients to nursing homes

(see Figure 5-2). The percentage of Bay Area discharge

planners indicating that it was increasingly difficult to

refer patients to homemaker chore services dropped to 47.4%

in 1987. Perhaps, this is due to an increase in the supply

of such agencies brought about by the growing demands for
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in-home care. Many proprietary and nonprofit home health

agencies now include this non-Medicare reimbursable but very

necessary service.

In 1987, 42.1% of the discharge planners in the San

Francisco/Oakland SMSA indicated that referrals to home

delivered meal programs were more difficult in the last

year; this was true for only 29.2% of those in the other

sites. Several discharge planners in the Bay Area described

the increasing demand for home-delivered meals and the

consequent growth in waiting lists. Referrals to mental

health services were also more difficult in the Bay Area

than in the other study sites (47.4% vs. 32.2%). Even

though there are a considerable number of hospices in the

Bay Area (N=16), hospice care was reported to be

significantly more difficult to access (42.1% vs. 7.7%, X*=

19.889, p<. 001) in San Francisco/Oakland than in the other

study sites. This finding may be influenced by the

redirection of hospice services in the Bay Area to

increasingly address the needs of persons with AIDS.

In response to a question about the effects, if any, of

the Medicare PPS on referrals to other community agencies,

Bay Area discharge planners, responding in the affirmative,

were somewhat more likely than those in the other study

sites to indicate difficulties due to agency waiting lists,

patients being too sick and lacking financial resources. In

1986, 84.2% and 77.4% respectively, reported changes in

y

N

147



referrals to other community agencies due to waiting lists,

100% and 96.9% because of clients being too sick, and 100%

and 97.5% because of the patients' lack of resources.

Reports made by Bay Area discharge planners indicate a

problematic trend:

o "The ability to refer patients, since the
implementation of DRGs, has tightened up across the
board. "

o "As a consequence of patients leaving sicker and
quicker under DRGs, resources in the community are
drying up. There are longer waiting lists for
transportation, meals-on-wheels, attendant care,
housing, less availability of case management, and
greater time lapses for delivering needed services."

o "It's hard to find safe, supportive post-hospital
care. There are less services available in the
community, less immediate response, and less
coverage."

o "There are less resources in the community, more
gaps, and more complex discharges."

o "The number of marginally safe home discharges has
increased. Families are taking [patients ) home without
adequate community support. The result is re-admits."

o "It's easier to refer to home health agencies and
harder to sell nursing homes on heavy care patients."

Discharge planners were also asked, in 1987, whether or

not they refused services to any patients. Almost twice as

many in the San Francisco/Oakland SMSA reported refusals

(15.8% vs. 8.2%) as compared with the responses of discharge

planners in the other study sites. Of interest here are the

facts that only 5.3% of the hospitals in the sample in the

San Francisco/Oakland SMSA were for-profit versus 30.8% in

the other sites and a much higher percentage were under
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public auspice in San Francisco/Oakland (26.3% vs. 8.2% in

the other SMSAs). From this tax status data, one might

hypothesize a higher refusal rate in the other study sites.

Yet, the increasing referral of indigent and heavy care

cases to public hospitals may account for the reported

differences. With the recent passage of Medicare

legislation requiring discharge planning services to be

offered to all elderly recipients (U.S. PL 99-509) such

reports may eventually vanish.

In order to provide continuing care to patients, many

discharge planners in the San Francisco Bay Area revealed

having formal and informal relationships with other

organizations in the community. About one-half (11) spoke

of agreements with nursing homes (i.e., for bed

reservations). Four of the 19 hospital discharge planners

surveyed opened their own skilled nursing facility (SNF) to

deal more adequately with the increasing demand for sub

acute services under DRGs. Eight owned a home health care

agency; many of the others had contractual agreements with

these agencies. Thirteen had contracts to provide

transportation services, seven had contracts with community

mental health services, and an even smaller number (4) with

hospices.

Home Health Aqencies

Under the Medicare PPS, elderly patients are more

likely to be discharged home with follow-up skilled nursing
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care provided by a home health agency. This research

explores how home health agencies, in the San

Francisco/Oakland SMSA and the other sites studied, are

responding to this expanding need for care. With an

increasing demand for home health care are more restrictions

being placed on access?

Home health directors were asked whether they had

tightened eligibility during the study period. In 1986,

52.4% of the 21 home health agencies surveyed in the San

Francisco Bay Area tightened eligibility within the last two

years; 46.1% of the 144 agencies in the other sites reported

the same (see Figure 5–3). As displayed in Figure 5-4,

between 1986 and 1987, these percentages dropped to 40.9%

and 35.5%, respectively.

In response to the question, "Since 1984, has your

agency increased fees and copayments?," home health

directors in the San Francisco/Oakland SMSA were more likely

(76.2%) than those in the other study sites (55.9%) to make

such acknowledgements (see Figure 5-3). Home health

agencies in the Bay Area served the lowest median number of

clients (N=60) per month (see Table 5-15). Agencies in the

other study sites were serving approximately 155 clients per

month. Also, agencies in the San Francisco Bay Area were

more likely to report budget decreases over the past year

(28.6% vs. 15.2% in the other sites). These factors may

help to explain the differences in reports of increasing
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fees and copayments. In 1987, replication of this access

restricting measure lessened such that two-thirds of those

in the Bay Area and 46.7% in the other sites reported

increasing fees and copayments (see Figure 5-4).

A relatively small number of home health agencies in

all of the metropolitan areas revealed having established a

waiting list during the study period. In 1986, one agency

(4.8%) in the Bay Area disclosed having a waiting list. A

similar situation existed in 1987. These numbers pale in

comparison with those of some of the other organizational

types in the study (e.g., nursing homes).

Access to home health care has also been curtailed by

decreases in the number of staff visits per client. One

home health agency director stated, "Where in the past (a

few years ago), we may have made 20 visits per patient, we

now make eight for patients who are more acutely ill."

These changes were attributed to the stricter

interpretations by fiscal intermediaries for home health

care reimbursement under Medicare. "Denials have increased,

and so the number of visits is down per beneficiary. In

addition, we have stopped providing services we would have

before because we know we will not get paid." Another

respondent expressed the sentiments of many when disclosing

that, "As a result of DRGs, changes in the units of services

required by patients initially went up, but at the same time

we had the move by HCFA to cut down; we have ended up making º
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fewer visits." Another administrator spoke of the, "irony

of the government forcing patients out of the hospital

sooner, while at the same time cutting back coverage of home

health care. . . There are more patients with acute care needs,

but we cannot provide them with the amount of care they need

because of Medicare regulations."

In 1986, home health agency directors in the Bay Area

were significantly more likely than those in the other sites

to report changes in their ability to refer clients to

hospitals (57.1% vs. 32.3%, X2=4.863, p<. 05) as a direct

result of the Medicare PPS. In this same year, there was

little difference mentioned in the ability to refer clients

to other community agencies post-PPS (36.4% vs. 37.4%,

respectively). Those describing DRG effects on their

ability to refer clients to other organizations primarily

attributed them to waiting lists. This was true for 86.4%

of those in the Bay Area compared with 91.0% of those in the

other sites and increased slightly in the following year

(95.4% vs. 94.4%). In addition, home health agency

directors in the San Francisco/Oakland SMSA gave some

interesting qualitative responses about the link between the

Medicare PPS and recent access changes.

o "With the earlier discharges under DRGs and the
emphasis on acute care, there is nowhere to refer
clients, which places added stress on the agency."

o "Home health has become a dumping ground for
expeditious discharge; the Real Society is dead."
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Furthermore, in 1986, Bay Area home health directors

reported service refusals to potential clients slightly more

often than those in the other sites (72.7% vs. 68.1%). By

1987, this situation had reversed. Directors were also

questioned about what types of clients were refused

services. In 1986, Bay Area directors were more likely to

refuse service to persons without adequate reimbursement

coverage (63.6% vs. 51.8%). These included elderly persons

with health care problems and needs outside of Medicare's

stringent coverage requirements and without the private

funds to purchase care as well as persons on Medi-Cal. In

the following year, almost the same percentage (64.0%) of

home health directors in the Bay Area revealed that they

could not serve clients with reimbursement/cost/funding

problems while, for the other sites, the percentage

decreased to 41. 0.

Many more home health agencies in the San Francisco Bay

Area than those in the other sites declared having

arrangements with acute general hospitals (81.8% vs. 60.8%).

Directors in the Bay Area were also significantly more

likely to have interorganizational relationships with board

and care facilities (59.1% vs. 31.2%, X*=6.507, p<. 05) and

other home health agencies (72.3% vs. 48.6%, X*=6.286,

pº. 05).
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Nursing Homes

Nursing home administrators were asked a similar set of

questions about recent changes in access to care. Like home

health care agencies, nursing homes are a primary referral

site for the post-hospital care of elderly patients post

PPS. Close to one-half (45.5%) of the 22 nursing home

administrators in the San Francisco Bay Area reported that

DRGs have resulted in an increased number of referrals from

hospitals.

It follows that over two-thirds (68.7%) of the nursing

home directors in the San Francisco/Oakland SMSA spoke of

increases in their waiting lists between 1984 and 1986.

This was true for about one-half (48.9%) of facilities in

the other study sites. The median length of the waiting

period for nursing home care was two weeks in the Bay Area

compared with over three weeks (25 days) in the other sites.

Even though the universe of nursing facilities in the Bay

Area (N=173) is greater than most other SMSAs in the study

(Table 5-16), the median number of beds per facility (N=89)

is lower than in all other sites and the occupancy rate is

relatively higher (97%). This shows the fallacy of using

the number of providers as a sole measure of service

richness (Estes, 1990). In the second year of data

collection (1987), Bay Area administrators were slightly

more likely than those in the other sites to report having a

>
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waiting list (72.7% vs. 68.5%). The median waiting periods

did not change from those of the previous year.

In 1986, Bay Area nursing home administrators were most

likely to report refusals to persons with certain physical

and mental health conditions (e.g., drug/alcohol-related

problems) (72.2%) and those needing particular medical and

technical services (22.2%) (e.g., ventilators, respirators).

In the other sites, refusals to persons with specific health

problems were acknowledged by 56.4% of respondents while

33.7% admitted refusals to those with certain service

related needs.

In the following year, almost all (95.2%) of the

nursing home directors in the San Francisco/Oakland SMSA

reported refusals, while close to three-quarters (73.4%) of

those in the other sites said the same. These findings are

statistically significant (X*=4. 806, p<. 05) and may be

explained by a combination of the following factors. The

Bay Area has a low median number of total beds per facility,

a high median occupancy rate, and a large number of elderly

persons. Furthermore, a higher percentage of agencies

surveyed in this SMSA were of proprietary status (81.8% vs.

71.5% in the other sites) and for-profit organizations are

more likely to avoid unprofitable clients (Marmor,

Schlesinger, and Smithey, 1986). Another conjectural

explanation for the high refusal rate in the Bay Area may be

the relatively small number of nursing homes in San

º
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Francisco and their tendency to refer Medi-Cal and heavy

care patients to surrounding communities (Doherty and

Kaufman, 1988). The types of patients least likely to be

served were described again, in 1987, to be those with

certain physical and mental health conditions and those

needing either medical, technical, or social services. The

predominant reasons for not being able to serve these types

of patients related to staff and agency service limitations.

Staff limitations were mentioned by 42.2% of the

administrators in the Bay Area and service limitations by

33.3%. In the other sites, a larger percentage mentioned

service limitations as the principal reason for refusals

(37.3%) with staff limitations following closely behind

(35.4%).

Nursing home administrators also commented on changes

experienced by their facilities as a result of Medicare DRG

payment to hospitals. In 1987, of the 87.2% administrators

who reported changes in the types of patients admitted as a

result of DRGs, almost all of those in the Bay Area (95.5%)

and the other sites (90.3%) noted that patients had been

prematurely discharged from hospitals. In this same year,

approximately one-half (59.1% in the Bay Area vs. 44.4% in

the other sites) indicated shifts in the kinds of services

provided to respond to the higher levels of care

necessitated by patients.
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In 1986, about one-half (45.4% in the Bay Area vs.

53.5% in the other sites) signified an increase in the

numbers of short-stay patients and linked this to the

Medicare PPS. By the next year, 61.8% of those in the other

sites linked the DRG policy with increases in short-stay

patients; this was true for 54.6% of Bay Area

administrators. Administrators spoke of the beginnings of a

"sub-acute level of care" in their facilities. "There has

been a 20% increase in short-term patients since DRGs. Many

of these patients come to the facility for rehabilitation

purposes and then are released to home." "Patients used to

be more custodial, now they are short-term." It follows

that, "Nursing homes now are engaged in doing more

discharges." Another administrator noted that, "The number

of discharges has doubled in the last couple of years." One

respondent portrayed the nursing home as a "revolving door."

"Patients are in and out -- back to the acute care hospital"

and "it is harder to refer to the hospital." Nursing home

administrators in the other sites were slightly more apt to

note, in both years of the research, that as a result of the

Medicare PPS, the ability to refer patients to hospitals had

become more difficult (1986 - 79.2% vs. 68.2% ; 1987 - 81.9%

vs. 77.3%, respectively).

In general, nursing homes outside of the Bay Area were

more likely to have arrangements with other organizations

(including hospitals and other nursing homes) and were
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significantly more likely to have relationships with mental

health clinics (23.6% vs. 4.6%, X2=4. 169, p<. 05). One

exception to these findings was the significantly greater

percentage of nursing homes in the Bay Area reporting

arrangements with health maintenance organizations (54.6%

vs. 23.6%, X*=9. 117, p<. 01).

Hospices

Over the past few years, hospice has become an

acceptable referral source for the post-hospital care of

persons with six months or less to live (Wong, Ingman, and

Wood, 1988). The "quicker and sicker" discharges of

hospitalized patients under the Medicare PPS has increased

the awareness of, and demand for, hospice care. One hospice

director in the Bay Area said that DRGs actually encouraged

the initiation of their organization. This section explores

the question of what access restricting measures, if any,

have been initiated by hospices to meet the increasing

demand for care?

In 1986, one of only two hospices surveyed in the San

Francisco/Oakland SMSA tightened eligibility. This finding

was similar in the other sites (45.4%) (see Figure 5-5). In

the following year, eligibility was tightened again by 50.0%

of the hospices in the Bay Area; a smaller percentage

(36.4%) did the same in the other sites (see Figure 5-6).

Hospices outside of the Bay Area were more likely to

indicate staff increases between 1984 and 1987 which may
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account for some of the differences. Increased fees and

copayments were also made, in 1987, by one-half (50.0%) of

the Bay Area hospices while only about one-quarter (27.3%)

revealed the same in the other sites. One-half of the

hospices in the San Francisco/Oakland SMSA established

client waiting lists between 1984 and 1986 while none took

this action in 1987.

In 1987, both hospices in the Bay Area (100%) had

service refusals to potential clients; hospices in the other

study sites were about half (40.9%) as likely to do the

same. The San Francisco Bay Area has a relatively large

number of hospices (N=16) yet, the supply factor is not

especially helpful in explaining the above findings. Also,

hospice directors in the other study areas were serving

about twice the number of patients per day as those in San

Francisco/Oakland. In 1987, the average daily census in the

other sites was 44 as compared with 26.5 persons in the Bay

Area. Two-thirds of the Bay Area directors revealed

refusing services to persons with certain physical and

mental health-related problems; one-third stated that those

with needs beyond the scope of the agency could not be

served. In contrast, the majority of directors in the other

sites acknowledged refusing access because of service needs

(55.6%) with no one attributing refusals to the particular

health conditions of clients. Perhaps, hospices in the Bay
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Area are targeting their services to specific diseases

(e.g., AIDS, cancer).

Additionally, hospice directors in the Bay Area were

about twice as likely to confirm the connection between DRGs

and changes in types of clients served by their agency (100%

vs. 68.2% in the other sites). In both years of data

collection, these administrators were also more apt to link

DRGs with an increasing difficulty in their ability to refer

patients to hospitals (1986 – 100% vs. 54.6% ; 1987 - 50.0%

vs. 38.9%, respectively).

Adult Day Care Centers

Since the implementation of the Medicare PPS, adult day

care centers (ADCCs) are increasingly the recipients of the

clientele to which nursing homes deny entry and home health

agencies release before their needs are satisfied (Wood and

Ingman, 1988). Adult day care centers are not a primary

referral source, but are likely to experience the second

wave of effects of the earlier and sicker hospital

discharges of elderly patients into the community-based

system of care (Wood and Estes, 1988). Demand for this long

term care service has increased and access to care has been

affected. In 1986, the median number of clients per month

served by adult day care centers was 46 in the San

Francisco/Oakland SMSA and 41.5 in the other sites; the next

year these numbers rose to 82.5 and 50, respectively.
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In the first year of data collection (1986), Bay Area

adult day care centers took certain steps to restrict access

to care (see Figure 5-7). One-third tightened eligibility;

the same action was noted by 37.5% of those in the other

sites. As displayed in Figure 5-8, the percentage of ADCCs

tightening eligibility in 1987 decreased in the Bay Area and

the other sites. Also in 1986, two-thirds of the ADCC

directors in the San Francisco/Oakland SMSA and about one

half (48.4%) of those in the other sites increased fees and

copayments. In the following year, the situation was

reversed; slightly more centers in the eight other sites

increased fees and copayments than did those in the Bay

Area.

In many communities, adult day care is still a

relatively new long term care service and in some even non

existent. This may help to account for the disparity in

reports of establishing waiting lists between centers in the

San Francisco Bay Area and those in the other sites. Only

one of the six (16.7%) agencies surveyed in the Bay Area

started a waiting list between 1984 and 1986 while over one

half (54.5%) of ADCCs in the other sites did the same. In

1987, the establishing of waiting lists increased in the San

Francisco/Oakland SMSA and decreased in the other sites.

The median waiting period in the other study sites, 45 days,

was considerably longer than the 12 day wait in the Bay
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Area. In actuality, a portion of this wait may be

processing time for admission into the program.

In 1986, ADCCs in the Bay Area were about half as

likely as those in the other localities to report refusals

(33.3% vs. 63.6%). Persons most often denied entry were –

those with certain physical and mental health problems

(e.g., Alzheimer's disease). In 1987, refusals were

indicated by only one center (20.0%) in the Bay Area; again,

higher refusal rates were recorded in the other sites

(37.5%). As in the previous year, refusals were primarily

for those with particular health conditions. In the Bay

Area, the reasons for denials most often related to agency

service limitations (40.0%) and client situations (30.0%) ;

the majority of directors in the other sites mentioned staff

limitations (47.4%), then agency service limitations

(29.5%), and client situations (15.4%). One explanation for

this difference can be that Bay Area centers were about

twice as likely as ADCCs in the other sites to experience

staff increases (100% vs. 59.3%).

From the above findings, it appears that Bay Area ADCC

directors were somewhat less likely to initiate and expand

access restricting measures. Some of these differences may

relate to the tax status of agencies in the sample. The San

Francisco Bay Area sample did not include any for-profit

centers, while 18.2% of those in the other sites were of

proprietary status. Also, much of this "good news" can be
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attributed to the commitment of the state of California to

develop and fund this long term care service. Yet, selected

Bay Area respondents highlighted some of the existing

problems with this service.

o "Even though centers [in California] are Medi-Cal
certified and even with the Medi-Cal rate increase,
problems remain with reimbursement."

o "Medi-Cal's daily rate does not cover the cost to
provide services." One agency director said, "We are
discounted $7,000 per month." Another admitted that
because of this reason, "the agency situation is
tenuous." One year later the same director noted,
"Our program is in jeopardy of closing. A new
reimbursement rate methodology must be developed by
the state. "

o "Medicare's continued refusal to cover adult day
care results in large numbers excluded from the
services."

In relation to the DRG policy, directors in sites

outside of the Bay Area were more likely to increase the

units of services required per client (21.2% vs. 16.7%),

make shifts in the services provided (44.1% vs. 16.7%), and

report changes in the ability to refer clients to hospitals

(26.7% vs. 0%).

Among the findings on interorganizational

relationships and adult day care centers, those in the study

areas outside of the San Francisco/Oakland SMSA were more

likely to have arrangements with other organizations. These

included acute general hospitals, nursing homes, residential

care facilities, mental health clinics, home health

agencies, and senior centers.
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Senior Centers

One might assume that senior centers would be untouched

by the recent change in hospital reimbursement under

Medicare. However, senior centers are an integral part of

the community-based service network and, as such, have been

affected by post-PPS shifts in care (Goldberg, 1988). As

shown in Figure 5-9, about one-quarter (26.7%) of the 15

senior center directors in the Bay Area tightened

eligibility between 1984 and 1986; directors in the other

sites made similar changes (20.5%). Community-based

programs for clients with needs beyond the scope of the

senior center (e.g., Alzheimer's patients) are being

established in many communities. This may help to justify

reasons for tightening eligibility. In the following year

(1987), only one of the centers (6.7%) in the San

Francisco/Oakland SMSA claimed to have tightened

eligibility; a slightly greater percentage (12.5%) did the

same in the other sites (see Figure 5-10).

About three-quarters (73.3%) of the senior centers in

the Bay Area increased their suggested client contribution

in 1986. This was true for a smaller percentage (60.9%) of

centers in the other sites. Donations were most often for

congregate meals served on the premises of the center.

Increases in donations occurred again in 1987 by 40.0% of

the centers in the Bay Area and 34.8% of those in the other

sites.
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Not one center in the Bay Area established a waiting

list during the study period while a significantly larger

percentage (31.8%) of those in other sites initiated such

lists (X*=6.555, p<.01). Waiting lists were often started

for congregate meal programs located at the centers. In

1986, about one-quarter of the senior centers in the Bay

Area (26.7%) and the other sites (24.7%) had refusals. In

the Bay Area, persons most often denied services were those

with certain physical and mental health conditions (65.4%)

beyond the scope of the center; this was true for 52.1% of

the centers in the other sites.

Countering the trend of many findings in 1987, refusals

nearly doubled for senior centers located in the eight other

study sites. This change was even more dramatic in the San

Francisco Bay Area where 60.0% of centers (up from 26.7%)

had to refuse potential participants. A fact which may help

to explain this rise in refusals may be that supplementary

services that better meet the needs of the frail elderly

(e.g., adult day care centers) are becoming more of a

reality in many communities. The sharp rise in refusals may

also be linked to the Medicare PPS which has affected the

entire network of services for the elderly by transferring

"sicker" clients outside of the hospital and into the

community-based network of care. Refusals in the Bay Area

were most often for elders with specific health conditions

(55.6%) in addition to those with special service needs
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(44.4%). In the other sites, the percentages of refusals

for the above reasons were 44.3% and 36.5%, respectively.

In many of the above findings, senior centers in the

Bay Area were more likely than those in the other sites to

initiate access restricting measures. The recent California

Senior Center Bond Act which legislated $50 million dollars

to develop and rehabilitate senior centers may help to

ameliorate this situation. These differences may possibly

be due to the larger number of public (46.7% vs. 25.8%) and

fewer number of nonprofit agencies (53.3% vs. 74.2%) in the

Bay Area sample.

Bay Area directors voiced concern about the effects of

recent policies on senior centers.

o "Older Americans Act (Title III) policy priorities
to serve the frail elderly have affected funding for
the well- elderly." "The feds and states want more
services for the frail. We are not getting enough
money."

o "Due to DRGs, other agencies in the community are
overloaded and have trouble accommodating all of the
needy clients. It is not always possible to make
placements for home-delivered meal services."

It follows that in 1986, about three-quarters (73.3%)

of the senior center directors in the San Francisco/Oakland

SMSA reported that the Medicare PPS had effected their

agency; this compares to about one-half (53.2%) of those in

the other sites. In contrast, directors in the other areas

in the next year were somewhat more likely to indicate a

direct link between DRGs and difficulty in their ability to
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in the next year were somewhat more likely to indicate a

direct link between DRGs and difficulty in their ability to

locate services for participants in outside agencies because

of fewer available community resources (87.6% vs. 80.0%),

clients being too sick (98.9% vs. 93.3%), and clients

lacking resources (100% vs. 86.7%, X*=12. 099: p3.001).

Some of the above findings regarding geographic

differences in DRG effects may be due to the extent of

interorganizational linkages among senior centers and other

community organizations. Senior centers in the San

Francisco Bay Area were significantly more likely to have

formal and informal arrangements with acute general

hospitals (71.4% vs. 38.4%, X*=5.223, p<. 05), nursing homes

(78.6% vs. 36.5%, X*=8.499, p<. 01), home health agencies

(78.6% vs. 47.3%, X*=4. 615, p<. 05), hospices (71.4% vs.

25.3%, X*=11.411, p<. 001), and both local (78.6% vs. 42.7%,

X*=6.091, p<. 05) and state (35.7% vs. 11.1%, X*=5. 529,

pº. 05) health departments than those in the other sites.

Bay Area centers were also more likely to have arrangements

with other senior centers (85.7% vs. 63.5%), mental health

outpatient clinics (64.3% vs. 45.2%), and area agencies on

aging (100% vs. 88%). From these data, one can conclude

that senior centers are an integral component of the

community-based long term care network of services for the

elderly, especially in the San Francisco Bay Area.

167



Community Mental Health Centers

Community mental health center (CMHC) directors also

claimed that there have been repercussions of the Medicare

PPS on their agencies (Fox and Swan, 1988).

In 1986, 41.7% of the CMHCs in the San Francisco Bay

Area tightened eligibility; similar changes were made by

directors in the other sites (41.3%) (see Figure 5-11). In

the following year, only 25.0% of CMHC directors in the Bay

Area, in contrast to 42.7% of those in the other sites,

tightened eligibility (see Figure 5-12). Also, in 1986,

over one-half (58.3%) of the Bay Area CMHCs started both a

waiting list and increased fees and copayments. This

finding is curious since the centers in the Bay Area served

about one-half as many clients per month as did those in the

other sites (275 versus 475). One director in the San

Francisco/Oakland SMSA explained that they were the only

Spanish language provider in the area, hence, had a five to

six month waiting list.

In 1987, two-thirds of the centers in the Bay Area

reported refusals. This number was somewhat lower in the

other sites (56.1%). Those most often refused services in

the Bay Area did not meet the eligibility requirements

(50.0%) (e.g., did not live within the county) and had

specific health problems (31.3%). The scenario was reversed

in the other sites whereby the majority of refusals centered

around health conditions (47.1%) rather than eligibility
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issues (34.5%). Reasons given for refusing clients in the

San Francisco/Oakland SMSA related to agency service

limitations (31.3%) , staff limitations (25.0%), and

reimbursement/cost and funding issues (25.0%). These also

applied to the other study sites in roughly the same manner

(27.1%, 20.3%, and 23.7% respectively).

Compounding the above access problems, there is a

dearth of geriatric mental health services in the San

Francisco/Oakland SMSA. All respondents in the Bay Area

insisted that community mental health resources are

inadequate to meet the service needs of the elderly.

Resources said to be lacking include: housing, employment,

outreach, day treatment, in-patient psych facilities, case

management, peer counseling, psych services in nursing

homes, transportation, and education/prevention. CMHC

directors commented that mental health resources are laden

with funding problems and require more employees.

All of the center directors in the Bay Area mentioned

that, since DRGs, there have been shifts in the kinds of

services they provide (e.g., mobile geriatric assessment

teams in the home). More than one-half (58.3%) noted that

there have been changes in the types of clients served as a

result of the Medicare PPS.

Different from the reports of Bay Area senior center

directors, community mental health centers in the San

Francisco/Oakland SMSA were significantly less likely than
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those in the other areas in the study to recount having

important agreements with other organizations in 1986 (58.3%

vs. 96.4%, X*=15. 531, p3.001). In 1987, the data show that

CMHCs in the Bay Area were somewhat less likely than those

in the other SMSAs to have arrangements with state mental

hospitals (50.0% vs. 57.5%), home health agencies (12.5% vs.

15.2%), and state mental health agencies (28.6% vs. 51.3%).

