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Abstract

FRIENDS OF THE FAMILY

A Socio-Economic Profile of
Uniconized Home Care Workers

by
D. Unterbach

Professor Paul Kurzman

Medicaid funded in-home care will continue
to be a focus of naticnal attention, an
arena of policy debate, a challenge to
program and a call to creative practice.
This study focuses on a crucial element of
home care: the women who provide the vast
majority of services to the functionally
disabled citizens of New York City:

elderly, adults and children.

The results of this socio-economic demo-
graphic study of unionized home care
workers reveal that home care workers must
have their basic needs met if quality care

is to be rendered and sustained.

iv
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This study is an exploratory survey of a large and
growing segment of the health care industry: Home Atten-
dants. It investigates the demographics, economics and
reported incidence of stress-related illnesses incurred by
the women working in community-based, Local 1199, unionized,
Home Attendant Programs in New York City. The study looks at
the gquestions: who are the women who help the sickest,
poorest and oldest New Yorkers, and what help do these help-

ers need?

Relatively little attention has been focused on the
home attendant occupation - the mainstay of community-based
long term care despite demographic forecasts of an expansion
in the need for in-home services and, therefore, service
providers. One can only speculate as to why this cohort has
been relatively neglected; however, the fact that this group
is comprised of women and mothers, minorities of color and

immigrants is undoubtedly a factor.

Home Attendants are on the lowest rung of the
health care hierarchy, followed by home makers and then home

health aides. BAs is true of nther service oriented fields,
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(day care, foster care, nurses aides, school aides etc.) they
provide the greatest number of hours of direct care while
receiving the least compensation, least training and supervi-
sion and even lack the basic social supports that are inher-

ent if one works in an institutional setting.

It is noteworthy that the only formal regquirement
for this job is passing a physical examination and brief
written exam testing literacy. It is as if women are assumed
to have innate qualities and abillities as caretakers. It is
as if caretaking is a task that does not require any special
skills. Caretaking, seen as a traditional role for women, is

afforded little recognition, status, or reward.

There is a good deal of data documenting the
stresses associated with family caregiving.l1,2,3,64
These stresses include stress related illness, job interrup-

tion, depression, fatigue, fears and guilt. Furthermore it

1 Horowitz, A. "The Impact of Caregiving to the
Chronically 111 Aged." D.S.W. dissertation.
Columbia University, 1981.

2 Archbeold, P.G. "An Analysis of Parent Caring
on Women." Home Health Care Services Quarter-
ly 3, no. 2 (Summer, 1982): 5-25,.

3 Lebowitz, B. "Family Care Giving in 0ld Age."

Hospital and Community Psychiatry, 36, no. 2
(May, 1985): 175=-193.

4 stoller, E. "Elder Caregivers' Relationship
in Shared Households." Research on Aging 2
(June, 1985): 175-193.
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has been established that the term "caregiving" most often
translates into women caring for their relatives and their
in-laws.® Is it not reasonable to assume that the formal
caregivers, the Home Attendants, might also encounter similar

stresses as job related?

The unionization of this work force, begun in 1981,
provided an copportunity for a group of thousands of minority
women workers to have an institution which could advocate on
their behalf., It further created an opportunity for social
work to apply its knowledge, skills and values to offer
service to a low income, minority, female workforce which has
chosen work over welfare, independence over dependence,

service over seclusion.

Prior to unionization, Home Attendants worked as
independent workers directly contracted by New York City's
Human Resources Administration (HRA). As the numbers of home
care cases increased, so too did the number of workers
needed. The City altered its policy of direct service provi-

sion to vendorizing or sub-contracting.

5 Bromberg, E. "Mother-Daughter Relationships in
Later Life: The Effect of Quality of Rela-
tionship Upon Mutual Aid," Journal of Geron-
tological Social Work 6, no. 1, (Fall 1983):
75=92.
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During the last eight or nine years the City,

under HRA, through the Home Care Services Program, a sub-
department of the Medical Assistance Program (MAP) has over-
seen and managed contracts with some 62 vendor agencies known
as Home Attendant Programs (HAPs) or vendor programs.
"Vendorization, the provision of personal health care ser-
vices at the local level (created) an organized system of
care designed by local governments to provide managed care at
reasonable costs.”® One question explored in this study
is: are these "reasonable costs" coming at the expense and

health of the workers?

SCOPE OF THE ISSUE

Publicly-funded community-based Long Term In-Home
Care to the functicnally disabled and elderly in New York
State and primarily in New York City can be seen as a social
experiment. "Eighty percent of all national hcme health and
perscnal care services are rendered in this State with 73%
provided in New York city."? Home Care in New York City

can be seen as the laboratory which Federal legislators will

review when planning future policies. In-home care has
6 PBenjamin, A.E. "Trends and Issues in the

Provision of Home Health Care: Local Govern-

ments in a Competitive Environment." Journal

of Public Policy, 7, no. 7, (1986): 480-494,

p. 492.

7 planning for Home Care in New York State.
Annual Seminar. New York State Council on
Home Care Services (Sept. 1983) p. 9.
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become a cultural, social and economic phenomenon that will
expand as increased family mobility, changing family composi-
tion, increases in the absolute and proportionate number of
old people continue to be a fact of society. We might pre-
dict a decrease in available informal supports: the poten-
tial of catastrophic medical expenses exempts no one,
regardless of class, from the eventual need for help. The
experience of New York City can be seen as a pilot project
for the nation and the Home Attendant is a pivotal aspect of

that experiment.

As of November 1988 the number of in-home cases
managed by the Human Resources Administration of the City of
New York was 45,633. Of these, 34,132 cases (including 343
persons with AIDS) are serviced through Home Attendant Pro-
grams. The remaining 11,501 cases are served through certi-
fied Home Health Aide Agencies (761), the Lombardi Bill
Nursing Home Without Walls (3,006) and Housekeepers
(7,734).8,9 By best estimates there are some 42,000~

45,000 HA's serving the 34,132 poor, sick, dependent Medicaid

8 Black, J., Assistant Director of Program
Design for Medical Assistance Program, and
Collwyn Butler, Director of Division of Home
Attendant Contracte for Services. (Telephone
interview) December, 1988.

2 surpin, R. and Grumm, F., "Building the Home
Care Triangle: Clients and Families, Parapro-
fessionals and Agencies in Partnership with
Government.” A Report of the New York City
Home Care Work Group. January 1930.
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home care clients. "In 1988 New York City home care program
service costs exceeded $850 million."1C what is known is
that Medicaid funded in-home care was the largest single
budget item for Medicaid in New York State. 1In 1982, the
cost to the state was $300 million and in 1984 $502 million

dollars was spent on the provision of this service.ll

THE HOME ATTENDANT

The first demographic profile of the HA was com-
pleted by Dr. Rebecca Donovan, of Hunter College School of
Social Work, City University of New York, in 1986.12 13 3
summary of her seminal work reveals a profile of the HA as a
minority woman, immigrant, living in puverty, often the head
of household raising children, while working in a dead end
job which lacks the usual job security and fringe benefits
package customary for health care workers, Approximately one
third of the entire HA workforce in New York City is repre-
sented by Local 1199, of the Drug, Hospital and Health Care

Employees Union. Two other unions represent home attendants:

10 sgurpin & Grumm, Ibid., ii

11

12

13

Caro, F. The Structure and Qperation of New

York City Home Care Programs. New York:
Community Service Society Publication, 1983.

Denovan, R. "The Health and Social Needs of
Home Care Workers." Preliminary Report.
sSummary of Survey Findings 1985 TMs.,

Donovan, R. "Stress in the Workplace: A
Framework for Research and Practice." Social
Casework 5 (May 1987): 257=-272.
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Local 1707 of the Community and Social Agency Employees Union
and Local 32B~J of the Service Employees International Union.

The percentage of non-unionized HA's is not known.

Employment in minimum wage jobs often translates
into creating heightened income and medical needs as well as
omitting formal access to psycho-social-medical-legal-educa-
tional services. The workers may stand toc jeopardize their
health and that of their children. Minor increases in rent
or sudden acute illness of self or child, and lack of custom-
ary fringe benefits, can have catastrophic results: The
enslavement and humiliation built into the fabric of Public
Assistance, abuse or neglect of children or homelessness.
They earn "$4.45 an hour or less and start at $4.15 which
means that even by working full time, most are officially
poor.*"1l4 The starting wage of $4.14 an hour is only 25

cents over the then minimum wage.

It stands to reason that if sufficient economic and
social supports continue to be denied to this marginal work
force, as an institutionalized condition of employment, the
social and health consequences and costs will be grave to the
workers, their families and@ the gquality of the service they

render to clients. It may be that some HA's are not doing

14 wNew York City, There Are Many Ways To Be
Poor," The New York Times, March 5, 1989,
P. 6(A).
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their jobs well. It is fair to assume that deprived of
formal incentives and tangible rewards some HA's are demoral-
ized. 1t seems reasonable that if quality care is an expec-
tation, then ample salary, physical well being, certainty
that their children are safe and supervised are prerequisites
tc this expectation being realized. Anything less than these
conditions of employment speaks to an insidious contempt for
the care of our old and disabled as well as the Home Atten-

dant.

What the HA does in her daily work is more elabo-
rate than "personal care and household tasks." 1In addition
to the chore services that comprise "activities of daily
living" (shopping, cooking, cleaning and escorting, helping
with grooming and bathing) she fulfills numercus sococial
functions. Her presence results in decreasing the social
isolation that often accompanies disability and old age. She
can improve the guality of a client's life, she may be the
only human contact in any given week, provides stimulatijon,
develops a relationship and in some cases adopts the client
as if she were a member of the family. Additiocnally, she
helps maintain people in the community, alerts personnel
specialists to medical or psychological changes and lessens
the burden on whatever family may exist. While there is an
expectation that the HA is a supplement to care, in fact they

are often the primary person involved with the client. Yet
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while assuming enormous responsibility, the job is devoid of

supervision that might assure a greater gquality of care.

It has already been established that "even among
those who got off Aid to Families with Dependent Children
(A¥DC), 40% continue to have incomes below the poverty level
and about one third subsequently return to AFDC."15 on a
policy level, one must wonder about the disincentives to work
created by this dilemma. An alternative definition of in-
home care might be to see it as a public works program that
provides stressful, isolated work, limited income, minimal
health coverage and no employee assistance while Jjuxtaposing

one group of needy women with another.

A SUB-GROUP OF THE WORKING POOR

While HA's are an important occupational arena to
survey, they can be understocod as but cone sub-group of a
larger group of working poor and poor working women. "Ac-
cording to the National Commission of Working Poor Women, 80%
of women in the work force are employed at low skilled, low

wage jobs."16 Furthermore "two out of three poor adults are

15 Kamerman, S. "Young, Poor and A Mother Alcne:
Problems and Possible Solutions," in Services
to Young Families. American Public Welfare
Association, 1985.

16 r1efkowitz, R., & Withorn, A. For Crying Out
ILoud: Women and Poverty in the United States.
Cleveland, OH: The Pilgrim Press, 1986.
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women."l7 while "women are more likely to carry primary
responsibility for supporting themselves and their children
as a result of rising divorce rates and non-marital child-
births, they remain locked into dead end jobs with wages too
low to support themselves let alone sustain a family."18
Clearly, wages for most women in the work force are neither
living wages nor family wages, despite the number who are

sole breadwinners.

The numbers of working poor in New York City, those
workers whose incomes fell below the Federally established
poeverty line of $11,611 fcr a family of four, are comparable
to the number of recipients of Public Assistance - each group
is approximately one million people. A job therefore "does
not necessarily mean that a family escapes poverty."1l9

In 1988 service jobs were far fewer than the num-
bers of job applicants, a clear indication that the "un-
skilled" are in fact motivated to work. There were 601
applicants for 60 teachers' aide jobs which pay $4.50 an
hour. Likewise, 6,168 women applied for the 495 Home Atten-
dant jobs which start at $4.15 an hour. 2,402 people applied

for 135 nurses' aides jobs and 31,204 pecple sought the 1,532

17  1bid., 19.
18 1pid., 20.

19 New York Times. 1Ibid.
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minimum wage job as hand packagers of manufactured goods.20”*

According te a Community Services Society study
cited in the New York Times,2l when the budget of an AFDC
mother of two children, one too young for school, was
compared to her working counterpart with twe school aged
children, the monthly income differential was $47 a month -

or less than $10 a week. (See appendix A)

One might wonder about how people, primarily women,
maintain their desire to work, their independence and deter-
mination in light of the deprivation of resources, access and

incentives necessary for basic survival.

THE UNMET NEED

While the HA's role is as an employee of vendorized

Home Attendant Programs, it is a thesis of this study that an

* For a detailed discussion on the creation of a surplus
labor force see Sassen-Koob "Exporting Capital and Importing
Labor: The Place of Women," in Caribbean and lLatin American
Migration to the United States: The Female Experience,
Bryce-Laporte & Mortimer (Eds.), Smithsonian, Washington,
D.C. 1981, pp. 203-239., She shows how the Caribbean Immigra-
tion of the mid 1960's allowed for low wage jobs to "absorb a
large share of the increased female immigrants from the
Caribbean, Latin America and Southeast Asia." (p. 219).

20 1pidq.

21 1bid.
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this work force is comprised of women who have elected,
within a narrow windew of opportunity and limited options, to
work in "marginal® health care jobs providing services essen-
tial to the well being of their clients. It is assumed that
they encounter all of the adjustment difficulties assccilated
with changes of land, language and culture that are part of
the experience of immigration. It is further assumed that
there is currently no provision or mechanism that assures
access to or utilization of the array of health and social
services that exist. Given the stresses associated with
poverty, wages, immigration, single parenthood, marginal
work, minority status, inadequate training and education,
lack of pension and career ladder and inadegquate medical
coverage that Donovan?? found, it is assumed that the quali-
ty of their life, health and circumstances of living are in

need of improvement.

Like so many of the elderly, who are too "rich" to
qualify for medicaid and too poor to pay for services, there
is a true irony to the fact that HA's are generally toco
"rich" to qualify for public benefits but earn too little to
purchase food, rent, clothing and health care on their own.
Social work is mandated to identify these gaps in social
peclicy and then create and utilize resources which bridge

those gaps.

22 ponovan "Stress in the Workplace: A Framework
for Research and Practice." 1Ibid., 274.
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Further, it is assumed that these life stresses
impact on the guality of life of their children and on the
work which they provide to clients who have no other options.
It is these facts which provide the ratiocnale for the formu-
lation of the problem and provides justification for this

study.

c OFESS]10

The raticnale for selecting this population is
grounded in values basic to the social work profession. Val-
ues, "the fulcrum"23 of the profession, the energy which
drives the investment of skill and knowledge, suggest the
necessity and appropriateness of targeting the HA as a focus
of work. There are conditions present in the life of the HA

which should be changed and can be changed.?2%

Analysis of the stresses which are characteristic
of the "circumstances of living and the quality of life"?25

requires systematic intervention in order to prevent or

23 Reamer, F. Dilemmas in Social Service. New
York: Columbia University Press, 1982.

24 rLewis, H. The Intellectual Base of Socjal
Work Practice: Tools for Thought in a Helping
Professjon. New York: The Haworth Press,
1982.

25 Gil, D. Unraveling Social Policy. Rochester,
VT: Schenkman Publishers, 197€.
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decrease dysfunction. Poverty, gender, race, single par-
enting and immigration have been the historic focus of social
work intervention. Work which benefits society yet provides
inadeguate incentives ought be improved. Dead end jobs which

are inherently isolating and require reconceptualization.Z26

As professionals, we are ethically mandated to work
toward a more humanitarian and just society where cooperation
supercedes competition. Sharing the benefits of our knowl-
edge and skill with groups who have encountered barriers to
economic, health and educational opportunity is inherent in

our mission.

A study of HA's creates an opportunity to
operationalize beliefs into creative actjion through the
provision of supports necessary to facilitate the indepen-
dence of individuals, families and groups of workers. The
allocation of limited resources to a group which walks the
tightrope between dependence and independence is further

justified by the nature of the work that the HA performs.

To the extent to which the HA can be recognized as
an integral part of the service delivery system of home care,

as a health care provider, focus on her needs demonstrates a

26 chapter 5 will elaborate on the recommendation
to create a generic title and build in a
career ladder.
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"unity of action."27 Not only can her own needs be met, but
her ability to perform care giving functions on the job and

in her own family may be enhanced.

THE STUDY

It is with this background that the stage is set
for the proposed study. The obiectives of this study are
several. They are: to discover the existing incidence of
stress related disease incurred, to gain knowledge of the
HA's true economic circumstance, and to expand ocur knowledge
of her socioc-demographic profile - age, number of children,
marital status, country of origin and educational background.
Additionally, the study describes the process of forming a
working alliance with the union and looks at the role of
unionization as a route to empowerment. Implicit in the
study is the social policy impact of action-based research
and the synergistic opportunities posed by inter-agency
ceollaboration. Methodologically, attention will be paid to
the principles and processes of inter-organizational collabo-
ration that allow such a project to be conducted. This study
will collect data and report on qualitative and quantitative

findings.

27 Lewis, H. “Ethical Assessment" Social Case-
work, 25, no. 3 (March 1986): 376-387.
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ASSUMPTIONS
This study makes several assumptions about the

target population of unionized home care workers.

