+
ahca American Health Care Association

www.ahca.org

| ssues of Quality in Home- and Community-Based Care

A Continuum of Long-Term Care Options

Persons with chronic conditions or illnesses often have avariety of health, personal care, and social service
needs. These needs can be met through a continuum of care options provided at home, in the community, or
at an institution. Thetrend in long-term care is increasingly becoming more consumer-centered, where the
focusis more on the needs, circumstances and preferences of the people using care and their families, and
to the extent possible, involves them in planning, delivering, and evaluating their long-term care.* While
consumer-centered care is growing in importance, factors such as access, cost and quality — the three pillars
of health policy — continue to influence the availability and choice of care options. Often given less
attention among the three pillars, quality is receiving renewed and greater attention.?

Quality of Life or Quality of (Clinical) Care?

But what is quality? In the long-term care sector, the debate over quality chiefly revolves around
discussions of the quality of (clinical) care and the quality of life. The most intense debates arise when
quality of lifeissues are at loggerheads with health and safety concerns.

Interms of quality of life and satisfaction with services, care provided in Home- and Community-Based
Services (HCBS) settings has been found to be as good or better than care given in institutional settings
overall.® In terms of quality of clinical care, however, the quality of care provided in institutional settingsis
generally as good as that offered in HCBS settings” While some studies have shown that HCBS have
advantagesin terms of increased choice,® behavioral improvement,® improved social interaction,’ and
enhanced mobility and enhancement in self-care skills,® other studies have shown that HCBS settings have
problems related to access,® long waiting lists for care, '° reduced client functioning and increased
dependence on services:! and possibly greater mortality.*

Though the research findings on the comparative quality of carein HCBS and institutional settingsis not
definitive, what findings thus far do suggest is that one cannot assume that the quality of carein HCBS
settings meets the needs of the patient more appropriately than the care provided in institutional settings.

Recognizing that quality of life may be central to aconsumer’s choice of setting, patient’ s and their
families may be sometimes willing to trade a certain amount of safety and quality in the delivery of clinical
care™® in order to remain at home in the community and realize a higher quality of life.

Monitoring Quality of Carein HCBS Settings

For any government program providing and paying for HCBS, however, quality of clinical careis as
important as quality of life as suggested by arecent report from the U.S. General Accounting Office
(GAO).* State and federal regulation of institutional settingsiswell established and, while regulatory
requirements contribute to the cost of carein institutional settings, data collected as part of the oversight
process provides information to consumers about the level and performance of care availablein
institutional settings. The GAO report, however, concluded that government oversight of HCBSis
inadequate if not, for practical purposes, nonexistent® Part of the reason for the lack of quality monitoring
in HCBS settings is due to the difficulty in defining goals and measures and in devel oping the most
appropriate indicators to monitor the quality of care. Monitoring in non-institutional care settingsisalso
difficult due to the dispersed nature of homes and small residential facilities, and the inexperience of state
agenciesin monitoring non-institutional care.'® Nevertheless, as HCBS are part of a major program and
government is the dominant payer, some aspect of monitoring quality and outcome accountability and
money spent needs to be built into the system for the delivery of HCBS.
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Quality assessment can be grouped into three aspects: structure, process, and outcome.*’ Structure refers to
the underlying capacity to deliver quality care, such as appropriate staffing. Processrefersto the
appropriateness, intensity, and procedure for the delivery of care. And outcome refersto the extent of the
improvement in the patient’ s condition during and after care. These aspects are important for consumers to
evaluate and determine the most appropriate setting for their care needs and for government oversight of
the quality of care.

Staffing in HCBS Settings

An important structure-related issuein HCBS settingsis related to the delivery of care by paraprofessional
staff (i.e. home health aides, homemakers, attendants, personal assistants, etc.). It has been shown that
home care workers frequently receive little or no supervision,*® insufficient training,*° are often isolated
from other agency workers and suffer burnout from job stress.?° Asin institutional settings, recruitment
and retention of paraprofessional staff isalso a problem. 2! Turnover rates are high.?? Even more so than in
institutional settings, workers in HCBS settings receive low wages,?® few benefits, part-time employment,
little recognition, and few opportunities for advancement.>* Further, home care workers often have limited
knowledge about the client’s condition and care objectives, lack authority to take initiative, and may
primarily communicate with case and care managers via the client.?® In addition, because of the fragmented
nature of the delivery of HCBS, home care workers occasionally find themselves caught between the

di rectivzcgs of the care plan, care and case managers and supervisors, and the wishes of the client or their
family.

The Process of Service Delivery in HCBS Settings and Quality

In aninstitutional setting, a single provider—the facility—is, at least administratively, responsible for
all aspects of apatient’s care. By contrast, care in HCBS settings can be more tangled, involving
active informal care providers and multiple formal care providers with narrowly-defined care
objectives and limited broader control. Consequently, in such afragmented care delivery system, no
single entity often existsto oversee and ensure optimal client care, nor to take responsibility and be
accountable for poor client outcomes. Quality of care problems found by the GAO and which appear
to be arelated to the attributes of HCBS include inadequate case management, inadequate
assessments or documentation of client needs in the care plan, and failure to provide authorized and
necessary servicesto clients?’ Limited home care worker knowledge about the clients care plan,
coupled with infrequent contacts with supervisors and care and case managers may |lead to changing
patient needs going unrecorded and not communicated.

Although care in institutional settings may also experience similar problems, the structure of HCBS, where
services are delivered away from the supervising care and case managers location, may make such
problems more acute in HCBS settings. 1n any case, while HCBS may offer more choice and greater
satisfaction, ensuring and monitoring clinical care appears to be more difficult, or at least offers achallenge
to the clinician.

TheMovement Toward More Consumer-Directed Care

Under the traditional system for the delivery of HCBS services, states contract with home care agencies to
provide home care workers, direct services, and monitoring the quality of care delivered to clients. With the
rise of the Independent Living Movement in the 1970s, clients began to reject the agency -directed model in
favor of amore consumer-directed model where the client could choose the type and relative amount of
services to be received. Although consumer-choice of services hasimplications for the quality of care
received by the client, 28 research has shown that most consumers prefer to have choice, and are generally
more satisfied with services when they have control over the type and provider of services2® Consumer-
directed careis not for everyone, however, particularly clients with cognitive difficulties and some seniors,
who may be unaccustomed or uncomfortable hiring, paying, and firing personal assistants. *°
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