However, in this same year, Bay Area centers were

significantly more likely to have formal arrangements with

adult day health centers (50.0% vs. 18.0%, X*=4. 504, p<. 05)

and somewhat more inclined to have arrangements with nursing

homes (37.5% vs. 30.8%), other community residential

facilities (50.0% vs. 45.5%), outpatient mental health

clinics (62.5% vs. 31.1%), senior centers (50.0% vs. 21.5%),

local health departments (50.0% vs. 25.6%), and area

agencies on aging (62.5% vs. 33.8%).

A PORTRAIT OF ACCESS TO CARE

IN THE SAN FRANCISCO BAY AREA

By looking at two key indicators of access to care: (1)

service refusals to potential clients; and (2) unmet needs

in the community, this section summarizes changes in the

1984 to 1987 period in access to post-hospital and

community-based long term care services for the elderly in

the San Francisco Bay Area. In addition to findings on

organizational providers, data collected from local key

informants in the San Francisco/Oakland SMSA (i.e.,
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representatives of area agencies on aging and interest

groups) are also recorded.

Distinct from the accounts of many service providers,

four of the five representatives from the area agencies on.

aging (AAA) in the San Francisco/Oakland SMSA reported that,

since 1984, the availability and accessibility to community

based long term care has increased. The remaining AAA

representative indicated that access and availability had

remained the same. AAA representatives commented about the

increases in the demand for community services following the

implementation of the Medicare PPS:

o "More people now demand these services and you have
to wait longer."

o "DRGs have overwhelmed all services/agencies."

In contrast to these more optimistic views of local key

informants, the necessity of service refusals were made

known by hospital discharge planners as well as all six of

the community-based providers studied. Figure 5-13 displays

the percentages of Bay Area agencies reporting service

refusals in 1986 (where available) and in 1987. Most

organizational types were highly likely to deny access in

1986: home health agencies (72.7%) and hospices (50.0%); and

in 1987: hospices (100%), nursing homes (95.2%), community

mental health centers (66.7%), senior centers (60.0%), and

home health agencies (52.4%). Many of these services are

not adequate to address the needs of the elderly population
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in the San Francisco Bay Area. However, these organizations

are core in the network of services designed to meet the

needs of the growing numbers of elders. They include the

three primary referral sites (i.e., home health agencies,

nursing homes, hospices) for the post-hospital care of the

increasing number of elders discharged "quicker and sicker"

under the Medicare PPS. Even though the Bay Area is

recognized as a "service rich" environment, many of these

agency types are currently unable to assume responsibility

for the increasing demands for care. Consequently, elderly

persons in need of post-hospital and long term care services

are in greater danger of falling into the "no care zone."

The unmet needs described by agency providers expose

many of the current gaps in health and social services for

the elderly in the San Francisco Bay Area. Unmet needs

mentioned most often by discharge planners were

companions/custodial care (N=8) and homemaker chore services

(N=7), in essence, "long term care at home." Home health

agency directors were most likely to highlight the lack of

companions/custodial care (N=7), homemaker chore (N=6), and

transportation (N=5) services. Nursing home administrators

admitted the unmet needs most often to be "in-home long term

care" (e.g., companions/custodial care) and psycho-social

support (i.e., socialization/ isolation). One director

referred to the latter as "basic love and care." Those

recited by hospice directors were in-home companions (N=1.)
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and respite care (N=1). Adult day care center directors

claimed that there was not enough respite care (N=2) or

transportation services (N=2). Senior center directors

declared that housing (N=8) and transportation (N=6) were

lacking. Finally, unmet needs mentioned most frequently by

directors of community mental health centers were meals

(N=2), psychiatric care/mental health services (N=2), group

housing (N=2), and outreach/community education (N=2).

In tallying the above responses across organizational

types, it becomes clear that in-home long term care services

(which include homemaker chore services and companions/

custodial care) are most sorely required to address more

adequately the needs of the elderly in the San Francisco Bay

Area. Following this gap in service is transportation,

psycho-social and mental health support, respite care,

housing, and meals. Area agency on aging informants agreed

that the unmet needs in their respective communities in the

Bay Area included in-home services/affordable home care,

transportation, respite care, housing, and home-delivered

meals. In addition, they mentioned the need for social day

care and comprehensive adult protective services. Interest

group representatives (e.g., Gray Panthers) echoed their

concerns indicating the need for in-home supports (e.g., low

cost attendant care), housing, and transportation.
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CONCLUSIONS

As evidenced in this research on hospital discharge

planning units and organizations providing post-hospital and

community-based long term care services for the elderly in

the San Francisco/Oakland SMSA and eight other metropolitan

areas in five states, there are geographic variations in

access to care. The Medicare PPS, a structural change in

hospital reimbursement practice has affected all providers

in the health and social service delivery system and

interacts with state and local factors (including

demographics of the elderly population, service supply,

funding practices, and policies) to influence the process of

access to care in the community.

A number of important findings emerge from the data.

First, twice as many hospital discharge planners in the San

Francisco Bay Area refused services to patients in 1987 as

did those in the other areas. Bay Area discharge planners

indicated that hospice care was significantly more difficult

to access than did those in the other sites. In both years

of the survey (1986 and 1987), discharge planners in the Bay

Area had more difficulty in securing nursing home care for

their patients than did those in the other sites.

Findings also display the strategy differences listed

by service providers in the San Francisco/Oakland SMSA and

the eight other study sites which affect access to post

hospital care. Home health agency directors in the Bay Area
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were more likely to give consistent reports of tightening

eligibility and increasing fees while respondents in the

other sites were more likely to report having waiting lists.

Nursing home administrators in the San Francisco/Oakland

SMSA were significantly more likely to have service

refusals. Also, these directors were more apt to have and

increase waiting lists for services. Hospice directors in

the Bay Area were more likely to tighten eligibility in both

years of data collection and twice as likely to start

waiting lists in 1986 and report service refusals in 1987.

These findings are not significant, however, due to the very

small sample of hospices in the San Francisco/Oakland SMSA

and in the study, in general.

Notable differences were also established between

agencies providing continuing long term care services in the

San Francisco Bay Area and those in the other sites. Adult

day care centers in the Bay Area were not as inclined to

take measures to restrict access to care. The only

exception was the need to increase fees and copayments. The

situation was reversed for senior centers. Senior center

directors in the Bay Area were more apt to take actions to

restrict access to care during both years of data

collection. Interestingly, however, centers in the other

sites were significantly more likely to have a waiting list

in 1986. Finally, community mental health centers in the
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Bay Area took access curtailing measures more often than

those in other areas.

A consistent trend in the findings for organizational

providers was the necessity to limit or curtail access

between the 1984 and 1986 period (or the early

implementation of the PPS). Many directors noted that

actions to restrict access had stabilized or decreased by

1987.

In response to a set of questions about the effects, if

any, of the Medicare PPS on the organizations' clients and

services and their ability to make referrals to hospitals

and other community agencies, Bay Area directors and those

in the other study sites indicated many differences. Bay

Area hospital discharge planners were somewhat more likely

than those in the other areas to have difficulty in their

ability to refer clients to other community organizations

due to agency waiting lists, patients being too sick, and

lacking financial resources. In 1986, home health agency

directors in the Bay Area were significantly more inclined

than those in the other sites to make changes in their

ability to refer clients to hospitals as a direct result of

the Medicare PPS. Nursing home administrators in the other

metropolitan areas were slightly more apt to admit, in both

years of the research, that as a result of the Medicare PPS,

the ability to refer patients to hospitals had become more

difficult. Additionally, hospice directors in the Bay Area
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were about twice as likely to confirm the connection between

DRGs and changes in types of clients served by their agency.

In both years of data collection, these administrators were

also more likely to link DRGs with increasing difficulty in

their ability to refer patients to hospitals.

In relation to the DRG policy, adult day care center

directors in sites outside of the Bay Area were more apt to

experience increases in the units of services required per

client, shifts in the services provided, and changes in the

ability to refer clients to hospitals. In 1986, about

three-quarters of the senior center directors in the San

Francisco/Oakland SMSA said that the Medicare PPS had

affected their agency, this compares to about one-half of

those in the other sites. In contrast, in the next year,

directors in the other areas were somewhat more likely to

indicate a direct link between DRGs and difficulty in their

ability to locate services for their participants from

outside agencies because of fewer available community

resources, clients being too sick, and clients lacking

financial resources. All of the community mental health

center directors in the Bay Area mentioned that, as a result

of the Medicare PPS, there have been shifts in the kinds of

services they provide and more than one-half noted that

there have been changes in the types of clients served.

Even though many key informants realized improvements

in access to care since the early implementation of the
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Medicare PPS (1984), service providers revealed some of the

unmet needs which remain in the "service rich" Bay Area.

The greatest unmet need revealed by agency providers in the

Bay Area was for in-home long term care services which

includes homemaker chore, custodial care, and companions.

In an effort to improve access to care for their

clients and to solidify their position in the aging services

network, many of the organizations in the study established

interorganizational relationships. The majority of hospital

discharge planners in the Bay Area made agreements with

nursing homes (i.e., for bed reservations); many of the

remaining opened their own skilled nursing facilities (SNFs)

to deal more adequately with the increasing demand for sub

acute services under DRGs. About the same number owned a

home health care agency; many of the others had contractual

agreements with one. The majority of home health agencies

in the San Francisco Bay Area had arrangements with acute

general hospitals and were significantly more likely than

those in the other sites to have relationships with board

and care facilities and other home health agencies. In

general, nursing homes outside of the Bay Area had

arrangements more often with other organizations and were

significantly more likely to have relationships with mental

health clinics. One exception was the significantly greater

percentage of Bay Area nursing homes having arrangements

with health maintenance organizations.
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Consistent among the findings on interorganizational

relationships and adult day care centers, those in the other

metropolitan areas were more likely to have arrangements

with organizations including acute general hospitals,

nursing homes, residential care facilities, mental health

clinics, home health agencies, and senior centers. Senior

centers in the Bay Area were significantly more likely to

have interorganizational arrangements with acute general

hospitals, nursing homes, home health agencies, hospices,

and both local and state health departments than were those

in the other sites. From these data, one can conclude that

senior centers are an integral component of the community

based long term care network of services for the elderly,

especially in the San Francisco Bay Area. Different from

the evidence of Bay Area senior center directors, community

mental health centers in the San Francisco/Oakland SMSA were

significantly less likely than those in the other

metropolitan areas to have important agreements with other

organizations. However, Bay Area CMHCs were significantly

more inclined to have formal arrangements with adult day

health centers.

Research findings reveal that since the implementation

of the Medicare PPS both immediate post-hospital or primary

referral sites (i.e., home health agencies, nursing homes,

hospices) and secondary sites or continuing care agencies

(i.e. senior centers, community mental health centers, and
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to a lesser extent adult day care centers) serving the

elderly have taken numerous measures to curtail access to

needed health and social services. With an elderly

population growing at record pace and a system of services

experiencing pressing demands for care of the post-acute

elderly, access issues will remain a central concern. Those

elderly persons who do not fall within the stringent

eligibility criteria of the above organizational types,

those who cannot afford the increasing fees and copayments,

and those placed on the waiting lists or denied access to

services are relegated into the "no care zone."
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TABLE 5-2

Percentage of the Population Over 65 by State, 1988

State % 65 and Over

CA 10.6%

FL 17. 7

PA 14.6

TX 9. 5

WA 11. 7

UIST total T2 .T.

SOURCE: Statistical Abstract of U.S., Current Population
Report Series, 1988.
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Population Characteristics of Counties in the

Counties Total
Population

Alameda 1, 105, 379

Contra

Costa 656, 380

Marin 222,568

San

Francisco 678, 974

San Mateo 587, 329

SMSA Mean 590, 126

TABLE 5-3

San Francisco/Oakland SMSA, 1980

Pop. 60+ $ 60+ Pop. 65+ # 65+ 3, 75+

160, 614 14.5% 114, 206 10.3% 4.2

89, 236 13.6 60, 844 9. 3 3. 5

31, 140 14.0 21,513 9.7 3.8

137,681. 20.3 104, 285 15.4 6.4

90, 788 15. 5 62,048 10. 6 3 - 9

101, 892 15.6 72, 579 11.1 4. 4

SOURCE: Bureau of the Census, 1980.
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TABLE 5-4

Racial/Ethnic Composition of Persons Over 65
in Counties in the San Francisco/Oakland SMSA, 1980

Counties # 65+ $ 65+ $ 65+ $ 65+ % 65+
White Black Aleut Asian Spanish

Eskimo Pacific Origin"
Am. Ind. Islander

Alameda 79 - 1% 13.5% .2% 5. 3% 5.9%

Contra
Costa 90. 2 5. 5 ... 2 2.6 4.3

Marin 97. 6 1.0 • 1 1. O 1.9

San
Francisco 74.5 7.4 ... 3 15.4 7. 1

San Mateo 90.8 2. 6 ... 2 4. 7 5.4

SMSA Mean 86.4 6. 0 ... 2 5. 8 4. 9

SOURCE: Bureau of the Census, 1980.

Separate category in 1980 Census.
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TABLE 5-5

Economic Characteristics of Persons in
Counties in the San Francisco/Oakland SMSA

Counties # 65+ SSI recip. Unemploy- % Medicaid
Below as % of Co. ment also elig.
Poverty Population (1984) & for Medicare
(1979) (1984) (1985)

Alameda 8.5% 2.9% 7.2% 18.9%

Contra
Costa 6. 6 2. O 6. 7 19. 3

Marin 5. 2 1 - 1 4.2 28. 3

San
Francisco 9.7 4. 6 6. 6 27 . 8

San Mateo 5.1 1. 6 4. 2 34. 2

SMSA Mean 7. O 2.4 5. 8 25. 7

SOURCE: Health Data and Statistics Branch, DHS, May 1986
(Health Data Summaries for California Counties, 1986,
Kizer, K. W. )
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TABLE 5-6

Study SMSAs, Universe of Agencies, and Sample Size

States SMSAS Total Agencies

Universe Sample

California San Diego (SDI) 158 87

San Francisco/Oakland 43.3 97
(SFO)

Florida Miami (MIA) 118 7 O

Tampa/St. Petersburg 178 74
(TSP)

Pennsylvania Philadelphia (PHI) 439 97

Pittsburgh (PIT) 234 87

Texas Dallas/Ft. Worth (DFW) 321 99

Houston (HOU) 242 74

Washington Seattle (SEA) 174 85

TotaT 2, 297 775

SOURCE: IHA, DRG Study, 1986 and 1987. Universe of agencies
in 1985 meeting the study criteria and sample size of total
agencies per SMSA participating in both years of data
collection.
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TABLE 5-7

Ratio of Nursing Home Beds to Elderly Population
and Occupancy Rate by State

Ratio Beds Per 1, 000 Persons State Average
Over Age 65" occupancy Rate:

CA 41. 7 94+%

FL 26 - 7 80°

PA 48.8 92+

TX 65. 6 85°

WA 50. 8 93+

U. S. Mean 52. 1 92%

source: * IHA telephone surveys of state Licensing and
Certification Officials, 1986.

* National Governors' Association, Health Policy
Studies, 1985.

* Estimated by the state.
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TABLE 5-8

Licensed Adult Residential Care Beds
Per 1, 000 Persons by State, 1983

State Beds per 1, 000 * Aged Beds
Population

CA 3. 6 65%

FL 3. 9 84

PA 2. 1 60

TX 1.0 O

WA [a] [a]

U. S.TMean T. 5 65%

SOURCE: IHA, Unpublished Residential Care Facility
Telephone Survey, 1984.

[a] Data were not available at time of survey.
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TABLE 5-9

Hospital Data for Counties in the
San Francisco/Oakland SMSA, 1984

Counties # Acute # Beds Hospital AVer.
Care Per 1, 000 Occupancy LOS
Hospitals Population Rate Days

Alameda 24 3.4 55. 1% 5. 6

Contra
Costa 11 2.6 50 - 5 5. 5

Marin 5 2. 7 52 ... O 5. 7

San
Francisco 17 6. 7 48. 3 6.8

San Mateo 9 3. 1 50. 9 6. 1

SMSA Mean 13.2 3. 7 51.4 5. 9

SOURCE: Health Data and Statistics Branch, DHS, May 1986
(Health Data Summaries for California Counties, 1986,
Kizer, K. W.)
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TABLE 5-10

Nursing Home Data for Counties in the
San Francisco/Oakland SMSA, 1984

Counties # SNF/ICF # Beds AVer. OCC.
and hosp. per 1, 000 SNF/ICF and
w/SNF Population hosp. WZSNF

Alameda 89 5. 6 92.5%

Contra
Costa 35 4.3 90. 8

Marin 17 5. 5 9 O. 7

San
Francisco 26 4. 6 90. 3

San Mateo 29 4. 1 94. 9

SMSA Mean 39.2 4.8 91.8

SOURCE: Health Data and Statistics Branch, DHS, May 1986
(Health Data Summaries for California Counties, 1986,
Kizer, K. W. )
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TABLE 5-11

Health Resources and Costs for Counties
in the San Francisco/Oakland SMSA

Counties # Persons per # Clinics # Licensed Est. Net
Physician (licensed Home Health Health
(1983) & free) Agencies Care

(1984) 1984 Costs
Per Capita
1983-84

Alameda 403 39 22 $31

Contra
Costa 495 10 12 23

Marin 251 3 5 16

San
Francisco 159 23 18 109

San Mateo 407 8 10 25

SMSA Mean 34 3 16. 6 13.4 $40.8

SOURCE: Health Data and Statistics Branch, DHS, May 1986
(Health Data Summaries for California Counties, 1986,
Kizer, K. W. )
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TABLE 5-12

State and Federal Expenditures on Long Term Care
for the Elderly (in millions), 1986

State Medicaid Medicaid Other Federal Other
(Institutional) (H & CB) * (H & B). State

CA 760. 7 (66%) 15. 3 (1%) 206. 2 (18%) 170.4 (15%)

FL 335.9 (83) 11.5 (3) 16. 1 (4) 38.9 (10)

PA 583.4 (91) 1. 1 (0) 18.0 (3) 37. 2 (6)

TX 409. 7 (76) 65. 5 (12) 47.2 (9) 15. 8 (3)

WA 159. 3 (73) 15.9 (7) 17. 9 (8) 23. 7 (11)

SOURCE: Intergovernmental Health Policy Project, G. W.
University, 1988.

* H & CB includes expenditures for home and
community-based care.
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TABLE 5-13

Major Long Term Care Services and Public Expenditures
for California, 1986-87

Community-Based Care Total Expenditures

Case Management
MSSP $21,498,000
Linkages 4, 388, 000
Title IIIB 2, 201, 000

Direct Services
IHSS 428,488,000
Title IIIB- In Home Services 3,994, 000
Home Health Care 226,098, 000
Aid and Attendance 30,000, 000
In-Home Medical Care 9, 676,000
Adult Day Health Centers 11, 299, 000
Independent Living Centers 5, 579,000
Rehabilitation Services 4, 327,000
Home-Delivered Meals 24, 878, 000
Transportation 5, 817, 000
Housing 276,000
Adult Protective Services 13, 866, 000
Alzheimer's Day Care Centers 486,000

Mental Health Care
Day Treatment 72, 767, 000
Outpatient Services 177, 101,000
Brain-Impaired 2, 572, 000

Residential Care
SSI/SSP 351,685,000
DMH Supplement 13,944, 000
DDS Supplement 103, 176,000

Total $1,514, 116,000

Institutional Care

SNF/ICF 1, 139,772,000
State Hospitals 368, 842, 000

Total $1,508,614, 000

SOURCE: California Commission on Aging (CCOA), The Senior
Advocate, May 6, 1987.
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TABLE 5-14

Number of Respondents in Combined Data Set
in the San Francisco/Oakland SMSA and the Other SMSAs

by Organizational Type

Organizational San Francisco/ Other
Types Oakland SMSA SMSAS

Hospital Discharge
Planning Units 19 158

Home Health Agencies 21 14.5

Nursing Homes 22 14.4

Hospices 2 22

Adult Day Care Centers 6 33

Senior Centers 15 89

Community Mental 12 82
Health Centers

Total 97 673

SOURCE: IHA, DRG Study, 1986 and 1987.

194



*sapouaßepº■ g■■■■ opuepºsueo■ Iæqe■ sKT■ reur■ udsæpn■ ou
I(o]

*

Kpansnoe■ uII–5×]©qQIogWSWSUpeau■
s■■ ouò6e3■■go→s■→A■ unpºqsn{peunG86
(
eq■
squasaada■ºstrænuºoxo■ uaspuesuæquæou■ TeeqTequæUIK■■ urumoo”æo■ dsoq'areoKepq■ npeºu■ Teæ■aurou'sauroqfuqsu'nu

:

s■ pouÐ6■
gosedK■fu■ ºoTTogæ■■sæpn■ ºuI$ºsnsuæO

•
Sºn086Tle

*
L86
I

'SQuæum■qsuIrep■ aoud'Kpºm■ s5xxu'WHIpu■ esnsuæO“Sºn086T:3OHIYOS

99.L.998TþIIZC9ICO6’ZOz3Tq■ e■ SZOUGL29Iz6I9Z99TI889
º

89Zofe■ q
ues

OO6ILLI#CC896TTIIz’C9zUOQSIYOHOIO■ 79.69CI8I92GÞII9IL’
LCWfunqsuæ
qa■
º

qS/edure
I,

OGyI99OZ6I89GOZy9go’ycyu■ funqs
qtq■■

OI£8Þ9GZ8Z6■ L82ZL£9’0gCu■ IOM
“33/seITeGpueTXeOOIO98yIzIZ£8880G6G8'GOG/oos■ oue■

3
ues

OO■ I29.82ZZ■ º8C8C9808
'98

Lg■■■ Tæpe
I■■■

$OU-OOC$Z9£T$8IÞZI6IGO€'yz9■ ure■ wL'8-986UpÐA
IÐS
KT■■■■■ d■■■ az■ S5■■ 5■■ 5■[5]5■ £TH[■ Js■■■ r■ 5■s■■ 5■■ 5■ [e]+O9

a6ue■ Os■ ua■ TO■ URXOIæði■ IdumesIe■ OALJO
JæqumNTeQOJ,CaJVZuop■ e
Indo■

236pxq.ue■ p■ WSVIHHJæqumN■ e■ OLue■ p■ WT■ URBOI3■
L86■‘w’sWSKgKn■ I■ qeI■ ea■areoq■ Lee
H
■ uroH

ÇI-9SITGIVAL

195



*

Kpansqoedu■I-XXI■■■IogWSWSUpeaun■
sæ■ ouefieese■■go→s■→A■ unpºqsn{peumG86■eq■s■
uºsaada■
ºsT3queoao■ uºspureunteauTequaui.K■■ umumxoo’æo■ dsO■’areoKepq■ npe‘■ QTeºqauroq‘sau■ oqfuqsmu

:

s■ pouò6■
gosedK■fu■ MOITOJ→■■

sæpnTouI$ºsnsuæO*Sºn086Tle
*
L86
I

'SQuaum-Insu
I

rep■ aoud'KporqSSAYI‘WHIpuesnsu■ ºo“Sºn086
I:

GOHIYOS

8T■ £6966992296L£9T€06’zoz3Tq.■ e■ SZzC96866L6TZyZ9GØT88g'89Zofe■ q
ues

GºGOZTG890.ZITC90.96TlItzºc9zUOQSIYOH■ T0OZI8608OZ9996GÞI9IL’
LCyfunqsuæ
qa■
º

qS/edure
L

8ITOZI86896T99.■ 7€.9029gO’ycyu■ funqs■■■■■ .99C■ 9OT#6■ 6LI99Z9T■ 82L£9'OGCu■ IOM
*?\{/seTTeqpue[xeo

IZO68■ 6Z8zzGºCLI8896G8’GOG/oos■ oue■
ues

þz■ OZI96O■ y90Lº8.A.T.£8€.808'98■ e■■■ Tæp■ T■■■ÞZ$0z■ T96$99LI$L€ÞCI6GOC'yz9■ urg■ W(s■ t■ uCº)■

Z3-935'tSp■ 83■ EHK■■■■■■ d■■■ az■ Ss■■ 5■■■ 5■ s■■■■■
(qJs■■■■■ 5■T■ J■ 55

KeQS

go36ue■ OTeqOLKOuedrooO1■ LIÐOIaðIæIdures
Ie■ OLgo

fui■ sanNTeqONI,uop■ e
Indo■■■■ u■I236prq

ue■ p■ Wue■ p■ WSºuroHJæqumNTe■ OLue■ p■ W

nuºoræHfu■ sInNue■ p■ W■ URXO
IæI

L86■‘VSKISKgK■■ I■ qeI■ ea■auxOHfuqsunN

9I-S
3-IGWI,

196



FIGURE 5-1

Changes in the Difficulty in Securing the Following Post

80
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Percentage 40

20

Planners, 1986

HMC HDM B&C RESP TRA

Agency Type

Hospital Care as Reported By Hospital Discharge

- San Francisco/Oakland
E other Sites

HHC=Home Health Care
NH= Nursing Home
HMC=Homemaker/Chore
HDM=Home-Delivered Meals
B&C=Board and Care Homes
RESP= Respite
TRANS=Transportation

SOURCE: IHA, DRG Study, DP Instrument, 1986.
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FIGURE 5-2

Changes in the Difficulty in Securing the Following Post
Hospital Care as Reported by Hospital Discharge Planners,

1 9 8 7

Percentage
| San Francisco/Oakland
E Other Sites

HHC=Home Health Care
NH= Nursing Home

Agency Type HMC=Homemaker/Chore
HDM=Home—Delivered Meals
B&C=Board and Care Homes
ADC=Adult Day Care
HOS=Hospice
MH= Mental Health Centers

HHC NH HMC HDM B&C ADC HOS MH

SOURCE: IHA, DRG Study, DP Instrument, 1987.
* = Significant at the .01 level
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FIGURE 5-3

Changes in Access to Home Health
Agencies, 1986
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FIGURE 5-4

Changes In Access to Home Health
Agencies, 1987
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SOURCE: IHA, DRG Study, HHA Instrument, 1987.
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FIGURE 5-5

Changes in Access to Hospices, 1986
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SOURCE: IHA, DRG Study, Hospice Instrument, 1986.
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FIGURE 5-6

Changes in Access to Hospices, 1987
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SOURCE: IHA, DRG Study, Hospice Instrument, 1987.
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FIGURE 5-7

Changes in Access to Adult Day Care Centers,
1986
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FIGURE 5-8

Changes in Access to Adult Day Care
Centers, 1987
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SOURCE: IHA, DRG Study, ADCC Instrument, 1987.
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FIGURE 5-9

Changes in Access to Senior Centers,
1986
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SOURCE: IHA, DRG Study, SC Instrument, 1986.

* = Significant at the .01 level
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FIGURE 5-10

Changes in Access to Senior Centers,
1987
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SOURCE: IHA, DRG Study, SC Instrument, 1987.
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FIGURE 5-11

Changes in Access to CMHCs, 1986
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FIGURE 5-12

Changes in Access to CMHCs, 1987
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FIGURE 5-13

SF/O Agencies Reporting Refusing Access to Potential Clients, 1986 & 1987
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SOURCE: IHA, DRG Study, Provider Instruments, 1986 and 1987. Data
not collected for CMHCs, DPs, and NHS in 1986.
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CHAPTER 6

CHANGES IN ACCESS TO CARE:

THE CASE OF SAN FRANCISCO

INTRODUCTION

The decade of the 1980s has been a period of

transformation in health care policies affecting the

elderly. Medicare and Medicaid have significantly changed

their reimbursement structures, service provision, benefits,

and eligibility requirements. Under Medicaid, a national

waiver program passed in 1981 which allowed states to

substitute home and community-based long term care services

for persons certifiable for nursing home care (Hanes Spohn,

1988b). In California, 1983 saw major reductions in funding

in the state Medicaid (i.e., Medi-Cal) program and the

beginnings of contracting with selected providers of such

services. One of the most far-reaching changes in Medicare

was the October 1983 phase-in of the Prospective Payment

System (PPS) for the reimbursement of acute care hospitals.

This policy was gradually set in motion, with full

implementation (or 100% national rate) beginning in January

1988.