A summary of Donovan's findings of Local 1199 home
attendants?8 indicates that: 99% of the population is
female, average age is 47, 53% are currently single, 64% have
not completed high school, 96% are minority of colcor, 46% are
foreign born--preponderantly Caribbean born, many of whom are
Spanish and Creole speaking, and 85% are raising children.
Given the fact that Donovan's study was the first to target
this cohort, a study which provides additional data serves to
better inform planners in determining social action. This
study assumes that this cohort may incur a higher incidence
of stress-related illness than the general population of
women. It assumes that in the process of data collection, a
network of the union, the university and the home care coun-
cil can become more tightly woven, allowing inter-organiza-
tion collaboration to be exerted on policy and program

decision and directions.

This study assumes that many workers do not know
about their existing medical benefits. It assumes, based on

their income and family size, that some workers may be eligi-

28 ponovan, "Health and Social Needs of Home Care
Workers." 1Ibid.
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ble for Medicaid and/or public assistance and are not re-
ceiving these entitlements. It assumes that workers may
either miss time on the job due to illness or that they may
go to work too ill to work, thus compromising their health
and that of their clients. It assumes that improved health
benefits will be perceived to be of great importance. If
health care costs are high, yvet can be offset by extended

coverage, then disposable income may be increased.

It assumes that when child care costs, rent, car-
fare, and medical custs are computed that actual disposable
income renders this population far more impoverished than

actual wages would suggest.

It assumes that this is a stable workforce and that

part time workers would prefer full time employment.

More generally, it is assumed that this cohort
represents the historical concern of the profession: minori-
ty and immigrant women who are low paid, raising children,
who are vulnerable to the cycle of poverty. Their work as
health care providers makes them clients and colleagues in
one. The fact that they provide services to the parents of
many middle class adults broadens the constituency interested

in improving the lives of home attendants,
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It is a fact that home care will be an area of
growing national interest given the projected demographics of
the aging population., Social work ought to exert an influ-
ence on the conditions of working for a work force that will

grow.

While this cohort is of interest in and of them-
selves, they are but one representative group of the working
poor. Knowledge gleaned from this study may bring greater
attention to other human service work forces as well as to

industries in which women predominate as workers.

CONDITIONS TO BE ALTERED

The conditions to be altered as a consequence of
this study span the levels of social welfare concern. By
expanding the knowledge base, an opportunity is created to
bring greater attention to the plight of these working poor
women. If social work evolves by defining emerging gaps and
groups in need, it follows that refining our understanding of
the needs of this population serves the mission of the pro-
fession. Attention to the conditions of life experienced by
working poor women who work in the health care system high-
lights the larger issues of the home care system -- a system

predicted to expand naticnally.

Documentation of needs may underscore the central

service role performed by these workers. It may be that as a
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result of being motivated to full-time work, home attendants
become economically ineligible for the comprehensive coverage
provided by Medicaid. This fact could support legislation
proposed on the federal level for a minimum health-care
coverage for all workers. This study could bulwark the
arguments advanced by proponente of such policy reforms as

"tax subsidized fringe benefits."22

As a conseguence of the methodology (see chapter 3)
study participants will be informed about and encouraged to
use the newly created social work services program estab-
lished at Local 1199. The union may have an increased utili-
zation of this service, allowing members to experience a
direct benefit of their membership and perhaps improving
thelr perception of their union.

Social workers are at fhe crossroads of a field
that has hitherto been influenced by medical, bureaucratic
and political forces relatively devoid of social work input.
Seizing the opportunity created through the recognition of
the current gap in knowledge about home care workers may
reverberate in important ways across micro and macro lev=zls

of the social structure.

29 parham, T.N.J. "A Special Concern Demands
Special Responses" in Services to Young Famj-
lies. Washington, D.C.: American Public
Welfare Assoclation, 1985.
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Social welfare research is a form of social action.
By definition soclal welfare research is non-linear and may
help in generating policy and program through the actual
evaluation of data as well as by the formal and informal

processes inherent in inter-organizaticnal ceollaboration.

The next chapter will review the relevant litera-

ture.
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Chapter II
Literatyre Review

- 9 ON
The literature review will present the history,
provision, policy and policy alternatives of publicly funded
home care in order to describe the evolutjionary process that

created the home care industry, and in turn, its work force.

The needs of home care clients and their families
along with the literature about Home Care Programs, Home
Health Aides and Home Attendants will be reviewed in Part II
of this chapter in order to be informed of the state of the

knowledge of this greowing health care industry.

ISTORY OF B (8]
A historic review of the policies, administrative
structure, economics and demographics of long term care

creates a backdrop to this study.

The passage in 1965 of Titles 18 & 19 of the Social
Security Act, Medicare and Medicaid, respectively, repre-
sented an effort that had its origins in the policies
enunciated by Teddy Roosevelt's Progressive Party in 1912.1

It is part of the history and tradition of the American

1 Mundinger, M.0. The Home Care Controversy: Too Little,
Too Late. Gaithersberg, MD: Aspen Press, 1983.
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political process that change occurs over time, as a conse-
quence of compromise, through an interplay of dynamic social,
economic, demographic and political forces, which culminate
in changes in policy.? oOnce legislated policies go through
various phases of implementation. As conditions change,
policies get modified or reformed, hopefully, to reflect

intent and rneed.

During the early 1930's, Franklin D. Roosevelt's
Committee on Economic Security recommended the inclusion of
health insurance benefits for the elderly as part of the
Sccial Security Act. Political consideration for the passage
of the Social Security Act allowed FDR to endorse national
medical insurance in principle only. 1In essence, to achieve
the momentous passage of the Social Security Act the medical

insurance component was compromised.

From the mid 1930's to the 1%940's, health bills
introduced during the Roosevelt and Truman administrations
were unable to gain sufficient support. Conservative
counter-forces combined with the ethos of the time were
successful in forestalling new federal health insurance

poclicies.

2 cohen, D. "Loss As a Theme in Social Policy." Harvard
Educational Review, 46, no. 3 (November, 1976): 298-330.
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By the early 1960's, as a consequence of state and
federal hearings, the fact that the cost of health care was
documented as the primary problem of the aged, the Kennedy-
Nixcon debate on health insurance, the 1961 White House Con-
ference on Aging, the growing financial crises of hospitals,
the Civil Rights movement and the increase in the absolute
and proportionate numbers of people surviving beyond the age
of 65, Medicare and Medicaid, universal and categorical

health plans, were enacted intoc law.

The "Graying of America" was one factor that led to
the enactment of Medicare and Medicaid legislation, Titles 18
and 19 of the 1965 Social Security Acts. As a consequence of
Medicaid's in-home care provision, a new tier of direct
service provider was created - the Home Attendant. If we are
to meet the needs of the functionally disabled who are living
in the community, 81% of whom are elderly? then it seens
logical that attention be focused on the conditions of life
and conditions of work that the direct care providers experi-

ence.,

More recently, in response to the growing numbers
of older people in need of home care, there have been a

variety of legislative acts indicating growing support for

3 calvin, B. and Nelson, K. Home Care in New York State:

A Descriptive Analysis Home Care Association of New
York, May, 1979.
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home care. Title XX of the Social Security Act, enacted in
1974, and implemented in 1975, provides for a federal/state
social service grant-in-aid. The goals of the $2.5 billion
dollar national grant are "to enable states to provide ser-
vices directed towards self-support, self-sufficiency, pro-
tection of children and vulnerable adults from abuse, neglect
or exploitation and strengthening family life and prevention
of reduction of inappropriate institutionalized care by
providing for community based, home based or other forms of
less intensive care."4

In the past seven or eight years, there has been a
growing national awareness of the need for community based,
long term home care services for the aged, disabled and
chronically ill: the functionally disabled. The 1981 White
House Conference on Aging convened a special mini conference
on long term care subtitled, "Strengthening Community Based,
Long Term Care for Individuals."5 Historically, community
based, in-home health and personal care has received low
national and state priority as reflected in the fact that in

1983, 90% of all, and 98% of public long term care monies

4 warhola, C.R. Planning for Home Health Services: &

Rescurce Handbook U.S. Department of Health & Human
Services (H.R.A.) 80-14017: 51 p. 18.

5 Final Report. White House Conference on Aging. Mini
Conference on Long Term Care. 1980,
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were paid to nursing homes caring for 5% of the disabled.®
By contrast, in 1978, 1.8% of the total public health
expenditures were paid for home health care.’ In 1983, the
combined total of Medicare and Medicaid monies allocated to
home care was 3%. In summary, one could conclude that 3% of
all public long term care monies was available for the 55% of

the aged in the community who are potential consumers.

The nursing home scandals of the mid 1870s, soaring
costs of nursing home care (an increase of 76.2% between 1976
and 1979)8 combined with a six-fold increase in the abso-
lute and proportionate number of people 65 years and over,
since 1900, have begun to alter public sentiment and perhaps,
over time, public policy. The virtual cessation of nursing
home construction in New York State, the increased vigilance
about the utilization of acute care hospitals as evidence in
the DRG's, the Gray Panther Movement, an advocacy movement
enmpowering healthy older people to organize and exercise

political pressure, the recognition that older people and

6 vladeck, B. "Two Steps Forward, One Step Back: The
Changing Agency of Long Term Care Reform. Pride
Institute. Journal of lLong Term Home Health Care 2,
nce.3, (Summer, 1983): 3-9, p. 3,

7 wMedicare Analysis and Recommendations for Reform." New
York State Office for the Aging. Septenber, 1583.

8 Final Report of the 1981 White House Conference on Aging.
Vol. 1
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their families prefer the home care option® contribute to
Vladeck's perception that "home care must represent an alter-
native to institutional care and not the other way

around."1l0

The scope of the issue is vast given that "homemak-
er, home health and home attendant services will be needed
sometime in his/her 1ife by every older person or by someone
they know. It will be needed by individuals in all income
brackets from the very rich to the very poor in every
community across the nation."ll The need transcends class
and culture although ethnic differences do obtain, insofar as
black older people reguire services at an earlier age than

whites.l2

As recently as 1981, Section 2176 of the Omnibus
Reconciliation Act gave states flexibility to apply for

waivers to fund a variety of home and community services

9 Harris, L. and Associates, Aging in the Eightjes:
America in Transition. Washington, D.C.: Naticnal
Council on Aging, 1981,

10 wviadeck, Ibid.

1l winston, E. "“Closing Institutions--Factors Behind the
Gradual shift in Social Attitudes." National Roundtable
Conference of the American Public Welfare Association,
New Orleans, Louisiana. December, 1974.

12 Engler, M. "The Impact of Ethnicity on Home Care Needs:
A Comparison of Black and White Elderly." Presented at
the 33rd Annual Scientific Meeting of the Gerontological
Scientific Meeting of the Gerontological Society,
November, 1980.
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under Medicaid. As evidence of the appropriate national
concern for home care, 40 states have applied for this waiv-

er.

In terms of the current provision of service, New
York State is the largest provider of Medicaid funded home
care services in the nation. In fact, 80% of all national
home health and perscnal care servicers are rendered in New
York State programs with 73% rendered directly in New York
City.13 Between fiscal years 1982 and 1984, New York State
expenses for Medicajid funded in-home care have nearly
doubled: an increase from $300 million to $502 million.14
In 1983, New York State was serving “over 50,000 cli-
ents...annual increases in expenditures have averaged 30% in
the preceding four years."1ld®

However great the cost of this public provision,
recognition ought to be given to the fact that tens of thou-
sands of jobs have been created for unskilled, poor women who

elect to work.

13 crystal, S. Americans' 0l1d Age Crisis. Lexington, MA:
Lexington Books, 1982.

14 caroc, Ibid.

15 pianning for Home Care in New York State. 1983 Annual
Seminar. New York State Council on Home Care Services,
{September, 1983): 9,
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DEM - NG OF

The population of people 65 and over is 25.5 mil-
lion, representing 11% of the general population. A decrease
in infant mortality, an increase in life expectancy and
improved medical technology have been the major contributors
to the "Graying of America." Future projections, "social
indicators"1lé suggest that by the year 2030, 59 million
Americans will be over 65. A number so vast requires further
differentiation in order to determine the specific needs, now
and in the future, of the group labeled "aged." Of the
current 25.5 million aged, 9.9 million are 75 years and over,
with two million 85 and older. Within the next 15 years, the
"frail" population, 75 and over, is expected to increase by
64%. Within the next 50 years, the number of persons aged 75
to 84 is projected to increase by 140%, while those 85 and
older is expected to nearly triple.l’7 Despite the current
low priority afforded home care, demographics clearly demon-

strate a growing population who are scon to be in need of

services.
16 Fowles, J.K. "An Overview of Social Forecasting
Procedures."” American Institute of Planners. (July,

1976): 227-234.

17 vUnited sStates Bureau of the Census, Current Population
Reports, Series P-60, No. 129. Money Incomes of Families
and Persons in the United States, 1979. Washington, D.C.
1981.
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The definition of "frail" can be elaborated to in-
clude those with some sort of functional disability. As Caro
states, those who "do not care for themselves because they
cannot."18 o©of the frail elderly, 66-75% live in the
community.19

Moreover, "data from the Home Care Supplement of
the 1979 National Health Interview Survey shows that only 10%
of the functionally ill elderly with an informal support
network use formal services, compared to 80% without an
informal network."20 1In effect, people turn to the formal
system of caregiving when family is not available or exis-
tent. We can infer that those who use services do so out of

real need.

Economically, the aged are disproportionately
represented in poverty. The 1976 Special Report of the
Senate Committee on Aging estimates that 3.4 million elderly

are impoverished.2l Alternative calculations of the poverty

18 caro, F. "Measuring Attainment of Objectives in Non-
Institutional Long Term Care", presented at the 1982
Annual Scientific Meeting of the Geriatric Society of
America.

19  viadeck, Ibid.

20 pBass, D. and Voelker. "The Influence of Family
Caregivers on Elders' Use of In-Home Services: An
Expanded Conceptual Framework." Journal of Health and

Socjial Behavior 28, (March, 1987): 184-196, p. 185.

21 ynited States Congress, Senate Special Committee on
Aging. Subcommittee on Long Term Care. Nursing Home
Care in the United States: Fajlure in Public Policy.
94th Congress, 2nd session, 1%976. Committee Report.
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index, including the "hidden poor" and near poor would raise
the poverty figures by 38-39% of the aged population. The
1980 Bureau of the Census finds that 15-17% of the elderly
had incomes below the federally established poverty line and
26% of the elderly are exceedingly close to the poverty
level.22 1In 1980, 41% of aged women and 15% of the men were
living in single households.23 0©Of the seven million elderly
living alone, B80% are women. Combining the facts of living
arrangements with the incidence of poverty, one finds that
three-fifths of the poor elderly live alone, suggesting that
the multi-problem frail older population is indeed a

particularly vulnerable segment of the aged population.Z24

The changing composition and mobility of the nucle-
ar family in concert with the revolutionary impact of the
estimated 57%2% of women in the work force adds to the scope
and significance of how and what society will provide for the

functionally disabled who live in the community.

Although demographic, social and economic factors

indicate a current number of frail older people to be in need

22 uynited States Bureau of the Census, Current Population
Reports. 1Ibid.

23 crystal, 21.

24 crystal, Ibid., 32.

25 crystal, Ibid, 37.
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of home care services, 1977 estimates indicate that only 1l2-
15% of those in need of services are receiving them.26, 27

The gap between need and provision can be accounted for by

the discrepancy in the definition of home care services.

While Medicare and Medicaid are home care coverages currently

defined as an exclusively medical provision, the leading
policy analysts in the field, Lowy,2® Somers and Somers,?2°
Crystal,30 caro,31 winston,32 and Mundinger,33 are in
agreement that an alternative expanded definition of home
care ought to include the psycho-social needs of the func-
tionally disabled. Mundinger states that "2.3 million need
({home care) services, and do not have them because of
inadequate availability and restrictive eligibility."34
While a social health definition of home care is consistent

with the needs of the disabled population and the values of

26 warhola, Ibid.
27 Mundinger, Ibid.
28 lowy, L. "Social Policies and Programs on Aging" in

Markson, E.W. and Bakra, A. (Eds.) Public Policy For an
Aging Society. Lexington, MA: Lexington Books, 1980.

29 somers, J. & Somers, A. Health and Health Care: Policies

and Perspectives. Gaithersberg, MD: Aspen Press, 1%77.

30 crystal, Ibid.

31 caro, F. "Professional Roles in the Maintenance of the
Disabled Elderly in the Community: A Forecast", The

Gerontologist 14, no. 4 (August, 1974: 286-289.
32 winston, E., Ibid.

33 Mundinger, Ibid.

34 1bid., 14
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social work, and while it may be a gcoal toward which we work,
program planners need to attend to improving deficits in what

is currently provided, as well as working on what should be.