As mentioned throughout the dissertation, the stated

objective of the PPS was to control escalating Medicare

costs for hospital stays without limiting or restricting

access to beneficiaries or affecting the quality of health
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care delivered (Guterman and Dobson, 1986). There has been

much concern as to how this policy has affected acute and

long term care for the elderly. The empirical research on

the effects of the Medicare PPS (see Chapter 3) documents

changes in inpatient care (Guterman et al., 1988; Hanes

Spohn et al., 1987; Hatten and Gibson, 1987; ProPAC, 1988a;

Schramm and Gabel, 1988; Sloan et al., 1988), post-hospital

care (DesBarnais et al., 1987; Feder et al., 1988;

Harrington and Estes, 1988; Manard et al., 1988; Neu and

Harrison, 1988; Swan et al., 1988; Wong et al., 1988; Wood

and Estes, 1988), and services provided by other community

based long term care agencies (Fox and Swan, 1988; Goldberg,

1988; Goldberg and Estes, 1988; Wood and Ingman, 1988). The

"ripple effects" of the prospective payment policy interact

with other federal, state, and local changes to produce a

very fluid service environment. It is important for

researchers to continue to document these policy and service

transformations and to look at the implications on the local

level.

DESCRIPTION OF THE DATA

An in-depth community case study of services for the

elderly in the City and County of San Francisco was

conducted by this researcher during the Summer of 1988. The

qualitative case study component of this project (Phase Two)

adds breadth and depth to the provider survey data. As a

primarily descriptive effort, it demonstrates what is
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happening (and why in San Francisco) and highlights the

history, resources, and gaps in services for the elderly in

this city. The case study involved on-site interviewing

with public agency representatives (e.g., San Francisco

Commission on the Aging), direct service providers (e.g.,

Mt. Zion Hospital and Medical Center), advocacy groups

(e.g., Coalition of Agencies Serving the Elderly), and other

key informants (see Table 4-5). Interviews were conducted

with 49 individuals representing 28 agencies. In addition,

the researcher attended six relevant community meetings and

acquired agency and community-related documents (i.e.,

secondary source data). In her investigation, she used the

constant comparative method to analyze reports on changes in

access to care made by city officials and directors (and

other staff members) of community-based long term care

organizations.

A PROFILE OF SAN FRANCISCO

Reported here are secondary data to familiarize the

reader with the history and structural complexity of the

City and County of San Francisco. San Francisco is a port

city situated on the northern tip of a peninsula bounded on

the West by the Pacific Ocean, on the North by the Golden

Gate, on the East by San Francisco Bay, and on the South by

San Mateo County. The City and County of San Francisco is

at the core of the Bay Area, a large metropolitan five

county region in which 3, 250, 630 persons live (1980 Census).
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In 1983, approximately 3% of the California population

resided in San Francisco (Elliot, 1983). The smallest

county in the state, San Francisco is recognized as the

financial, market, and cultural center of Northern

California.

San Francisco has become a major point of entry for the

increased flow of ethnic minorities from all over the world

(Castells, 1983). The city has become fractionalized into

many different worlds or districts of varied racial and

ethnic composition. For example, the Mission district is

largely populated by Mexicans and the Sunset district by

Asians. Neighborhoods are also separated by topographical

features (e.g., hills), commercial districts, highways, and

parks.

San Francisco began as a village first known as Yerba

Buena meaning "good herb." It owes its discovery and much

of its history to Spanish, English, and Portuguese

explorers. The Gold Rush of 1849 created a trade center

that helped birth San Francisco. In 1856, by an act of the

State Legislature, San Francisco County, which formerly

included a great deal of what is now San Mateo County, was

reduced to its present size of 46.1 square miles of land

area and was consolidated as a City and County government

(Elliot, 1982).

California's post-World War II economic boom gave great

impetus to the city. During that time, San Francisco
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emerged as an international and sophisticated urban center.

The development and history of San Francisco in the post-war

period has been overwhelmingly dominated by business

interests (Hartman, 1984). One community planner (Hartman,

1984) emphasizes the strong link between the business

community and public policy in the city. Using a political

economy theoretical framework, Hartman (1984) explains that

local government serves the dual purpose of "capital

accumulation" and "legitimation," that is, "elected and

appointed officials at city hall and its agencies have as a

central function assisting the private sector in carrying

out its entrepreneurial activities by establishing the

groundrules and providing the necessary supports and

infrastructure to facilitate the functioning of the private

market. . . At the same time, government manages conflict

generated by such market activities and thus functions to

preserve the social peace by providing benefits and

compensations to those damaged by the process. . . and more

generally stabilizes and reinforces the existing social and

economic order" (p. 320).

There are many checks and balances in San Francisco's

local political system. The City and County's governance is

shared by the Mayor and an 11 member Board of Supervisors

elected on a city-wide basis. This power is then fragmented

among a variety of commissions. Each of the departments

under the Mayor's jurisdiction is headed by a board or
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commission appointed by the Mayor. The executive head of

each department is appointed by the Mayor or the appropriate

board or commission. Consensus is difficult to achieve with

the large number of key players in San Francisco politics

(SFSC, 1984). Castells (1983) writes that, "The real

problem with this unstable and fragile political domination

is that it prevents local governments taking any major

social or economic initiatives" (p. 102). The city employs

24,000 civil service workers, almost twice the number of the

state average (Maher, 1988; Ross, 1988).

The early 1980s ranked among the top financial years in

the city's history (Maher, 1988). More recently, San

Francisco has been hindered by the impact of the largest

budget deficit ever (Ross, 1988). In response to the $179

million dollar deficit in fiscal year (FY) 1988-89, the city

trimmed $70 million in expenses, in part by laying off more

than 200 employees and eliminating 1,100 mostly vacant

positions; saved about $45 million by freezing city employee

salaries; raised $14 million in business and other taxes;

and hiked Muni Railway fares and other fees to produce an

extra $27 million dollars. Yet, the city's fiscal problems

remain far from over (Ross, 1988).

SAN FRANCISCO 'S AGING SERVICES NETWORK

This section of the chapter uses secondary data sources

and factual information gleaned from the case study

interviews to describe the complexity of the service network
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for the elderly in San Francisco. A confusing array of

specialized public, nonprofit, and private organizations

exist to address the needs of the large and growing elderly

population.

MAPPING THE PUBLIC SYSTEM

OF SERVICES FOR THE ELDERLY

Commission on the Aging

The 1973 amendments to the Older Americans Act (OAA)

assigned states the responsibility for designating area

agencies on aging (AAA) : to plan, coordinate, and fund local

community-based service organizations in an effort to

establish comprehensive local planning and delivery systems

for the elderly. These AAAs could be of public or nonprofit

auspices. This shift of power from the national level to

regional planning bodies functioned to move the policy

process into the interest group system resulting in

maintenance of the status quo (Estes, 1979).

The San Francisco Commission on the Aging (COA), a City

and County department, is the designated AAA of San

Francisco. The COA is the single agency in the city

specifically charged with supporting and developing a

"system" of services for elderly San Franciscans. The

governing body of the COA is a seven member commission

appointed by the Mayor. A 22 member advisory council to the

Commission, appointed by the Board of Supervisors and COA

commissioners, works closely with the community to advise
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the agency. Both have representation from the diverse

geographic areas and ethnic populations in the city.

(To collect data, the researcher interviewed three COA

staff members and one former member of the advisory council.

In addition, she attended four of the monthly meetings of

the Commission.)

The mission of the COA is "to secure and maintain

maximum independence and dignity in a home environment for

older individuals capable of self care with appropriate

supportive services; remove individual and social barriers

to economic and personal independence for older individuals;

and provide a continuum of community-based and in-home care

for the vulnerable elderly, thereby avoiding premature or

inappropriate institutionalization" (SFCOA, 1988, p. 2). To

achieve these goals, the COA acts as a contracting agency,

having formal arrangements with 36 community-based nonprofit

and three public agencies to provide direct services to San

Franciscan's over the age of 60. Major emphasis is placed

on serving persons in the greatest social (i.e., over age

75, frail, living alone, and/or those with

language/communication barriers) and economic need. The

Commission also reports having informal relationships with

83 organizations including foundations and corporations

(SFCOA, 1988). Interorganizational patterns are an

indicator of the strategy used by an area agency on aging to
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affect the environment (Newcomer, Estes, Benjamin, Swan, and

Penguillan-Shea, 1982).

The COA receives federal OAA and United States

Department of Agriculture (USDA) dollars, state senior

program funds, and local money. As per a 1978 ordinance of

the San Francisco Board of Supervisors, aging services

programs in the city get one-third of the Off-Street Parking

Tax Collections plus the annual interest. (The other two

thirds goes into the city's General Fund). The total dollar

amount of the AAA budget in FY 1986-87 was approximately $15

million. Of this total, 40% came from local parking tax

funds, 24% from client contributions/in-kind, 18% from Title

III of the OAA, 8% from private foundations/grants, 7% from

the USDA, and 4% from state funds [IHA, DRG Study, 1985–88).

Table 6-1 compares the budget source percentages for AAAs in

FY 1986–87 in the five-county San Francisco/Oakland SMSA.

San Francisco stands out as a county that is extremely

generous in the provision of local funding for aging

services. This local funding insulates San Francisco from

fiscal constraints exercised on the state and federal

levels.

In its early years, there was much conflict between the

COA and community-based providers (AOA, CDA, and SFCOA.,

1987). Intense competition among community-based service

providers prevailed. These agencies were required to

testify and justify to the Commission their unique proposals
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for funding. There was a very real need to protect their

own territory. During this time, aging programs in the city

received unfavorable attention. The Commission was

criticized for high administrative costs and deficiencies in

contracting procedures. There were approximately ten

directors from the mid 1970s to 1982.

The present director, who has been in office since

1982, has been successful in bridging the gap between the

COA and the community-based provider agencies. Since 1982,

there have been improvements made in the contracting

procedures of the COA and the fiscal system. Existing

contracts are now renegotiated on an annual basis.

Contracted agencies are dropped only because of non

production. From the mid to late 1980s, the Commission has

played a major role in mediating disputes and promoting

cooperation and coordination in the aging services network

in San Francisco (AOA, CDA, and SFCOA, 1987). (The case

study interviews confirm the above secondary data).

In addition to the COA, other city departments play a

role in funding and supporting services for San Francisco's

elderly population. These include the Department of Public

Health (DPH) , Department of Social Services (DSS), Housing

Authority, Public Utilities Commission (PUC), Mayor's Office

of Community Development, Department of Recreation and

Parks, and Police Department. The DPH and DSS are key city

agencies that address the needs of elders.
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Department of Public Health

The San Francisco Department of Public Health (DPH),

the largest agency in city government, operates the Office

of Senior Health Services responsible for providing health

and health-related services to elders throughout the city.

This office administers: the Senior Information, Referral,

and Health Promotion Program; Senior Medication (SRx);

Eldercare; and a primary health care clinic at North of

Market Senior Services. One of the newest programs

coordinated under this office is the Community Home Injury

Prevention Project for Seniors (CHIPPS). Briefly, the

Senior Information, Referral, and Health Promotion Program

provides 24-hour telephone information on all senior

resources, in addition to offering educational, consumer,

and health promotion services. Senior I & R (as it is

popularly called) was transferred from the COA in 1983 and

is jointly funded by the DPH and the COA. This program

serves as one of the major entry points into the network of

services for the elderly in the city. There were 19,000

total contacts with this program in FY 1987-88. SRx is a

medication management health education program targeted to

senior consumers and health care providers in the Bay Area.

The Eldercare program historically offered comprehensive

case management for low-income, frail elders receiving

primary care through the county health system. In January

1989, Eldercare merged with geriatric public health nursing
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to produce a comprehensive geriatric case management program

for all elders living in the city. North of Market Senior

Services, (funded by the DPH, COA, and private grants),

provides medical care and social services to residents of

the Tenderloin.

In addition, the DPH manages San Francisco General

Hospital, a licensed 382-bed general acute care facility and

Laguna Honda Hospital and Rehabilitation Center, a 1, 202-bed

long term care facility (the largest public nursing home in

the country). These institutions are the primary providers

of acute and long term care to low-income patients in the

city. Laguna Honda also administers community-based

services such as the adult day health center and senior

nutrition program, the latter with the assistance of COA

funds. In addition, the DPH manages five district health

centers.

The San Francisco DPH is unique because it also

includes community mental health services in its mandate.

Geriatric Mental Health Services is responsible for

geriatric long term care facilities, outpatient and day

treatment services, home visiting services, case management,

residential facilities, and other programs. The newest

under this unit is the Senior Homeless Outreach and Reentry

Project which provides outreach, case management, and

housing placement services to the homeless, mentally ill,

elderly.
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(The researcher interviewed four administrative

representatives of the DPH in addition to several I & R

specialists.)

Department of Social Services

The Adult Services Unit, within the Department of

Social Services (DSS), administers the In-Home Support

Services Program (the largest component within the DSS) and

Adult Protective Services.

In-Home Support Services

In-Home Support Services (IHSS) is an entitlement

program, funded by federal, state, and local dollars, which

provides assistance to aged, blind, and disabled individuals

who are unable to remain safely in their homes without the

assistance of non-medical personal services. Two methods of

IHSS delivery are used in San Francisco: (1) the independent

provider (IP) mode in which services are given by

individuals sought and hired by the client; and (2) the

contract mode in which the DSS contracts with a private

agency (Remedy) to provide IHSS to clients. In San

Francisco, 80% of IHSS is rendered via the IP mode. Under

this arrangement, the elderly person, as employer, pays the

in-home attendant the minimum wage ($4.25 per hour). Most

IP workers are neither trained, supervised, nor monitored.

Remedy is paid $10.70 an hour for their workers. These

workers primarily serve clients with cognitive impairments

and those needing less hours of care.
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A consortium of seven community-based organizations

banded together in 1983 to tackle many of the problems of

the IHSS system. This group incorporated as a nonprofit

organization in 1985 and, with the assistance of state and

local government, has since succeeded in creating a

Community IHSS Model. DSS will begin contracting with the

Consortium in June 1990; the Consortium will then

subcontract to its member agencies to train the IHSS

workers, deliver, and monitor services. The Community IHSS

Model provides a single entry point for in-home support

services and geographically will serve the entire city.

Also, via the Community IHSS model, elderly clients can be

more easily referred to existing long term care services

thereby increasing access and possibly lowering IHSS costs.

Adult Protective Services

Even though the reporting and investigation of elder

physical abuse cases are mandated by a 1984 state of

California statute, the Adult Protective Services (APS)

program within DSS receives limited funds to carry this out.

APS provides short-term crisis assistance, placement, and

follow-up services. The San Francisco Consortium for Elder

Abuse Prevention, a coordinated service program of 52

agencies, shares responsibility for following cases referred

to the APS. Furthermore, the Consortium provides back up,

training, technical assistance, and support to agencies in
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the city so that they may serve their own clients who have

been abused.

(This researcher interviewed two officials from the DSS

in addition to representatives from the IHSS Consortium and

the San Francisco Consortium for Elder Abuse Prevention.)

INSTITUTIONAL AND COMMUNITY-BASED LONG TERM

CARE SERVICES FOR THE ELDERLY

San Francisco is regarded by public officials and

community-based providers alike as a resource rich service

community with numerous agencies and systems providing

institutional and community-based long term care. Critics

recognize however, that the vast array of long term care

services does not constitute an articulated or comprehensive

"system" of care, but rather a loosely organized continuum

(Hanes Spohn, 1988b).

Some of the institutional and community-based services

for elders in the city were in operation long before the

Commission on the Aging was established. For example, Mount

Zion Hospital and Medical Center, a 400-bed teaching

hospital has been involved in older adult services for 35

years and was the first in the country in a number of areas

in geriatrics (e.g., hospital-based home health agency).

Institutional Care

Hospitals

There are 17 acute care general hospitals in San

Francisco with a total capacity of approximately 4, 867 beds.
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In 1984, the average occupancy rate for hospitals in San

Francisco was a Bay Area low of 48.3% : this is also

extremely low compared with national statistics. However,

the average stay (in days) was longer in San Francisco than

in hospitals in other Bay Area counties (see Table 5-9).

The majority of hospitals in the city are involved in

providing services for the elderly. Mount Zion Hospital and

Medical Center's Institute on Aging currently operates 17

specialized geriatric services including an Alzheimer's day

center, geriatric assessment, and elder abuse prevention

program.

[This researcher interviewed one hospital

representative. In addition, qualitative responses from six

San Francisco discharge planners interviewed for the

telephone survey (Phase One) are included in this analysis. J

Nursing Homes

There are 29 skilled nursing facilities (SNFs) and

hospitals with SNF beds (22 free-standing and 7 hospitals

with SNF units) in the City and County of San Francisco for

a total of 3,360 nursing home beds. The average occupancy

rate for SNFs in San Francisco in 1984 was 90.3% (DHS,

1986). Secondary source data support the reports of many

case study respondents that there is a severe shortage of

SNF beds for Medi-Cal recipients in the city. This problem

is not unique to San Francisco however, but prevalent

throughout the country (Doherty and Kaufman, 1988). Elders
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needing institutional long term care and lacking financial

resources are often sent to other Bay Area counties. In a

recent study conducted by the San Francisco Ombudsman

Program, findings revealed that 30% of Medi-Cal patients had

to leave the city and 80% of these were heavy care patients

(Doherty and Kaufman, 1988). (The Ombudsman Program is

mandated by the state to investigate patient/client

complaints in nursing homes, residential care facilities,

and adult day health centers).

Pre-Admission Screening (PAS), a 1986 state mandated

program operates in the City and County of San Francisco.

This program identifies Medi-Cal and Medicare/Medi-Cal

individuals who, although eligible for SNF placement, could

be diverted prior to admission to a nursing home and receive

home and community-based services. The program also

requires that all persons admitted to a long term care

facility for a short stay be reviewed monthly, for up to

four months, for their ability to return to home with the

support of community-based services. As of August 1988,

there were no diversions; all of the referrals to the PAS

office were accepted and given either short-term or long

term approval (Israel-Connolly, 1988).

[The purposive sample for the case study research

included a representative of the San Francisco Ombudsman

Program. Also, qualitative data from two San Francisco
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nursing home directors, interviewed by telephone in 1986 and

1987 (Phase One), are included in the analysis. J

Hospices

There is limited hospice care for elderly patients in

San Francisco. About one-quarter of the 15 beds in Coming

Home Hospice are for elderly patients; the remaining are for

patients with AIDS. Laguna Honda Hospital has recently

converted a ward of the hospital into an eight-bed,

inpatient hospice unit which will eventually be expanded to

30 beds. Hospice by the Bay is a relatively new home-based

program (restarted in 1986) providing care primarily to

elderly patients (and their family members) during the late

stages of a terminal illness. This program contracts for

four beds with a SNF for those patients requiring hospice

care and unable to stay at home. (This researcher

interviewed one representative of a hospice program in San

Francisco. )

Community-Based Long Term Care Services

In San Francisco, there are approximately 35 agencies

that provide home health care, homemaker chore, or home

health aide services (OSIRHP, 1987). This information

includes results of interviews with five agencies that own

or operate a home health care program in addition to

qualitative data from six San Francisco home health care

providers surveyed by telephone in 1986 and 1987. Other

community-based long term care services discussed include:
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residential care facilities, case management, adult day

health care, respite, home-delivered meals, senior

centers/congregate nutrition, and state demonstration

projects.

Residential Care Facilities

In the state of California, residential care facilities

are considered community-based services rather than

institutional facilities. There are 192 licensed

residential care facilities (RCFs) in San Francisco. The

average facility has six beds. It is a state law that if a

person has a cane or walker, crutches, or is mentally

impaired, s/he is not allowed to climb stairs and barred

from being a resident of many residential care facilities.

Hence, many elderly persons who could benefit from

residential care are being forced into nursing facilities

outside of the county. The San Francisco Association of

Residential Care Homes (SFARCH) originated in 1981 to deal

with this issue as well as to improve and preserve the high

standard of care for residents of this "viable long term

care alternative." (The researcher interviewed one key

representative of SFARCH and one of its member agencies.)

Case Management Services

Seventeen case management programs facilitate access to

and the coordination of services for frail elders in San

Francisco. Each has its own eligibility criteria and

service package. Jewish Family and Children's Services
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provides a unique time-limited (eight-week) intensive case

management program for elders recently discharged from the

hospital or in an acute crisis in the community. Since most

of the existing case management programs were not able to

respond in a timely manner, the "Seniors-at-Home Program"

was established in direct response to the "quicker and

sicker" hospital discharges under the Medicare PPS. [The

average waiting period for case management services in San

Francisco is 16 days (OSIRHP, 1988) J. Support Services for

Elders provides financial case management to frail elders in

the city. (The researcher interviewed representatives of

nine agencies that provide case management services to

elders in San Francisco.)

On Lok and the

Adult Day Health Network

On Lok's Risk Based Community Care Organization for

Dependent Adults (CCODA) began in 1972 as an adult day

health center serving frail and minority elderly residents

of San Francisco's Chinatown and neighboring communities.

Supported by a Medicaid demonstration grant from 1974 to

1978, it became the model for California's adult day health

care legislation passed in 1977. Because of its innovative

and successful programmatic and payment methods for

providing long term care services, Congress gave On Lok a

permanent waiver from usual Medicare and Medicaid

reimbursement policies in 1986.
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On Lok is a coordinated, comprehensive, long term care

system designed with the philosophy and financial incentives

to keep people in their homes and communities as long as

medically, socially, and economically feasible (Zawadski and

Ansak, 1983). On Lok's CCODA is an alternative long term

care service delivery and financing system. This program is

unique in that it provides the full range of needed health

and social services for its participants on an at-risk

capitation basis. It is a "one-door" entry program.

Because participants are locked in and On Lok is responsible

for all the care they need, it is impossible for the

organization to shift costs elsewhere (Zawadski and Ansak,

1986). The San Francisco Foundation recently awarded a

grant to the Adult Day Health Care Network to study the

feasibility of replicating the On Lok model in the city.

In 1982, San Francisco's Adult Day Health Planning

Council designated five organizations to become licensed

adult day health centers (ADHCs) and join those in existence

at On Lok and Mt. Zion Hospital. These seven centers are

strategically located throughout the city thus making San

Francisco the first city in the country to have a city-wide

adult day health care network. The centers are responsive

to the diverse ethnic and language requirements of

participants in each neighborhood.

The Adult Day Health Network, created in 1983,

represents a unique approach to long term care service
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delivery. The Network functions as a joint fundraising and

advocacy body providing technical assistance, staff

training, transportation, marketing, and outreach for the

ADHCs in San Francisco. United Way of the Bay Area serves

as the fiscal agent of the Adult Day Health Network.

[Two representatives of adult day health care programs

in San Francisco were interviewed for this case study

research. In addition, the telephone survey (Phase One)

included four adult day health providers in the city.

Qualitative data from these interviews are also used in this

analysis. J

Respite Services

"Respite is a win-win solution for the caregiver, the

person receiving care, and our society" (Bruckner, 1988).

Even so, respite care is in short supply in San Francisco.

On Lok has four beds, Kimochi one, the Recreation Center for

the Handicapped four, and Laguna Honda has two beds. Some

residential care facilities, hospitals, and skilled nursing

facilities in the city offer this service. The Family

Survival Project and the Linkages program provide a limited

amount of in-home respite. The Independent Living Resource

Center presently sponsors a respite care registry. Adult

day health care has also been referred to as a program which

provides respite for the informal caregivers of elderly

clients. In addition, respite care for elders with

Alzheimers and other dementias is available every Saturday

•
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at St. Mary's ADHC. (Four providers of respite care were

interviewed for the San Francisco case study.)

Home-Delivered Meals

Meals-on-Wheels (MOW) is the largest and oldest of nine

providers of home-delivered meals to the elderly in San

Francisco. The COA allocates funds to them. MOW manages

the Clearinghouse for Home-Delivered Meals, a coordinating

system for all such programs in San Francisco. The

Clearinghouse was started in 1985 and serves as a mechanism

to avoid duplication of services by providing a central

intake point and prioritized waiting lists. (The researcher

interviewed a representative of the Clearinghouse and two

providers of this service.)

Senior Centers/Congregate Nutrition Sites

There are 127 senior centers and clubs in the city and

65 congregate nutrition sites. Many nutrition sites are

located in multipurpose senior centers which serve the

various ethnic groups in the city. These centers function

as entry points into the network of long term care services

for the well-elderly. In addition, there are seven agencies

providing social day care programs for them.

[This researcher interviewed four senior center

representatives. In addition, qualitative findings from

three senior center directors, surveyed by telephone (Phase

One), are reported in the analysis. J
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State Demonstration Projects

San Francisco is also the site of many state

demonstration projects designed to provide community-based

long term care services to the elderly. These include: the

Multi-Senior Services Program (MSSP), Linkages, the Health

Insurance Counseling and Advocacy Project (HICAP), SEED

project, Independent Living Resource Center (ILRC), and the

Family Survival Project (FSP). Briefly, MSSP provides case

management services to frail elders who are Medi-Cal

eligible and certified for placement in a nursing home,

while the Linkages program renders these services to the non

Medi-Cal adult population. HICAP is designed to assist

elders with health insurance claims and the selection of

policies. It also provides help with advocacy for Medicare

appeals. SEED, a program jointly sponsored by the COA, DPH,

and DSS, attempts to develop a more coordinated and

comprehensive community-based long term care program in the

city. ILRC provides elderly and other clients with

independent living skills and additional services. The FSP

offers direct services to family caregivers of persons with

brain impairments. (Five representatives of the various

state demonstration projects were interviewed for the case

study research.)

Other Community-Based Resources

Additional resources that contribute to the diversity

and complexity of community-based long term care services in
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San Francisco include: housing programs, transportation

services, legal assistance programs, crime prevention

programs, friendly visitor and telephone reassurance

programs, and employment services for the elderly. Housing

and transportation are critical components of the service

package for the elderly in the city where there are 22

senior housing developments. Also, Independent Housing

Services (IHS) contracts with the city to provide emergency

relocation and housing counseling for elderly and disabled

persons. Recently, IHS and other community agencies have

united to create a coordinated system of housing referral

and placement and a homelessness prevention project (i.e.,

the San Francisco Housing Consortium Clearinghouse).

Regarding transportation, a state law was passed in

1977 to provide accessible transportation for elderly and

disabled individuals. This resulted in the creation of the

San Francisco Paratransit System. This system includes

group van services, lift equipped vans, and discount taxi

services and is funded by the Public Utilities Commission

(PUC), COA, and the Mayor's Office of Community Development

(Disque, 1988). In 1984, all COA transportation contracts

were consolidated with the Paratransit System.

Other resources that deserve special mention include

the University of California, San Francisco (UCSF) Institute

for Health and Aging (a center conducting research on public

policy and issues affecting health care and aging) and the
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Bay Area Independent Elders Program (a collaborative effort

of three Bay Area foundations with the goal of developing a

system of community-based long term care for impaired and

frail elders in San Francisco and the larger Bay Area). In

addition, the Living-at-Home Project, a three-year

demonstration funded by private foundations to help elderly

persons "age in place," operates in San Francisco.

Finally, it is crucial to highlight the work of the

Coalition of Agencies Serving the Elderly (CASE). In

addition to the more nationally known advocacy groups (e.g.,

Gray Panthers, Older Women's League), CASE plays a central

role in advocating services for San Francisco's elderly.

"As an agent of change, CASE has experienced phenomenal

success and high levels of community acceptance in its

program development, public and social policy formation,

advocacy, and technical assistance and training" (Weeden and

Linehan, 1987). As a coalition of approximately 100 members

(60 agency members and 40 individuals), CASE was started in

the early days of the COA (1975) by directors of about 15

agencies, who received one-time only Older American's Act

monies, to explore on-going funding bases. Directors

continued to meet and invited other community agencies to

participate. CASE has been instrumental in conceptualizing,

planning, and organizing special projects which have become

agencies providing critical services in the city (e.g.,

Support Services for Elders, Consortium for Elder Abuse
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Prevention). Presently, this group is sponsoring the

Transitional Housing Task Force for frail and abused elders.

(Representatives of CASE and many of the other community

resources described above were interviewed for this

research.)

SOCIO-DEMOGRAPHICS OF THE ELDERLY

POPULATION IN SAN FRANCISCO

According to 1980 Bureau of the Census data, 20.3% of

the total population of San Francisco is composed of persons

over the age of 60 (U.S. Census, 1980) (see Table 6-2).