THE FAMILY AS INFORMAL CARE GIVER
The myth that the American family has abandoned its

older relatives is just that -- a myth. Not only is there
relative ignorance of the documented fact that 80% of all
care to the aged is rendered by family members35 but re-
cently there have been discussions around reinstating econom-
ic filial responsibility, a regressive attempt to lessen the
role of government while increasing the burdens to already
burdened care givers. The "current federal policy dces not
explicitly acknowledge the contribution of the informal
systems."3€ According to the General Accounting Office,

most families caring for an aging relative do not receive

public, financial or service incentives.37

Caro has suggested that a primary purpose of home

care ought to be to offset the burdens that the caregiving

35 shanas, E. "The Family as a Social Support System in old
Age," The Gerontoclogist 23, (1983): 169-174.

36 rinal Report on the While House Conference on Aging,
Ibid.

37 General Accounting Office. "Entering a Nursing Home:

Costly Implications for Medicaid and the Elderly."
Report PAD 80-12, November, 1979.
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family experiences. A number of studies38,6 33, 40 41
report stress related illness, job interruption, depression,
fatigue, fears, and guilt because of conflicting demands on
time and marita)l discord. The potential breakdown of the
informal support systems ought not be minimized. The impact
on working class families is even more severe than on middle
class families as options are more limited.42 1In essence,
not only is the emoticnal cost tc the middle aged care giver
unrecognized, but suggestions have been made to increase the
econcmic costs to families as well. There is currently no
provision to acknowledge the economic value of family contri-
bution to care. The real contribution of families is neither
formally receognized nor publicly supported despite the Ameri-
can value of family cohesion and the criginal purpose of
homemaking service, which was to provide services during

times of crises to stabilize and maintain the family unit.

38 Horowitz, A. "The Impact of Care Giving to the
Chronically Il1 Aged." D.S.W. Dissertation, Columbia
University, 1981.

39  Archbold, P.G. "An Analysis of Parent Caring on Women,"
Home Health Care Services Quarterly 3, no. 2 (Summer
1982} : 5-25.

40 Lebwotz, B. "Family Care Giving in 0ld Age," Hospital

and Community Psychiatry 36, no. 2 (May 1985): 457-458,

41 stoller, E. "Elder Care Givers' Relationship in Shared
Households." Research on Aging 2 (June 1985): 175-193.

42 Archbold, Ibid.
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Lowy suggests that we should be using the formal
support system "buttressing options and supports that would
strengthen its (the family's) capacity to meet the social,
emotional and physical demands placed on it by ... the lack
of knowledge on the part of the public about gaining access
to adequate care."43 There appears to be a fear that "ex-
pansion or provision of federal support to community based
services will substitute for the informal44 care giving.
This, despite documentation that when formal supports are
substituted for the absence or inadequacy of informal sup-
ports, nursing home placements can be delayed or averted
altogether. The lack of policy to alleviate or support the
family's role in care giving is only too reminiscent of the
harsh conditions existing under Poor Law Regulations. The
assumption that an increase in public provision yields a
decrease in private contributions is refuted by the fact that
the informal system seeks help from the formal system only

after its resources have been depleted.

Alternatives have been proposed, yet await public
exposure and sanction. In the mid 1970's, Representative
Wilbur Mills suggested altering the tax structure to allow
families a medical deduction for economic contributions made

on behalf of aged family members.

43 rLowy, 102.

44 white House Conference, Ibid.
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Dr. Eugene Litwak has delineated two separate func-
tions of care giving: the informal - that rendered by family
in the form of emotional and support services, and the formal
-that rendered by paid employees, which is primarily con-
cerned with chores and tasks. This paper will focus on the
issues surrounding the needs of the formal care providers,

the home care workers.

In summary, community based long-term care services
to the functionally disabled impacts on the three domains
defined by Gil.43 1t is clear that the "quality of life,
circumstances of living" and "relationships" cannot be sepa-
rated. It is alsc clear that if one were to combine the num-
bers of people receiving services, those currently in need of
services, those anticipated to become in need of services,
and the families of those people with the needs of the home

care work force, the scope of the issue becomes vast.

ov [¢) . H
The issue of what is being provided relates to what
is believed about the cause of the difficulty. Since, by
definition, home health care is targeted to illness, treat-

ment or recuperation from medical conditions, preponderantly

45 Gil1, D. yYnraveling Socjial Policy. Rochester, VT:
Schenkman Publishing Co., 1976.
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cancer, diabetes, and cardic-vascular disease,4® the formula
"nursing plus one" (the need for a nurse plus either occupa-
tional, physical therapy, or home health health aide service)
provides for a nursing assessment to be made in the patient's
home. There are three conditions to be met under the ex-
isting Medicare assessment for home care. The beneficiary
must be: homebound, have services prescribed by a physician,
and need part-time or intermediate skilled nursing service
and one additional service such as physical therapy, speech
therapy or home health aide services. Once approval is
granted, a home health aide is assigned to provide personal
care services limited to a 40 hour total maximum number of
hours, with an average provision of four hours two or three

days a week.

The acute care focus of Medicare home health ser-
vice does not recognize that the elderly, as a group, require
ongoing service rather than episodic ones to monitor
conditions which may vacillate between acute and chronic.47
The current policy, and therefore provision, restricts care
to prevention or treatment of injury. Alternative under-

standing of the problem has been offered. According to the

46 calvin, B. & Nelson, K. Home Care in New York State: A

escYr ve Anhalysis. Home Care Association of New York,
May, 1979,

47 Furukawa, C. & Shoemaker, D. Community Health Services
for the Aged: Promotion and Maintenance. Gaithersburg,
MD: Aspen Publishing Co., 1982.
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Health Service Agency, and corroborated by the Home Care
Association of New York State: "“functional status has been
shown to be the best determination of the need for home care

and of the length of service."48

Mundinger's study49 finds that the medical bias
reflected in these criteria are an inaccurate reflection of
the patient's conditions in over 40% of the cases. The
intermittent criteria does not accurately reflect the chronic
nature of conditions incurred by the functionally disabled.
Moreover, intermittent services are in contrast to the empir-
ically documented needs of the population served. The medi-
cal bias reflected in this provision is equally inconsistent
with need. In fact, "the chronically ill and elderly have
multiple medical diagnoses and the most recent acute crises
may have no relationship to the need for home care.®50
Furthermore, home healtl services under Medicare guidelines

preclude long-term care.

To better understand alternative eligibility crite-
ria requires a definition of the purpose of home care. Caroc
has smuggested that what is needed is a formulation which

looks upon maintenance of the functionally disabled as an end

48 calvin & Nelson, Ibid., 9.

49 Mundinger, Ibid.

50 sSomers and Somers, 3.
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in itself. These maintenance objectives in long term care
should be concerned with the gquality and circumstances of
living. A baslic purpose of long-term home care is to

vgustain life."51

Comparison of the conditions of eligibility under
Medicare home health services with the needs and conditions
of the functionally disabkbled aged present serious incongruity
between eligibility and need. In part, this problem is a
function of the definition of home care as a health care ser-
vice rather than a social-health care provision. A medical
soluticon is imposed on a variety of social problems and the
persconal and social care needs of the population are unac-
knowledged. Institutionalization remains the main option for

those whose needs exceed the 40 hour provision.

THE PROVISION: MEDICAID

The eligibility criteria for Medicaid, the state
administered categorical medical insurance for the poor, has
also been influenced by the medical model. Since Medicaid is
a state administered program, there is a great variance in
the options each state elects to include in its Medicaid
menu. Only nine states have "exercised the optional personal

care services."32 Somers & Somers recommend an agreement on

51 caro, "Measuring Attainment." 14.

52 warhola, 19.
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definition to include "personal and household tasks">3
regardless of income limits. As with Medicare, a physician's
prescription is needed, yet the criteria for "homebound" and
the requirement of "skilled care" are not preconditions. Aas
of 1981, in 16 states the elderly and disabled living in the
community could not become eligible for Medicaid, no matter
how great their medical or lcong-term care needs, unless their
income was so low that they were eligible for public

assistance. 54

Medicaid, in those states that allow the personal
care option, provides a home attendant to perform some per-
sonal care services. Although staffing will be discussed
later in this chapter, suffice it to say that the home atten-
dant is less well trained and has less job security than the
home health aide affiliated with a certified home health care
agency. The provision of home attendant services is deter-
mined by a variety of public accountability mechanisms that
will be elaborated on later. While theoretically services of
a home attendant are available to eligible clients 24 hours a
day, seven days a week, in fact in New York State, 24 hour

care is becoming a rarity. According to the United Hospital

53 somers & Somers, Ibid.

54 crystal, Ibid.
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Fund 17% of the cases are 24 hours, as of 1987.°5%5

SOCIAL HEALTH
There is a plethcra of empirical data to support

the social health definition of home care. Kristen and
Morrie found that most home care needed is for supportive
services.®® Markson®7 found that 77% of those hospitalized
could have remained home if personal supervision had been
provided., Parenthetically, the lease important need of the
studied population was for medical treatment. A 1976 study
revealed that the unmet needs of the community dwelling
elderly were, in ranked order: transportation, persocnal
care, housekeeping, social contact, food shopping and food

preparation. S8

An expanded definition of home health services, to
include a social health definition, would allow for an in-

creasingly need-meeting service. The major policy writers in

55 United Hospital Fund Report, Home Care in New York City:
Providers, Payers and Clients (1987): 48.

56 Kristen, H. & Morris, R. "Alternatives to Institutional
Care for the Elderly and Disabled." The Gerontologist
12, no. 2, {(Summer, 1972): 139-142.

57 wmarkson, E.W. "The Elderly in the Community: Re-

identifying Unmet Needs." Journal of Gerontology 28, no.
4, (October, 1573): 137,

58 North Shore Planning Council, Inc. "Unmet Needs of the
Elderly in Health Service Area IV," Department of Health,
Education and Welfare, Washington, D.C., (March 22,
1976): 47.
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the fileld: Lowy,3% winston,®0 crystal,®l caro,b %2 et.
al., are unanimous in their support of a definition to in-
clude the social health model of service. This would permit
the provision of the variety of support services that have
been documented as reflecting the needs of the functionally
disabled. The existing medical model of home care does not
recognize that "long term care is a social as well as medical
problem."63 Not surprisingly, the current definition pre-

cludes social work services as a reimbursable service.

An expanded definition would acknowledge that the
functionally disabled ought be enabled to approximate as
normal a life style as is possible and provide a more ade-
gquate solution to the problems of daily living. It would
recognize that the functionally disabled are so not out of
choice or defect and are entitled to services which maximize
their independence rather than presuppose a recuperation that
is often medically impossible. It would use functional
status as the primary criteria for services. An alternative

provision would use "services needed rather than medical

59 Lowy, Ibid.
60 winston, Ibid.
61 crystal, Ibid.
62 caro, Ibid.

63 crystal, 102.
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conditions"64 as the criteria for the provision. Inherent
in the social health definition would also be provisions to
"relieve the unreasonable burdens associated with care
giving" and "provide relief to the care giver so that

participation does not exceed a reasonable level."65

The broadest alternative definition of home health
services is home care as social care for persons with "self
care deficits.”66 1Included in this definition is a socio-
cultural approach to care, This definition is supported by
the Final Report of the White House Conference on Aging =--
Mini Conference on Long Term Care. Lohg-term care represents
a range of services that address health, social and personal
care needs of individuals who, for one reason or another,
have never developed or have lost some capacity for self
care. Services may be continuous or intermittent, but it is
generally presumed that they will be delivered for the long-
term, that is, indefinitely to individuals who have demon-
strated need, usually measured by some index of functional
incapacity. The larger White House Conference defines long-
term care as "supportive services needed by persons who have

functional limitations resulting from or in conjunction with

64 Mundinger, 100.
65 caro, "Measuring Attainment," 9.

€6 1bid., 5
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chronic illness or other conditions which make them frail or

dependant.. 67

In summary, we see services based on a strictly
medical model, using diagnostic differentials and/or means
test criteria for services rather than being based on
"attributed need or compensation."68 This fact does not
reveal a value that enhances independence. The current needs
of the functionally disabled older person are inadequately
met, the "residual®69 conception of social welfare is main-
tained. "“No matter how benign the operational mechanism for
eligibility determination, it is probably that the condition
of unmet need will be attributed more to chance and individu-
al deficiency than to recurring institutional strains or
fajlures."’9 Given the demographics and the psycho-social-
biological fact of aging "attributed need and compensation"
ought to be the basis of social allocation to allow an
"adegquate institutional core of social welfare to emerge."’1

At present, Medicare, as a form of social insurance for the

67 Final Report on the White House Conference,
Ibid., 71.

68 Gilbert, N. & Specht, H. Dimensions of Socjial Welfare
Poligy. New York: Prentice-Hall, 1977.

69 wilensky, H. and Lebeaux, C. Industrjal Society and
Socjal Welfare, New York: Free Press, 1965.

70 @Gilbert & Specht, Ibid., 59.

71  Ibid., 60.
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functionally disabled older person, is an inadeguate protec-
tion available under inappropriate criteria. Medicaid re-
quires that in addition to functional disability, the

condition for home care service is pauperization.

v v N

ed e Sponsore e Health Alde Service

Medicare is a dual structure system with two sepa-
rate insurance programs: part A, which is universal and
mandatory, like social security, and part B, a vocluntary
supplementary medical benefit. The Social Security Adminis-
tration's Bureau of Health Insurance is responsible for the
program's administration. Within the Bureau, a variety of
divisions exist, each responsible for overseeing operations,
reimbursement and systems management. At its inception, of
the 19 million people eligible for benefits, 92% elected to
be covered under part B. The effort to avail beneficiaries to
Medicare coverage can be seen as one of the largest, well
coordinated and effective undertakings of the federal govern-
ment. Recipients of Social Security were contacted en masse,

by mail, using other agencies to do follow-up.

In addition to the federal structure, most of the
daily operations of the administration of medicare are sub-
contracted to intermediary agencies, with Blue Cross and Blue

Shield, the largest private insurance agency, serving as the
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primary intermediary (90%). In the early 1960's, the Ameri-
can Medical Association nominated Blue Cross to assume this
role. Further endorsement came from the American Hospital
Association. Given the influential role of these two insti-
tutions in determining policy, it is reasonable to infer that
ample profits provided incentive to this organizational

arrangement among distributors.’2

The intermediary functions as the federal govern-
ment's representative to the local home health care agencies
and is empowered to determine sanctions through a highly
regulated system of audits. Eligibility for Medicare reim-
bursable home health care service is determined almost exclu-
sively by the physical condition of the beneficiary, as
prescribed by a physician and corroborated, through documen-
tation, by a nurse., As a way of assuring adherence to regu-
lations, once a 2.5% ineligibility waiver has been exceeded
(the allowable error rate), "the agency must pay for all the
ineligible care incurred that year" and, as further protec-
tion against excessive usage of what is deemed inappropriate
usage, "the waiver is denied for succeeding years."’3 This

rigorous cost control measure creates a dilemma between

72 oatman, D. edical Care jin the United 8. Jackson,
TN: W. Wilson Co., 1978.

73 Mundinger, Ibid., 67.
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"bureaucratic discipline and professional expertise"’4 and
ethics. The classical administrative dilemma between agency

survival and client need obtains.

Reimbursement is operationalized through a claim
payment system similar to private insurance operations.
Structurally, the program ~- from the national to the state
level, and then the state to the individual level -- repre-
sents "neither a sudden nor a radical departure from the
march of events in the organizing and financing of medical
care and government's role in health...eveolving over 30
years."75 Local agency autonomy and control is limited by
the intermediary which has economic sanctions that can be
evoked under clear criteria. Informally, however, the pro-
fessionals inveolved in the direct service delivery can, on
occasion, manipulate their documentation to adhere to

eligibility criteria.?’6

The primary service deliverer, in certified Home
Health Agencies, is the Home Health Aide, considered one rung

below a L.P.N. on the occupational ladder. She receives a

74 Blau, P. & Scott, W., "Dilemmas in Formal Organizations"
in Etzioni, A. (Ed.) Readings on Modern Organizations.
Englewood Cliffs, New Jersey: Prentice Hall, 1963.

75 Bowen, W. Harbison, F., Lester, R. & Somers, H. The

Amerjican System of Socjal Insurance: Its Philosophy,
mpact u eve ment. The Princeton Symposium,
1967.

76  Mundinger, 1Ibid.
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specified number of hours of training, usually 72, and works
under the supervisjion of an agency nurse. Unlike her coun-
terpart in Medicaid home care, the home attendant, there can
be more job security for a staff home health aide and some-
what greater financial reward. However, like the home atten-

dant, the home health aide is without a career ladder.

MEDICAID

The structure of Medicaid is different from that of
Medicare, yet administrative parallels exist. As was earlier
stated, Medicaid is a federal/state financed program operated
under the direct auspices of the locality. Each state deter-
mines its own eligibility regquirements and benefit package,
within federal guidelines. However, this determination of
elected options is not always reflective of the needs of the
citizens of any given state. Direct operation and account-
ability is shifted from the federal (and state) government
onto an intermediary: a private insurance agency of the
municipal government. Both systems are part of larger net-
works, serve middle management and regulatory functions and
both are hierarchical. Both systems provide employment to
many workers who perform the coordination and managerial
functions associated with their tasks. (See organizational

charts on following pages.)
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HISTORY OF THE ECONOMICS OF HEALTH CARE EXPENDITURES

As with every other element of social welfare
pelicy analysis, a study of the economic costs contains a
variety of important issues. In addition to the value and
choice dichotomies articulated by Gilbert and Specht, cost
efficiency versus social control and local autonomy versus
centralization,?? cost analyses reveal that there is a
history and structure that exert influence on disbursements
and allccations. Furthermore, adequate analysis requires
that costs be conceptualized in absolute dollars, costs
relative to government allocations, within and beyond the

realm of the health care system,.

This part of the chapter will review the history of
expenditures before and after the enactment of Medicaid and
Medicare. It will analyze the current structure and process
of the reimbursement system. Factors will provide support
for the position advanced by Somers and Somers who wrote in
1966, "most of the pressures are not related to rational
social goals, but to maximizing reimbursement."’8 Twenty
Years later, we come to see how an "obsession with economy"
combined with short-sighted political consideration, grounded
in philesophy concerned with maintenance of social economic

class stratification continues.

77 Gilbert & Specht, Ibid.

78 sSomers & Somers, 126.
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To understand the current costs requires an ac-
knowledgement of the intent of Medicare. History makes it
clear that the intent of Medicare legislation was not to
overhaul the institutional structure of the health care
system. Rather, the primary focus was to provide hospitals
with insurance reimbursement and, secondly, to "provide the
financial means for medical care for the aged"’? to have
greater access. The existing fee~-for-service method of
finance at the "reasonable costs" reimbursement did not
provide for cost control. Rather, it allowed the profits of
physicians, hospitals and nursing homes to socar. While
Medicaid eligibility determination is rigorous, and for the
most part conditional on pauperization, no similar profit
levels are imposed on the income received by institutions.
As Somers and Somers state, "in no other realm of economic
life are payments guaranteed for costs that are neither
controlled by competition nor regulated by public authority,
and in which no incentive for economy can be discerned. This
ils a case where the existing method is almost certain to
prove inappropriate and we must be prepared for the necessity
of change."80 1In addition to lack of cost control incen-
tives, Mundinger points to the fact that there is no incen-

tive for the fiscal intermediary to be concerned with quality

79  1bid., 127.

80 71pid. 134.
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control either. In part, the dilemmas revolve around the
ambjivalence of seeing medical care entitlements as a genuine
insurance or as a welfare program. It is, in part, the
distinction between the residual or the institutional model

of social welfare.

Prior tc the enactment of Medicare, those with
vested interests (Blue Cross, AHA, AMA) were arguing with
"political muscle and bargaining skills" for a reimbursement
mechanism that would be self-serving. A look at the figures
reveals the consequences. Between 1960-1965, fee increases
remained at 3%. In 1966, fees took an 8% jump. "“Between
1966=1967, health care costs for the elderly rose 29%,or 190%
in real decllars.” Of note is that the administrative costs
in 1967 were $1%97.3 millicn dollars, or 5 1/2% of the total

costs -- a sizeable fee for Blue Cross.8l

In 1976, The Committee on Aging of the United
States Senate revealed that Medicaid has paid $5.3 billion
dollars to 15,559 nursing homes. Medicajid payments repre-~
sented 50% of all nursing home revenues in contrast to Medi-
care's $314 million, less than 2% of the $18 billion dollar
Medicare program. Despite the ostensibly high cost of home
care, evidence of the limited contribution of public monies

for home health care unfolds. Medicare "expenditures for

81 71bid., 134.
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home health service peaked in 1971 to 0.48% of total expendi-
tures and had decreased by 1975 to 0.28% of the total.
Medicare payments for home health care peaked in 1969 to 1.1%

and had decreased in 1973 to 0.7%.82

Medicare spent about $133 million on home care in
1974. By 1980, the figure was $630 million, an increase of
nearly five times. "Program data indicates that the use of
Medicare Home Health Services grew from about 760,000 users
in 1977 to approximately 1,340,000 users in 1983, an increase
of nearly 77% for the period, or an annual rate of
10%...between 1977 and 1983 this amount grew by more than one
biilion dollars, i.e., expenditures nearly quadrupled to a
total of 1.4 billicon in 1983. Annually this represents an
average of 25.4%%.823 warhola reports: "In 1977, a total of
$1 billion was spent for home care. Medicare paid $458
million, Medicaid, $179 million and Title XX, $445
million."84 yet, this reflects less than 1% of the total
public health care costs. The increase in absolute costs can

be attributed to the outrageous increase in nursing home

82 vyUnited States Congress, Senate Special Committee on
Aging. Subcommittee on Long Term Care. Nursing Home

Care in the United States: Fajlure in Public Policy.
94th Congress, 2nd Session, 1976. Committee Print.

83 Benjamin, A.E. "Trends and Issues in the Provision of
Home Health Care: Local Governments in a Competitive

Environment." Journal of Public Health Policy 7, no. 4,
(1986): 480-494.

84 warhola, 17.
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costs which rose 76.2% between 1976 and 1979.85 cClearly,
attempts to reduce the cost of institutionalization motivated

the increase in home care approval and usage.

By 1982, the average cost of nursing home care in

New York City was $28,000. Nationally, "over half of the $20
billion spent in housing old people in nursing homes is
publicly paid."86 More specifically, 42% of the total
Medicaid expenses went for nursing home care in 1978, rising
to 57% the following year."f-”'7 By contrast, only 2% of the
total Medicare monies were paid to nursing homes. The impli-
cations of this are broad. To the public a surface reading
of Medicaid costs could easily be understood as earmarking
enormous sums of public monies for increased access to medi-
cal care of the poor. Yet, if 57% of public monies pay for
some proportion of the 5% in nursing homes, access to the
non-institutionalized poor is lessened. Otherwise stated,
"16% of all enrollees represent 40% of Medicaid expenses."88

By implication, an increased resentment to the aged for
depriving other medically needy groups might be a conse-

guence. A more sophisticated analysis might inquire about

85 crystal, 67.
86 1pid., 67.
87 1bid., 6.

88 viadeck, 5.
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the nature of a benefit allocations system which is designed

to allow for this to occur.

To the extent to which government support for
social welfare is reflected in expenditure of public funds,
community based long term home care services for the aged,
disabled and chronically ill - the functionally disabled -
has been a relatively neglected group in social welfare
policy. This group has received low priority. Despite
uncontrolled inflation in nursing homes, "90% of all monies,
and 90% of public long term care monies, were paid to nursing
homes."89 By contrast, in 1978 1.8% of the total Medicare
expenditures were paid for home health care.?® 1In 1983, the
combined total of Medicare and Medicaid monies reimbursed for
home care services was 30% of total public health insurance
expenditures.®l In summary, 3% of all public long-term care
monies have been allocated for the 95% of the aged in the
community who may need care, while 97% of public long-term
care monies are paid to nursing homes who provide care for 5%

of the aged population.

There are other costs not included in this economic

formulation. There is currently no provision to accommodate

89 7Ipid.

80 Medjcare Analysis and Recommendations for Reform. New
York State Office for the Aging, September, 1983.

91 71biq.
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the econonric value of family contribution to care. The
General Accounting Office estimates that the value of ser-
vices provided "by family and friends to extremely impaired
persons was $673 per month in 1976-1977.%92

The cost benefits of supporting family caregiving
are less well addressed. Federal policy that subsidizes
family care may avoid increases in public expenditures in the
way in which greater, less cumbersome home care provision
would lessen hospital costs. Since there is no explicit
policy for chronic care, it follcws that the acute care
medical model is not only less effective, but less economical

as well.

LICY VES

Alternative policies have been suggested. Crystal
suggests that reimbursement to families could be structured
as a tax credit and/or limited to families in financial need.
This might encourage family caregiving while attending to
those with less economic freedom. Monk suggests tax rebates
and cash allotments could provide incentives. Seltzer and
Troll support direct funnelling of money and resources to
families who want to provide care..."93 Kamerman and Chain

appeal to tradition and ethics. "It is a deliberate attempt

92 crystal, 79.

93 seltzer, M. & Troll, L. "Conflicting Public Attitudes
Toward Filial Responsibility," Generations (Winter,
1982): 26,
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to destroy the family when government programs pay for insti-
tutionalizing an elderly parent, but not for caring for that
parent at home." They ask, "What does it suggest about the
government's motives when there is an implicit recognition
that if long term care is needed, a couple divorces or a
spouse is pauperized in order to be eligible for
Medicaid?v94

To the extent to which public epinion is an indica-
tion of future direction, Louis Harris finds that 90% of the
people polled approved of a tax break to families that
provide care at home for the elderly.?5 His study also
revealed that 87% of those polled support an expansion of the
present short-term and time limited home health benefit.
While policy alternatives need to be explored to better meet
the needs of the frail elderly and their families, at the

moment we can just deal with what it is.

PART 1] - THE NEEDS OF HOME CARE CLIENTS

Services are developed based on needs. It is
therefore relevant to review the existing literature on the

needs of home care clients.

94 Kamerman, S. & Kahn, A. "Explorations in Family Policy."
Social Work (May, 1%76): 181-186.

95 Harris, L. and Associates. Ibid.
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As early as 1971, Morris and Katris estimated that
of those aged in the state of Massachusetts in need of home
support services, "...a mere 2.4% were receiving them."96

Based on a variety of empirical sources, it is
clear that medical services are not the primary need.
Kristin and Morris (1972) found that most supportive services
needed by the elderly and disabled are non-medical and can be

provided by relatively non-skilled personnel.®?

Markson, in reviewing the patient records and
interviewing 348 older people referred to a mental hospital,
concluded that 77% of those hospitalized could have best had
their needs met through community services. The study fur-
ther revealed that the greatest need of a change in location
was for personal supervision. Although 455 of the needs were
for home health, the least important need was for medical

treatment, expressed by 17% of the population studied.®8

The rank ordered unmet needs of the elderly in

Health Services Area VI of Massachusetts were reported in a

96 Morris, R. and Katrie, E. "Home Health Services in
Massachusetts," Amerjcan Journal of Public Health 62, no.
8, (August, 1972): 1088-1093.

87 Kristin, H. & Morris, R. "Alternatives to Institutional
Care for the Elderly and Disabled." The Gerontologist
12, no. 2, (Summer, 1972): 139-142.

98 Markson, E.W., "The Elderly in the Community Re-Identify
Unmet Needs." Journal of Gerontoloqy 28, no. 4,
(October, 1973): 503-509.
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study sponsored by the North Shore Health Planning Council.
They are: "Transportation, personal care, housekeeping,
sccial contact, food shopping, food preparation, emergency
assistance and social interaction."®? fThe finding of this
study represents a direct parallel to those services rendered
by Home Attendants. An interesting finding of this study is
that in most categories, the chronically ill appear to have a
greater prevalence of unmet needs than the elderly, sug-
gesting support for the social health definition offered by
Caro, et. al. Further implication is that need rather than
age be the criteria for service. This is supported by
evidence presented by Englerl90 on the differential needs of

Black and white elderly.

A 1975 New York State demonstration project (Proj-
ect #39) provided nursing, homemaker, home health aide and
prescribed therapeutic services on an as needed basis to
older persons not eligible under Medicare and not poor encugh
to qualify for Medicaid ("Medigap"). Procedures included
professional assessment ot need for each patient referred,
creation of a plan, and team care emphasizing use of aides
supervised by nurses as well as a periodic review of appro-

priateness for each cost. Data collected from November 1973

99 North Shore Health Planning Council, Inc., Unmet Needs of
the Elderly in Health Service Area IV. Wwashington, D.C.,
Department of Health, Education and Welfare, (March,
1976): 47.

100 Engler, M., 16.
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through December 1974 show that of 518 referrals, 433 were in
need of mservices. Findings indicate a substantial need for
home care services in the Albany area, the ability of compre-
hensive home care to prevent or postpone institutionalization
and the need to bring home care into the mainstream of health

care delivery.101

A descriptive analysis of Home Care in New York
State {1979) found that: "in general, many home health care
agency patients had serjous maintenance problems. Without
help from home health care, friends or some other supportive
service, most patients would not be able to remain at home."
Further evidence from this survey reveals that of the clients
served, 90% need household assistance and 75% need marketing,
with most clients needing both. "The typical home health
care episocde lasted about six to seven weeks, yet some pa-
tients remained in care for very long periods, up to 6.5

years, indicating the long-term needs of the population.102

Warhola states that the number of persons who are

potential users of home health services has been estimated to

101 project #39. An Expanded Concept of Home Health Care.
Sponsor: Albany Regional Medical Program, New York Home
Aid Service of Eastern New York, Inc. Albany, N.Y.,
V.N.S. Association of New York, (May 1975): 14.

102 Home care in New York State: A Descriptive Analysis.
Published by the Home Care Association of New York State,
Inc. (May, 1979): 29.
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be over 6 million, but in 1977 only 738,000 received

services.103

In 1982, a twelve month longitudinal study con-
ducted in Bsix New York City hospitals (3 public and 3 volun-
tary) explored the impact of publicly funded home services on
the at-risk, low income elderly population. Although the
author addresses methodclogical difficulties, the results
demonstrate that hospitals are "returning substantial numbers
of elderly functionally disabled persons to home settings
without services and without assurances that informal sup-
ports can adequately provide needed care." The results
indicate a gap in service between discharge and the provision
of adequate supports and services. By implication, hospitals
appear to assume rather limited responsibility for post
hospital care. Discharge plans had been arranged for only
40% of the B86% returning home. More troubling is that of
those with the severest disability, only 54% had services in
place and 63% of those who lived alone were discharged
without services.1l94 There is a restriction placed on hospi-
tal workers to offer home services when financing is antici-
pated to be problematic, highlighting the cogency of these

lssues.

103 warhola, Ibid., 5

104 caro, F. "Post Hospital Care Arrangements for the
Functionally Disabled Elderly." Presented at the 1982
Annual Scientific Meeting of the Gerontological Society
of America.
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The finding that the most severely 111 and those
who lived alone are being discharged without concrete sup-
portive services presents serious issues of ethics and may be
construed as malfeasance. It is important to note that the
limitations of service options are imposed in part by the

lack of availability of publicly funded alternatives.

Hinzpeter and Fischer conducted an exploratory
study on Manhattan's West Side. One hundred at home inter-
views were conducted of people aged 70-97. The study found
predominantly poor, disabled, needy and dependent people who,
for the most part, lack the usual supports of family and
friends. The subjects were in unexpectedly poor physical and
mental health, and socially isolated, and do not have suffi-
cient income to meet their needs. "Overall, the study found
a great need for additional assistance with carrying out
everyday chores and activities." Even greater was the need
for basic necessities such as housing, companionship and
money.105 It appears on face validity that over time the
needs of the functionally disabled elderly have intensified

rather than relaxed. This is supported by Caro's finding

105 Hinzpeter, D.A. & Fischer, J.H. "Graying in the Shadows:
A Study of Manhattan's West Side." Human Services 3, no.
13 (December 1983): 21-32,
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that between 1980 and 1982, the number of home care requests

has risen by 11%.106

In assessing the home care needs of the elderly, it
is important to address issues of ethnicity insofar as "53%
of the Black elderly are in or near poverty."197 Engler's
comparative study of the differences between Black and White
elderly using home care services in New York City offers some
painful conclusions, reflective of the impact of the historic

inequities cof racism on the Black elderly.

She studied 322 clients (65 years and over) re-
ceiving Title IIIB in home care program services. "Although
the findings indicate substantial proportions of white elder-
ly share characteristics on age, income, children, and avail-
ability of a doctor, there are statistically significant
differences between the Black and white samples."108 plack
recipients are younger (mean age, 70.8 versus 77%), poorer
(52.1 versus 31.9%), incomes at or below Medicaid level, had
fewer living children, limited access to physicians (20.5
versus 3.6%). Blacks are more likely to be hospitalized in
municipal hospitals (29.4 versus 9%). More than 40% of this

sample in need of home care services was under 75 years of

106 caro, F., "Structure and Operation," Ibid.
107 crystal, 36.

108 Egngler, 4-5.
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age, suggesting that for the Black elderly and probably all
disabled, need rather than age ought to be the determinant of
services. This position is supported by Caro who states that
while his "current formulation uses functiocnal disability as
a basis for establishing need for long-term care, it does not
use functional disability as an outcome variable for long-
term, care."1l09 Furthermore, "it must be understood that a

basic purpose of long term care is to sustain 1ife.%110

(8} OG OME ]
AND THE HOME HEALTH AIDE

Home Care Programs are reviewed to detail the ways
in which they are need-meeting or define service gaps. The
survey of the workers combines Home Attendants, Homemakers
and Home Health Aides since, with the exception of Dr.
Donovan's study, there was a relative lack of attention given
to the Home Attendant as a discrete occupational entity.
Despite the discrepancy between the scope of needs and avail-
able public funding, it is relevant to review the empirical

data avajilable on those programs currently in operation.

109 caro, F. "Objective Standards and Evaluation in Long-

Term Care." Home Health Care Se ces Quarter 12, no.
1 {(Spring, 1981): 11.