Slightly more than 15% are over age 65 and 6.4% are over age

75. Table 6-3 shows that between 1980 and 1987, persons

over 65, 75, and 85 years of age have increased in both

number and percentage. According to these projected figures,

those 65 and over rose to 16.9% of the population in San

Francisco in 1987, while those over age 75 increased to

7.7%. San Francisco is an "older" community compared with

the other metropolitan areas in the five-county San

Francisco/Oakland SMSA (see Table 5-3).

There are certain neighborhoods where the percentage of

elderly people exceeds the city-wide average (SFDPH, 1982).

These include the Sunset Park Merced, the North of Market

and South of Market, Chinatown and North Beach, the Western

Addition, Hayes Valley, and Marina districts. The

percentage of the elderly is lower than the city average in
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the largely Mexican and Black areas of San Francisco (e.g.,

Mission district, Bayview Hunters Point, Potrero Hill).

In San Francisco, approximately one-quarter (23.1%) of

all those over the age of 65 are of minority status. This

figure does not include persons of "Spanish origin" who

account for 7.1% of the elderly population (see Table 6-2).

In 1980, the number of elderly living alone in the

Tenderloin (70%) was about twice the city average (NOMSS,

1986).

FINDINGS

The constant comparative analysis method whereby the

researcher corroborated or validated the data presented by

the sample of respondents was used to produce the findings.

The San Francisco case study incorporates the perspectives

of public agency officials and community-based

organizational providers on changes in access to long term

care services since the implementation of the Medicare PPS.

First, the conditions or structures underlying changes in

access to care are explained. Then, the tactics/strategies

(or processes) used by agencies to deal with these shifts

are reviewed and ultimately linked to consequences for

elderly clients, formal and informal supports, and the

larger community. These broad categories were derived from

the grounded theory literature (Strauss, 1988).

The conditions, strategies, and consequences were

analytically derived form the respondents' replies to a
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semi-structured, open-ended interview guide (see Appendix

B). The guide contained specific questions and a checklist

of issues to be explored. The interviews focused on

clients, services, the organization, the community, and

effects of the Medicare PPS. The specific questions were

aimed at collecting data on changes in the past few years

in:

o organization clientele;

o staff, budget, and services;

o links between client changes and the Medicare PPS ;

o the demand for and access to services;

o the adequacy of the supply of health and social

services in meeting the needs of the elderly;

o the most significant unmet needs for services among

the elderly; and

o types of elderly people not being served and reasons

why.

In addition, the following set of issues was explored:

o Medicare PPS effects and the general effects of

other policy on community-based long term care

services; and

o the fiscal condition in the city/state and its

effects on service provision.

Qualitative reports from organizational providers and key

informants interviewed via the telephone survey are also

presented. Furthermore, this researcher recounts
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information gained from attendance at numerous community

meetings and secondary source data.

PUBLIC AGENCIES

Fifteen respondents from three city government

departments were interviewed for the San Francisco case

study. These agencies provide both indirect and direct

services to San Francisco's elderly population.

Conditions

The conditions or structures underlying recent changes

in access to care discussed by public agency representatives

include: resource supply and demand, service barriers,

demographic shifts and client changes, economic and

political factors, and, specifically, the effects of the

Medicare PPS. All of the above conditions are

interconnected.

Resource Supply and Demand

Many of the public agency officials stressed that San

Francisco is well-stocked with health care and social

services for the elderly. There are a multitude of

resources for providing community-based long term care in

this "service rich" city. Even though San Francisco is not

lacking in resources, there are some underserved areas

within its geographical boundaries. The majority of public

agency representatives acknowledged that the Oceanside,

Merced, and Ingleside (OMI) neighborhoods have a large and

growing population of "needy seniors but a dearth of
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services." Furthermore, there was general agreement that

often the supply of a particular service does not adequately

address the need. Consequently, there remain many unmet

needs for services for elders throughout the city.

In general, public officials perceived there to be a

gap in services for the frail elderly. More specifically,

many talked about a limited supply of in-home support

services (e.g., homemaker chore) and nursing home beds.

City officials were also likely to report gaps in housing,

transportation, and mental health services. A number of

public informants spoke of the "time bomb disaster" in

housing whereby federal money (Housing and Urban Development

subsidies) for senior hotels is due to expire over the next

few years. "If senior hotels convert back to private market

residences, then we will see major housing problems for

elders in the city." Furthermore, there is only one short

term residential treatment facility and no locked psych

facility for elders in the city.

In recent years, the demand for many services has been

growing. Increasing demands for paratransit services, adult

day health care, services relating to elder abuse, home

delivered meals, in-home support services, and home health

care were all mentioned several times. One public official

summed up the sentiments of many: "The demand for services

for those released from the hospital, unable to care for

themselves, and still needing care in the home has increased
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in the past few years." This comment speaks to some of the

consequences of the Medicare PPS.

Service Barriers

Many city officials reported barriers to the effective

delivery of services for the elderly in San Francisco.

Among these were the: diversity of regulations, inadequacy

of funding sources, and varying definitions of certain

service programs. Staff cuts and difficulties in getting

persons to work in low wage caretaking positions were also

noted as factors. Another problem identified by a number of

public sector respondents was the lack of coordination

between hospitals and outside community agencies. "Most

hospitals do not have sophisticated systems linked with the

community. If there is no linkage and coordination, then

the patient is readmitted in worse shape and stays longer."

Demographic Shifts and Client Changes

Another condition linked to the increasing demand for

care mentioned by many public officials is the

"local/national trend of the demographic bump of seniors 75

and over." Two other demographic shifts in the city were

described by many respondents: (1) the influx of elderly

refugees (particularly Southeast Asians and Central

Americans); and (2) the increase in the number of persons

with AIDS.

According to the majority of city officials, the needs

of the elderly have changed as well. Service needs have
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become more complex; more clients need a comprehensive

package of care. Furthermore, the level of severity of many

clients' conditions has increased.

Economic and Political Factors

City officials addressed some of the fiscal limitations

on the federal, state, and local levels. One respondent

expressed the sentiments of many when stating that, "Federal

dollars went first, the state increased to respond to these

cuts, then this money went down; now the city money base is

also threatened."

Yet, many responded that local funding for services for

the elderly makes San Francisco special. In fiscal year

1986-87, 40% of the COA budget came from local sources (see

Table 6-1). Local parking tax money, one-third of which

goes to support services for the elderly, has "cushioned"

federal and state cuts. Some said that within city

government there exists the sentiment that the elderly have

better than their fair share of services and should not be

fighting for more.

Effects of the Medicare PPS

Many of the public agency respondents mentioned that

cost-containment policies, specifically the Medicare PPS,

have contributed to changes in access to care. Under DRGs,

elderly patients are being discharged from the hospital

"quicker and sicker" (e.g., with catheters, IVs, unhealed

wounds). In addition, there have been an increasing
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occurrence of Friday afternoon discharges and "if the

elderly persons' rent is not paid, their place [hotel) may

not be available anymore." One city official expressed the

view of the majority when stating that, "Since the

introduction of DRGs, all agencies have been overwhelmed and

the need for more specialized services has increased."

Tactics/Strategies

Public officials acknowledged that agencies used

certain tactics/strategies to operate under the above

conditions. Measures used to curtail access included:

establishing waiting lists, initiating and increasing fees,

and denying services. Efforts at cooperation and

coordination increased and functioned to improve access to

Care .

Access Barriers

The majority of city officials indicated that many of

the agencies that provide services to the elderly in San

Francisco are presently operating waiting lists. A few

respondents expressed the sentiment that, "San Francisco can

be considered service poor because waiting lists are so long

for so many services." Exceptionally long waiting lists

were reported for home-delivered meals and the Linkages

program. Respondents mentioned that, over the past few

years, some agencies have established or increased fees.

Furthermore, numerous reports were made of service denials

for Medi-Cal eligible persons needing nursing home care.
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Improved Access

Public agency personnel were more likely to talk about

measures being taken to improve access to care for the

elderly in San Francisco. These tactics/strategies fall

under the multiple headings of cooperation and coordination.

One informant's comments summarize the interview findings

quite well:

We have all of the components comprising
community-based long term care in San Francisco
and we are working towards a comprehensive
system. The major push for the next year or so is
to work with the system of human services to
better coordinate, communicate, and lessen
duplication of services. This is the only way to
break through to another level. The funding may
not be there to support us but we need to go
forward. . . The more we can integrate and share
resources, the more we will be able to maximize
res Our Ce S.

According to a number of public officials, coordination

has been operating for some time on the service provider

level but "recently it has broadened and increased to the

public domain." Since 1986, an interagency task force on

aging, composed of representatives from the Commission on

the Aging (COA), Department of Public Health (DPH),

Department of Social Services (DSS), and Housing Authority,

has been meeting monthly to plan collaboratively and provide

services for the city's elderly population. The goal of

this task force is to increase communication and cooperation

among city departments and to pool resources in the

provision of services to the elderly. In addition, the SEED

* ,

º
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project was initiated in 1986 by the COA, DPH, and DSS to

coordinate case management and other programs providing long

term care and to increase communication among these

providers. The network of community-based agencies that

participated in SEED now use a common assessment tool and

client intake form. Also, the COA has numerous memoranda of

understanding (MOUs) with other city departments (e.g., DPH,

DSS, PUC) to fund programs for the elderly jointly. In many

cases, the COA has taken full responsibility for monitoring

these interagency projects.

Numerous city officials highlighted the many coalitions

and consortiums operating in San Francisco. These include

the : Consortium for Elder Abuse Prevention, Home-Delivered

Meals Clearinghouse, Adult Day Health Care Network, IHSS

Consortium, San Francisco Community Clinics Consortium, Bulk

Purchase Consortium, CASE, Geriatric Mental Health

Coordinating Committee, San Francisco Benefits Eligibility

Consortium, and San Francisco Housing Consortium

Clearinghouse. Coalitions in the aging network in San

Francisco are considered to be a "social norm." "To work in

isolation in this city is unacceptable." A small number of

city officials were critical of this mode of operation. "We

need to cut down and consolidate these coalitions. Everyone

has their [sic] own agenda."
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Consequences

Public officials spoke briefly about some of the

consequences of the specified conditions and

tactics/strategies. The shortages of certain services,

measures to tighten access (e.g., initiation of waiting

lists), and increased demand for care, all contribute to the

shifting of the burden of care from the formal sector to

informal caregivers (i.e., family members, neighbors,

friends). If no informal supports are available (as is the

case with many elders living in the Tenderloin) and private

funds are lacking, the elderly may fall through the "safety

net" into the "no care zone."

COMMUNITY-BASED AGENCIES

In addition to public officials, a total of 27

representatives of community-based health and social service

agencies, advocacy organizations, and other relevant

informants in the City and County of San Francisco were

interviewed (see Table 4-5) using the semi-structured, open

ended interview guide described above. Alongside of these

case study findings are qualitative data from telephone

surveys with 25 of San Francisco's community-based service

providers (Phase One) and two local key informants. This

section reviews the environmental conditions, organizational

and community tactics/strategies, and consequences reported

by these respondents.
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Conditions

The conditions underlying recent changes in access to

care reported by representatives of community-based service

agencies are categorized into: resource supply and demand,

service barriers, demographic shifts and client changes,

economic and political factors, the effects of the Medicare

PPS, and other structural changes in the delivery of health

Care .

Resource Supply and Demand

The demand for community-based long term care services

has increased greatly in the past few years. Numerous

service providers referred to the rising demands for home

delivered meals, IHSS, transportation, housing, and case

management services. Some of these increases were so great

that, for example, one informant stated, "If you put 200

additional home-delivered meals into service, the waiting

list would grow to hold another 200 in six months." A

number of respondents attributed the growing demand for

home-delivered meals and other services to the "quicker and

sicker" hospital discharges of elderly patients under

Medicare's DRG policy. The frustrations experienced by many

of the community-based respondents were summed up by this

one provider, "Our hands are tied because of limited

resources."

Many of those who participated in the case study also

referred to the City and County of San Francisco as a
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"service rich" environment. Aging services are a "crowded

field" and are "saturated." "If you added another case

management program in San Francisco, you would topple the

cake." Some attributed the large number of services in the

city to the myriad of well-educated, dedicated, and

sophisticated leaders in the field. Also, the "generosity"

of city government in allocating a portion of parking tax

money to aging services was regarded as having a "phenomenal

impact" on the composition of the network.

Even with the plethora of agencies in San Francisco,

the needs of the large and growing elderly population are

not adequately met. One respondent's comments captured the

sentiments of many: "Resources are available but the needs

are great and growing." Some providers raised the question

of whether it may be more appropriate to ask whether San

Francisco has enough of a particular service since, in many

cases, the need far exceeds the capacity.

Many observed that one of the scarcest resources for

elders in San Francisco is nursing home care. These

respondents also mentioned that housing and transportation

were in short supply. Affordable housing "is lacking and

needed at every level: individual, group, hospice, and

respite." Since housing is part of the long term care

continuum and independent housing is central to the

provision of community-based long term care, the shortage of

this basic human need has ripple effects. In relation to
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transportation, many expressed the sentiment that without

transportation frail, homebound elders would remain

isolated. Service gaps were noted also for hospice care and

for home health services (for those unable to pay privately

and not eligible for Medi-Cal reimbursement).

The 25 community-based providers interviewed by

telephone (Phase One) pointed out the service gaps in San

Francisco to be attendant care, transportation, housing,

mental health services, respite, and crime/security (in this

order). There is much agreement between these survey

findings and the case study data.

Service Barriers

Community-based providers reported that service

barriers take the following forms: staff cuts, inadequate

training of staff, insufficient hours, stringent eligibility

requirements, inadequate reimbursement, and reimbursement

denials. A number of these limitations were linked to the

In-Home Support Services program. Inadequacies around

regulations and reimbursement were most often cited as

barriers to home health care delivery.

Demographic Shifts and Client Changes

Many providers spoke of the changing numbers and

characteristics of elderly clients in the city. They

referred to the increasing frailty levels of elders

receiving care in the home and community. Some of these

shifts were linked to the growing number of resources now
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available which enable people to stay in the community

longer (i.e., "age in place"), the increasing number of

those aged 75 and over, and the effects of the Medicare PPS

(specifically that of shifting care from the hospital to the

home). Providers also addressed the effects of AIDS on

services in the city. The Hospice of San Francisco,

established to care for older persons, is now primarily

serving patients with AIDS. Furthermore, many said that the

numbers of homeless elderly, older immigrants, and persons

with Alzheimer's disease have increased in recent years.

Economic and Political Factors

The majority of respondents critiqued funding

limitations on the federal and state levels. Federal

policies (namely the Medicare PPS) were criticized for

shifting care from the institution to the community "without

the money to follow." There was agreement that the state of

California has been "making policies with no monies

attached" (e.g., elder abuse).

Many respondents acknowledged that the City and County

of San Francisco has been undergoing difficult financial

times, as well. Some commented that because the COA has

helped to "insulate the budget ax from aging programs," they

have not felt the city budget crisis. (In FY 1988-89, the

COA was the only city department that gave contractors an

increase in funds. These were to be used for operating

expenses only). Also, local parking tax revenues supplement R
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state and federal funds for aging services in the city. "In

San Francisco, the Older American's Act allocation and state

match pales in comparison with city parking tax dollars"

(see Table 6–1).

Providers commented on the political realities within

the city which have helped to create the aging services

network. One respondent summarized the views of many when

stating, "San Francisco politics have created a separated

and overlapping aging services delivery network." What has

developed is a "topsy turvy" rather than a planned "system."

In addition, they remarked that the COA is partial to

funding existing services to the detriment of supporting

long term care planning and programs. Some mentioned that

the funding of existing services by the COA is in conflict

with certain shifts affecting the "system," specifically the

rise in the number and needs of frail elders. "Long term

care is now front row center. That is where the game is

now." Alongside these demographic changes is the push for

alternatives to institutionalized care, particularly care in

the home or the ability to "age in place." The viability

and value of services that cater to the "well-elderly"

(e.g., senior centers, congregate meal programs) are

increasingly in competition with those that service the

frail (e.g., adult day health care).
s
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Effects of the Medicare PPS

Of primary concern are any effects of the Medicare

prospective payment policy on access to community-based long

term care. There was close to unanimous confirmation among

these respondents that Medicare DRGs are linked to the

"quicker and sicker" discharges of elderly patients from the

hospital. A couple of respondents said that elderly

patients have not been discharged too soon, adding that

perhaps there is more leeway with Medi-Cal patients and the

"Old-old . "

There were varied views on the effects of "quicker and

sicker" discharges of elderly patients on community-based

organizations. Many agency representatives claimed that,

since the implementation of the Medicare PPS, client's post

discharge medical conditions have changed drastically.

Clients are more likely to be frail, have higher acuity

levels, have open wounds, require feeding tubes and IVs, and

need more high tech services. Discharged patients are

increasingly in need of post-hospital care. Key services

that "absorb the shock of DRGs" include nursing home care

and in-home supports (e.g., home care, home-delivered meals,

case management). Many of the discharged patients do not

have the opportunity to enter residential care facilities

because they are leaving hospitals in need of nursing home

level care. "They are immediately put into a higher level

of care never to see the light of day again."

*.-
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Also, the changing conditions and needs of clients are

operating under new time pressures. "Things are moving

fast, choices are limited. Discharge planners have less

time to get things set up in the home." In addition,

patients discharged under PPS were reportedly in need of

post-hospital care for longer durations of time.

Following the implementation of DRGs, demands on

agencies have been so great that many providers spoke of a

"system overload." They complained that, under the Medicare

PPS, it has been increasingly difficult to discharge clients

from their respective programs to needed services.

Discharge planners expressed frustrations of having "nowhere

to refer patients." They agreed that the ability to refer

patients has tightened up across the board.

Other Structural Changes

Respondents mentioned other structural changes that

have occurred recently in health care. The largest number

talked about the growth of health maintenance organizations

(HMOs). "A few years ago, I thought everyone was going to

become an HMO. Some of these programs were attractive

because you do not have to fill out forms, yet many

curtailed services to needy seniors. Now it seems as if we

are moving off the HMO mode." Also, some providers

critiqued the shift of home health care agencies into the

proprietary market, believing that for-profits are "hurting

everybody." "Agencies are starting to look at service as a

.
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business and their concern has shifted from quality to

business (or MSW to MBA)." Others raised the issue of the

increase in mergers/joint ventures. Also reported was the

closure of certain hospitals. Some of these actions were

linked to the effects of the Medicare prospective payment

policy.

Tactics/Strategies

Community-based agency representatives discussed the

tactics/strategies used to deal with the above structural

changes. The tactics/strategies can be regarded as

consequences of the conditions operating in the community.

Many acknowledged using a multitude of strategies to deal

with the turbulent service environment.

Access Barriers

Most service providers reported the necessity of

establishing or expanding waiting lists. Since waiting

lists are getting longer, there are longer time lapses

between referrals and the provision of services. This is

occurring at a time when services are more crucial to the

post-hospital care of elderly patients. Waiting lists were

recounted for transportation, case management, senior

housing, nursing homes, home-delivered meals, attendant

care, and hospices. A number of providers told of stopping

intakes for a defined period of time in order to help

disband the waiting list. Others described ranking the list

so that low priority cases have longer waiting periods. For
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example, the 200 persons on the waiting list for home

delivered meals have been prioritized according to the

following criteria: acute need (e.g., hospital discharge,

confined to bed, no caregiver), medical condition, and

availability of caregiver. The necessity to initiate or

expand waiting lists was most often attributed to cuts in

services, increasing demands for care by a growing elderly

population, and the changing needs of elders discharged from

hospitals post-PPS.

Only a few agency representatives mentioned that they

had tightened eligibility criteria over the past few years.

A greater number reported initiating and increasing fees in

an attempt to deal with the greater demand for services. In

particular, case management agencies have started to charge

fees for services. Other agencies are in the process of

questioning whether or not to begin this practice. One

respondent explained the dilemma that many community-based

agencies are facing: "We do not want to cut back services

and cannot offer free care, funding is drying up and its

more competitive and harder to provide services at the

current level. . . Many clients are on fixed incomes and can

not afford fees. This puts the burden on the poor."

Critics of the movement towards fee-for-service voiced their

sentiments, "People are making money off of someone's

dependency." "How do you charge an abused elder a fee?"

Some agencies professed that they are taxing well-off elders

7
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to subsidize those who are low income. "Fee-generating

clients provide a stable income stream to fiddle with non

paying ones."

Refusing services to certain types of clients was an

extreme tactic used by some agencies. A couple of agencies

reported having to stop taking new cases for about a month

each quarter for the past two years, which "says something

about recent changes in the system." Many providers talked

about being selective about the types of clients they will

admit. For example, representatives of adult day health

care centers were likely to report service denials to elders

with Alzheimer's disease.

Even more extreme than refusals were reports that

agencies had actually ceased operation or severely cut

services. In San Francisco, two hospices reportedly closed

because of reimbursement problems with Medicare. The

general sentiment expressed by providers was that, at this

time, any cut in service is a real loss because "everybody

is operating at overload."

Improved Access

Community-based providers were also likely to speak of

processes within their agencies and the larger network that

function to foster access to care. These tactics/strategies

take the forms of cooperation and coordination. A number of

providers explained some of the reasons why these access

enhancing processes are so evident in the City and County of

*
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San Francisco. First, many of the pioneers in aging

services in San Francisco were from the "group work

tradition" and believed that the way to deal with problems

was to work together. Also, San Francisco is a small

geographic area and providers see each other often. "All of

San Francisco is one big neighborhood." Others attributed

the preponderance of interorganizational relationships to

the mode of operation of the COA. Since 1982, the

Commission has been renegotiating existing contracts on a

yearly basis, a device which has served to lessen

competition among community-based providers. Some

respondents were eager to link the extensive cooperation

within aging services to the Coalition of Agencies Serving

the Elderly (CASE). "CASE set a kind of patent or climate

for doing business in aging services in San Francisco."

Many agency representatives told of their work efforts

with other organizations in the community. "The experience

of working successfully in a cooperative manner has

permeated the relationships of agencies in San Francisco."

During the case study interview process, this researcher

learned of the same elder abuse case from respondents of

three agencies. A number of agencies have gone so far in

their efforts toward communication, coordination, etc. as to

locate their offices on the same floor within the same

downtown building.
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One example of the development and history of coalition

building in San Francisco is the In-Home Support Services

(IHSS) Consortium. In 1983, Self-Help for the Elderly,

Kimochi, and the Independent Living Resource Center

approached the General Manager of the Department of Social

Services (DSS), separately and collectively. The three

organizations had been to numerous public hearings to

criticize the Independent Provider mode of rendering IHSS

services. DSS requested that the agencies get together and

form a coalition before they come back to talk further. The

incentives for building the IHSS coalition initially came

from this request by a public agency official for funding.

DSS was governed by a policy which stipulated that they

could only grant one contract for such services.

After about six meetings, the three organizations

decided that they needed to conduct a feasibility study. In

1984, the Consortium received foundation funding to hire

staff to look into models for the delivery of IHSS services

and to conduct a feasibility study. The study concluded

that it was possible for the Consortium to compete for a

contract with the DSS. The "Community-Based Organization"

(CBO) model could compete and do a more cost-effective and

ethnically representative job of providing IHSS services in

the City and County of San Francisco.

Since these three organizations did not represent the

city, other community-based agencies were contacted to see
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if they provided IHSS services and if not, if they would be

interested in doing so. In 1986, the Consortium sent out

membership letters. Four other agencies expressed interest

in being part of the consortium. The Consortium is still in

the process of working to receive DSS support (scheduled to

begin June 1, 1990) for the provision of services by these

seven community-based organizations.

Respondents also commented that major San Francisco

funders of elderly services are encouraging providers to

work together. In order to receive grants, key foundations

are now requiring collaboration among community agencies.

Since 1988, the Bay Area Independent Elders Program (BAIEP),

a collaborative $3.6 million dollar funding effort of the

Henry J. Kaiser Family Foundation, the Koret Foundation, and

the San Francisco Foundation has been working to build

systems of support for frail elders in the Bay Area. This

large sum of money is an incentive to get agencies to work

together on common agendas.

There was consensus among service providers that

coalitions are working well in the city. "In San Francisco,

there is truly shared services and information." Through

coalitions and consortiums "issues of turf and competition

get dealt with more openly and with less fear." Also,

agencies are targeting service gaps in a cooperative

fashion. A number of providers commented on the importance

of coalitions in the city:

*
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o "Whether it is multi-agency or for-profit/nonprofit,
everybody loves collaboration." "San Francisco has
embraced the idea of coordination."

o "San Francisco's aging services community does a
fairly good job of trying to network. This minimizes
duplication."

o "There seems to be a new consortium coming up each
month in the city. Things are moving in the direction
of more cooperation and coordination. It is
efficient. It makes sense. We need each other."

Some providers perceived that the increasing tendencies

toward cooperation and coordination were linked to the

Medicare PPS. "DRGs started the whole chain of events

forcing agencies to talk more to others." Discharge

planners and providers of community agencies are being

forced to reach out more. "When elderly persons were in the

hospital until they were well, they would return home and

all would be normal. Now the discharge planner needs to

talk with more agencies to maintain these elderly persons at

home and/or in the community."

A few providers had opposing views concerning the

extent of collaboration among aging services providers in

San Francisco. One agency representative mentioned that

there has not been much collaborative work in hospice care.

Another claimed that involvement in coalition planning has

dropped because agency staff are overworked. Still another

said that, "Even though services for the elderly in San

Francisco are plentiful, there is never enough

coordination." Others felt that competition, not
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cooperation, was the dominant mode of activity among

agencies in the city. "A feeling of territoriality among

agencies here is real." Hospitals were reported to be in

"unspoken" competition with each other. "Here, we have

Mount Zion, St. Mary's, and PPMC (Pacific Presbyterian

Medical Center) voraciously biting into the elderly

marketplace." Hospitals are competing for clients, in part,

but even more so for the reputation as principal providers

of services to the elderly. Furthermore, one provider's

words convey the concerns of many: "There will really be

competition when everyone's fee-for-service case management

agency gets off the ground."

Community service providers mentioned that the

development of new services has also enhanced access to

care. These services were born, in large part, in response

to the anticipated and actual effects of the Medicare PPS.

Some community-based agencies reported adding home health

care to their package of services. "Beginning in 1983, we

saw the handwriting on the wall. We started interpreting

the impact of the policy and became concerned that patients

were being sent home no matter what existed at home." Also,

in the early 1980s, many hospitals entered the home health

care business. DRGs were equated with the growth of hospice

and the ascendancy of the home-delivered meals program. The

implementation of the PPS happened at a time when hospice

was "groundswelling" and this policy helped to make hospice
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care more necessary. In addition, the Seniors-at-Home

Project of Jewish Family and Children's Services was

established to address directly the long waiting periods for

case management services post-PPS. "The idea sprang from

DRGs to be able to provide case management services 24 to 48

hours post-discharge." Finally, a number of hospital

discharge planners reported that because of DRGs their

institutions opened skilled nursing units. This was

regarded as both a cost savings measure and a way to provide

continued care to patients.

Consequences

Providers insisted that the above tactics/strategies

used by their agencies had consequences for elderly clients,

their family members, organizations, and the community. On

the client level, there remain numerous underserved groups

in San Francisco including elderly immigrants (e.g.,

Southeast Asians, Russians) without health insurance (i.e.,

Medicare) and low-middle income elderly persons. San

Francisco is "service rich" for elders who can afford the

out-of-pocket costs for services and for those on Medi-Cal.

One respondent summarized the views of many: "It is better

to be rich or poor; being in the middle kills you."

With the "quicker and sicker" discharges of elderly

patients from the hospital, more stress has been transferred

to patients, their family members, friends, and neighbors.

The burden of caring for the elderly has shifted to the
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informal sector. Most respondents had negative views about

the "informalization" of care believing that increased

stress on family members is a risk factor in elder abuse.

The more dependent an elder is, the greater the chances of

being a victim of elder abuse (United Way, 1988). Others

expressed dismay that the bulk of informal caregiving for

the elderly is rendered by women.