110 caro, F. "Measuring Attainment of Objectives in Non-
Institutional lLong=-Term Care," presented at the 1982
Annual Scientific Meeting of the Gerontological Society
of Anmerica.
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The problems of a Title XX Home Care Service Pro-
gram uncovered in a 1977 study by Friedman, Kay and Fargo
include: inefficient payroll system, lack of adequate case
management and supervisory mechanism. Poor match between
client and worker, lack of preparation of client and family,
inoperative emergency procedures and scarcity of worker

training programs.lll

Washington University sponsored a study in 1978
which revealed the problems confronting the long-term care
system for the elderly in Washington state. These include a
lack of emphasis on ongoing maintenance and support, lack of
a service continuum, neglect of the near poor clients, re-
quirements for spending down resources, stigmatizing by
association with welfare clients, lack of comprehensive
assessment and placement procedures, inadequate training
and/or inexperienced providers, difficulty in reimbursement
of expenses, lack of evaluation data and lack of explicit

poclicies on long term care.ll2

111 rriedman, S., Kaye, L. and Fargo, S. "Maximizing the
Quality of Home Care Services for the Elderly," presented
at the 30th Annual Scientific Meeting of the
Gerontological Society. November 21, 1977.

112 wpong~Term Care for the Elderly in Washington." Sponsor:
Washington University, Seattle, Washington, Health Policy
Analysis Program, 1978.
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Caro's interviews with administrators and workers
in New York City's home care system summarized reported
difficulties and barriers in services. These include:
establishing Medicaid eligibility, providing sufficient
documentation and processing of applications. Appropriate
number of hours - "the number of hours of care authorized by
the medical review units (the gate keepers) is often less
than the number recommended by the case managers." When the
home care client lives with a family, the burden of proof of
need remains with the family. However, fair hearing, the
legal due process mechanism for appeal, often results in
overturning a denial of service. This suggests that given
the arbitrary nature of these decisions, those clients and
their families who can persevere and advocate are more likely
to be successful. Since home attendants are not paid for
travel time and represent entry level positions, it is often
difficult to find workers willing to assume part-time assign-
ments. Clients and workers may have differing expectations,

cultures and may not share language.

Home attendants are to provide personal care, not
health care., Yet, health care has been informally performed,
rendering agencies liable for suit. Twenty-four hour cases
pose problems in terms of sleeping arrangements and sharing
food. Retrieving reimbursement from "spend down" Medicaid
clients is costly and problematic, as well. Home care work-

ers are vulnerable to abuse. Caro notes that problematic
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areas have been omitted by his reporters which include: (1)
denial of service; (2) Medicaid ineligibility; (3) cost
control precludes "intensive supervision; and (4) services

are done by "entry level" workers.l1l3

A summary of these findings can be categorized into
three areas: administrative (payroll, reimbursement), policy
(eligibility restrictions and gaps), client and worker expec~
tation. The most thematic areas of difficulty appear to be
concentrated on the experience, training and performance of

the homemakers/home health aides/home attendants.

To the extent to which in-home services are pro-
vided, the primary direct provider is the homemaker/home
health aide/home attendant (H/HHA/HA). The issues of human
resource needs, training, status, attrition and supervision
of the home attendant are directly relevant to the formula-

tion of the current study.

In 1963, 3,900 people were employed by home care
agencies throughout the country. That number has soared,
along with in-home service needs, to some 240,000 full-time
workers. They are viewed by Mocore and lLayzer as somewhere
between domestics and nurses and function to "help families

to remain together, and elderly persons to remain in their

113  caro, "Structure and Operation." Ibid.
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own homes when a health and/or scocial problem occurs..."
"The trained home health ajde...works under the supervision
of a professional person.ll4 fTraining is a federal require-
ment under Medicare and Medicaid conditions of participation.
Yet the actual training mandated for home attendants is a

total of 6 hours a year of in-service training.

Phillips refers to the home attendant as a family
health worker and views this as a "new profession whose
training uniquely prepares him/her to help sclve the problems
faced by the elderly." The worker is trained in health and
psycho-social understanding of older people and operates

along the dual paths of nurses and social workers.l115

Steeno et. al. perceive the homemaker as a social
service professional and a primary change agent and suggests
that homemaker service be elevated tc equal status with other

professional service providers.l1l6

114 Moore, F.M. and Layzer, "Supporting the Homemaker/Home
Health Aide as a Valuable Player on the Home Care Team."

Pride Institute, Journal of Long Term Home Health Care 2,
no. 3 (1983): 19-27.

115 phillips, A.K. "Health Services to the Elderly--Family
Health Worker--A New Profession." National Technical
Information Service, (September, 1975).

116 steeno, T., Moorehead, B.B., and Smith, J.R., "Homemakers

as Change Agents," Socjal Casework 58, no. 5.(1977):
286-2913.
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NG 0

The Health Planning Agency of Southern New Jersey
collected baseline data to determine manpower deficiencies in
health related occupations. The only projected areas of
growth indicated by public health agencies is for sanitary
inspectors, nurses and home health aides.l1? This growing
need for in-home service is echoed by Clark.l1l® winston
estimates that one aide is needed for every 100 persons over

65 and anticipates a need for 200,000 home health aides.119

In contrast to the professionalization of home care
workers suggested by others, Caro sees the needs of the func-
tionally disabled as primarily requiring personal care and
home maintenance service which can be provided by non-

professionals,. 120

117 comprehensive Health Planning Agency of Southern New

Jersey. a a we uthern New Jersey. Public
Health Service, Rockville, MD, (1976): 34.

118 c¢ilark, M.M. "Returning Home---A View of the Home
Services Field." National Council of Homemaker/Home

Health Aide Services. (April, 1977).

119 winston, E., Ibid.

120 caro, F. "Professional Roles in the Maintenance of the
Disabled in the Community: A Forecast." Gerontologist

4, no. 14 (August, 1974): 286-289,
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Allied with the imssue of status and perception of
the role of the home health aide is the nature of the train-
ing. 1In 1966 the Office of Economic Opportunity (0.E.0.) and
the Public Health Services (P.H.S.) recommended that the
responsibility for training should be assumed by the agency

that will eventually employ the aide.121

A 1975 study was conducted to delineate the medical
and health related needs ©of nursing home residents. One
recommendation of the Maricapa County Comprehensive Health
Planning Council was the introduction of special training

courses and career incentives to nurses aides.122

In 1978 questionnaires were sent to 175 institu-
tions employing aides. This project was undertaken in Michi-
gan to study institutions which provide nurses aides and home
health aides trained in hospitals, nursing homes and schools.
Hospitals supplied the least number of trained aides while
nursing homes the greatest number of trained aides. This
lack of a common or agreed upon model for aide training is
noted. There is great variation on length of training and

frequency of offerings. The problems which emerged from this

121 Guidelines for Home Health Aide Pilot Training Projects.
C.A.P./0.E.O., Washington, D.C., March, 1966.

122 gtudy of Nursing Homes in Maricapa County. Sponsor:
Comprehensive Health Planning Council of Maricapa County,
Phoenix, Arizona, (August, 1975): 118,
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study were the lack of career mobility, high turnover rate,

duplicative education and training, and dead end jobs.123

Regardless of training or status, the problems
associated with the aide's job are multiple. A yearly attri-
tion rate of from 38 to 52% for aides trained by the Home
Attendant Service of Eastern New York prompted a study to
determine the reasons for termination of employment. A 1975
survey was taken of a random sample of twenty entry level
aides who had completed two weeks of training and had termi-
nated their employment after an average of ten months. These
results were compared with those from a similar survey of
aides still employed after at least 31 months. Both termi-
nated and continuing aides reported dissatisfaction with
salary levels. Evidence of an inadequate formal system of
rewarding excellence in performance was presented. College
graduates were identified as a relatively high risk attrition
group. Job-expectation appears to have been a relevant
variable. Aides who continued working had an accurate expec-
tation of their job duties at the time of hiring. Job satis-
faction factors apparently do not play a specific role in
employee attrition. Fellowing implementation of recommended

salary adjustments and a systam of job performance feedback,

123 staff Report Nurses Aide/Home Health Aide Study.
Sponsor: West Michigan Health System Agency, Grand
Rapids, Michigan, (1978): 12.
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another study will be conducted with those in facilities with

lower attrition rates.l124

Consistent with the finding cited above, a study of
recruitment and attrition of homemaker/home health aides
found that low pay, along with associated problems of poor
fringe benefits and insecure incomes remains the central
issue in attrition problems. Agency size, salary and benefit
packages were found to be the most significant factors

influencing retention of homemaker/home health aides.125

Combining the issue of status and participation, a
1975 evaluation of the impact on team nursing was implemented
in rural Maine. Five semi-autonomous teams (home health
aides, homemakers, registered nurses and therapists, as
needed), directed by a nurse, showed that more cost-effective
staffing was possible and in-service education time

expanded.126

124 wEgmployment Attrition Factors Among Home Health Aides of

the Home Care Service of Eastern New York." Sponsor:
Albany Regional Medical Program, New York, (March, 1975):
48,

125 ynited Commission Planning Corporation of Boston.

A Study of Recruitment and Attrition on Homemakers/Home

Health Ajdes, Boston. UCPC. 1975.
126 wpyaluation of the Impact of Team Nursing on Health

Services Administration and Delivery in a Home Health
Agency." Sponsor: Medical Care Development, Inc.,
Augusta, Maine. Bureau of Health Resources Development,
Rockwell, MD (May, 1975): 14.
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In 1977 Beasley conducted an explorateory study on

job satisfaction with job preparation and with the job itself
as perceived by homemakers employed in a Denver Department of
Social Services. Personnel interviews with 12 homemakers
elicited a response pattern that found satisfaction with the
job, not with chore services, a desire for more input in
planning for in-service training, more autonomy and more

respect for their opinions from case workers.127

The object of an experimental project conducted
between 1976 and 1980 in Finland was to study the effects of
a few homemakers, employees of social welfare boards,
spending longer periods of the day working with at-risk
families. The homemakers, working under the professijional
supervision of psychologists and social workers, would have
regular team meetings to clarify objectives and develop
treatment plans. The results indicate that the prestige of
homemakers was enhanced, their skills and professional status
extended. As a consequence, "basic and supplementary train-

ing for homemakers is being increased to fit hcmemakers for a

127 peasley, J.T. "Satisfaction with Training and General
Satisfaction of Agency Homemakers Working With the
Elderly and Disabled." Ph.D. dissertation. University
of Denver, 1977.
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more supportive and educative role in relation to their

clients."128

Qualjity

There have been few empirical studies conducted to
determine the quality and quantity ¢f homemaker /home health
aide services. 1In an exploratory study by Fashimpar and
Grinnell, conducted in a Visiting Nurse agency, 143 question-
naires were sent to reciplents of Home Care Services. The
three main objectives achieved for clients were decreased
feelings of isclation, prevention of nursing home entry and
help getting into nursing homes. Homemaker/home health aides
are perceived to be very effective in improving the quality
of life and quantity of home care for their clients. Im-
proved home care means that clients are left alone less of
the time and receive meals with greater regqularity. Clients
perceive homemaker/home health aides as having many roles,
Simultaneously, they are viewed more as professionals than
servants. The professional roles correlate highly with
adequacy of client service. The authors suggest that future
research should focus on the homemaker/home health aides

specifically: job description, job satisfaction/

128 Majuri, R. "An Experiment on Planned lLong-Term Family
Casework, Using Homemakers Supervised by Experts."
Presented at the Sixth International Congress of Home
Help Services. May, 1981. Stockholm, Finland.
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dissatisfaction and objectives.l129 Implied in this study is
the fact that the homemaker/home health aide combines both

social welfare and health oriented functions.

In a follow-~up study Fashimpar presented the re-
sults of a project which tested a management tcol for evalu-
ating the adequacy and quality of homemaker/home health aide
programs. The Homemaker/Home Health Aide Program Evaluation
Questionnaire (H/HHA-PEQ) is a self-report questionnaire. A
sample drawn from the client population of the Unjited Neigh-
borhood Association of Dallas filled out the gquestionnaire.
Using a test-retest method, results indicate that H/HHA-PEQ
is a "content valid and reliable self-report gquestionnaire

with an average correlation of all items of r = .81 =

129,130

There is controversy in the literature around up-
grading the status of the aide (Major, Layzer, Philips and
Steeno) or acknowledging the work as non-professional (Caro,
Kristen and Morrios). Reflected throughout is the need for
economic incentives, recognition, and participation by the

aide with other people involved in client care. The authors'

129 rFashimpar, G.A. and Grinnell, K.M. "The Effectiveness of
the Homemaker/Home Health Aide." Health and Sccial Work
3, no. 1 (February 1978): 147-~-165.

130 Fashimpar, G. "A Management Tool for Evaluating the
Adequacy and Quality of Homemaker/Home Health Aide
Programs." The Gerontologist 23, no. 2, (1983): 127-
131.
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experience in hiring home attendants and later on training
them, reveals that as a group, they are predominantly poor,
minority, recent immigres, women who are single parents
living in the inner city. They walk the tightrope between
being independent workers or women dependent on public assis-
tance. To the extent to which home care services can meet
the criteria of quality care, further research ought explore

the demographic and concrete needs of this work force.

The first study to address the Home Attendant
directly, was conducted by Dr. Rebecca Donovan of Hunter
College School of Social Work. Four hundred and four random-
ly selected unionized HA's working in New York City Home
Attendant Programs were interviewed in 1985. A summary of
findings indicates that: 99% of the participants are females
with an average age of 47, 36% are married while 64% are
unmarried, 36% are high school graduates, 70% are Black and
26% Hispanic. Forty-six percent are foreign born and prepon=-
derantly from the Caribbean, 85% have children (3.5 on the
average), 76% of the workers are primary breadwinners. The
most freguently reported salary was less than $5,000 annual-
ly. The median total family income reported was $8,000, as
such 80% are not able to afford adequate housing, 69% are
unable to afford adequate furniture and 35% reported that
they often do not have enough food for their family. Thirty-
three percent reported an inability to afford needed medical

care. “Nearly all (85%) reported difficulty in meeting the
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monthly family bills, with 62% reporting they simply do not

have enough money to make ends meet. w131, 132

The vast majority of the home care workforce is
comprised of women of colcor who are the head of household.
Donovan, in her paper "Home Care Work: A Legacy of Slavery
in United States Health Care", provides a concise historic
review tracing the role of Black women during slavery, than
as freed slaves where "labor market opportunities remained
virtually unchanged...through to 1940 when 70% of all Black
working women found employment in private household service.
Essentially the "industrial economy of the early twentieth
century virtually excluded Black workers."133 while legisla-
tion of the 1960's increased access to other arenas of em-
ployment, "shifts in employment since 1960 have involved the
creation of occupational 'ghetteos' within the lowest paying
and least desirable segment of the typically female

occupational categories.l34

131 ponovan, R. "The Health and Social Need of Home Care
Workers." Preliminary Report: Summary of Survey
Findings, 1985, TMs.

132 ponovan, R. "Stress in the Workplace: A Framework for
Research and Practice." Social Casework 5. (May, 1987):
252=-272.

133 ponovan, R. “Home Care Work" A Legacy of Slavery in
U.S5. Health Care." AFFILIA: (Fall, 1987): 33=-39,

134 71pid, 39.
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As was indicated earlier in this review, one of the
notivating forces for the expansion of the Home Care Industry
was grounded in the perception that community based care
offerad a more cost efficient method of service delivery and

provision.

To quote Donovan: Y“Wage scales are kept
low and fringe benefits are either se-
verely restricted or not provided. Thus,
health care costs are being reduced via
the exploitation of a large cadre of
minority women workers. This system
promotes job insecurity that, along with
the lack of opportunity for advancement,
maintains poverty-level wages and bene-
fits in the non-professjiocnal sector of
the home care industry.i35

The poverty level or near-poverty level wages of
these working women, while understood as occupational segre-
gation, grounded in an economic incentive to the government,
perpetuates racism and sex discrimination while negatively
impacting on the children being raised in these working poor
families. While it is beyond the scope of this study to
explore the impact of such poverty on the children of HA's,
it is likely that the children of these workers may be de-
prived nutritionally, educationally, recreationally and in

thelr general quality of life. Wwill they too inherit a

"legacy of slavery"?

135 1pid., 35.
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RECRUITMENT

Not sufficiently addressed in the literature on
Home Care Workers is the issue of recruitment. A 1979 demon-
stration project was conducted in Georgia to train and employ
voluntary participants from A.F.D.C. The hope was that the
employment needs of a dependent population could be met while
allowing social and health agencies to expand existing
services.136 There appears to be a growing trend to hire

former public assistance recipients.

Between 1977-1979%, this author was engaged in
training Public Assistance recipients who were seeking em-
ployment as Home Health Aides. Experience revealed that of
those trainees involved in a project co-sponsored by the
Visiting Nurse Service of New York City and the New York City
Department of Social Services, a large number of participants
were in need of the spectrum of social work interventions.
Given the increased attention teo long-term in-home care, and
the projected need for an expanded labor force, further
research is needed to clarify and document the needs of Home
Care Workers as well as explore the structural changes in the
industry itself. To paraphrase Donovan, attention must be

paid not only tc the needs and troubles of workers but to

136 Home Health Aide Demonstration Project: A Report top the
Comnissioner." Sponsor: Friends of the Earth.
Melbourne, Australia, (1979).
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"the troubling working conditions" which these women

experience.137

Elliot Sklar, a noted economist, states "the eco-
nomics of the situation are such that these services must be
provided by a low wage work force. This creates a situation
where those workers considered most marginal to the economy
provide a service to those people considered most marginal to

society.138

The next chapter will describe the methodology used

to conduct the study.

137 ponovan, R. "Stress in the Workplace," 259.

138 gklar, E. in Public Policy for an Agqing Population.
Markson, E.W. & Bakra, A. (Eds.), Lexington Books, 1980.
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CHAPTER IIlI - METHODOLOGY

INTRODUCTION
This chapter will describe the research design,

target population, sample selection and data collection
instrument used for this study. The last part of the chapter

will discuss the strengths and limitations of the methodolo-

gY.

In the way in which social work looks at the person
in the environment, so too this research project needs to
describe the interorganizational and interperscnal processes

which allowed this study to occur.

This chapter will begin with a brief history of the

evolution of the study.
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PART I - HISTORIC/CONTEXTUAL DEVELOPMENT
QF THE PROJECT METHODOLOGY

A computerized literature search based on the
subject: Publicly Funded, Community Based Long-Term Home
Care of the Frail, Infirm Elderly revealed several important
findings. In particular, as of 1983, 80% of all Medicaid
funded in-home care in the nation was rendered in New York
State, and 73% of those services were rendered directly in
New York city.1 In absolute numbers, some 40,000 home care
clients were receiving services from approximately 45,000 -
50,000 home care workers.2 One of the authors writing in
the home care field suggested that "“studies might focus on
the needs of the home attendant herself."3 Another finding
was the virtual absence of literature about this growing

occupational cohort.

Concurrently, this author was involved in a New
York State funded training effort to enhance the knowledge,
8kills and attitudes of persconnel specialists and home care
nurses; i.e., the middle management staff of Home Attendant
Programs. This staff is responsible for hiring, orientation,
job assignments and in-service training of home attendants
(HA) working in New York City vendorized Home Attendant

Programs (HAP). Information gathered from training over 200

1 crystal, s., Ibiad.
2 caro, F. "The Structure and Operation," Ibid.

3 Fashimper, G. "A Management Tool," 131.
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personnel specialists and home care nurses confirmed that the
needs of HA's were great but that no formal vehicle for
provision of service to them existed. It became apparent
that the specialists had two case loads: the designated
clients and the HA's themselves. It also was apparent that
while HA's had multiple needs and difficulties, the structure
and mission of the agency precluded intervention on behalf of

HA's,.

These facts, combined with the direct practice
experience of the author, who had worked in a Home Attendant
Pilot project in 1971, led to the realization that little was
known about a growing population of community based health
care workers. It was believed that this cohort was comprised
of minority and/or immigrant women, many of whom were the
head of their hcusehold, who lacked adeguate income, career
ladders and fringe benefits. These were women who could
benefit from social work intervention as well as from better
pay, improved working conditions and increased fringe bene~

fits.

This formulation of the worker-as-client propelled
further inquiry with various executives of HAP's and the
City's Home Care Service Program which oversees contracts
with vendor providers. Since Medicaid is a federal and state
partnership, New York State funnels federal Title XIX Medic-

aid monies through the Human Resource Administration of the
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City of New York. Within the Medical Assistance Program
(MAP) of HRA is the Home Care Service Program (HCSP). The
HCSP contracts with existing and newly formed vendor agencies
and oversees the budget management of the 62 independent not
for profit vendors located within the five boroughs of New
York City. The structure and operation of New York City
vendor agencles are basically the same.4 Each agency is
overseen by a director, staffed by nurses and personnel
specialists who coordinate the assignment of cases and work-
ing under HRA contract. Agencies vary mainly in location,
contract size and the parent agency with whom they are affil-

iated.

In 1982, three unions, Local 1199 of the Drug,
Hospital & Health Care Employees Union; Local 1707 of the
Community and Social Agency Employees Union; and Local 32B-J
of the Service Employees International Union, had succeeded
in largely organizing this hitherto non-unionized labor
cohort. While there are several benefits associated with
unionizing a powerless work force of marginal workers, one
direct result was that for the first time, it was feasible to
study the demography, as well as the financial and medical

needs of these women.

4 caro, F., "Structure and Operation.” Ibid.
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The question of how the respective unions divided
up organizing the workers is an interesting one, worthy of an
historical study in itself; however no material has been
written about that specific process. Inquiry with those
working in the field suggests that when a union represented
an existing social work agency and that agency in turn was
awarded a home care contract by the City, the same union
remained on to organize the HA's. An example is the Lenox
Hill Neighborhood Association, whose staff was represented by
Local 1199. When Lenox Hill became a vendor, its HA's were

automatically organized by 1199.

CONTACT WITH I1OCAL 1199

The decision to make contact with Local 1199 of the
Drug, Hospital and Health Care Employees Unicon was based on
two considerations. Local 1199, which represented approxi-
mately one-third of the total unionized work force, was
perceived by the Home Care Council executives, the umbrella
agency of all vendorized Home Attendant Programs, as most
allied with the Home Care Council in negotiations. Further-
more, the history of Local 1199 suggested its commitment to
improving the lives of oppressed workers, working women and

minorities.

The cohort of Home Attendants, in addition to being

the newest division of the union and the lowest rung of the
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home care employees, is different from the other union mem-
bers along several dimensions. Home Attendants, employed by
vendor agencies (not hospitals), are assigned to work with an
individual client (occasionally with a couple) in the cli-
ent's home. Home Attendants can be viewed as the bottom rung
of a two tier system within the union insofar as they receive
a far less adequate salary and fringe benefit package than
any other membership group of the union. On the other hand,
if unionization had not occurred, they would have had no
bargaining power or grievance procedure available to then.
Insofay as Home Attendants are non-credentialed, in need of
empowerment and primarily minority and immigrant women work-
ers, they share some of the characteristics of the tradition-

al early union membership.

In March of 1983, a phone contact was made with the
then Vice-President of Local 1199 responsible for home care.
Consultation with a Hunter College School of Social Work
professor, Dr. Paul Kurzman, an expert in industrial social
work, gave direction and advice for the first meeting. Over
time, a joint proposal was developed between Local 1199 and
Hunter College School of Social Work to allow for a needs
assessment survey and demographic profile - the first study
to be conducted with HA's., The second part of the proposal
called for a case study of those women who would seek the
help of the union. In fact, the act of defining HA's as a

group in need and a cohort of interest to study can be seen
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as representing a contribution to the field of social wel-

fare.

The research arrangement agreed toc by the union and
the school was that the union would call various shop stew-
ards to recruit the sample, provide coffee and carfare for
study participants and provide funds for data analysis. 1In
exchange, Dr. Donovan, this author and two second year Hunter
College School of Social Work students, were invelved in
collecting the data by helping HA's to fill out the needs
assessment questionnaire. The study would culminate in a
written report to the union presenting the findings of the
unmet needs. The case study of individuals needs and ser-

vices would then be commenced.

Dr. Donovan's study, an extensive non-random needs
assessment, conducted with groups of over 400 HA's at union
headgquarters, obtained evidence of the need for the
establishment of a union-based social service program located
at the union's headquarters. A summary of the findings of
Dr. Donovan's study indicate that "as a group, the home care
workers reported an average of 1.12 problems per family over
the past year where they could have used help in solving the
problem. Nearly half (44%) said they needed help with a
housing problem; while 29% needed help with a health problem.
Prevalence rates for other problems include: emotional

problems (14%), legal problems (12%), child care problems
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(10%) ,marital problems (8%), problems with child (8%},
problems with child at school (8%)."5 Additionally, this
author, as an assistant to Dr. Donovan, did brief on-site
interviews with some 200 HA's immediately after they com-
pleted the survey questionnaire. These interviews confirmed
the fact that HA's could well benefit from the services of a
trained social worker. HA's expressed needs for housing,
education, individual and family counseling as well as legal
and financial assistance even prior to analysis of the gquan-

titative data.

In response to the needs discovered during on-site
interviews and requests for help by workers, the union re-
sponded by developing a member assistance program. In the
fall of 1985 Carol Rotman, who had been involved as the
student research assistant for Dr. Donovan's study, was hired
to run the MAP. This action, hiring a professional social
worker to work on behalf of Home Attendants, represented a
precedent in the union's history. It also can be understocd
as an example of social welfare's action-oriented research
resulting in a service program. That is, research, through
documentation of unmet needs, was the impetus for the cre-
ation of a program where none had existed before. Shortly

thereafter, the service was expanded through the field place-

5 Donovan, R. “Health and Social Needs," 4.
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ments of Hunter undergraduate sociology students and subse-
quently by two graduate social work interns who each receive
stipends, provided by Local 1199. As of 1991, two student
with stipends continue in field placement at the setting,

under Ms. Rotman's supervision.

Over time, and in part as a consequence of the
relationship built between the university and the union,
organizational sanction was obtained for the current study.

The process of gaining this sanction is worth describing.

CONTINGENCY PLANNING
The relationships established with the union lead-

ership and Hunter College School of Social Work faculty and
students and the successful completion of Dr. Donovan's study
allowed for the assumption that an on-site case study could
be conducted with those women who had sought help at the
member assistance program. After a turbulent change of
leadership at Local 1199, new bridges were built. O©One of the
*old guard" organizers introduced this researcher to the new
Vice President of Home Care. After the history and purpose
of the study was described, several conflicts were antici-
pated as barriers (organizational resistance) that might need
to be overcome. Would the "old guard's" approval of the case
study turn the new leadership (who had displaced them)
against the study? Would the new leaders want to spearhead

their own study, independent of university leadership? Would
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they have the same values and commitment to professional
social work services for the unmet personal, social and

emotional needs of their members?

While the support of the new Vice President was
gained by the researcher, based in part on a trusting profes-
sional relationship in the past (she had worked in the hospi-
tal in which this author was a co-founder of Veritas, a drug
abuse treatment program, to which the Vice President had
referred adolescents), it was necessary to gain the approval
of the executive board of the unicn. The Vice President
requested a letter to present to the board which itemized the
benefits of the study to the union. We can infer that any
new initiative, especially from an outside source, will be
met with some degree of organizational resistance. However,
if the benefits are seen to outweigh the costs, approval will

likely follow.

We can infer that the board approved the study for
several reasons. The Vice President's judgement to endorse
the study and see it as advantageous to her division was one
positive factor. Additionally, the union saw the benefit of
a study that would help to build the new member assistance
program. Since the 18,000 Home Attendants were the newest
union members, representing 18,000 votes, as well as a sig-
nificant dues paying cohort, efforts by the union on their

behalf would only help to gain votes and loyalty for the
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newly elected administration. Furthermore, the fact that
Donovan's data had been developed and successfully used, the
minor level of risk involved in letting in this outsider and
gaining the possibility of help in designing the newest
program to the workers, and the minor costs to the union were
other positive factors in gaining union approval. Since
there are three unions involved in organizing HA's, it serves
future as well as current Local 1199 needs to show their HA's
what their union dues are paying for. A MAP and research to

use in collective bargaining provide an edge.

The original proposal to the union called for a two
tiered study. The first component, Dr. Donovan's needs
assessment, providing quantitative research findings of unmet
needs, was tier one tc be followed up by this author's more
limited qualitative case studies. The proposal for stage two
involved a qualitative assessment, interviewing those HA's
who had subsequently used the MAP to see if they had been
helped, and to better understand the nature of the help they
had sought. After the MAP had been in operation one month,
this author reviewed the cases on which Carol Rotman had
worked. The first ten women who had seen or spoken with her
were called by this author to inquire about their satisfac-

tion in being linked to services.

Within days of the data collection effort, it was

clear that this procedure was flawed and that respondents
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were reluctant and fearful to answer guestions. Respondents
were suspicious about how the author had acquired their
names, and about the purpose of the study. Furthermore, this
sampling procedure was skewed insofar as only HA's with
problems were being included. As such, this information
would not be representative and there would be question as to
its accuracy =~even if such data were accessible and forthcom-
ing. In sum, while entry had been gained for this case
method study, the research strategy was flawed. An alterna-

tive approach was developed.

The decision to change the research strategy and
methodology from a case study of the women who had used the
newly established Member Assistance Program at the union to
an agency based quantitative study was grounded in a variety
of factors. The union was in the midst of strong internal
conflict around leadership. Despite the fact that the new
leadership gave sanction for the study to continue at the
union, the project remained vulnerable to that leadership.
That is, the environment of the union was relatively unstable
and sanction could have been withdrawn at any stage of the

research effort.

Sensitivity to organizational culture, stability
and awareness of the organizational exchanges are part and

parcel of the work. The greater the degree of dependence a
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study has on one host organization, when that host organiza-
tion is the only site of data collection, the greater the

potential for the project teo be in jeopardy.

The decision to change the methodological implemen-
tation of study from a telephone survey to an agency-based
administration of the guestionnaire needs to be understood
from a theoretical point of view insofar as principles of
practice may be gleaned from this experience. Landau states
that it is "...an obvious and ‘'rational calculus' to employ a
pragmatic and experimental procedure: that is which permits
several, and competing strategies to be followed both
simultaneously and separately."® He goes on to say that
Yany methodology is to be valued only to the extent that it

achieves systemically relevant goals..."7

Glisson® is in agreement with Landau in that
methodology, by its nature, must consider all feasible alter-
native strategies in order to assure a favcrable outcome.

The process that Glisson advances is grounded in a holistic

€ Landau, M. "Redundancy, Rationality, and the
Problem of Duplication and Overlap" Public

Adminjistratijon Revjew, (July/August 1969): 355,

7  Landau, Ibid.

8 Glisson, C. "A Contingency Model of Social

Welfare Administration," Administration in
Social Work 5, no. 1, (Spring 1987): 11-17.
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approach to decision making which combines the need tc look
at both subsystems and the environment. The contingency
model approach views the manager (researcher) as a "decision
maker” who must consider the rational, systemic and human
relations dimensions of the organization in choosing
alternatives for action..."? The union is but one system
related to and interdependent with the vendor agencies and
the Home Care Council. Access was sought and granted by the

management of vendor agencies rather than the union.

The new strategy, sampling workers from 50% of all
Local 1199 (T=11) affiliated HAP's (20% of all Home Care
Council agencies) was approved by the Dissertation Committee.
The new effort would sample HA's at their agency sites using
fifteen minutes of scheduled in-service training time.
However, in order for respondents to be allowed by their
union to participate in the study, it was necessary to secure
a letter of endorsement from the union. (Appendix B) Once
composed, it was signed by the vice-president of the union's
Home Care Division on behalf of the local. Since the new
site of data collection would be based at agencies, it was
also necessary to gain as well the endorsement of the Home
Care Council, the umbrella agency of all New York City Home
Attendant Agencies, and then the approval of the executive of

each participating agency.

9 1Ibid., p. 15.
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ZHE HOME CARE COUNCIL
The Home Care Council (HCC) is the organizing body

representing the 62 vendor agencies who are contracted by New
York City to provide Medicaid funded home care services.
While agencies whose staffs are affiliated with Locals 1199,
1707 and 32 B&J are members of the HHC, this study limited
itself exclusively to 1199-affiliated Home Attendant Pro-
grams, As a body, the HCC is committed to increasing public
awareness of the home care arena and sees their function as
educating and advocating on behalf of HAP's. In the way in
which the union represents its workers, so too the HCC can be
seen as a federation of vendor agencies whom they represent
in negotiations with New York City and State funding and

standard-setting bodies.

From 1981-1983 this author was a curriculum devel-
oper and trainer in a State sponsored program which trained
hundreds of Personnel Specialists and nursing supervisors of
HAP's. Furthermore, the author was a participant on an
advisory committee with the elected representatives of the
HCC. Relationships of trust and mutual respect had been
built and the results of that training effort had been very
well received. The researcher was not an organizational
"stranger" to the HCC and/or many of the HAP executives. She

was known and trusted,
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When the time came to request a letter of endorse-
ment from the HCC it was promptly provided (Appendix A). The
umbrella endorsement had a positive influence of encouraging
individual agency executives to open their doors. 1In fact,
no agency declined the opportunity to use their site as a

location for data ccllection.

Support and sanction was gained for this current
study from labor and from management, based on respect for
Dr. Donovan's study, the status and neutrality of a univer-
sity, hands-on work with the Vice President of the Division
and her members, past relationships with key members of the
Home Care Council, the author's expertise as a trainer of the
managerial and supervisory staff of Home Attendant Programs,
a demonstrated respect for confidentiality, adherence to
protocol, as well as the author's years of work on behalf of

and in the gerontoleogical community.

VENDOR_HOME ATTENDANT PROGRAMS

All of the 62 vendor agencies are free standing
voluntary agencies or departments of larger agencies or
settlement houses or hospitals. They are private (voluntary)
non-profit, single purpose or multi-purpose service agencies
working under a purchase of service arrangement with New York

City. The real management, in the sense of authority, is the
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New York City Human Resources Administration which, through
the Office of Home Care Services (a sub-agency of the Medic-
aid Assistance Program) has a vested interest in cost con-
tainment. Vendor agencies therefore can be understood
organizationally as intermediaries between funders and per-
sonnel. This intermediary relationship is also the case in
many other arenas of social service delivery systems in New
York City. The voluntary child care agencies, under contract
with the Child Welfare Academy of HRA, and the residential
community based programs for the mentally ill, who are con-
tracted by New York State's Office of Mental Health, are two
examples ¢f vendor agencies which are organizationally simi-

lar to vendor home care programs.