Still others acknowledged that the shifting of care

outside of the hospital setting has placed additional

strains on community-based agencies as well. Agency staff

are busier and organizations are gearing their delivery

package to services that are reimbursable. On the community

level, there continue to be many neighborhoods of the city

that are underserved, namely the Sunset, OMI, Excelsior, and

Visitation Valley. Also, the exceptional amount of

coordination within the aging services network allows for

much contact among providers. Yet, there remains

considerable overlap among the various coordinating groups

in the city.

CONCLUSIONS AND RECOMMENDATIONS

This chapter investigates recent changes in access to

community-based long term care in the City and County of San

Francisco. An in-depth community case study was conducted

in 1988 to document how local conditions (e.g., resource

supply, demographics) interact with cost-containment
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policies, specifically the Medicare Prospective Payment

System, to affect access to care.

The case study includes a purposive sampling of key

local officials, directors and direct service staff of

community-based agencies, advocates, and others involved in

the aging services network. Using an open-ended guide, the

researcher conducted semi-structured interviews with

representatives of 28 organizations within the City and

County of San Francisco, then analyzed the data using the

constant comparative method. The analysis of the reported

findings has been validated by selected respondents.

The order of presentation of this chapter begins with a

brief history and a profile of the City and County of San

Francisco. This is followed by a discussion of the network

of aging services in the city; the public agencies that plan

and provide services for the elderly, specifically, the

Commission on the Aging (COA), Department of Public Health

(DPH), and Department of Social Services (DSS) are

overviewed. Then, the institutional and community-based

long term care services which function to make San Francisco

a "service rich" environment are described and assessed.

Next, state demonstration projects and model collaborative

efforts within San Francisco's aging services network are

reported. Special mention is granted to housing and

transportation services in addition to the Coalition of

Agencies Serving the Elderly (CASE).
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The findings in the San Francisco case study represent

the perspectives of public officials and community-based

service providers regarding recent changes in access to

care. Findings have been categorized into conditions,

tactics/strategies, and consequences. Here, the reports

from both sets of respondents are compared and contrasted.

Public informants and service providers mentioned a

variety of factors to be considered when deciphering recent

changes in access to care. They have been categorized into:

resource supply and demand, service barriers, demographic

and client changes, economic and political factors, and,

specifically, the Medicare PPS. Respondents were quick to

refer to San Francisco as a "service rich" environment for

elderly persons. Community-based providers spoke more about

the existing discrepancies between resource supply and the

demand for care. Many mentioned that, even though there are

a myriad of services available, there are not enough

services to meet the needs of the large and growing elderly

population in San Francisco. Both groups of respondents

highlighted the unmet needs for nursing home beds

(especially for elders who are Medi-Cal-eligible) as well as

for housing and transportation services. Service barriers

reported were mostly connected with macro-conditions (i.e.,

diversity of regulations, inadequacy of funding systems,

reimbursement gaps) in addition to staffing issues. Both

groups discussed the demographic shifts in the city and the
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changing conditions of clients necessitating post-hospital

services. Most often mentioned were the increasing numbers

of elders over the age of 75, the greater frailty levels of

clients, the rising numbers of elderly immigrants, and the

effects of a growing AIDS population on health and social

services in the city. Fiscal strain was noted on the

federal, state, and local levels. Both sets of respondents

recognized the importance of local parking tax funds in

"cushioning" some of the larger economic conditions. There

was consensus that the "quicker and sicker" discharges of

elderly patients, resulting from the Medicare PPS, has

overwhelmed and placed additional strain on all aging

service organizations in the city.

The tactics/strategies used to deal with the above

structural changes as reported by case study respondents

were divided into measures to curtail and to improve access

to care. These case study findings show that the above

conditions are linked to the processes or tactics/strategies

used by organizations to inhibit or advance access to care.

Therefore, the tactics/strategies can be regarded as

consequences of the changing structural conditions.

Representatives of city government were more likely to

address those processes that serve to improve access to

care. Many spoke of the efforts at cooperation and

coordination among organizations in the aging services

network. Highlighted were the many consortiums and
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coalitions that exist for service provision in the city and

the recent work of the interagency task force (composed of

representatives from the COA, DPH, DSS, and Housing

Authority). Service providers were also encouraged by the

extent of coordination in the network. Some attributed the

preponderance of interorganizational relationships to the

Medicare PPS. A few interjected that much competition still

exists among organizations involved in aging services.

Service providers were more likely to detail the many

measures that have been taken to curtail access to care

including establishing and expanding waiting lists,

tightening eligibility, initiating and increasing fees,

refusing services, cutting services, and ultimately closing

agencies. These actions were attributed to insufficient

public and private funding and increasing demands for care.

Agencies reportedly were being forced to stop intakes and to

rank waiting lists. Many providers expressed the sentiment

that the "system" is operating on overload and any

curtailment of access, at this time, is a real loss.

Public informants drew attention to the pockets of

underserved areas in the city and the shifting of care from

the formal to the informal sector. If no informal supports

are available, the elderly person may be relegated into the

"no care zone." Formal service organizations are helping to

fill the gap for those elders without informal supports

which places even greater strain on these agencies. Service
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providers echoed the concerns of public officials adding

that transferring the burden of care (and greater care

demands) to informal supports may increase the incidence of

elder abuse.

Respondents recommended specific actions that can be

taken to confront many of the existing problems in the aging

services network in the City and County of San Francisco.

Some public officials suggested changing the course of

action of the COA and making better use of existing

resources. Some believed that in an ideal system, the COA

would take a more active role in planning and funding long

term care services for the elderly. The SEED project was

regarded as an initial effort in the COA's leadership role

in this area.

Service providers volunteered a number of recommended

actions which could enhance access to care for the elderly

in the City and County of San Francisco. The importance of

looking at the "big picture" was stressed. San Francisco

has a patchwork of services for the elderly and patches

continue to be added. Instead, an overall pattern needs to

be designed and constructed. Providers who advocated a

comprehensive planning effort stressed the importance of

venturing beyond the elderly and including other population

groups (e.g., developmentally disabled, mentally ill, AIDS,

homeless) in the overall service "system." According to

some providers, the only way to do comprehensive planning is

:
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through city government. Others disagreed with this

proposed strategy, fearing that innovative programs would

not receive funding under a comprehensive plan. "If we

waited for the overall plan to be developed, this agency

never would have existed. The system is topsy turvy but

there is a chance to get new ideas across."

There were suggestions for changes in specific city

departments that work with the elderly. Similar to the

recommendations made by some public officials, providers

believed that the COA could be exercising greater leadership

responsibility in long term care planning. There was

overwhelming agreement that the DSS could function better

administratively and that the Adult Protective Services unit

within this department could more adequately address the

needs of the community.

On the organizational level, respondents recommended

that efforts be made to resolve problems related to the

discharge of frail elders from hospitals. Services that

follow the On Lok model were suggested for replication. On

Lok is not controlled by outside factors (e.g., Medicare

PPS) but is a one door entry system whereby services are

assessed, managed, and delivered. Since there is no place

to discharge patients, there is the incentive to keep people

well-managed. This is very different from the Medicare PPS

for hospital reimbursement with its incentives to discharge

elderly patients from the hospital setting "quicker and
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sicker" and in need of post-hospital care. In this era of

DRGs, respondents recommended that agencies help to

establish and support informal care networks (following the

model of the Living-at-Home Project). Furthermore, senior

programs and services need to be developed in the

underserved parts of the city.

On the client level, the principal suggestion made by

service providers was to educate and empower elders so that

they can be more responsible for decisions affecting their

lives. Many elderly persons are unaware of community

resources, therefore, it is unlikely that they will access

services on their own. By giving them information and

technical skills, they can be their own "case managers."

Finally, on a macro or systemic level, respondents

recommended that further research investigations be made

that can lead to changes in the economic inequities which

allow certain persons access to services. Also, alterations

need to be made in the public policies and regulations which

foster selectivity in service provision.
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TABLE 6-1

Budget Source Percentages for Area Agencies on
Aging in the San Francisco/Oakland SMSA, FY 1986–87

Budget
Source Alameda Contra Marin San San

Costa Francisco Mateo

Title III
(OAA) 41.1% 53. O3; 65.9% 17.9% NA

Social
Services O O O O NA
Block Grant

Other Federal 7.2 4. 9 O 6. 6 NA

Other State 9. 3 12.2 3. 6 4. 1 18. 1

Local O 10.4 5. 9 40. O 4. 1

Private
Foundations/ O O 24.6 7. 5 NA
Grants

Client
Contribution/ 42.4 19. 3 O 23.8 NA

Total Dollars $6.7M $3.1M $1. OM $15. OM $3.6M

SOURCE: IHA, DRG Study, Area Agency on Aging Instruments,
1988.

NA = Not accessible
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TABLE 6-2

Socio-Demographic Characteristics of the Elderly Population
in San Francisco (1980)

Characteristics Total Numbers (%)

Age 60+ 137, 681 20.3%

Age 65+ 104, 285 15.4

Age 75+ 43,592 6.4

Age 85+ 9, 529 1.4

65+ American
Indian (includes
Eskimo/Aleut) 262 ... 3

65+ Asian Pacific
Islander 16,042 15.4

65+ Black 7, 712 7.4

65+ Spanish Origin” 7, 361 7. 1

65+ White 77, 734 74 - 5

65+ SSI/SSP
Recipients 18, 301 17. 5

65+ Institution
alized 3,086 3.0

65+ Living
Alone 35,228 33. 8

SOURCE: U. S. Department of Commerce, Bureau of the Census,
1980. ABAG Regional Data Center Population Characteristics.
Detailed Regional Profiles, April 1982.

* The 1980 Census did not include a Spanish origin
category in the data. A separate category provided
that information.
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TABLE 6-3

Comparisons of Growth in San Francisco's Older Population
Between 1980 and 1987

1980° 1987° % Increase

Total Pop 678, 974 757, 194 11.5%

Aged 65+ 104, 285 128, 237 23. 0

Aged 75+ 43, 592 58, 272 33. 7

Aged 85+ 9, 529 12, 371 29.8

SOURCE: * Association of Bay Area Governments, 1980
Regional Population Data based on 1980 Census
Bureau Tapes.

* California Department of Finance projections
of the annual population of each county by age.
These data reflect projections as of July 1, 1987.
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CHAPTER 7

STUDY CONCLUSIONS AND IMPLICATIONS FOR SOCIOLOGICAL THEORY,

PUBLIC POLICY, AND FUTURE RESEARCH

REVIEW OF THE STUDY

Under the Prospective Payment System (PPS), Medicare

reimbursement for hospitals changed from a charge-based to a

cost per case system. This dissertation examined some of

the unintended consequences of the Medicare PPS, and other

concurrent factors, on access to community-based long term

care services for the elderly in the San Francisco Bay Area

and, in particular, the City and County of San Francisco.

The research reported organizational provider and key

informant survey findings on changes in access to care since

1984 (the early implementation of the Medicare PPS) in the

San Francisco Bay Area as compared with those in eight other

metropolitan areas in five states (Phase One). Using a

community case study, the researcher documented the accounts

of selected public officials and community-based providers

on recent changes in access to health care and social

services in the City and County of San Francisco (Phase

Two). In addition, the research utilized secondary source

data to: overview the history of the Medicare PPS, describe

the long term care policies and programs in California and

the City and County of San Francisco, and document relevant

s
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statistical information (e.g., population characteristics,

resource supply) on the state, area, and local levels.

Before presenting the methodology of the study and the

findings, the researcher reviewed the relevant theoretical

approaches within organizational sociology in addition to

the existing empirical literature on the effects of the

Medicare PPS on access to care. This was followed by an

attempt to integrate a number of organizational-environment

and interorganizational theoretical perspectives (e.g.,

institutional school, resource dependency, political

economy) to explain the study findings. The research

confirmed the results of existing studies and addressed

important gaps in the literature on the effects of the

Medicare PPS, and other factors, on access to community

based long term care services for the elderly.

SUMMARY OF THE STUDY METHODOLOGY AND FINDINGS

PHASE ONE: SAN FRANCISCO BAY AREA

Chapter 5 of this dissertation presented survey

findings on hospital discharge planning units and

organizations providing post-hospital (i.e., home health

agencies, nursing homes, hospices) and continuing care

services (i.e., adult day care centers, senior centers,

community mental health centers) to the elderly in the San

Francisco Bay Area (or the San Francisco/Oakland SMSA) as

compared with those of eight other metropolitan areas in

five states (see Table 4-1). These provider types represent

-
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a range of medical and social services, a mix of

institutional, in-home, and community-based services, and

the public, nonprofit, and for-profit service sectors.

Researchers interviewed the director of the provider

organization (or her/his designate). Surveys consisted of

closed and open-ended, factual, and interpretive items.

They inquired about organizational structure, revenue

sources, policies, staffing, services, clients,

interorganizational relations, and DRG effects. In 1986,

respondents were asked to report on changes that took place

between 1984 and 1986, while in 1987, they reported on

similar events that occurred between 1986 and 1987. The San

Francisco/Oakland SMSA sample included 107 service providers

in 1986 and 97 in 1987. The combined data set incorporated

the 97 organizations interviewed in both years of data

collection. The combined sample for the other metropolitan

areas in the study contained 673 organizations.

Key informant telephone surveys were conducted during

the winter months of 1987–88. The key informant data

provided the environmental context for interpreting the

empirical evidence presented by organizational providers. A

total of 18 interviews were conducted in the San

Francisco/Oakland SMSA and the state of California with

administrative agencies (e.g., area agencies on aging),

public policymakers (e.g., state legislative staff), and

interest group representatives (e.g., local senior advocacy
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groups). These leaders and experts in long term care were

questioned about agency and community functioning,

structure, expenditures, and policy effects. Secondary data

for state and local macro-contextual variables were also

collected.

The research found that the effects of the Medicare PPS

have reverberated throughout the aging services network in

all of the communities in the study. Many of the agency

directors reported implementing measures to restrict access

to care (e.g., tightening eligibility, increasing fees,

initiating waiting lists, refusing services) since the

introduction of this policy. Some directors linked these

changes directly to the Medicare PPS. In general, agencies

were more likely to report taking such actions between 1984

and 1986. Actions to curtail access had stabilized or

decreased by 1987.

The findings also confirmed that the PPS had

differential effects on the various organizational types in

the study. For example, the types of clients referred to

nursing homes, post-PPS, were less ill and more likely to

have a short stay while those referred to home health

agencies had more severe physical conditions and required

more frequent care and for longer periods. Unlike the

extremely long waiting periods evidenced in nursing homes,

there were few waiting lists reported for home health care.

-
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The research uncovered geographic variations in reports

of recent changes in access to care. Federal policies

(e.g., the Medicare PPS) interact with state and local

factors to influence changes in access on the organizational

and community levels. Some statistically significant

findings emerged from the survey data. First, hospital

discharge planners in the San Francisco Bay Area reported

that hospice care was significantly more difficult to access

than did those in the eight other study sites. This may be

due to the large number of AIDS patients in the Bay Area who

utilize hospice services. Second, nursing home

administrators in the San Francisco/Oakland SMSA were

significantly more likely than those in the other

metropolitan areas to report service refusals. This finding

can be linked to the proportionately low number of nursing

home beds in the Bay Area compared with the average for all

sites in the study in addition to its very high median

occupancy rate for nursing home beds (see Table 5-16).

Third, in 1986, senior centers in the Bay Area were

significantly less likely than those in the other sites to

report having waiting lists. Countering the trend of many

of the research findings, reports of refusals nearly doubled

in 1987 (not significant) for the senior centers located

outside of the Bay Area; this change was even more dramatic

for those in the San Francisco/Oakland SMSA (see Figures 5

9, 5-10). Supplementary services (e.g., adult day care
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centers) that better meet the needs of frail elderly clients

have become the reality in many communities which may help

to explain the rise in refusals.

There were other important findings gleaned from the

organizational survey data. The majority of agency

directors in the San Francisco/Oakland SMSA reported that

the most critical unmet need was "in-home long term care"

(e. g., homemaker chore, custodial care). Also,

organizational providers reported refusing services to an

array of elderly persons (i.e., those with certain physical

and mental health problems). The primary reason for

refusals was economic in nature (i.e., the lack of adequate

reimbursement mechanisms and the inability of the elder to

pay privately) but policy driven.

Bay Area providers also reported on the extent of their

formal and informal relationships with other organizations.

The majority of the 19 discharge planners revealed having

agreements with nursing homes for bed reservations. One

quarter acknowledged opening their own skilled nursing

facility (SNF) to deal more effectively with the increased

demand for sub-acute services under the PPS. About the same

number admitted owning a home health care agency; many of

the others had contractual agreements with one.

Correspondingly, almost all of the home health agencies in

the San Francisco/Oakland SMSA mentioned having arrangements

with acute general hospitals. Bay Area home health care
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directors were significantly more likely than those in the

other sites to have relationships with board and care

facilities and other home health agencies. Nursing home

directors in the other metropolitan sites were significantly

more likely to have agreements with mental health clinics

and those in the Bay Area, to report relationships with

health maintenance organizations. Senior centers in the Bay

Area were significantly more likely than those in the other

sites to have arrangements with acute general hospitals,

nursing homes, home health agencies, hospices, and local and

state health departments. However, community mental health

centers in the Bay Area were significantly less likely than

those in the remaining sites to have interorganizational

relations.

PHASE TWO : SAN FRANCISCO CASE STUDY

The community case study methodology was used to

investigate recent changes in access to the network of

services for the elderly in the City and County of San

Francisco. The case study included a purposive sample of 49

informants in local government departments and community

based long term care organizations. The data were analyzed

using the constant comparative method and, following this

tradition, the findings were categorized into conditions,

tactics/strategies, and consequences. The case study

component of the study described how environmental
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conditions on the local level affect the tactics/strategies

used by organizations to cope with changing service demands.

Public officials and community-based service providers

alike mentioned numerous conditions to be considered when

deciphering recent changes in access to care in San

Francisco. Both groups of respondents referred to San

Francisco as a "service rich" environment for the elderly

with many innovative approaches to care (e.g., On Lok Senior

Health Services). Yet, the majority of providers remarked

that even though there are numerous services in this city,

there are not enough to meet the needs of the large and

growing elderly population. Also, reported were geographic

variations in service availability within the city. For

example, the Oceanside/Merced/Ingleside (OMI) has a dearth

of services for its predominantly minority elderly

population.

Public and community-based respondents documented

recent shifts in the demand for care linking the increased

demands for home-delivered meals and home health care

services directly to the Medicare PPS. There was consensus

that organizations serving the elderly were affected, and

further strained, by the "unintended effects" of the

Medicare PPS. In addition, both groups highlighted the

unmet needs for nursing home beds as well as for housing,

transportation, and in-home support services.
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Many respondents also mentioned the increasing numbers

of various sub-groups of elders (e.g., those over age 75,

refugees) in the city and the changing conditions of those

necessitating post-hospital care. Almost all of them

recognized the importance of local parking tax monies in

tempering federal and state fiscal constraints. In fiscal

year 1986-87, the San Francisco Commission on the Aging

received 40% of its funding from local sources. There was

some agreement that the exceptionally large percentage of

elders in San Francisco (see Table 6-2) justified this kind

of commitment from city government.

The researcher categorized the tactics/strategies used

to confront recent structural changes into measures which

served to restrict and to improve access to care. Many

respondents spoke of, and were encouraged by, the numerous

efforts towards cooperation and coordination in the aging

services network in San Francisco. These included the

myriad of consortiums and coalitions in the city (e.g.,

Home-Delivered Meals Clearinghouse, San Francisco Consortium

for Elder Abuse Prevention, Adult Day Health Care Network).

As one public informant declared, "Unity is our real

strength. . . Together we can do more." Some providers

attributed the rise in both formal and informal

interorganizational relationships to the Medicare PPS.

Others linked the development of these relations to: the

norm of working together within the aging services network,
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the relatively small size of the community, the scarcity of

resources, an uncertain political and economic environment,

the mode of operation of the Commission on the Aging (i.e.,

renegotiating existing contracts), and pressures from

private and public funding sources.

Community-based service providers were more likely to

detail the measures taken to curtail access to care. These

included: establishing, increasing, prioritizing, and

closing waiting lists; narrowing eligibility criteria;

initiating and increasing fees; and refusing services. Many

providers explained that such access inhibiting measures

were implemented because of insufficient agency funds and

increasing community needs. A number of them expressed the

sentiment that growing demands have been placed on agencies

because of the greater numbers of older and sicker clients

in the city. Hence, the "system" is operating on overload

and any curtailment of access at this time is a significant

loss. DRGs were regarded by some as a prod to this already

stressed "system." Respondents linked the conditions

mentioned above to the processes/actions of cooperation and

coordination, thereby designating them as consequences of

the conditions.

Respondents reported that one of the major consequences

of the above structural dimensions and processual actions

was the shifting of the burden of caregiving to elderly

patients and their informal supports. Many concluded that
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San Francisco is "service rich" if you live in the right

parts of the city, can afford the out-of pocket expenditures

and/or are on Medi-Cal, and have an informal support network

available.

SAN FRANCISCO IN THE CONTEXT

OF THE LARGER BAY AREA

The availability and actions of health and social

services for the elderly differ across the five-county San

Francisco Bay Area. The network of services for the elderly

in the City and County of San Francisco is unique for a

number of reasons. San Francisco has an extensive array of

public, nonprofit, and private organizations providing

services to its larger than average elderly population.

Many of these agencies participate in cooperative and

collaborative ventures which serve to improve access to

care. There is much coordination among community-based

organizations as well as city departments. Information and

service provision are readily shared among those involved in

the aging network.

Many case study informants mentioned that San Francisco

is far ahead of its surrounding counties in sharing

information among providers. Respondents reported that even

in the East Bay (i.e., Alameda and Contra Costa Counties),

"program directors do not know that others exist." San

Francisco has a plethora of agencies but still there are not

enough to meet the needs of the large and growing elderly
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population. The problems that exist in San Francisco may

merely be an indication of an even larger access problem in

surrounding metropolitan areas.

In addition to the greater percentage of elderly in the

population, San Francisco has proportionately many more

seniors of racial/ethnic minority backgrounds. Over one

third of the elderly are of minority status. The economic

characteristics of the elderly in this city are very

different from those in the other Bay Area counties. In

this urban area, a greater percentage of elderly are living

below the poverty level and receiving SSI (see Table 5-5).

San Francisco is also unique in that it is a city and

county government rather than a county government composed

of many cities. There is easy access to the network of

providers in this relatively small and "manageable"

geographic area. The four other Bay Area counties are much

larger than San Francisco and services are more difficult to

coordinate. For example, in San Mateo County, the elder

abuse program must coordinate with the police departments

and sheriff's offices of 17 different cities. As one

respondent remarked, "This is an incredibly complex

undertaking."

In addition, the City and County of San Francisco

stands out as being very generous because it supplements

federal and state dollars with local parking tax monies.

There are marked differences among the Bay Area counties in
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the dollars each has to support services for the elderly.

Using 1980 Census data on the population aged 60 and over

and the 1986-87 total budgets for the five area agencies on

aging [IHA, DRG Study, 1985–88), it becomes clear that San

Francisco spends at least twice as much for services per

elder. The San Francisco AAA averages $109 for each person

over the age of 60; while Alameda averages $42; San Mateo,

$40; Contra Costa, $35; and Marin, $32 (see Tables 6-1, 6–

2).

One of the major criticisms expressed about the San

Francisco model was the difficulty with duplicating it in

areas with limited resources and those lacking in geographic

proximity. It is hard to promote interagency coordination

when there are few services available in a community. The

common sentiment of respondents was that the situation in

areas outside of San Francisco is probably more like the

real world. The question remains, "How applicable is San

Francisco'P"

SOCIOLOGICAL IMPLICATIONS OR

ORGANIZATIONAL THEORY REVISITED

One of the aims of this dissertation is to broaden

sociological theory. The theoretical basis of the research

is organizational sociology. In this concluding chapter,

the researcher attempts to associate the practices and

realities of organizations with the various theoretical

perspectives that serve to explain their actions.
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To begin, open systems organizational theory looks at

how, and under what conditions, organizations seek to reduce

uncertainty in order to survive in the face of environmental

turbulence. Contemporary organizations are located in

tumultuous environments in which political, technological,

economic, and social changes have become the norm (Emery and

Trist, 1965). Greater uncertainty produces increased

efforts to manage the environment. This research

demonstrated that a major threat to organizational

adaptation and survival was posed by environmental change

that was not anticipated, namely the unintended consequences

of the Medicare prospective payment policy (and other

concurrent factors). The health and social service agencies

in this study admitted using a variety of tactics to respond

to the changing and uncertain financial and regulatory

environment.

The major contributions of this research to

organizational sociology are made via the community case

study method. This methodology provides a much richer

source of interorganizational dynamics than does survey

research. From the provider surveys, one can gain some

appreciation for the extent of interorganizational relations

in the San Francisco Bay Area (as compared with those of the

other metropolitan areas). Yet, the open-ended nature of

the case study allows for detailed information to be shared

about the extensiveness of interorganizational relations in
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the aging services network in San Francisco, and the reasons

why. In this community case study, organizational providers

and public officials revealed that the processes of

cooperation and coordination were paramount. The research

found that the external relations of organizations were

facilitated by the following contextual factors:

environmental norms and values, adaptations to the

environment, and the competitive quest for scarce resources.

These reasons for cooperation and coordination are supported

by the premises of the institutional, resource dependency,

and political economy theoretical perspectives.

INSTITUTIONAL THEORY

According to the institutional school, widely accepted

beliefs and values help shape interorganizational relations.

Normative structures, or the collective norms, govern the

behavior of organizational networks. Norms arise when

uncertainty must be stabilized.

The case study data demonstrate how organizational

actions are influenced by local conditions and the norms and

values of the community. The group work values of some of

the early professionals in the field of aging in San

Francisco set the stage for working together. The

preponderance of social group workers in the earliest days

of aging services provided the impetus for cooperation among

organizational providers. There continues to be general

agreement about the value of cooperation in this city.
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A spirit of cooperation and collaboration has been

consistently woven throughout the aging services network in

San Francisco. As indicated by case study respondents, this

norm has been exacerbated by the increasing demand for care

evidenced after the implementation of the Medicare PPS.

Also, some of these shared values have been imposed upon

community-based organizations by public and private funding

sources. The goal of coordination is an important factor in

the federal Older Americans Act which indirectly provides

funding for area agencies on aging (which fund local service

organizations). In addition, the impetus for forming the

In-Home Support Services Consortium came from a public

mandate by the San Francisco Department of Social Services

calling for coordination for financial reasons. Finally,

the Bay Area Independent Elders Project offers the

opportunity for funding for organizations that "mobilize

broad-based community support to initiate, strengthen, and

expand systems of assistance for frail elders" (BAIEP,

1989). In 1990, the possibility for BAIEP funding has led

to the creation of the Central City Consortium for Planning

for Elders, the newest coalition in the network.

The institutional environment includes all of the rules

and requirements to which organizations must conform in

order to receive legitimacy and support. Adherence to

community norms serves to preserve legitimacy with others in

the community. Legitimacy is linked to authority. Even
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though power as a variable does not figure prominently in

this functionalist theory (Burrell and Morgan, 1988),

organizations that adhere to the norms and values of

cooperation and coordination are viewed as the dominant

actors and are bestowed with power. These values are

created by the dominant players and serve the interests of

this group.

RESOURCE DEPENDENCY THEORY

Resource dependency theory assumes that organizations

need external resources because of the constant threat of

resource deprivation. Shortages of time, funds, clients,

and staff often provide the motivating forces behind joint

efforts. Cooperation and coordination are some of the

tactics/strategies used by highly dependent organizations to

deal with the realities of scarce resources and their

ensuing dependency on them. Organizations coordinate in

order to survive.

Rather than a pure resource dependency perspective with

the focus on an organizational dyad, this research and the

analysis of coordination in the network of services for the

elderly in San Francisco more accurately reflect an

organizational field version of resource dependency theory.