In any purchase of service arrangement, government
makes a decision to not deliver services directly but to
purchase them. The agencies then become an intermediary
between government {(funding) and recipients (clients).
Vendors have two constituencies: their clients and their
personnel. There is an inherent dilemma for vendors insofar
as they are caught in an impossible sgueeze between an ethi-
cal commitment to service, a contracted commitment to recipi-
ents and a fraternal commitment to staff. Since vendor

agencies are not powerful, have modest budgets and most often
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are single purpose agencies, government has the upper hand.

For the most part, vendor agencies have less pre-
rogative and power. They must look at the trade-offs in-
volved in being unionized. With a marginal work force, such
as HA's, vendor agencies have something to gain in having a
unionized shop. Traditionally, management only looks at the
negative aspects of unionization. 1In single purpose vendor
agencies, there are real benefits to unionization, better
health care packages (a healthy work force is less costly
than a sick one), a staff with greater morale due to the
collectivity of a power great than themselves and, in this
instance, a union with whom the agencies can ally on some

political issues.

Vendorship is referred to as purchase of service.
Government agencies may purchase services from whichever
agencies are most compliant with meeting needs and demand.
Furthermore, since all of the Home Attendant Programs are
non-profit they have a greater penchant for being client-and
worker-centered. The fact that they are located in the
communities they serve rather than in centralized bureaucra-
cies is an additional variable that renders them more sympa-
thetic to the workers and clients who are their charge.
Taking an overview of the larger organizational structure of

the home care service delivery system would allow for seeing
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the executives of vendor agencies (management) as middle

management in function rather than as executive in function.

Agencies need and welcome help for their staff,
many of whom live at an economic level just marginally above
public assistance, because such help will make their manage-
rial task easier, thus promoting greater client satisfaction,
staff productivity, and ultimately, government contract
compliance. Likewise, agencies concerned for their workers
had an opportunity te gain knowledge about the needs of their

workers and perhaps maintain a more stable workforce.

BENEFITS OF THE STUDY TO THE PARTIES

All participating sub-systems must experience some
exchange, some reciprocal benefit, for the time and energy
they invest in any effort. Motivations involve implicit and
explicit exchanges. The union had a variety of motives for
sanctioning this study, including attention to their newest
and largest constituency, a product (the research findings)
that would empower them with empirical evidence to use in
future labor negotiations, enhanced legitimization and credi-
bility to its larger membership, an expanded base to include
Hunter Cecllege of the City University of New York, and an
opportunity to bring greater attention to the arena of pub-
licly funded in-home care. In addition, there was little
direct economic cost to the union for all of these benefits,

a guarantee of discretion and confidentiality, and some
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prestige in being involved with a university-based action

research project on behalf of their constituencies.

The Home Care Council, eager for an increased
awareness of the home care araena, aware of the shared goals
of their work and the social work profession, interested in
the status afforded by being a part of a research effort, had
only to gain from granting their approval. The executives
are sensitive to the needs of their workers and, so, saw this

study as but one opportunity to help workers.

The individual vendor agencies, assured by the ap-
proval of the Home Care Council, their umbrella advocate
agency, saw participating in this study as an avenue that
would expand public awareness of their work and as a poten-
tial source of help for their workers. Letters of endorse-
ment were included along with a letter requesting permission
to administer the survey to their employees (Appendix C).
What is noteworthy is that there was unanimous agreement for
participation by all sclicited agencies. Additionally, a
number of executives expressed the sentiment that "at last
someone is trying to help home attendantse." It is reasonable
to infer that agencies feel concern for their front line
employees as well as pressure to maintain a stable work

force.
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The benefites to Hunter College School of Social
Work are that through Dr. Donovan's research an alliance was
forged between university and labor. The graduate student
who was a research assistant in Donovan's study was subse-
quently hired by the union, and two stipended internships
were negotiated and integrated into the Home Care Divisicon of
the union. The MAP extended the School's World of Work
concentration by creating stipended internships: by so doing,
another avenue was opened to promote the school's World of
Work commitment, to ties between the labor movement and the
social work profession. The school's affirmative action
quest was also advanced, (as the only City sponscred Master
of Social Work program) in strengthening the work experience
of low income minority women and meeting the needs of an

historically progressive trade union.

With the sanction of the two formal organizations
(1199 and HCC) that have direct influence on the agencies and
the staff, the stage was set for the technical aspects of the

methodology to be implemented.
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GOALS., RESEARCH, DESIGN & TARGET POPULATION

The goals of this study are to:

1. Expand the state of knowledge about the demo-
graphic profile of home attendants.

2. To elaborate on their actual economic situa-
tion.

3. Add to the body of knowledge about their
health including the rates and correlates of

stress related disease.

THE EARCH DESTGN

The research design is an exploratory descriptive study
of home attendants in New York City. 1In keeping with the
mission of social welfare research, this study is an action
oriented project. 1In general, it is an intervention employed
to improve conditions by refining understanding, adding to
the knowledge base and catalyzing the process of social
action to further the end of social justice. It is an effort
to operationalize values into actions, to contribute to
greater equity for the group and their families, to enhance
the quality of service and to increase the effectiveness of

the agencies which employ them.



101
THE TARGET POPULATION
Epstein and Tripodil0 define the target as "the
population to which a program should direct its efforts...and
state that "the extent of client need should be determined
prior to program initiation through need assessment

surveys. "1l

The target population of this study was a group of
HA's employed in selected 1199 vendor agencies located

throughout Broocklyn, The Bronx, Queens and Manhattan.

SAMPLE SELECTION
A two stage sample selection procedure was employed
to obtain the data, first selecting the agencies to be

studied, and then, the HA's within those agencies.

Of the 22 Local 1199 affiliated agencies, it was
found that six agencies were located in Brooklyn, five in The
Bronx, eight in Manhattan and two in Queens, with only one in
Staten Island. Half (eleven agencies) were selected by
taking every other agency on the list ("systematic sam-
pling”). As such, three agencies or every other of the six

sites were selected in Brooklyn, three in the Bronx, four in

10 Epstein, I. & Tripodi, A. sea es
e} m o o e .
New York: Columbia University Press, 1977, p.80.

11 1phid., 61
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Manhattan and one in Queens (see Table I}). Since only one
agency is located in Staten Island, it was not included in
the sample. The sample of eleven Local 1199 agencies repre-
sents 20% of all the agencies affiliated with the Home Care

Council and 50% of all the local 1199 affiliated agencies.

Since two agencies were not available until Octo-
ber, 1987, two contingency local 1199 agencies in New York
City were substituted for two of the pre-selected agencies.
The contingency agencies were randomly drawn from the pool of
agencies otherwise not included in the sample. The agencies
that were sites for data collection are shown in Table II.
HA's who were scheduled for in-service training were sampled

during their training periods.

The percentages cf the work forces that partici-
pated in the stud, varied somewhat by agency, varying from 4%
to 23%. Four agencies had over 10% of their work force
sampled; Six agencies had between 5% and 9% of the work

force sampled. One agency had 4% of the work force sampled.

co ON INS NT

The instrument (Appendix E) is a2 self-administered
guestionnaire comprised of both "open ended" and "closed-
ended" questions, eliciting both qualitative and quantjitative
data. It consists of 27 items. Given the known and antici-

pated needs and demographics of the target population, the
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instrument contained questions that measure variables such
as: marital status, age, and number and age of children,
child care costs and provision, country of origin, education-
al background, length of employment, cost of housing, earned
individual and total household income, knowledge of agency
sponscored medical benefits and the existence of non-agency
supplied medical benefits, annual medical expenses, source(s)
of medical services, perceived importance of medical service

and the incidence of stress-related illnesses.

The issue of stress related illness reguires some
explanation. No standardized list of SRI's exists. As such,
the author chose to use Belle'sl? conceptualization. To
quote Belle, "Many of the health problems the respondents
reported are those typically associated with stress in-
cluding: asthma, ulcers, colitis, tuberculosis, migraines,
chronic colds, arthritis, recurring pneumonia, high blood
pressure, alcoholism and obesity."13 1In addition to the
conditions Belle addressed nerves, sleep problems and diabe-
tes were added and colds were omitted from the list on the
guestionnaire. An "other" category was inserted to allow
respondents to include any other concerns. This study sug-

gests that since "stress has been implicated in the etiology

12 pelle, D. Lives in Stress: Women and Depres-—
sion. Newbury Park, CA: Sage Publications,
1982.

13  1piqd., 44.
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of numeroue physical and mental health problems,"14 the
SRI's reported might be understood as somatisations in which

stress is expressed in illness in this population.

The questionnaire was pre-tested in a pilot study
on April 16, 1987 at agency #9, Independent Living. The
pilot study was not included in the survey. Revisions were
made with specific attention focused on the clarity of lan-
quage of each guestion, responding to the reality that for
many HA's English is their second language and they often

have had limited educational opportunities.

ATA ON & S 0 ) 4

As part of their contracts, HAP's are obligated to
conduct two in-service training sessions of three hours
duration each per year. Agencies vary in the frequency of
the in-service scheduling. Some agencies contacted in May,
1987, were not offering another in-service until October,
1987. Fortunately, the majority of selected agencies held
ongoing weekly or bi-weekly sessions (see Table II). The
author administered the survey during required in-service
training sessions for HA's. The survey was administered in
15 minutes (as requested by the agencies) in order not to

infringe on the six hour training requirement.

14 1pid, 35.
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Once a date had been offered by the agency, the
author went to¢ the site to administer the survey gquestion-
naire herself. Since group size varied, it was necessary to
survey a number of agencies two times to assure a minimum of
18 respondents from each agency (see Table Il). Five agen-
cies (numbers 3, 4, 6, 7 and 8) had groups of HA's who spoke
only Spanish. Where this was the case, the nurse conducting
the training translated each question and response option to
the subjects, with the author present. Data collection began
on June 13th at agency #1 and was completed on October 6th at

agency #11.

An organization can ask employees to participate in

a survey or study and by necessity they will tacitly agree.
Yet for a cquestionnaire to be completed thoughtfully, can-
didly and as completely as participants are able, certain
prerequisites are important. 1In general, confidentiality
nust be assured, informed consent should be achieved through
a clear statement of the purpose of the survey, and partici-
pants ought to be able to decline participation. They need
to understand why the study is being conducted and how the

outcome could benefit them and others.

Given that the target population is a multicultural
and relatively powerless group of women who may have been

reluctant about participating, the following procedures were
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uniformly adhered to as protocol in advance of the distribu-
tion of the gquestionnaire:

1. The researcher introduced herself and noted
she was there with the approval of the unior, the HCC, and
their agency.

2. A brief summary of Donovan's research findings
was given. The fact that ten other agencies and 400 other
HA's were participating was also noted.

3. The telephone number of the union-based free
social service program was given and its use was encouraged.

4. Recognition was given to the HA's contribution
in helping the schocl and the union to learn about their
circumstances and it was stated that the collective results
would hopefully be published for the general public. Fur-
thermore, they were told that their union and the member
assistance program would be given copies of the results.

5. The word "Confidential" was typed on the first
page of the questionnaire, and individual anonymity was
guaranteed by the fact that the gquestionnaires were to be
unsigned.

6. Questionnaires were pre-numbered to aid in
analyseis of the data and assured confidentiality by the
omission of any means of identifying an individual.

7. The researcher stated the procedures in En-
glish, Spanish and French, depending on the group composi-

tion.
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Anticipating that the participants in this study
might be reluctant, suspicious and/or frightened about re-
sponding, the steps taken in the protocol were aimed at cre-
ating an alliance for this short term endeavor. It was
clear, based on responses, questions and participation, that
the participants felt a degree of safety. While no one
declined to £il1l out the questionnaire, nearly one quarter of
the respondents omitted information on household income.
This was accounted for in the analysis of the data (see

Chapter 4).

Participants were told that this study was inter-
ested in them - not their clients: interested in their
health, resources and children. Furthermore, the question-
naire intentionally avoided questions that, while interest-
ing, might have raised anxiety. As such, questions of alien
status, year of immigration and satisfaction with the job
were omitted, as were questions regarding any history of
public assistance. It was felt that pursuing these sensitive
areas of inguiry might lead to the distortion or withholding

of information.

Respondents in agencies designated in Table II as
"Spanish" survey groups were comprised of exclusively Spanish
speaking HA's. Thus, in agency 3, 6, 7 and 8, the nurse in

charge did direct translation of the questionnaire, while the
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author was present. This implies that some degree or trust

existed between the nurse, a supervisor and the group.

In order to have a larger sample at agencies 2, 5
and 11, the nurse in charge distributed the guestionnaire to
a second group after cobserving how the author instructed the
first group to fill out the questionnaire. To assure reli-
ability and consistency, nurses were given a typed page of
instructions (Appendix F). The author handed out 377 gues-
tionnaires; 57 questionnaires were completed under the direc-
tion of nurses. The goal of having a larger sample size for
each agency outweighed the small chance of inconsistency of
response that may have occurred between the author's handing

out the forms and the nurses also handling out the forms,.

A total of 434 questionnaires was collected. The
strategy for analyzing the data (see Chapter 4) included the
use of basic descriptive statistics - frequencies, percent-
ages, central tendencies (i.e., mean, median and modes) and
measures of variability (range and standard deviations). The
research questions involving relations among variables in-
volved the use of cross-tabulations, Pearson correlations and
multiple regression analyses, all with the appropriate sta-
tistical tests of significance. These analyses were con-
ducted in order to examine hypotheses about the relationships
among variables, particularly the correlates of the number of

stress-related illnesses (SRI's) reported by the HA's.
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STRENGTHS & LIMITATIONS OF THE METHODOLOGY

Limitations
. The time limitation imposed by the agencies pre-

vented use of a longer questionnaire. Furthermore,
some gquestions which would have been interesting to
investigate (history with Public Assistance, date
of immigration) were omitted for fear of inhibiting
the participants and/or giving a perception of
placing them at risk of exposure to immigration

authorities.

- The data cannot claim to be representative of the
total universe since the sample drawn was from one
union's membership. However, there is no reason to
believe that members of this union are systemati-
cally different from Home Attendants who are mem-
bers of other unions, or from those HA's who work
in non-unionized agencies. Further, workers attend
training sessions regularly, with no known system-
atic bias as to who attends when. Although a true
stratified random sample was beyond the resources
available for this study, it is unlikely that the
workers attending these required training sessions
at these agencies chosen as a purposeful sample,
would be substantially different than the total

population.
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The choice of keeping the questionnaire exclusively
in English, forcing a reliance on nurse transla-
tors, may have allowed for a greater variation in
the presentation of the questions. To some extent,
different translatcors may have given their own
emphasis to the questions, thus somewhat altering
the intent. However, given that many of the items
were demographic rather than interpretive, this may
not prove to be a significant limitation. 1In
addition, the administration of the questionnaire
in the absence of the investigator might also have

allowed for scme variations in presentation.

A propertionate sample of each agency's work force
might have yielded a more representative sample.
The smallest percentage of respondents from one
agency was 4.1% and another was 4.8%, while all
others were over 5%; in four sites over 10% of the

vwork force was tapped.

No attempt was made to stratify by category of Ha,
by age, ethnicity, years on the job, etc. Individ-
ual interviews, however, might have proved more

informative in terms of the qualitative material.
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This on-site survey allowed for a cost effective

and time efficient means of data collection.

. While it cannot be stated that this study sample of
Local 1199 agencies is representative of all of the
universe of Home Care workers in New York City,
there are no known differences among agencies other
than size and location. Carol®makes the point
that all of the vendor agencies operate under the
same administrative structure and operative proce-

dures.

. One additional advantage of the study was that par-
ticipants were informed of the existence of their
union-sponsored service program. This may improve
participants' perception of their union as well as

increase the utilization of the service.

. This study brings needed attention to the arena of
in-home care. If the needs of HA's are addressed,

the quality of service may be enhanced.

15 caro, F. "Structure and Operation," Ibid.
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. When the general public realizes that their own
families may be in need of care, a broader base of

support may be organized.

. The positive alliance and ongoing relationship
between Hunter College Schoocl of Social Work and
the union fulfills a mission of the social work

profession.

. Stipended student internships negotiated for in the
process of contact with the union around this
study, benefit the World of Work while offering

students an important training ground.

The next chapter will present the results of the

study.
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TABLE I

GEOGRAPHICAL DISTRIBUTION OF HOME CARE COUNCIL AGENCIES

BOROUGH TOTAL 199* SAMPLE
Brooklyn 21 6 3
Manhattan 19 B 4
Bronx 12 5 3
Queens 9 2 1
Staten Isl. 1 1 0

TOTAL 62 22 11

* Of the twenty-two 1199 affiliates, 11, or 50%, were

selected.