The organizational field or network model focuses on the

analysis of a collection of agencies in a specified

geographic area.
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In this era of constrained resources, aging service

organizations in San Francisco are finding themselves in

positions of increasing dependency and are more likely to

form collaborative relationships. This research discovered

that recent conditions of escalating demands for care as

well as resource and funding constraints have led many

organizations towards the processes of cooperation and

coordination. These arrangements were in existence before

the implementation of the Medicare PPS, but their incidence

and perceived need have increased since this hospital

reimbursement policy was introduced (1984). Some community

case study respondents linked the increase in

interorganizational efforts directly to the Medicare PPS.

Warren (1967) supports this finding when he states that

deliberate changes in relations between organizations in a

system can be brought about by changes in funding patterns

from the outside community (principally from federal

agencies).

Since 1984, San Francisco has witnessed the

establishment and development of the Clearinghouse for Home

Delivered Meals, In-Home Support Services Consortium, Case

Management Consortium, Adult Day Health Care Network, and

Housing Consortium Clearinghouse, among others. The Inter

Agency Task Force, which includes representatives of the

Commission on the Aging, Department of Public Health,

Department of Social Services, and Housing Authority, came
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together in the mid 1980s to pool agency resources in an

effort to provide an improved and more cost effective

service package for the growing numbers of elders in San

Francisco. Because of the plethora of organizations and

innovative programs and the extensiveness of collaborative

endeavors throughout the aging services network, San

Francisco is recognized as a model for the delivery of

services to the elderly. [The same statement can be made

about the much "younger" network of services available for

persons with AIDS in the city. Over 50 of the AIDS-related

health and social service organizations are in the process

of formulating a coalitional arrangement which may include

centralized volunteer recruitment and fundraising and

greater specialization by each organization (Botkin, 1989). J

Coalitions with program specific focuses were the norm

in San Francisco. Organizations with similar domains were

more likely to link because of their need for complementary

resources. This finding is confirmed by Reid (1975) who

found that organizations with similar services, supply

capabilities, and resource needs were more likely to come

together in a joint endeavor. One danger regarding service

specific coalitions noted by respondents in San Francisco

was that each of these entities is then in a position to

compete with others for a piece of the aging funding pie.

Since many of the organizations engaged in

interorganizational relations provide multiple services and,
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as such, are involved in numerous collaborative endeavors,

this competition may now be lessened or non-existent.

There are tradeoffs for organizations involved in

coordinated agreements (Scott, 1983). Although mutual

endeavors may enhance the survival ability of the

organization, they do so at the expense of the

intraorganizational autonomy (Miles, 1980). There are

financial and staff costs involved in interagency

coordination (Rogers and Mulford, 1982b) and the costs of

coordination escalate as agencies increase in differences

(Halpert, 1982). Because similar service organizations have

been more likely to coalesce in San Francisco, the benefits

of coordination for those involved may in fact outweigh the

costs.

Mutual cooperation and coordination of services is

encouraged in the larger environment. They are viewed as

desirable organizational strategies (Halpert, 1982). These

micro-interactional processes are legitimate ways to improve

efficiency, confront duplication and fragmentation, deal

with shrinking resources, and increase control over the

uncertainty of environmental exigencies. Furthermore,

coordination increases access to care (Rogers and Mulford,

1982a) and the stability of the social system (Zucker,

1987), while reducing competition.

According to the resource dependency perspective,

potential power is equivalent to the possession of scarce
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resources. Power derives from resource dependencies (Cook,

1977). Larger organizations need more resources to fulfill

their goals. This increased resource dependency leads to an

expanded need for coordination. Coordination and other

bridging strategies lead to mutual control over each others

activities (Pfeffer and Salancik, 1978) which may mean

keeping the status quo. With increasing fiscal constraints

evidenced in human services, one of the remaining avenues

for health care and social service organizations to increase

their power base is to form interorganizational relations.

As evidenced in the research, this reality is the operating

norm in the City and County of San Francisco.

POLITICAL ECONOMY PERSPECTIVE

This analysis ventures beyond the network of aging

services organizations on the local and area levels to

include the influences of macrostructural forces. The

research contributes to the existing literature by providing

some understanding of the effects of federal, state, and

local policies and funding practices on coordination.

Issues of context are at the forefront of this research.

Both the survey and case study methodologies demonstrate the

close connection between changes in the larger social

structure and actions of community-based organizations.

The theoretical approach viewed from the perspective of

the political economy locates interorganizational relations

within the context of larger societal dominance. Political

-
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and economic environmental forces affect the actions and

connections of organizations. Larger structural changes

lead to cooperation and coordination in the local network.

In this study, coordination in the network of aging services

in San Francisco is explained, in part, by changes in the

larger environment (including the Medicare PPS).

The notion of totality as presented in political

economy is honored in this research. The methodological

design and network analysis upholds this important principle

of political economy theory. Totality implies that

organizations can only be understood in terms of their place

within a context. Knowledge of the whole must precede any

appreciation for its constituent parts. Therefore, it is

crucial to study total social formations as a means of

comprehending the elements of a social system (Burrell and

Morgan, 1988). This dissertation provides an historical

overview of federal cost-containment policies since the

implementation of the Medicare program in 1965. Chapter 5

reviews the policies and funding practices on the state

(California) and area (San Francisco/Oakland SMSA) levels.

Chapter 6 profiles the larger "system" of services for the

elderly in the City and County of San Francisco. All of the

above components were considered in the conceptualization of

the study methodology and the analysis of the findings.

In this research, the reader can see the overlap of

political economy and resource dependency environmental
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dimensions. Organizations enter into relationships with

others for control of scarce resources. In the process of

negotiation, some organizations come to dominate others.

Participation in coordination with other organizations may

mean some loss of control over resources and programs, but

at the same time may mean increased power relative to the

larger environment (Rogers and Mulford, 1982a). One major

difference between the two paradigms is that power is seen

as an outcome in the resource dependency theory while it is

the initiating or motivating factor in political economy.

Coordination builds the power base for obtaining needed

resources and keeps it in select groups. The quest for

interorganizational linkages is, in effect, the pursuit for

enhanced power in the "system." Galaskiewicz (1985) writes

that interorganizational relationships are established by

organizational elites seeking to protect their

organization's interests and/or to secure their boundaries

and ensure their own survival in a competitive environment.

As these transactions are routinized or institutionalized,

uncertainty among actors is reduced and hierarchies among

organizations are formed. Power and the resources necessary

to exert power require organizational resources, thus

interorganizational networks are a source of power.

One criticism of much organizational analysis is that

it is biased towards cooperative strategies and fails to

deal effectively with power (Whetten, 1982). This was not a
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study of community power, per se, but one of organizational

actions in a strained resource environment. The research

could have been more direct in its attention to power in the

network by asking about the specific organizational actors

in the various coordinating bodies and looking at

overlapping organizations. Nevertheless, the case study

findings support some of the concerns of political economy

theory as related to power.

INTEGRATION OF THE

THEORETICAL PERSPECTIVES

The institutional, resource dependency, and political

economy theoretical perspectives encompass a range of

approaches to the sociology of organizations. Each paradigm

has a unique point of view to offer to the understanding of

the actions of organizations in the environment. The

dissertation combines these perspectives in an attempt to

explain the actions of organizations in a turbulent

political, social, and economic environment.

The possibility and practicality of collaborating the

organizational theories are crucial to understanding the

actions of organizations in a complex and changing

contextual environment. The researcher argues that it is

necessary to include all three theoretical orientations to

discern fully the reasons for the tactics/strategies

employed by aging services organizations in the study

communities. The data showed that efforts at coordination

.
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by organizations are explained by the institutional school

(i.e., adherence to community norms), resource dependency

paradigm (i.e., responses to scarce resources and

environmental uncertainty), and the political economy

perspective (i.e., methods of accruing power).

Organizations in the San Francisco case study admitted

that service coordination was supported by values of key

players in the network, including public and private

funders. In an environment characterized by constrained

resources, increasing demands for care, and policies

favoring cost-containment efforts, actions towards

coordinating arrangements received increased attention.

These environmental conditions legitimated further the

benefits inherent in coordination strategies, namely

improving efficiency, confronting fragmentation, and

enhancing access to care. As one informant put it, "We need

each other. "

In some cases, organizations are "selected" to

participate in coordinating endeavors because of their

centrality in the network. As these organizational actors

come together, their power is magnified. They become

regarded as the dominant players in the "system" and can

assume a position of imposing their values on other

organizations. The more powerful organizational actors then

determine the agenda and create the community norms for

interorganizational exchange. Key public officials and
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community-based service providers in the aging services

network in San Francisco acknowledged the increasingly

important role of coordination due to the growing demands

for care and scarcity of resources. Behind these efforts

are competition for scarce resources, desires to preserve

legitimacy, unspoken conflicts for power and its

procurement, assurances for the survival of the

organization, and the lessening of environmental

uncertainty.

Even though there is much value in attempting a

synthesis of these theoretical perspectives, there are

constraints in combining them. The major issue relates to

the concept of power and its placement in the analysis.

Even though all roads lead to power, the three perspectives

look at the dimension of power in different ways. The

political economy theory tackles power directly, seeing it

as the impetus for the actions of organizations in the

larger environment. Here, power resides in the

interconnections among organizations (Perrucci and Pilisuk,

1970). Resource dependency theory views power as an

indirect consequence of attempts of organizations to deal

with the reality of scarce resources in the environment.

The notion of power is implied in the institutional school.

Organizations that abide by the dominant norms in the

community are regarded as legitimate and therefore have

-
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power. In addition, this perspective is not critical of

power in the network.

Burrell and Morgan (1988) stand in opposition to

attempts at combining sociological theoretical perspectives

to explain organizational behavior. These researchers

believe that the perspectives must remain essentially

separate since they are based on opposing assumptions.

Burrell and Morgan's major criticism relates to the

structural functional theoretical paradigm, in particular

its attempt to provide a general interorganizational theory.

They state that this perspective suggests the possibility

and desirability of a synthesis when, in fact, this is

unattainable. They believe that the future of

organizational theory requires paradigmatic closure. Each

of the paradigms can only establish itself at the level of

organizational analysis if it is true to itself.

Burrell and Morgan's thesis is contrary to the widely

held belief that synthesis and mediation between paradigms

is what is required. This researcher can appreciate the

strong argument put forward by Burrell and Morgan (1988) but

demonstrates, through the study data, that the actions of

organizations in a complex and changing environment demand a

comprehensive explanation which, in turn, requires a

combination of theoretical frameworks.

~
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Burrell and Morgan (1988) also state that the problem

of developing methods appropriate to the nature of the

phenomenon being studied remains one of the most pressing

issues within the whole realm of social science research.

This study has attempted to deal with this problem, again by

combining a number of methodologies in an effort to make
-

sense of the processes of organizations located in a complex

and changing world.

POLICY IMPLICATIONS

This research contributes to and extends the empirical

literature on the Medicare PPS and consequent changes in

access to community-based long term care for the elderly.

In this final chapter, comparisons are made between the

findings reported in the literature review (Chapter 3) and

those revealed in this study. Data from hospital discharge

planners and a spectrum of health and social service

providers in the San Francisco Bay Area and eight other

metropolitan areas confirm reports of increases in the

earlier discharges of sicker elderly patients and the

expanding need for aftercare services. This study provides

information, that has been limited to date, on whether the

"quicker and sicker" hospital discharges of elderly patients

pose problems for access to post-hospital care and other

community-based services.

This research validates and substantiates the findings

of other studies (DesBarnais et al., 1987; Feder et al.,
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1988; Guterman et al., 1988; Harlow and Wilson, 1986; Manard

et al., 1988; McCreary, 1986; Neu and Harrison, 1988; Swan

et al., 1988; Wong et al., 1988), specifically that the

Medicare PPS, and other factors, have increased the demand

for post-hospital care. The findings also support the claim

(ProPAC, 1989) that in the early years following the

introduction of PPS, the increased demand for post-hospital

care was greater. Changes reported between 1984 and 1986

were more severe than those between 1986 and 1987.

Consequences of the early discharge of elderly patients

under PPS have spilled over into other parts of the formal

and informal health and social services delivery "systems."

The PPS has produced systemic changes in the mode of, and

location of, the delivery of care for the elderly. The

locus of care has shifted out of the acute care hospital to

the home, community, and institutionally-based long term

care settings.

The research confirms further that the spillover

effects or unanticipated consequences of the Medicare

prospective payment policy have produced problem shifting

instead of problem solving. Since the post-hospital support

base for elders is inadequate in many communities,

policymakers, in attempting to solve the problem of

escalating costs for hospital care for the elderly have

created other dilemmas.

º
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The DRG policy has served to magnify the shortcomings

of the community-based long term care "system." The

shifting of elderly patients out of the acute care setting

has put the social services and health care sectors under

intense scrutiny. While many of these predicaments (e.g.,

increasing demands, limited funds) plagued agencies in the

past, the critical nature of the problems today is

unprecedented.

As evidenced by the case study findings, availability

is not sufficient to assure access. Gaps in the system are

related to issues of financing and reimbursement policy and

the ability to pay for care. Elders who do not qualify for

Medi-Cal or are unable to pay privately (i.e., low-middle

income) fall into what has been referred to as the "no care

zone" (Goldberg and Estes, 1990; Kotelchuck, 1986). This

may increasingly be the case as organizations move towards

cost sharing arrangements.

Few of the issues detailed here are likely to be unique

to the San Francisco Bay Area. The gaps in the aging

services network are endemic to the nation's policy and its

support of a fragmented "system" of long term care. In the

case study, San Francisco is referred to by many respondents

as a model community with a plethora of agencies serving the

elderly. Since this city is an atypical case, the situation

facing elders in need of health care and social services may

be much worse in other communities. The results of this

~ :
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investigation, therefore, cannot be generalized to other

communities but can be used as a guide for understanding

current "system" developments and for making recommendations

for policy and in designing future research.

RECOMMENDATIONS FOR PUBLIC POLICY

Two lessons can be learned from the Medicare

Prospective Payment System. First is the need to formulate

public policy based on sufficient information about the

probable effects on the larger environment. Public policy

should not be made in the dark and its unintended impacts

must be kept at a minimum. Second, after documenting the

spillover effects of the Medicare PPS, it becomes evident

that what is needed is a comprehensive and thoughtful public

policy for acute and long term care. Fundamental reform

must be based on the following principles: universal and

equal coverage, comprehensive benefits, effective cost

containment, and uniformly high quality (NHCC, 1990). The

importance of taking a system's approach to policy

development becomes very clear from this research. Ideal

solutions to problems in the human services sector must be

comprehensive and must focus on the macro level.

This research offers policy recommendations that can

be implemented within the current health care system. Its

findings demonstrate the need for policymakers to recognize

and respond to the unintended consequences of the PPS.

Restructuring of our health care and social services sectors
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is a more preferable solution than are gap-filling

strategies. Comprehensive reform of the system should be

the goal versus stop gap measures that ultimately penalize

the poor and sick. This reform can take place on the

national, state, and local levels. For example, in

California, 18 state agencies are involved with

administering 40 public programs that provide long term care

services. The fragmented funding arrangements in existence

lead to gaps in services (Mulford and Rogers, 1982b). One

suggestion for beginning a comprehensive planning process is

to develop and implement a programs/system assessment

instrument on a community or area level (CDA, 1989). Such

analysis would evaluate the abilities of organizations to

adequately meet the needs of the elderly and could furnish

legislators, planners, and service providers alike, with

critical information to help develop a comprehensive

delivery network in a particular geographic area.

The current call by government reformers is for greater

attention to the coordination of programs across sectors.

Also, regional approaches to coordination of service

delivery have been advocated. Solutions of many problems

require strong horizontal ties within and between

communities (Mulford and Rogers, 1982b). Case study

respondents agreed that there can be increased coordination

between acute and long term care organizations, social and

health care agencies, and long term care concerns (e.g.,
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disabled, AIDS). A cautionary note is in order.

Organizations that are more likely to engage in such actions

are those with increased power in the network.

Furthermore, all responses point toward the need for

more community-based non-institutionalized services. These

services are an important and complementary part of the long

term care picture. The Older Americans Act Amendments of

1987 (P.L. 100-175) require state units on aging to set

minimum dollar amounts to be spent by area agencies on aging

(AAAs) for in-home support services and access (non

medical). Also, the state plan must assure that the AAA

conduct efforts to facilitate the coordination of community

based long term care for those at risk of

institutionalization.

Two models for a more comprehensive and coordinated

delivery system continue to be debated (IHA, 1989). These

include the consolidated model (i.e., comprehensive services

provided through one system) and the brokered approach

(e.g., case manager provision of coordination and referral

arrangements). The appropriateness of each model depends on

the existing arrangement of services in a given community.

The consolidated model improves access to appropriate

services by requiring the reorganization of existing

providers while the brokered approach requires less

restructuring of provider organizations and

interorganizational relationships. The consolidated model

~ * *
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has been demonstrated to save money (IHA, 1989), however,

San Francisco's aging services network may be overly

developed to take this approach. The brokered approach,

whereby information and referral and case management

services are critical, is the better fit for this community

even though it is not the ideal policy solution.

The Pepper Commission, a Congressionally mandated body

working on setting the nation's health agenda, was

established in April 1988. This bipartisan committee headed

by Senator John Rockefeller (D – W. VA) is charged with

making recommendations to Congress on access to long term

care and acute health care for all age groups. The

Commission's recommendations were released in March 1990.

The plan calls for $6.6 billion dollars in new protections

for uninsured workers and for those who need long term care.

It would provide both public and private insurance to cover

nearly all of the more than 37 million Americans who have no

health insurance and the estimated 20 million who have

inadequate coverage. The plan would offer the elderly and

severely disabled persons coverage for long term care in

their homes and for the first three months in a nursing

home. After a three-month nursing home stay, a public

program would assist low-income persons. The draft plan

left unanswered the question of how the new benefits would

be paid for, and for this reason, it has received much

criticism. The recommendations of the Pepper Commission
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represent a significant step towards universal access to

health care.

IMPLICATIONS FOR FUTURE RESEARCH

It is hoped that this sociological inquiry will

stimulate further research on interorganizational

coordination. Such research can explore the effects or

outcomes of coordination on clients, organizations, and the

community. These recommended studies can be designed to

answer the question, "What are the costs and benefits of

coordination?" This research demonstrates that access

constraints have led organizations increasingly towards

coordinated agreements, but stops short of uncovering

whether this, in turn, has led to greater access for clients

in need of health and social services, decreased staffing

and service costs for organizations, and/or a lessening of

the overall costs that are expended in the "system."

Longitudinal case study analysis is needed to discover

the cycles or phases of environmental conditions and

interorganizational coordination. Future research can also

investigate organizational power and its analysis from a

combined theoretical model. Power can be documented more

effectively by asking directly about the particular

organizations involved in interorganizational relations and

learning more about how organizations are invited to

participate in such linkages. The development of a matrix

of interorganizational connections or research procedures
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that measure the frequency with which interrelationships

involve the same organizational players would be especially

useful. Sector specific studies which focus on the

existence and modes of relationships among like

organizations (i.e., private, nonprofit, public) can also

supplement the existing literature.

It would be important for future studies to incorporate

a combined methodological model similar to that used in this

research. As early as 1927, Burgess wrote, "The method of

statistics and of case study are not in conflict with each

other; they are in fact mutually complementary." This

dissertation demonstrates the success of the community case

study in strengthening organizational provider and key

informant survey data as well as the importance of secondary

source information. In reference to the value of the case

study approach, Shalin (1986) wrote, "What [the researcher]

loses in quantitative precision and reproducibility, [s/he J

makes up for in the qualitative grasp of detail, in the

breadth of theoretical possibilities, and above all in

truthfulness to the objective indeterminacy of the

situation." The researcher's participant observation,

(i.e., working, since March 1989, as a "Specialist in Aging"

with the San Francisco Commission on Aging) served to

validate the data collected from case study respondents.

There are limitations to the generalizability of this

research. Future studies would be improved by expanding the

s
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geographical and organizational scope to include rural

communities and the full package of services available to

the elderly.

The possibilities are wide open for developing and

conducting research that can capture the theoretical and

empirical realities of health and social organizations

serving the elderly in a changing and turbulent political,

social, and economic environment. It is the hope of this

researcher that, in addition to creating further questions,

this dissertation has shed some light on the complex set of

issues surrounding community-based long term care services

for the elderly in an era of cost containment.
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INTRODUCTION

for the Universit v of California,
Hello, my name is

June 10, 1986

phone survey of nursing homes.
agreeing to be interviewed. As we explained in our letter, we
will be asking some questions requiring specific factual data,

, and. I am calling
San Francisco about our tele

Thank you for

and other questions about policy impacts on your agency. I
assume you have received our letter and have the specific data in
front of you. [IF THEY NEED TO FIND IT, GIVE THEM TIME TO LOCATE
I.T.

GENERAL KNOWLEDGE.

IF THEY DID NOT RECEIVE THE LETTER AND SAMPLE QUESTIONS,
WE PREFER THAT THEY RESPOND TO THE INTERVIEW BASED ON THEIR

IF THEY ARE ADAMANT ABOUT REHOWEVER,
SCHEDULING, WE'LL RE-SCHEDULE. J

343
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ORGANIZATIONAL :

l.

2.

What is your current tax stat us? [READ CHOICES]

Has this tax status changes in the past two years?

2A.

TELEPHONE SURVEY OF NURS ING HOMES

Public . . . . . . . . . . . • - - - - - - e - e. -

I would like to start by asking you some
data TabouTyour nursing home's organizational structure.

Private, non-profit . . . . . . . . . . . . . . . . . . . 2
Proprietary, investor-owned (e.g.,

sole proprietors, partnerships,
and corporations . . . . . . . . . . . . . . . .

Other • * > - - - - - - - - e - - - - - e - - e. e. e - - - - - -

. . . . 3
. . . 4

DNA - Does not apply . . . . . . . . . . . . . .
DK - Don't know . . . . . . . . . . . . . . . . . . .
RTS - Refused to state . . . . . . . . . . . .

Yes • e - e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e.

NO • - - - - - - - - - - - - e. e. e. e. e. e. e. e. e. e. e. e. e.

DNA - Does not apply . . . . . . . .
DK - Don't know . . . . . . . . . . . . .
RTS - Refused to state . . . . . .

[IF YES], How has it changed?

From public . . . . . . . . . . . .

. . . . . . . . . .
. . . 2

. . . 6

. . . 8

. . . 9

. . . . . . . . . 1
From nonprofit . . . . . . . . . . . . . . . . . . 2
From proprietary, investor-owned .. 3
Other response [SPECIFY] . . . 4

DNA - Does not apply . . .
DK - Don't know . . . . . . . .
RTS - Refused to state .

. . . . . 6
. . . . . . . . . 8
. . . . . . . . . 9

factual

º'--

-
S
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TELEPHONE SURVEY OF NURSING HOMES

3 - What best describes your facility's current organizational
structure? [READ CHOICES]

Freestanding (e.g., not located
in a hospital) 2 . . . . . . . . . . . . . . . . . . . . . 1

Hospital-based ? . . . . . . . . . . . . . . . . . . . . . . . 2
Other, please specify . . . . . . . . . . . . . . . . . 3

DNA - Does not apply . . . . . . .
DK - Don't know . . . . . . . . . . . . .
RTS - Refused to state . . . . . . . . . . . . . . . . 9

4 - Is your facility: [READ CHOICES]

Part of a chain (e.g., owned by a
parent organization which owns
other such facilities) 7 .

Non-chain? . . . . . . . . . . . . . . . .

DNA - Does not apply . . . . . .
DK - Don't know . . . . . . . . . . .
RTS - Refused to state . . . .

5 - How many licensed beds do you have

. . . . . . . . . . 1

. . . . . . . . . . 2

. . . . . . . . . . 6

. . . . . . . . . . 8

. . . . . . . . . . 9

in your facility?

DNA
-

DOes not apply e e e e e e e e s e e º 'º e º 'º e ... 6
DK - DOn t t know e - © - e. e. e. e. e. e. e. e. e. e. e. e º 'º - © tº º º 8
RTS

-
Refused to State e e s e e e s e e º e º e º 'o . 9

A r, p li ec. Survey Research

(

y

º

º

s
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6.

8.

A.

TELEPHONE SURVEY OF NURSING HOMES

Of these beds, how many are licensed at the following
levels : [READ CHOICES]

SNF2
ICF2
ICF/SNF Joint licensure category?
Other 2

DNA
-

DOes In O F apply e - e - e - - - - - - - - - - - - - 6
DK -

Don't know . . . . . . . . . . . . . . . . . . . . . . . 8
RTS - Refused to state . . . . . . . . . . . . . . . . 9

Since 1984, have the number of licensed beds in your
facility decreased, remained the same, or increased? (

Decreased • . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 [ASK Q. 7A]
Remained the same . . . . . . . . . . . . . . . . . . . . . 2 [GO ON TO Q. 8]
Increased . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3 CASK Q. 7A]

DNA - Does not apply . . . . . . . . . . . . . . . . . . 6 [GO ON TO Q. 8]
DK -

Don' t know - - - - - - - - - - - - e - © - - - - - - - - 8 [GO ON TO Q. 8]
RTS -

Refused to State e - e. e. e. e. e. e. e. e - © e - © . 9 [GO ON TO Q. 8]

7A. By approximately what percentage have your beds
(INCREASED/DECREASED) 2 (

$

DNA - DOes not apply - e. e. e. e. e. e. e. e. e. e. e. e. 6
DK

-
DOn º t know e e e e e o e e e e e o e e º 'º e e 8

RTS -
Refused to State e e º e e º e e o e . 9

Of your total licensed beds, how many are :

a) Medicare cert ified? (
b) Medicaid certified? (

DNA - Does not apply . . . . . . . . . . . . . . . . . . 6
DK - Don't know . . . . . . . . . . . . . . . . . . . . . . . 8
RTS -

Refused + O. st a te - - - - - - - - - - - - - - . . 9

li ed Survey Research 3.415
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TELEPHONE SURVEY OF NURSING HOMES
T. "

** º,

9 - What is the average length of stay at your facility? [MAY a'

BE ANSWERED IN MONTHS OR YEARS, PROBE AND SPECIFY] ( ) 4.

■

º
DNA - Does not apply . . . . . . . . . . . . . . . . . . 6
DK - Don't know . . . . . . . . . . . . . . . . . . . . . . . 8 ~

RTS - Refused to state . . . . . . . . . . . . . . . . 9 sº
c

l C - Has this average length of stay changed in the past two
years? ( )

. . . 1 [ASK Q. 10A] |

. . . 2 [GO ON TO Q. lll º

Yes • e e º 'º - e - e - e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e.

NO - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

DNA - Does not apply . . . . . . . . . . . . . . . . . . 6 [Go ON TO Q. lll
DK - Don't know • . . . . . . . . . . . . . . . . . . . . . . 8 [GO ON TO Q. lll --~

RTS - Refused to state . . . . . . . . . . . . . . . .9 [GO ON TO Q. lll < *■

Yº:

4.

2.

1 OA . [IF CHANGED], Has the length of stay: ( ) º
Sº

a) Decreased significantly? . . . . . . . . . . . 1
b) Decreased somewhat ? . . . . . . . . . . . . . . . . 2 c
c) Increased somewhat? . . . . . . . . . . . . . . . . 4

d) Increased significantly? . . . . . . . . . . . 5 **
º

DNA
-

DOes not apply e - e. e. e. e. e. e. e. e. e - © - - - - ... 6 1 ■ º
DK -

Don' t know - e. e. e. e. e. e. e. e. e. e. e. e. e. e. e - - - - - - e. 8
- -

RTS - Refused to State - e. e. e. e. e - - - - - - - - - . 9

Q:

º

,, . , , , ; i ed Su ■ vey Researc. :
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TELEPHONE SURVEY OF NURSING HOMES

REVENUE SOURCES: I would next like to ask you some quest ions
about Tyour Tfacility's sources of revenue. [IF NECESSARY,
THAT WE ARE NOT INTERESTED IN SPECIFICS OF PROFIT MARGINS,
EXPENDITURES, ETC. , BUT RATHER WHERE THEIR MONEY COMES FROM AND
WHAT THE RATE TRENDS ARE. I

ll A. For each of the following, please
revenue source. [READ (a) THROUGH (e).]

ll B. [IF A SOURCE], Has the total
the same, or increased since
REVENUE SOURCES]

ll A. IS SOURCE

a) Medicaid:

b) Medicare:

c) Other state
government:
[SPECIFYI

d) Private pay (e.g.
out-of-pocket,
private insurance):

e) Other :
[SPECIFYI

A nn l i e ci Survey Fes; e a rich

Yes . . . . 1
No . . . . . 2

DNA . . . . 6

RTS . . . . 9

Yes . . . . 1
No. . . . . 2

DNA . . . . 6
DK. . . . . 8
RTS. . . . 9

Yes . . . . l
No. . . . . 2

DNA . . . . 6
DK. . . . . 8
RTS . . . . 9

Yes. . . . 1
No . . . . . 2

DNA . . . . 6
DK. . . . . 8
RTS . . . . 9

DNA . . . . 6

RTS . . . . 9

amount decreased,
1984 [READ ALL THAT ARE

indicate whether it is

ll B. CHANGE

Decreased . . . 3

Increased . . . 5
DNA . . . . . . . . . 6

Decreased . . . 3
Same . . . . . . . . 4
Increased . . . 5
DNA . . . . . . . . . 6
DK. . . . . . . . . . 8
RTS . . . . . . . . . 9

Decreased . . . 3
Same . . . . . - 4
Increased . . . 5
DNA . . . . . . . . . 6
DK. . . . . . . . . . 8
RTS . . . . . . . . . 9

Decreased . . . 3
Same . . . . . . . . 4
Increased . . . 5
DNA . . . . . . . . . 6
DK. . . . . . . . . . 8
RTS . . . . . . . . . 9

Decreased . . . 3
Same . . . . . . . . 4
Increased . . . 5
DNA . . . . . . . . . 6
DK . . . . . . . . . . 8
RTS . . . . . . . . . 9

EXPLAIN

a

remained

348



TELEPHONE SURVEY OF NURSING HOMES

POLICY CHANGES AFFECTING ORGANIZATION: The purpose of this study
IsTECTbetter Tunderstand the effects of recent policy changes on 4

organizations serving the elderly. We wish to learn how federal
and state policies or interpret at ions of policy have affected 72.
facilities like yours. º,

12. Please tell me which three policy changes or interpretations
have had the greatest impact on your facility in the past
two years, and what effect s these changes have had.

a ) ( )

b) ( )

c) ( ) *

Ann l i a d G 11 F. v = v Res is a I ch
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TELEPHONE SURVEY OF NURSING HOMES
-T

ºf 7,

STAFFING

Next, I would like to ask some quest ions about your facility's "…
st aff.

13. Approximately how many total staff does your facility sº
employ? [CLARIFY THAT WE MEAN STAFF MEMBERS, NOT FTE OR

-

HOURS; AND THAT THIS INCLUDES FULL-TIME, PART-TIME AND
CONTRACT. J ( ) c

DNA - - - - - e - e. e. e. e. e. e. e. e. e. e. e. . . . . . . . . . . . . . . . . . 6
DK - - - - - - - - - - - - - - - - - . . . . . . . . . . . . . . . . . . . 8

14. Has the total number of staff decreased, remained the same,
or increased since 19842 º

Decreased Same Increased DNA DK RTS

Total
-

Staff . . . . . l. . . . . . . 2. . . . . . . . 3. . . . . . . 6. . . . . 8. . . . 9 ( ) º,

sº
*

c

15. Have the numbers of the following caregivers changed in the
º

past two years? [READ (a) THROUGH (c.). J º
–

Doesn't De- In

Employ creased Same creased DNA DK RTS º,
- º,

a) Registered
nu I SeS . . . . . . . . O. . . . . . . . l. . . . . . 2. . . . . . . 3. . . . . . 6- . 8. . . 9 ( ) 2."

-->
Sº

b) LVN's/LPN's . . . O. . . . . . . . l. . . . . . 2. . . . . . . 3. . . . . . 6. .8. . . 9 ( ) A. N.

c) Aides • . . . . . . . . 0 - - - - - - . . l. . . . . . 2. . . . . . . 3. . . . . . 6- . 8. . . 9 ( ) yº.

350
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TELEPHONE SURVEY OF NURSING HOMES -

* ,

16. What is the approximate nursing staff to patient ratio in
your facility? [CLARIFY THIS AS TOTAL RN AND LVN/LPN TO
PATIENT RATIO. J ( ) º

t

s
DNA - Does not apply . . . . . . . . . . . . . . . . . . 6
DK - Don't know . . . . . . . . . . . . . . . . . . . . . . . 8 ºRTS - Refused to state . . . . . . . . . . . . . . . . 9

l 7. Since 1984, on the average, have the workloads of your
facility's caregivers decreased, remained the same, or
increased ? ( )

Decreased . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 [ASK Q. l7A] sº
Same . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2 [GO ON TO Q. 18 J
In creased . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3 [ASK Q. l7A]

-
[..Tº

DNA e e - e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. . . . . . . . . 6 [GO ON TO Q. 18 J º
DK . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 8 [GO ON TO Q. 18 J
RTS . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 9 IGO ON TO Q. le]

%.

17A . [IF CHANGED], To what do you attribute this change? ~
s

( )
t

c
( )

zº,( ) *-

-

18. Has your facility sought to increase the productivity of
any of your employees? ( ) º

Yes . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 [ASK Q. 18A & Bl Nº

No . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2 [GO ON TO Q. 19 J AT

DNA e - e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. . . . . . . 6 [GO ON TO Q. 19 J yº
DK . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 8 [GO ON TO Q. 19 J
RTS . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 9 [GO ON TO Q. 19 J

Apt, i <> d S ; ; ; ; a v T. ... := arch



TELEPHONE SURVEY OF NURS ING HOMES
- R.

º,

18A.. Which categories of employees? ( ) 72
|

DNA . . . . . . . . . . . . . . . . . . . . . e - e. e. e. e. e. e. e. 6 sº
DK . . . . . . - - - - - - • e e o e a e - e. e e s - - - - - - - 8 -*

RTS . . . . . e - e. e. e. e. e. e. e. e e º e - e - - - - - - - - - - 9
c

18B. How have you sought to increase their productivity and
how do you measure productivity?

( ) | Tº

yº,

DNA • . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 6

DK . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 8
-

RTS • * * > * > → • - e. e. e. e. e. e. e. e. e. e. e. e. . . . . . . . . . 9 º

sº

19. What other things, if any, has your facility done to keep c
labor costs down?

DNA . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 6 º
DK . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 8 Sº
RTS • e o e º 'º e º 'o e º 'º e º e e s - e. e. e. e. e. e. e. e. e º 'º - - . . . . 9

º

yº,

Arri i ed Survey Résearch
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Th.LEPHONE SURVEY OF NURS ING HOMES

SERVICES

I would now like to ask you some questions about the services
that your facility provides.

20.

2/.

Do you provide the following types of care and if so, has
the provision of this care changed in the past two years?
[READ (a) THROUGH (h). J

Doesn't De- In

Provide creased Same creased DNA DK RTS

a ) Tube feeding? . . O. . . . . . . . l. . . . . . 2. . . . . . . 3. . . . . . 6. - 8. . . 9 (

b) In travenous
therapy? . . . . . . . 0. . . . . . . . 1 . . . . . . 2. . . . . . . 3. . . . . . 6. - 8. . . 9 (

c) Inhala + ion
therapy? . . . . . . . 0. . . . . . . . l. . . . . . 2. . . . . . . 3. . . . . . 6. - 8. . . 9 (

d) Urinary
Catheters 2 • . . . . O. . . . . . . . 1 . . . . . . 2. . . . . . . 3. . . . . . 6- . 8. . . 9 (

e) Ostomy care
(training of
patients,
treatment of
complications)? O. . . . . . . . l. . . . . . 2. . . . . . . 3. . . . . . 6. - 8. . . 9 (

f) Medical social
work services? 0. . . . . . . . l. . . . . . 2. . . . . . . 3. . . . . . 6- . 8. . . 9 (

g) Discharge
planning? . . . . . .0. . . . . . . . l. . . . . . 2. . . . . . . 3. . . . . . 6. .8. . . 9 (

h) Psycho
geriatric
services? - - - - - - 0. . . . . . . . 1 . . . . . . 2 . . . . . . . 3. . . . . . 6- . 8. . . 9 (

Have any hospitals in your area:

Yes NO DNA DK RTS
a) Arranged with your

-

facility to reserve a
portion of your beds
for their exclusive use? ... l. . . . . . 2. . . . . . 6. . . . . . 8. . . . . 9 (

b) Arranged with your
facility to give priority
to their patients as your
beds become available? . . . l. . . . . . 2. . . . . . 6. . . . . . 8. . . . . 9 (

353
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TELEPHONE SURVEY OF NURS ING HOMES

PATIENTS: Now for a few questions about your patients.

22. What is your current occupancy rate 2

$

DNA - - - - - - - - - - - - - - • - - - - - - - e. e. e. e. e. e. e. e. - - - 6
DK e - e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. - - - - e - - - e - . . . . 8
RTS . . . . . . . . . . . . . . . • e º e e e a e e . . . . . . . . . 9

23. Since 1984, has your occupancy rate decreased, remained
same, or increased? [PROBE FOR DEGREE OF CHANGE]

Decreased significantly . . . . . . . . . . . . . . . 1
Decreased somewhat . . . . . . . . . . . . . . . . . . . . 2
Remained the same . . . . . . . . . . . . . . . . . . . . .3
Increased somewhat . . . . . . . . . . . . . . . . . . . . 4
Increased significantly . . . . . . . . . . . . . . . 5

DNA - Does not apply . . . . . . . . . . . . . . . . . . 6
DK - Don't know • . . . . . . . . . . . . . . . . . . . . . . 8
RTS - Refused to state . . . . . . . . . . . . . . . . 9

24. Approximately what percent age of your patients are:
[READ (a) THROUGH (d).]

a) Aged 65 or over? . . . . . . . . . . . . . . . . . . . . . . .

DNA - Does not apply . . . . . 106
DK - DOn 't know . . . . . . . . . . . . . . . . . 108
RTS

-
Refused t O St. at e . . . . . . . . . . 109

b) Women? e e - e. e. e. e. e. e. e. e. e. e. e. e. e e e e e e e s e e º 'º e º e º 'º e

DNA - Does not apply . . . . . . . . . . . . 106
DK - DOn 't know . . . . . . . . . . . . . . . . . 108
RTS – Refused to state . . . . . . . . . . 109
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24.

25.

26.

N rv - 1 &

TELEPHONE SURVEY OF NURSING HOMES

[CONTINUED. . . Approximately what percentage of your patients
are : READ (a) THROUGH (d).]

c) Discharged to your facility
from a hospital? . . . . . . . . . . . . e - - - - - - - - - -

DNA - DOes not apply - - - - - - - - - - - - 106
DK -

DOn 't know - - - - - - - - - . . . . . . . . 108
RTS - Refused to state . . . . . . . . . . 109

d) Medicaid reimbursed? . . . . . . . . . . . . . . . . . . .

DNA - DOes nC, t apply - - - - - - - - - - - - 106
DK -

Don't know . . . . . . . . . . . . . . . . . 108
RTS - Refused to state . . . . . . . . . . 109

Since 1984, have the numbers of the following types of
patients decreased, remained the same, or increased?
[READ (a) THROUGH (e). J

De- In

creased Same creased DNA DK

$

$

RTS

a ) Those aged 65 or over? l . . . . . . . 2 . . . . . . 3. . . . . . 6. . . 8. . . . 9

b) Those aged 85 or over? l . . . . . . . 2. . . . . . 3. . . . . . 6 - - - 8. . . . 9

c) Women? . . . . . . . . . . . . . . . . 1 . . . . . . . 2. . . . . . 3. . . . . . 6. . . 8. .

d) Medicare-reimbursed? ... l. . . . . . . 2 . . . . . . 3. . . . . . 6. . . 8. . . . 9

e) Medicaid-reimbursed? . . l. . . . . . . 2. . . . . . 3. . . . . . 6. . . 8. . . . 9

Of those patients referred to your facility each month,
approximately how many are referred from the following
sources? [READ (a) THROUGH (d).]

DNA DK

a ) Total number of referrals? 6 . . . 8. .

b) From hospitals? 6 . . . 8. .

c) From community by a physician 6 . . . 8. .

d) Client or family referrals 2 6 . . . 8. .
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27.

28.
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Does your facility currently have a wait ing list of
prospective patients? (

Yes . . . . . . . . . . - - - - - - - - - - - - - e - - - - - - - -
. . . 1 [ASK Q. 27A & BJ

No . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2 [GO ON TO Q. 28]

DNA - Does not apply . . . . . . . . . . . . . . . . . . 6 [GO ON TO Q. 28]
DK - Don't know . . . . . . . . . . . . . . . . . . . . . . . 8 [GO ON TO Q. 28]
RTS - Refused to state . . . . . . . . . . . . . . . . 9 [GO ON TO Q. 28]

27A . On average, how long a wait is there to get into your

27B.

What

facility? [RECORD IN DAYS –– IF NECESSARY, PROBE FOR
NUMBER IN DAYS. J (

DNA - Does not apply . . . . . . . . . . . . . 6
DK - Don't know . . . . . . . . . . . . . . . . . . 8
RTS - Refused to state . . . . . . . . . . . 9

In the past two years, has the number of people on
your waiting list decreased, remained the same, or
increased? (

Decreased . . . . . . . . . . . . . . . . . . - - - - - - 1
Remained the same . . . . . . . . . . - - - - - - 2
Increased . . . . . - - - - - - - - - - - - - - - - - - - 3

DNA - Does not apply . . . . . . . . . . . . . 6
DK - Don't know . . . . . . . . . . . . . . . . . . 8
RTS - Refused to state . . . . . . . . . . . 9

types, if any, of patient s or diagnoses are you unable
to admit to your facility?

(

(

(

DNA - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 6
DK . . . . . e - - - - - - - - - - - - e - e - - - - - - - - - - - - - - - - 8
RTS - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 9
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28A.. [IF ANY LISTED, ASK]: Why can't these patients be
served in your facility?

(

DNA . . . . . . . . . . . • e - e. e. e. e. e. e - - - - - - e - e. e. e. e - - - - 6
DK . . . . . . . . . . . . . . . . . . . - - - - - - e - e. e. e. e. e. - e. e. e. e. 8
RTS • * ~ e º e - e - e. e. e. - - - - - e e - e - e. e. e. e. e. e. e. e. e. - . 9

29. Are those patients admitted to your facility less likely,
the same, or more likely to : [READ CHOICES]

Le SS More

Likely Same Likely DNA DK RTS

a) Have high
acuity ratings? . . . . . . l. . . . . . 2. . . . . . 3. . . . . . 6. . . . 8. . . . 9 (

b) Require high
levels of care 2 • . . . . . . l. . . . . . 2 . . . . . . 3. . . . . . 6 . . . . 8. . . . 9 (

3 O. On a monthly basis, what is the approximate number of
patients who are : [READ CHOICES (a) THROUGH (d).]

a) Discharged by your facility (total) 2 (

b) Discharged to acute hospitals? (

c) Discharged home with support (e. g . . ,
family, spouse, other caregivers)? (

d) Discharged home a lone? (

357
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INTERORGANIZATIONAL RELATIONS: I will now ask some quest ions

TELEPHONE SURVEY OF NURS ING HOMES

about your relationships with other organizations.

31. Does your facility have any contracts, joint ventures, or
other agreements with organizations of the following types
in your area?

a )

b)

c)

d)

e)

f)

g)

Acute general hospitals?

[SPECIFYI

Yes

. . . 1 . . . . 2 . .

[PROBE FOR TYPE OF AGREEMENT. J

No. DNA DK

• 6 . . . 8.

Other types of hospitals?

[SPECIFY]

Other nursing homes?

[SPECIFY]

Other community

. . . 2. . . 6 . . . 8.

• - 2. . . 6. . . 8.

residential facilities? . .

[SPECIFY]

Home health agencies?

[SPECIFYI

• 6 . . . 8.

Mental health facilities,
inpatient or outpatient 2 .

[SPECIFYI

• 6 . . . 8.

Other, please specify . . . .

[SPECIFY]

Survey = S earch

RTS
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CLOSEOUT

I would like to ask you a few final quest ions.

Our study is especially concerned with the indirect effects on
community service providers of Medi care DRG payments to
hospitals. The following quest ion refers to any indirect
effects on your nursing home of DRG payment s to hospitals.

32. In your opinion, as a result of Medicare DRG payment to
hospitals, has your nursing home experienced any of the

EXPLAIN

AGAIN : "This refers to DRG payments to hospitals, not to
following? [READ (a) THROUGH (h) ; IF NECESSARY,

nursing homes. “J

Yes No DNA DK RTS

a) Changes in the types of
patients you admit? . . . . . . . . . . . . . . . . l. . . . 2. .

a. 1) [IF YES], Please describe

• 6. . 8. . . . 9 (

b) Shifts in the kinds of
services you provide? . . . . . . . . . . . . . . 1 . . . . 2. .

b. 1) [IF YES], Please describe

• 6. . 8. . . . 9 (

c) Changes in numbers of short
term patients (60 days or less) 2 . . . l. . . . 2. .

c. 1) [IF YES], Please describe

. 8. . . . 9 (

d) Changes in numbers of long
term patients (over 60 days) 2 . . . . . . l. . . . 2. .

d. 1) [IF YES], Please describe

• 6. . 8. . . . 9 (
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32 - [CONTINUED. . . In your opinion, as a result of Medicare DRG
payment to hospitals, has your nursing home experienced any
of the following? READ (a) THROUGH (h) ; IF NECESSARY,
EXPLAIN AGAIN : "This refers to DRG payments to hospitals,
not to nursing homes. "I

Yes No DNA DK RTS

e) Changes in average
acuity levels? . . . . . . . . . . . . . . . . . . . . . 1 . . . . 2. . . 6. . . 8. . . . 9 (

e. 1) [IF YES ], Please describe

f) Changes in your ability to
refer patients to hospitals? . . . . . . . l. . . . 2... 6. . . 8. . . . 9 (

f. 1) [IF YES], Please describe

g) Changes in your ability
to refer your dischargees
to home health care? . . . . . . . . . . . . . . . 1 . . . . 2. . . 6. . . 8. . . . 9 (

g. 1) [IF YES], Please describe

h) Other 2 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 . . . . 2. . . 6. . . 8. . . . 9 (

h. 1) [IF YES], Please describe

~ 1 i e i Si rve v Rese arch
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33. In the past two years in your community, has
responsibility for the long-term care of the elderly shifted
toward or away from any of the following, or has there been
no change? [READ (a) THROUGH (f).]

Shift NO

Away Change
Shift

Toward DNA DK RTS

a) Families of the
elderly? . . . . . . . . . . . . . . . 1 . . .

b) Of her community
providers? . . . . . . • . . . . . . ] . . .

c) The elderly themselves? l. . .

d) The public sector? . . . . . l. . .

e) The non-profit sector? l. . .

f) The proprietary sector 7 l. . .

34. Is there anything else you wish

• 2 . . . . . . 3. . . . . . 6 . . . 8.

. . 2 . . . . . • 3. . . . . . 6. . . 8.

. . 2 . . . . . . 3. . . . . . 6. . . 8.

. . 2 . . . . . . 3. . . . . . 6 . . . 8.

. . 2 . . . . . . 3. . . . . . 6 . . . 8.

. . 2 . . . . . . 3. . . . . . 6 . . . 8.

+ O tell us?

. . . 9 (

3.5 - Would you like us to send you a
they are available?

Ye S • * * * * * ~ e º e º e e e e e e e e e e e

NO • * - - - - - e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e.

DNA - Does not apply . . . . .
DK - Don't know • - e. e. - - - - - -

RTS - Refused to state . . . .

the Overall

copy of our findings when

• . . . . . . 1
• . . . . . . 2

- - - - - . . 6
. . . . . . . 8

That is all I have to ask you. For your in formation,
supervisor might be calling to verify this interview.
you very much for helping us by answering these quest ions.
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TELEPHONE SURVEY OF DISCHARGE PLANNERS
1987 INSTRUMENT

for
Institute for Health & Aging

University of California, San Francisco

August 15, 1987

INTRODUCTION

Hello, my name is ... I'm calling for the
University of California, San Francisco about our telephone survey of hospital
discharge planners. Thank you for agreeing to be interviewed again this year.
As we explained in our letter, we will be asking some questions requiring
specific factual data. Other questions will be asked about policy impacts on
your hospital and on the other health and social service organizations serving
the elderly in your community. I assume you have received our letter and have
the specific data in front of you. [IF THEY NEED TO FIND IT, GIVE THEM TIME
TO LOCATE IT. IF THEY DID NOT RECEIVE THE LETTER AND SAMPLE QUESTIONS, SAY
WE PREFER THAT THEY RESPOND TO THE INTERVIEW BASED ON THEIR GENERAL
KNOWLEDGE. HOWEVER, IF THEY ARE ADAMANT ABOUT RE-SCHEDULING, WE'LL
RE-SCHEDULE. J

362

Applied Survey Research



Hospital Discharge Planners Survey

HOSPITAL DISCHARGE PLANNERS SURVEY l987

I. Organizational Structure

I'd like to begin by asking some questions about your hospital's
organizational structure. For each question, I will read several
responses. Please choose the response that best describes your
hospital.

l. What is the legal tax status of your hospital; that is, what
is your tax status for federal tax reporting purposes?
[READ CHOICES]

Federal, state or local governmental hospital;
that is, a public hospital? . . . . . . . . l

50l (C)(3); that is, a private
nonprofit hospital? . . . . . . . . . . . . . . . .2

Proprietary or investor-owned;
that is, a for-profit hospital? .... 3

2. How many years has your hospital been in existence?
[WRITE NUMBER OF YEARS]

DNA • . . . . . . . . . . . . . . . . . . . . -6
DK • . . . . . . . . . . . . . . . . . . . . . ~8
RTS • - - - - - - - - - - - - - - - - - - - - -9

3. How many licensed ACUTE CARE beds does your hospital have?

DNA. . . . . . . . . . . . . . . . . . . . . . -66
DK. . . . . . . . . . . . . . . . . . . . . . . -88
RTS. . . . . . . . . . . . . . . . . . . . . . -99

4. Does your hospital have any licensed skilled nursing beds?

Yes. . . . . . . . . . . . . . . . . . . . . . l [ASK Q.
No. . . . . . . . . . . . . . . . . . . . . . .2 [GO ON

DNA. . . . . . . . . . . . . . . . . . . . . .6 [GO ON
DK. . . . . . . . . . . . . . . . . . . . . . .8 [Go ON

ON

4a]
TO Q.

To Q. 5]
TO Q.

TIE

I5 TIA

I5 T16

l8
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4a. [IF YES] How many?

5. Do you have any swing beds designated for sub-acute levels
of care?

Yes. . . . . e e - e - e. e. e. e. e. e. e - e. e. e. e. l
NO - - - - - - - - • . . . . . . . . . . . . . .2

DNA - e. e. e. e. e. e - - - - - - - - e. e. e. . . . . 6
DK. . . . . . . . . . . . . . . . . . . . . . .8
RTS. . . . . . . . . . . . . . . . . . . . . .9

6. Does your hospital have an acute psychiatric unit?

Yes. . . . . . . . . . . . . . . . l [ASK Q. 6a]
No. . . . . . . . . . . . . . . . .2 [GO CN TO Q. 7]

DNA. . . . . . . . . . . . . . . .6 [GO CN TO Q. 7]
DK. . . . . . . . . . . . . . . . . 8 [GO ON TO Q. 7]
RTS. . . . . . . . . . . . . . . .9 [Go ON TO Q. 7]

6a. [IF YES, ASK]: Is that unit exempt from Medicare
Prospective Payment?

Yes. . . . . . . . . . . . . . . . l
No. . . . . . . . . . . . . . . . .2

DNA. . . . . . . . . . . . . . . .6
DK. . . . . . . . . . . . . . . . .8
RTS e e - © e • . . . . . . . . . .9

7. Do you have any beds designated for psychiatric treatment
outside a psychiatric unit?

Yes. . . . . . . . . . . . . . . . l
No. . . . . . . . . . . . . . . . .2

DNA. . . . . . . . . . . . . . . . 6
DK. . . . . . . . . . . . . . . . .8
RTS. . . . . . . . . . . . . . . .9
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8. What is your hospital's organizational structure? I'll read
you a list and you can tell me which items best describe your
hospital.

For questions 8a–8e:
DNA - Does not apply. . . . . 6
DK - Don't know. . . . . . . . . . 8

a)

b)

c)

d)

Owned by a parent corporation operating
other hospitals, i.e., a chain.

Yes - - - - - - - - - - - - - - - - - - - - - l
No - - - - - • . . . . . . . . . . . . . . . .2

SPECIFY NAME OF CHAIN

Owning health-related organizations other
than hospitals; for example, a home health
agency or nursing home.

Yes. . . . . . . . . . . . . . . . . . . . . 1
No. . . . . . . . . . . . . . . . . . . . . .2

Managed by a separate corporation that
manages other hospitals.

No. . . . . . . . . . . . . . . . . . . . . .2

Affiliated with a multi-facility system.

Yes. . . . . . . . . - - - - - • . . . . . . 1
No. . . . . . . . . . . . . . . . . . . . . .2

[IF YES TO ANY Q.'s (a) - (d), Go ON TO Q. 9.
IF NO TO (a) - (d), THEN ASK (e).]:

e) Are you independent; that is, not owned
by or owning other organizations?

Yes. . . . . . . . . . . . . . . . . . . . .1
No. . . . . . . . . . . . . . . . . . . . . .2
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9. Was your organizational structure different last year?

Yes. . . . . . . . . . . . . . . . l [ASK Q. 9a)
No. . . . . . . . . . . . . . . . .2 [GO ON TO Q. 10]

DNA. . . . . . . . . . . . . . . .6 [GO ON TO Q. 10]
DK. . . . . . . . . . . . . . . . . 8 [GO ON TO Q. 10]
RTS. . . . . . . . . . . . . . . .9 [GO ON TO Q. 10]

9a. [IF DIFFERENT), How was it different?
[PROBE AND WRITE ANSWER IN DETAIL)

DNA . . . . . . . . . . . . . . . . . . . . -6
DK . . . . . . . . . . . . . . . . . . . . . -8
RTS . . . . . . . . . . . . . . . . . . . . -9

y
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_*-Tº:

II. INTER—ORGANIZATIONAL RELATIONS º

We're interested in your hospital's relationships with other
organizations in your area. 4

lo. Do you have any contractual (that is, transfer agreement, º
management contract, joint venture) or non-contractual
that is, informal) arrangements with organizations of the
following types? [IF YES, PLEASE RECORD RESPONSES. REREAD
CHOICES IF RESPONDENT HESITATES OR ASKS FOR CLARIFICATION]

Yes No DNA DK RTS

a) Other acute care hospitals . l. . . . . .2. . . . . .6. . . .8. . .9

|
|
|
|
|
|
|
|
|
|
|
|

[IF NO, Go ON TO b.] | 38
|

a. 1) Type of arrangement [PLEASE SPECIFY]: |
|
— —

| 39 40

b) Psychiatric hospitals . . . . . . l. . . . . .2. . . . . . 6- . . .8. . .9 |
-

sº
| 4l *

b. 1) Type of arrangement [PLEASE SPECIFY]: | 1.Tº| -- i.

|
- -

5. * *

| 42 A3
*

|
| 4.

c) Nursing homes • . . . . . . . . . . . . . l. . . . . .2. . . . . . 6- . . .8. . .9 —
*

| 44 º
|

c.1) Type of arrangement [PLEASE SPECIFY]: | º
|
—— º

| 45 46 s
| c

d) Rehabilitation facilities ... l. . . . . .2. . . . . . 6. . . .8. . .9 |
-

| 47
d. 1) Type of arrangement [PLEASE SPECIFY]: | º

Li []

| TA5 T45
-

| º,
º,

º
Sº

Kº:
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lo. (continued) Do you have any contractual (that is, transfer
agreement, management contract, joint venture) or non
contractual (that is, informal) arrangements with
organizations of the following types?

e) Outpatient mental
health clinics . . . . . . . . . . . . . l. . . . . .2. . . . . . 6- . . .8. . .9

e.l) Type of arrangement [PLEASE SPECIFY]:

f) Home health agencies . . . . . . . l. . . . . .2. . . . . . 6. . . .8. . .9

f. l) Type of arrangement [PLEASE SPECIFY]:

g) Adult day care agencies ....l.. . . . .2. . . . . . 6... .8. . .9

g. 1) Type of arrangement [PLEASE SPECIFY]:

h) Hospices
e e - e. e. e. e. e. • . . . . . . . . . . l. . . . . .2. . . . . . 6- . . .8. . .9

h.l) Type of arrangement [PLEASE SPECIFY]:

i) Transportation companies ...l...... 2...... 6... .8. . .9

i.l) Type of arrangement [PLEASE SPECIFY]:
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lo. (continued) Do you have any contractual (that is, transfer
agreement, management contract, joint venture) or non
contractual (that is, informal) arrangements with
organizations of the following types?

j) Preferred Provider
Organizations (PPOs) . . . . . . . . l. . . . . .2. . . . . .6. . . .8. . .9

j.l) Type of arrangement [PLEASE SPECIFY]:

k) Health Maintenance
Organizations (HMOs) . . . . . . . . l. . . . . .2. . . . . .6. . . .8. . .9

k.1) Type of arrangement [PLEASE SPECIFY]:

65

66 67

68

69 70
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llc. POLICY #3:
l8 l9 20

llc (l). IMPACTS OF POLICY #3:
2l 22 23 sº
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Hospital Discharge Planners Survey

ls. In the past twelve months, has your ability to secure the
following post-hospital care for your patients become
easier, remained the same, or become more difficult?

a) Nursing home placements?

Remained More
Easier the Same Difficult DNA DK RTS

l. . . . . . . . .2. . . . . . . . . .3. . . . . . . . . 6- . . .8. . .9

b) Board and care?

Remained More
Easier the Same Difficult DNA DK RTS

l. e - e. e. e - e. •2. . . . . . . . . . 3. . . . . . . . .6. . . .8. . .9

c) Home health care?

Remained More
Easier the Same Difficult DNA DK RTS

l. . . . . . . . .2. . . . . . . . . . 3. . . . . . . . .6. . . .8. . .9

d) Home-delivered meals?

Remained More
Easier the Same Difficult DNA DK RTS

l. . . . . . . . .2. . . . . . . . . .3. . . . . . . . .6. . . .8. . .9

e) Homemaker chore workers?

Remained More
Easier the Same Difficult DNA DK RTS

l. . . . . . . . .2. . . . . . . . . .3. . . . . . . . .6. . . .8. . .9

f) Adult day care?

Remained More
Easier the Same Difficult DNA DK RTS

l. . . . . . . . .2. . . . . . . . . .3. . . . . . . . .6. . . .8. . .9

g) Hospice care?

Remained More
Easier the Same Difficult DNA DK RTS

l. . . . . . . . .2. . . . . . . . . .3. . . . . . . . . 6- . . .8. . .9

h) Mental health services?

Remained More
Easier the Same Difficult DNA DK RTS

l e - e. e. e. e. . . .2 © e. e. e. e. e. e. ... 3. . . . . . . . . 6- . . .8. . .9 TN
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~ :

V. STAFFING | A-Tº:
| º,

The following questions refer to the staffing of discharge | *
planning activities in your hospital. |

| *

l6. Approximately how many TOTAL staff positions are devoted to rs
the discharge planning function in your hospital? [CLARIFY | *.
THAT THIS NUMBER SHOULD REFLECT WORKERS IN ALL DEPARTMENTS | º,
WHO DO DISCHARGE PLANNING) |

| 28
—— s

| 39 40 *

DNA - Does not apply . . . . . . - - - - - - - - - e. e. e. e. e. -6 |
DK - Don't know . . . . . . . . . . e - - - e. e. e. e. e º 'º - - - - -8 |
RTS - Refused to state . . . . . . . . . . . . e - e - © tº -9 |

|
17. Has this number of discharge planning staff decreased, |

remained the same, or increased in the past twelve months? |
|

Decreased . . . . . . . . . . . . . . . . . e - e. e. e. e. e. e. e. . . . . . .1 —
Remained the same . . . . . . . . . . . . . . . . . . . . . . . .2 | 4l
Increased • . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .3 |

|
DNA - Does not apply • . . . . . . . . . . . . . . . . . . . .6 | sº I
DK - Don't know . . . . . . . . . . . . . . . . . . . . . . . . . .8 | * i.

RTS - Refused to state • . . . . . . . . . . . . . . . . . .9 | * Tºjº|
- *

l3. Do the following types of hospital staff provide discharge | Sº,
planning services, and, if so, have their numbers decreased,
remained the same, or increased in the past twelve months? | *

-
| *

a) RNs? | - ■
| º,

No DP Decreased Same Increased DNA DK RTS — º
0. . . . . . . . l. . . . . . . .2. . . . . . . . 3. . . . . . . .6. . . .8. . .9 | 42

| s

b) Master's level social workers? | sº I|
No DP Decreased Same Increased DNA DK RTS — c

0. . . . . . . . l. . . . . . . .2. . . . . . . . 3. . . . . . . .6. . . .8. . .9 | 43 t
| r

-

c) Bachelor's level social workers? | º/
|

No DP Decreased Same Increased DNA DK RTS — Li C.

0. . . . . . . . l. . . . . . . .2. . . . . . . . 3. . . . . . . . 6- . . .8. . .9 | 44
-

|| %.
d) Social work technicians? | º,

|
No DP Decreased Same Increased DNA DK RTS — s

0. . . . . . . . l. . . . . . . .2 e e º e e º e - 3. . . . . . . . 6. . . .8. . .9 | 45 sº
| sº I

A T3 .
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19. In the past twelve months, have the workloads of your
discharge planning staff decreased, remained the same,
or increased?

Decreased . . . . . . . . . . . . . . . l [ASK Q. 19a)
Same . . . . . . . . . . . . . . . . . . . .2 [GO ON TO Q. 20)
Increased . . . . . . . . . . . . . . .3 [ASK Q. 19a]

DNA. . . . . . . . . . . . . . . . . . . . . .6 [GO ON TO Q. 20)
DK. . . . . . . . . . . . . . . . . . . . . . . 8 [GO ON TO Q. 20)
RTS. . . . . . . . . . . . . . . . . . . . . .9 [GO ON TO Q. 20)

19a. [IF CHANGE] To what do you attribute this change?
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VI. PATIENTS

The next section is about the patients your hospital serves.

20. Approximately what percentage of your hospital's patients
are: [CLARIFY THAT THIS NUMBER IS THE TOTAL HOSPITAL
CENSUS, NOT JUST THOSE PATIENTS SEEN BY THE DISCHARGE
PLANNER. READ (a) - (e) )

For questions 20a-20e:
DNA - Does not apply. . . . . . . . . -66
DK - DOn't know. . . . e e - e. e. e. - e. ... -88
RTS - Refused to state. . . . . . . -99

a) Aged 65 and older? . . . . . . . . tº e - © - © e º 'o - e. e - © tº e $

b) Aged 85 and older? e - e º 'º e º 'º e e e - e. e. e. e. e. e. e. e e e - e. $

c) Women? • e º e - e o 'º - e. e. e. e. e. e. e. e. e. e. e. e. e - e - - - - - - - e. e. e. e. e. $

d) Low income (for example,
Medicaid eligible)? & © tº e º e - e. e. e. e. e. e. e. e. e. e. e - © - © e $

e) Minority? e e º 'º e - e. e. e. e. e. e. e. e. e. e. © e o - - - - - - - - - - e º 'o $

2l. What percentage of ALL patients discharged each month
receive discharge planning services?

$

DNA - Does not apply . . . . . . . . . . . .-66
DK - Don't know . . . . . . . . . . . . . . . . .-88
RTS - Refused to state . . . . . . . . . . -99

2la. What percentage of ELDERLY patients discharged each
month receive discharge planning services?
[CLARIFY THAT ELDERLY MEANS 65 AND OVER)

$

DNA - Does not apply . . . . . . . . . . . . -66
DK - Don't know . . . . . . . . . . . . . . . . . -88
RTS - Refused to state . . . . . . . . . . -99

52 53

55 56

58 59

6l 62

64 65

67 68

7O 7l
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22. Approximately how many of your ELDERLY patients do you | - - -

discharge per MONTH to the following locations? | º,
[READ CHOICES (a) - (f)] |

| t

For questions 22a-22f: |
DNA - Does not apply . . . . . . . . . . . . . . . . -66 | º |
DK - Don't know . . . . . . . . . . . . . . . . . . . . . -88 | º
RTS - Refused to state . . . . . . . . . . . . . . ~99 |

-

|
a) Nursing homes? - - - - - - - - - - - - - - - - - - - - - - - - - - - - — — — sº

| 6 7 8 º
|

b) Hospital's own skilled nursing beds? ...... — — —
| lC ll

-
|

c) Board and care facilities? . . . . . . . . . . . . . . . . —
-

| l3 l4
|

d) Home with formal support; |
that is, home health care? - - - - - - - - - - - - - - - - — — —

| la lé l7
|

e) Home with informal support? ............... — — —
| l8 lo 20

-

|
f) Home alone? - - - - - - - - - - - - - - - - - - - - - e. e. e. e - - - - - - — — —

| 2l 22 23
23. Of the ELDERLY patients you discharge, on the average, |

approximately what percentage are readmitted to the |
hospital: [PROBE FOR PERCENTAGE BUT ACCEPT A NUMBER | -

IF NECESSARY AND INDICATE As SUCH] | ■

| º,
a) Within l8 days? $ —— º,

| 24 25
b) Within 31 days? $ | cº

—— º
DNA - Does not apply . . . . . . . . . . . . . ~6 | 26 27 º |
DK - Don't know • . . . . . . . . . . . . . . . . . ~8 |
RTS - Refused to state . . . . . . . . . . .-9 | -

| º

17/7,º
L1 ■ º

*
º,

*

y

sº
Sº

AQ:

Applied Survey Research 377
rºl



Hospital Discharge Planners Survey

24. In the past twelve months, are the ELDERLY patients whom
you refer for post-hospital care less likely, the same,
or more likely than before to require: [READ (a) - (e).]

Less Same More DNA DK RTS
a) Enteral and parenteral

nutritional support? . . . . . . . . . l. . . .2. . . . 3. . . . 6. . . .8. . .9

b) Chemotherapy? . . . . . . . . . . . . . . . . l. . . .2. . . . 3. . . . 6. . . .8. . .9

c) Home I.V. therapy? . . . . . . . . . . . l. . . .2. . . . 3. . . . 6- . . .8. . .9

d) Physical therapy? . . . . . . . . . . . . l. . . .2. . . . 3. . . . 6- . . .8. . .9

e) Respiratory therapy? . . . . . . . . . l. . . .2.... 3. ... 6... .8. . .9

25. Do you have any patient selection criteria for discharge
planning services?

Yes . . . . . . . . . . . . . . . . . . . . . l (ASK Q. 25a]
No . . . . . . . . . . . . . . . . . . . . . .2 [GO ON TO Q. 26]

DNA . . . . . . . . . . . . . . . . . . . . .6 [GO ON TO Q. 26]
DK • - - - - - - - - - - - - - - - - - - - - -8 [GO ON TO Q. 26]
RTS . . . . . . . . . . . . . . . . . . . . .9 [GO CN TO Q. 26]

T25

T259

T30O

TEIl

3 2
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25a. [IF YES] What are these criteria? [READ ONLY IF NECESSARY:
CIRCLE ALL THAT APPLY]

a) Physical condition . . . . . . . . . . . . . . . . . . . . l

b) Social situation . . . . . . . . . . . . . . . . . . . . . .2

c) Age . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .3

d) Mental condition . . . . . . . . . . . . . . . . . . . . . .4

e) DRG . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .5

f.l) [SPECIFY)

DNA - Does not apply • . . . . . . . . . . . . . . . . . . . .6
DK - Don't know . . . . . . . . . . . . . . . . . . . . . . . . . .8
RTS - Refused to state • . . . . . . . . . . . . . . . . . .9

26. Have you had to refuse discharge planning services to
any patients?

Yes No DNA DK RTS
l. . . . . .2. . . . . . 6. . . .8. . .9

T355

TB66

~377

T358

T259
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27c. SERVICE #3:
54. 5 5 5 6

-:27cl. REASON #3:

DNA • . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ~66
DK • . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ~88
RTS . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ~99

--
nº

Hospital Discharge Planners Survey s
º

27. What is the most common request for service from your | Dºº,
patients that you cannot provide, and why can't this | --

service be provided? [RECORD UP TO 3 RESPONSES AND |
PROBE FOR REASONS) | t

| *

27a. SERVICE #l: — — — º,
| 42 43 44 ‘’,

27al. REASON #l: | y
|
| THE THE TH7 sº
| ~

27b. SERVICE #2: — — — cº
| 48 49 50

27bl. REASON #2: |
— — — º

| 5l 52 53
|
|
|
|
|
|
|
|
|
|
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VII. DRG QUESTION

28. In your opinion, has your hospital experienced any of the
following as a result of prospective payment to hospitals
by Medicare? [READ (a) - (f)]

a) A change in the length of stay for Medicare
beneficiaries?

Yes No DNA DK RTS
l. . . . .2. . . . . 6- . . . .8. . . . .9

a. 1) [IF YES] Please specify overall percentage
change in the past year. [PROBE FOR PLUS
OR MINUS DIRECTION AND INDICATE DIRECTION]

$

DNA DK RTS
-66. . . -88. . . -99

b) Changes in the types of patients you see?

Yes No DNA. DK RTS
l. . . . .2. . . . .6. . . . .8. . . . .9

b. 1) [IF YES] Please describe

c) Changes in your ability to refer your patients
to nursing homes?

Yes No DNA DK RTS
l. . . . .2. . . . .6. . . . .8. . . . .9

c. 1) [IF YES] Please describe
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28. (continued) In your opinion, has your hospital experienced
any of the following as a result of prospective payment to
hosptials by Medicare?

d) Changes in your ability to refer your patients
to Home Health Agencies?

Yes No DNA DK RTS
l. . . . .2. . . . .6. . . . .8. . . . .9

d. 1) [IF YES] Please describe

e) Changes in your ability to refer clients to other
community agencies? [SPECIFY WHAT AGENCIES]

Yes No DNA DK RTS
l. . . . .2. . . . .6. . . . .8. . . . .9

e. l) [IF YES] Please describe

f) Other effects?

Yes No DNA DK RTS
l. . . . .2. . . . . 6. . . . .8. . . . .9

[SPECIFY]

~!
--

º:

º

º,

-
7 -

6 sº

7 8 9 cº

---

lC ll l2 º

, ºr
º

I3

- -

sº I
l4 lb

ºf

- - º º

l6 l7 nº

l8 l9 º
- r
º,

º,

… "
- &º

20 sº |

- -
c

2l 22 23 •
º,

24 25 2 L ■ º

º, L
º,
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CLOSEOUT

I have a few final questions for you.

|
|

29. Since 1984, have you observed any shift in responsibility |
for care of the elderly? That is, a shift between care |
provided by formal service providers and care provided by |
family and friends? [CLARIFY THAT "FORMAL" MEANS PAID |
PROVIDERs)

Yes No DNA DK RTS —
l. . . . . . . . . .2. . . . . . . . . .6. . . . .8. . . .9 | 27

|
29a. [IF YES, ASK]: How would you describe the direction —

of this shift? [WRITE RESPONSE IN DETAIL) | 28
|

Explain |
| 29 30
|
——

| 31 32
|

29b. Would you say this shift is not at all, moderately, or
solely attributable to DRGs? |

|
Not at all Moderately Solely DNA DK RTS |

l. . . . . . . . . . . .2. . . . . . . . . .3. . . . . . . .6. . . .8. . .9 —
| 33

29C.What types of care have been shifted? |
[RECORD UP To 2 RESPONSEs] |

|
|
| 34 35
|
——

| 36 37
|

DNA. . . . . . . . . . . . . . . . . . . . . . -6 |
DK. . . . . . . . . . . . . . . . . . . . . . . -8 |
RTS. . . . . . . . . . . . . . . . . . . . . . -9 |

|
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29d. Is your agency doing any of the following in response
to this shift in caregiving responsibility?

Yes No DNA DK RTS

29dl. Patient education...l.... 2.... 6... .8. . .9

29d2. Family member
training. . . . . . . . . . . . l. . . .2. . . . 6. . . .8. . .9

29d.3. Family support
groups - - - - - - - - - - - - - - l. . . .2. . . . 6. . . .8. . .9

2934. Other. . . . . . . . . . . . . . . l. . . .2. . . . 6. . . .8. . .9

29q4a. SPECIFY

3O. Do you believe that the role of the following types of
agencies that deliver health and social services to the
elderly in your community has changed in the past three
years?

Yes No DNA DK RTS
30a. Nonprofit: l. . . . . . .2. . . . . . . . 6. . . .8. . .9

30al. [IF YES] Please explain how this role has
changed:

Yes No DNA DK RTS
30b. Public: l. . . . . . .2. . . . . . . . 6. . . .8. . .9

3Obl. [IF YES] Please explain how this role has
changed:

TB38

T359

T40

TAIl

T422

T;7

T459 T55O
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Yes No DNA DK RTS
30c. Forprofit l. . . . . . .2. . . . . . . . 6. . . .8. . .9

30cl. [IF YES] Please explain how this role has
changed:

31. Do you believe that public policy should favor or protect
any one of these sectors over the others? Why or why not?
[RECORD ALL RESPONSES)

32. What is the most significant unmet need for services
among the elderly in your community? [RECORD UP TO
2 RESPONSES)

For your information, my supervisor might be calling you to
verify this interview. That's all the questions I have.
Thank you very much for helping us by answering these questions.
We will be sending you a copy of our findings when they are
available.

Is there anything else you'd like to comment on that we haven't
covered?
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APPENDIX B

SAN FRANCISCO CASE STUDY

INTERVIEW GUIDE

Brief introductions
- DRG Impact Study (Abstract)
- Respondent/Agency background

Client changes in last few years (since 1984)
- Number of elderly clients
- Characteristics of elderly clients

Increased demand for post-hospital and community-based long
term care (CBLTC) services since 19842

Adequacy of the supply of CBLTC services in San Francisco to
meet the demand or comprehensiveness/gaps in CBLTC?

How does the organization respond to increasing demand?
- Increased fees or copayments

Tightened eligibility
Initiated waiting lists
Client refusals

What types of elderly are not being served and what are the
most important reasons why?

What are the most significant unmet needs for services among
the elderly in San Francisco'?

What are the role of city agencies in the provision of
services to the elderly?

Mechanisms for interagency coordination

Strengths of the San Francisco aging services sector
- Innovative responses to serving the elderly

Reforms needed in CBLTC in San Francisco

DRG effects and general policy effects

Shifts in care (formal and informal service provision)

Role of the nonprofit, for-profit, and public sectors

Fiscal condition of San Francisco
- Current and future outlooks
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APPENDIX C

GLOSSARY

ACCESS - focuses on the availability, utilization, and

affordability of appropriate care. Potential access

refers to the possibility of access if needed;

realized access to the actual use of care.

ACUITY RATINGS - a scale that measures the level of

functioning or mobility of chronically ill or disabled

individuals. The severity of a patient's illness is

linked to the amount and level of care required by

health professionals.

ADULT DAY CENTERS - a program provided in an outpatient

setting which serves functionally-impaired adults who

need assistance in activities of daily living. There

are two models of adult day care: medical and social.

ADULT DAY CARE CENTERS - the social support or multipurpose

model of adult day care. Provides social stimulation

for moderately impaired and isolated elderly.

ADULT DAY HEALTH CARE – the medical model of adult day care.

Attempts to restore or maintain self care and

independent living in the frail elderly or other

persons with physical, functional, or mental

impairments. Services include rehabilitation,

A \■ '

_* Tºjº

º
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nutrition, recreation, transportation, therapy, and

health care.

ADULT PROTECTIVE SERVICES (APs) – provided in accordance

with Title XX of the Social Security Act and

administered statewide in all counties through county

welfare departments. Required to investigate

incidences of elder and dependent adult abuse which

occur outside of long term care facilities. Also

provide counseling, case management, and assessment.

CASE MANAGEMENT - corrects for fragmentation in the long

term care system by placing a coordinating agent

between the client and the service agencies.

COMMUNITY MENTAL HEALTH CENTERs – outpatient center or

clinic providing psychological care to geriatric

patients and those of other age groups.

COMMUNITY-BASED LONG TERM CARE SERVICES – an important and

complementary part of the long term care system. Spans

a continuum of intensity (e.g., home health care,

adult day care, home-delivered meals).

CONGREGATE MEALS - local programs providing seniors with

nutritious meals in group settings.

DEMAND FOR CARE - the type and volume of services which

would actually be used by the elderly population in an

area if those services were available.

DIAGNOSIS-RELATED GROUPS (DRGs) - the units of payment under

the Medicare Prospective Payment System (PPS). Each

388



Medicare discharge is classified into one of 467

different illnesses and payment is based on a national

average of cost per care for the illness. Payment

rates are determined in advance and fixed for a fiscal

period.

HEALTH INSURANCE COUNSELING AND ADVOCACY PROGRAM (HICAP) —

provides community education and counseling on

Medicare, Medi-Cal, and private insurance issues,

through informal advocacy or legal representation.

HOME HEALTH AGENCY - provides skilled nursing care, home

health aides, and an array of other supportive health

and social services (e.g., homemaker chore,

rehabilitation therapies, social work) to frail

clients in a home setting. Can be of public,

nonprofit, or proprietary status.

HOME-DELIVERED MEALS - prepared, nutritious meals delivered

to homebound seniors on a daily or less frequent

basis.

HOMEMAKER CHORE SERVICE – Provides assistance with household

chores such as running errands, heavy cleaning, menu

planning, and light housekeeping.

HOSPICE - institutionally-based or in-home program providing

physical, psychological, social, and spiritual care for

dying persons and their families. Medicare provides a

six-month hospice benefit.

3.89



INFORMATION AND REFERRAL – Trained staff provide

information, as well as referral and follow-up to link

older persons and their families to specific community

services.

IN-HOME SERVICES - help for frail elderly who are homebound

for a short or long period of time, with services that

range from homemaker chore to medical treatments. Not

covered by Medicare reimbursement.

INTERMEDIATE CARE FACILITIES (IcFs) - a type of nursing

home where a registered nurse is available during the

day shift only. Not covered by Medicare

reimbursement.

LINKAGES - program which provides in-depth information and

referral to ongoing case management. Serves elderly

and younger functionally-impaired adults at risk of

institutionalization.

LONG TERM CARE – the range of services that address the

health, personal care, social, and emotional needs of

functionally-impaired individuals. Delivered over a

sustained period of time. Provided in the home or in

institutional and community settings. Covered by

Medicare on a short-term basis.

LONG TERM CARE OMBUDSMAN – Professional staff and trained

volunteers who investigate and resolve complaints made

by or on behalf of residents of long term care

facilities.
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MEDICAID (Title XIX Social Security Act) - a joint Tº:

federal/state program established in 1965 to expand nº

assistance to the states for medical care for the needy

poor (i.e., elderly, blind, disabled). Coverage and º
eligibility varies from state to state. Medicaid is y º,

the principle funding mechanism for public long term sº
care services (i.e., nursing home care).

MEDICARE - (Title XVIII of the Social Security Act) – a

government program of financing medical care for

persons who are 65 years of age or older. Established

by federal law in 1965. Helps pay the cost of

hospital care, certain types of skilled nursing care,

and some home health and hospice services (Part A).

Also provides supplementary medical insurance that ... Tº

helps to pay the cost of physician services (Part B).

MULTI-PURPOSE SENIOR SERVICES PROGRAM (MSSP) - provides

social and health care case management to assist o,
elderly persons 65 and over, eligible for Medi-Cal, ;

and certifiable for skilled nursing care, to remain sº
º

at home. -

cº

NURSING HOMES - dominate long term care in the U.S. in -Y t
- -

), ºf, f
influence and public expense. Licensed by the state ~

[ ■ ■ º
and certified by Medicare and Medicaid. There are two

categories of nursing home care: skilled nursing º

facilities (SNFs) and intermediate care facilities

(ICFs). sº ■
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OLDER AMERICANS ACT – federal legislation passed in 1965,

which provides grants to state units on aging who then

contract with area agencies on aging for the planning

and provision of a wide range of services to the

elderly (e.g., social services, nutrition services,

non-medical in-home support services).

OMNIBUS BUDGET RECONCILIATION ACT (OBRA) (PL 97-35) -

enacted in 1981 in an effort to encourage competition

in the health care sector and bring about cost

containment in the industry. Mandated the study of

prospective payment for use in the Medicare program.

Another provision of the act was to allow for the

entry of proprietary agencies into the Medicare

program; also, reduced the federal Medicaid budget

giving the states increased flexibility with regard to

eligibility and reimbursement; cut federal funding for

social services and consolidated social service

programs into block grants to be administered by the

states; set up Section 2176 waivers to be financed

through Medicaid in order to give states the

opportunity to initiate home and community-based long

term care services for Medicaid eligible participants

in need of institutional care.

OMNIBUS RECONCILIATION ACT (ORA) – enacted in 1980. Lifted

medical benefit restrictions on home health care.
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Eliminated the 100-day visit and three-day prior

hospital stay requirement for Medicare reimbursement.

PROSPECTIVE PAYMENT systEM [Title v1 ssa amendments of

1983 (P.L. 98-21) ) - legislated in the Spring of 1983

with the three-year phase-in implementation beginning

on Oct. 1, 1983. [Four waivered states (NY, MA, MD,

NJ) were exempted until Fall 1985]. Provided for

Medicare payment for hospital inpatient services under

a system in which the amount hospitals are paid is set

in advance and hospitals keep all or part of the

difference if they spend less than the fixed price or

absorb all or part of any loss if their costs are

above the fixed price. Objective was to control the

escalating Medicare costs for hospital care while

continuing to ensure access to beneficiaries to quality

health care. Types of hospitals excluded include

psychiatric, long-term care, childrens', and

rehabilitation hospitals.

RESIDENTIAL CARE FACILITY – provides a minimal level of

nursing care on a 24-hour basis with emphasis on

personal care services and room and board provision.

RESPITE CARE - short-term inpatient care (no more than five

days) for a patient, in order to offer relief to the

"caretaker" (i.e., the person caring for the patient).

SECTION 2176 of OBRA - waiver program established in 1981

which allows states relative freedom in developing
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cost-effective systems as "alternatives" to nursing

homes. Federally funded and state initiated home and

community-based demonstration projects can include

case management, homemaker chore, adult day health

care, rehabilitation, and respite services.

SENIOR CENTERS - provide a broad spectrum of social,

recreational, and health-related services to the well

and frail elderly in a community setting during some

kind of regular schedule, usually with the assistance

of paid professional staff.

SKILLED NURSING FACILITIES (SNFs) - a type of nursing home

which provides continuous registered nursing care to

patients needing skilled care.

SOCIAL SERVICES BLOCK GRANTs — limited to the provision of

community-based social services (e.g., homemaker, home

health aide) which are selected and defined by the

states.

SUPPLEMENTAL SECURITY INCOME (SSI) – established in 1974.

Provides cash assistance to needy aged, blind, and

disabled. Guarantees a minimum income for the

deserving poor and allows for state supplementation

(SSP).

TAX EQUITY AND FISCAL RESPONSIBILITY ACT (TEFRA) (PL 97-248)

- federal budget-related legislation enacted in 1982

which made specific changes in the law necessary to

implement budgetary cuts. Changed Medicare
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reimbursement policy from retrospective to

prospective, from a per diem system to a per case

(DRG) system, and limited the rate of increase in

Medicare costs that the federal government would

reimburse. Added the Medicare hospice benefit and cut

the federal share of Medicaid.

TITLE XX (SSA) - the "social service title" implemented in

1975. Provides social services through federal block

grant funding to low income and categorically linked

individuals (e.g., SSI recipients).

TRANSPORTATION - local agencies secure escorts and travel

vouchers or provide vehicles to assist in transporting

older persons to essential services.

UNMET NEED - the lack of something useful or desirable in

the community for providing effective services to the

entire elderly population.
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