TABLE II

SCHEDULE OF DATA QOLIBECTTON

Agency
Morth Caseload 8ize of
Agency Borough 1987 Size Sasple
1. Sumyside Q June & Sept. 200 474
2. Caring Neighbor M July 200 47%
3. Council for M Octaber 400 20%h%
Human Service
4. Mabilization M July 400 20
for Youth
5. Salem Hame Care M July 400 a44*
6. Seneca Bx July 200 18
7. Puerto Rican Bx July 600 A5kAH
Home Attendant
Program
8. Bromx Council Bt June 600 26 hkk
9. Family Hame Care Bklyn July 1000 112+
10. Home Care Bklyn June 600 42%
Service for
Independent
lLiving
11. United Hame Bklyn october 600 29*
TOTAL 439

* Agencies where two groupe were sampled: One by the author and
the second by a rurse.
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Pervertt of
Estimated

23.5%
23.5%

5%

5%

11%

9%

5.8%

4.1%

11.2%

7%

4.8%

** Agencies where the author administered the survey to ttwo groups without

the assistance of a nurse.

*** SPANISH - Groupe were exclusively Spanish speaking.
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CHAPTER IV - FINDINGS

This chapter will describe the results of the
survey which sampled 434 Home Attendants, working in 11
different Local 1199 unionized Home Attendant Programs. A
demographic, job and health profile of the Attendants will be
followed by a detailed analysis of their economic situation.
Thelr standing in relation to poverty level income standards
will be compared tc national poverty levels, as well as to
Public Assistance (PA) and Medicaild (MA) eligibility levels.
The number of Stress Related Illnesses will be shown and the
correlates and predictors of having SRI's will also be shown

for this population.

The decision to do a demographic profile was deter-
mined by the virtual absence of any such profile, with the
one exception of Dr. Donovan's study. Given the time con-
straints imposed by the agencies, the decision to focus on
the health and economic conditions of these women was
grounded in the fact that health and economics are truly
"common human needs” which are relatively objective and
measurable elements of life satisfaction. If workers are too
ill to work they are prevented from contributing to the labor
force, risk falling into the chains of welfare and are com-

promised in their ability to care for their own children.
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Likewise, if they are o impoverished as to be unable to ade-
quately meet the needs of their families, they are more
likely to have to retreat into becoming public assistance

recipients, taking, when unable to contribute.

0G IC RISTICS
Home attendants are almost entirely female and are
primarily foreign born, middle aged, with limited formal
education and income. Most support their children on the

income generated from their job.

As shown in Table 1, fully 99% of the Home Care
Workers are female. About one third are married, one third
divorced and one third never married (Table 2). The average
age of the Home Care Workers in this study is 43 with a range
from 19 to 69. However, 50% are between 30 and 49 years of

age (Table 3).

Seventy-six percent of the respondents have chil-
dren; those with children have an average cof 2.7 (Table 4).
In addition, 15% of the Home Care Workers have one or more
children under six years of age (Table 5). The child care
arrangements for these youngsters are divided among day care
centers (37%), relatives (22%), friends (22%), neighbors
(11%) and other (8%) (Table 6). The mean family size is 3.3,
but almost one fifth (22%) are single person households

(Table 7).



TABLE 1.

Gender
Gender ]
Female 99
Male 1
Total % 100%
Tctal No. (434}

TABLE 2.

Marital Status

Marital Status 3
Married 34
Divorced, Separated 27
Single 30
Widowed 9
Total % 100%
Total No. (428)

The N changes based on the number of respondents to each

question



TABLE 3.

Age in Years

liz

Age %
19-29 17
30-39 25
40-49 25
50-59 22
60-69 11
70 or more 0
Total % 100%
Total No. (417)
Mean (yrs) 43
St. dev. (yrs) 12
Minimum (yrs) 19
Maximum (yrs) 70



TABLE 4.

Number of Children

Number of Children %
None 24
One 20
Two-three 36
Four-five 15
Six-seven 3
Eight or more 3
Total % 101%
Total No. (409)
Mean (with children) 2.7
St. deviation 1.7
TABLE 5.

Number of Children Under 6

Number of Children %
None B85
1 11
2 4
Total % 100%

Total No. (408)



TABLE 6.

Child Care Arrangements for Those with children Under 6*

Arrangements %
Day care center 37
Relative 22
Friend 22
Neighbor 11
Other 8
Total % 100%
Total No, (82)

*15% of the sample have childen under 6.



TABLE 7.

Family Size

Family Size %
One 22
Two-three ig
Four-five 25
Six-seven 10
Eight or more 4
Total % 100%
Total No. (434)
Mean 3.3
St. Deviation 2.0
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Brooklyn and Manhattan are the most frequent loca-
tions for both work {(42% and 30%) (Table 8) and residence
(51% and 20%) (Table 9)., Half of the sample are high school
graduates (Table 10). Fully 74% are not born in the
continental United States and 63% are from the West Indies.
The most freguently represented countries are the continental
United States (26%), Haiti (18%), Jamaica (11%) and Puerto
Rico (10%) (Table 11). Eighteen percent of the sample is
monolingual in Spanish. The guestionnaire to this group was
printed in English and verbally translated into Spanish.
About half the sample was Spanish/English bilingual, and they

were able to complete the English language questionnaire

(Table 12).
ECONOMIC CHARACTERISTICS

Close to two thirds of the Home Care Workers sam-
pled are the sole wage earners of their households (Table
13). The average length of time the attendants have been
employed in the home care field is 62 months (5 years and 2
months) (Table 14). Therefore, this sanmple is a relatively
stable work force, perhaps because they lack alternatives,
have limited education and/or lack English skills. Sixty-
four percent are full time employees (Table 15), but a full
62% of the part time workers sampled would prefer to work

full time (Table 16). Part time workers work an average of



TABLE 8.

Borough Attendants Work in

Borough %
Brooklyn 42
Queens 11
Manhattan 30
Bronx 18
Staten Island 0
Total % 101%
Total No. (429)
TABLE 9.
Borough Attendants Live in
Borough %
Brooklyn 51
Queens 10
Manhattan 20
Bronx 19
Staten Island 0
Total % 100%
Total No. (415)



TABLE 10.

]

Completed High School

Completed High School %
No 50
Yes 50

Total % 100%

Total No. (424)

TABLE 11.

Region of Birth+

Region of Birth ]
Continental U.S. 26
Puerto Rico 10
Other West Indies 53
Central & South America 10
Other 2
Total % 101%
Total No. (422)

* West Indies includes Haiti (18%), Jamaica (11%), Dominican
Republic (8%), Guyana (6%), Trinidad-Tobago (4%), Cuba (2%},
Grenada (2%), Barbados (1%), St. Vincent (1%). Nevis and
St. Thomas have less than 1% each.

Central and South America include Honduras (4%), Colombia
(2%) and Chile (1%). Guatemala, Panama, El1 Salvador, Argen-
tina, Belize, Brazil and Curacao have less than 1% each.

Other includes Liberia (1%) and USSR (1%). England, Greece,
Switzerland and other African countries have less than 1%
each.



TABLE 12.

Monolingual Spanish

Monolingual Spanish %
No 81
Yes 19

Total % 100%

Total No. (434)

TABLE 13

Sole Wage Earner in the Household

Sole Wage Earner %
No 36
Yes 64
Total % 100%

Total No. (409)



TABLE 14.

Length of Time Employed as a Home Care Worker

Years Employed 1

Two years or less 27

Up to 5 years 35

Up to 10 years 27

Over 10 years 10

Total % 99%

Total No. (392)

Mean 5 yrs, 2 mos.
St. dev. 4 yrs, 5 mos.

TABLE 15.

Work Full-time or Part-time

Work %
Part-time 36
Full-time 64
Total % 100%

Total No. (421)



TABLE 16.

Prefer to work full time (Part-time workers only)

Prefer Full-time %
No 30
Unsure 8
Yes 62
Total % 100%
Total No. (145)
TABLE 17.
Hours per week for part-time workers
Hours per week ]
Up to 10 hrs, 10
11-20 35
21-30 41
31 or more 14
Total % 100%
Total No. (122)
Mean (hrs) 23
St. dev. (hrs) 10
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23 (Table 17) hours weekly and are precluded from receiving

agency sponsored medical benefits.

The average monthly household income for the Home
Care Workers in this study is %831 (Table 18). However,
about one quarter of the sample did not give information on
thelir household income. Many of the one quarter indicated
their own income from the agency but omitted their total
household income. Reasons for this omission may be that they
had no additional income, or had very little additional
income but neglected to say so. It is possible that they do
not know the total household income because they are part of
the Latin/Caribbean culture in which men do not tell their
wives what they earn or their partners are undocumented and
they do not want their income known or traced. Their average
monthly rent is $361 indicating that, on average, workers
spend 43% of their income on housing (Table 19). The 19% who
pay for child care spend an average of $152 monthly (Tables

20 & 21).

POVERTY LEVEL

The poverty level, as determined by the United
States Bureau of Labor Statistics, is computed as the equiva-

lence of three times the cost of a minimally adequate diet.



Total Annual Househeold lncome

TABLE 18.

Ve

Annual Income %
Less than §5000 6
5001-6999 12
7000-8999 19
9000-10%99 14
11000-12999 17
13000 or more 32
Total % 100%
Total No. (330)
Mean Income (§) 11,823
St. Dev. (5} 6,071




TABLE 19.

Rent per Month in Dollars

5 :)U

Rent per Month in Dollars %
$1-199 9
200-299 23
300-399 29
400-499 23
500-599 9

600 or more

Total % 100%
Total No. (388}
Mean (§) 361
St. Dev. (§) 139
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TABLE 20.

Pay for Child Care

Pay for Child Care %
No 81
Yes 19
Total % 100%
Total No. (434)
TABLE 21.

Amount Paid for Child Care Per Month

Amount Paid for Child Care %
Less thean 5100 22
100-199 47
200-299 25
300 or more 6
Total % 100%
Total No. (81)
Mean paid (§) 152

St. Dev. (§) 82
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"It is based on temporary emergency food rations...."!
However, it is widely recognized that Public Assistance
levels are well below the poverty line. Furthermore, the
poverty level itself is an inaccurate and insufficient mea-
sure of the economic level required to live in New York City.
Even if one agrees to an absolutely conservative concept of
poverty, a number of authors? suggest that computing 150%
of the poverty level (the poverty level plus 50%) is a more
realistic level in measuring economic misery. It should be
noted, however, that families within even 185% of the poverty
level are eligible for reduced fee school lunch programs,

food stamps and Medicaid in New York City.

The 1987 federal poverty levels were compared with
the income levels and household composition of the Home
Attendants, in order to see the extent to which working in
the home health industry was a hedge against poverty. {See
Chart I) Table 22 reveals that 24% of the sample is below
75% of the poverty level, 44% are at or below the poverty
level and fully 71% of the workers fall below 150% of the
poverty level. Clearly then, when we speak of the working
poor, Home Attendants gualify. In 1987 23.2% of the popula-

tion of New York City lived at or below the poverty level as

Vosler, N. "Assessing Family Access to Basic

Resources" Social Work 35, neo. 5,
(September 1990): 434-443.

Katz, D. The Undeserving Poor. New York:
Pantheon Books, 1989.
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Chart I.

1987 National and New York City Poverty Data

1987 National Poverty Levels

Family Size Gross Income
1 $5,778
2 7,397
3 9,056
4 11,611
5 13,737
6 15,509
7 17,649
8 19,515
9 23,105

1987 New York City Poverty Figures

At or below %

Poverty Level Eercept
75% 17.3%
100% 23.2
150 32.0

*Source: Dependency: Economic and Socjial Data for New York
City, Human Resources Administration., Office of Policy and
Program Development. June 1988.



TABLE 22.

Percentages of Sample Below Poverty Level

Percentages Below 3
75% of poverty level 24
Poverty level 44
150% of poverty level 71
Total No. (330)

* These categories are overlapping in that Attendants who are
below 75% of the poverty level are also below the two higher
levels, and those below poverty level are also below 150%
of that level.
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compared to 44% of the HA's. Furthermore, while 32% of the
general population of New York City were at or below 150% of
the poverty level, HA's, as a group, have more than twice the
incidence of poverty than does the general population. When
close to half the population sampled (44%) are at the poverty
level, when that level is one of mere subsistence, one must
ask about the incentives involved in gainful and helpful

employment.

ELIGIBILI FOR BLIC BEN S

It was postulated in Chapter I that an alternative
definition of home care was to conceptualize it as a public
works program in which a necessary and important community-
based social health service was being provided to a poor,
infirm and dependent population by supplying '"cheap labor";
some of whom might otherwise be eligible for public assis-
tance and/or Medicaid. While it would have been tco delicate
to inquire if any of these women had formerly been recipients
of Aid to Families and Dependent Children (AFDC), public
assistance workers and agency-based social workers have
referred their clients to this occupation. In other words,
the home care arena may provide a workfare-like alternative

to public assistance recipients.

One thesis advanced by this study was that the HA
could well be seen in social work conceptualization as a

client, lacking knowledge of or access to the array of ex-~
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isting public benefits and entitlements which might supple-
ment their income and health care coverage and enhance the

quality of their lives.

The analysis of public assistance and Medicaid
eligibility sought to determine the characteristics, within
the sample, of the most economically vulnerable sub-group.
In order for an accurate determination, it was necessary to
consider family size insofar as income is a meaningless

variable without consideration of relative need.

Total monthly household income and family size were
compared to Public Assistance and Medicaid eligibility levels
(see Appendix G) to see how many workers were so poor that
they are eligible for benefits. Close to one gquarter (22%)
of the total sample are eligible for Public Assistance (PA)
and close to one third (32%) are Medicaid (MA) eligible,.

{(See Tables 23 and 24). We can assume that this cohort is
the most economically vulnerable group within the sample.
What is evident is that many more HA's are eligible for MA
than recejve it, and that some women are PA eligible and are
not receiving aid. To the extent to which people eligible
for benefits do not utilize them, the government saves money.
A separate profile of the demographic features of the Medic-
aid eligible and Public Assistance eligible workers is worthy
of description in order to see if they have any special

characteristics. Exact income and family size was calculated



TABLE 23.

Eligible for Public Assistance

Eligible for PA %
No 78
Yes 22
Total % 100%
Total No. (330)
TABLE 24.

Eligible for Medicaid

Eligible for Medicaid %
No 68
Yes 32
Total % 100%

Total No. {330)
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for each respondent and compared to eligibility criteria for

the year in gquestion.

As shown in Table 25, 92% of those who are MA
eligible are sole wage earners as are 87% of those who are
eligible for PA, while only 66% of those eligible for neither
are sole wage earners. Thus there is a positive relationship
between being the scle wage earner and likelihood of eligi-

bility for public benefits. (r=.21, sig=,000}

Only 42% of those who are MA eligible and 41% of
those who are PA eligible are full time workers as compared
to the 80% of full time workers whose income makes them
ineligible for benefits. Full time workers are therefore
much less likely to qualify for benefits. (r=.-36, sig

=,000; see Table 26.)

As discussed in Chapter III, the concept of SRI's,
while not a uniform category, uses Belle's conceptualization.
However, the National Interview Survey? defines seven
chronic conditions which were incorporated into the gquestion-
naire used in this study: arthritis, asthma, colitis, diabe-

tes, hypertension, migraines and colitis. The trend is that

Adams, P.F., Hardy, A.M. "Current Estimates
From the National Health Interview Survey:
United States, 1988." Naticnal Center for
Health Statistics, Vital Health Statistics
10, no. 173 (198%).



TABLE 25.

Sole Wage Earner by Medicaid and Public Assistance Eligibility

Medicaid and Public Assistance Eligibility

Sole Medicaid

Wage Earner Neither Only PA
No 34% 8% 13%
Yes 66 92 87
Total % 100% 100% 100%
Total No. 224 49 55

r = .21, sig. .000
TABLE 26.

Working Full Time by Medicaid and Public Assistance Eligibility

Medicaid and Public Assistance Eligibility

Work Medicaid

Full Time Neither Only PA
No 20% 58% 59%
Yes 80 42 41
Total % 100% 100% 100%
Total No. 223 48 56

r = -.36, sig. = .000
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those who are PA eligible (the poorest) have the most SRI's
(36% with two or more) as compared to 29% of those who are MA
eligible and the 27% of those who are not eligible for kene-
fits, however this relationship is not statistically signifi-
cant. (r=.07, 8ig-.096; Table 27) Likewise, 55% of the PA
eligible reported having a current medical problem as
compared to the 46% among those who are MA eligible and 44%
among those not eligible. There is, thus, a slight positive
correlation between being PA eligible and currently having an
illness, suggesting that the poorest women are more likely to
be more ill, although the relationship is not statistically

significant at the .05 level. (r=.08, sig=.084; Table 28.)

The remaining characteristics were not significant-
ly related to eligibility: knowledge of English, region of
birth, graduating from high school, time on the job, hours

worked by part time workers and family size.

Several HA's chose to comment on their needs in
response to an open-ended question. Fifty-one stated they
deserve better pay, 16 stated that their income was inade-

guate, 16 wanted more full time work, 15 felt it unfair that



Table 27.

Number of Stress-Related Illneses by Medicaid and
Public Assistance Eligibility

Stress-Related

Medicaid and Public Assistance Eligibility

Medicaid

Illnesses Neither Only PA
None 35% 35% 27%
One 38 37 38
Two Or more 27 29 36
Total % 100% 101% 101%
Total No. 225 49 56
Mean 1.2 1.1 1.4

r = .07, sig. = ,096



Table 28.

Have a Medical Problem Now by Medicaid and
Public Assistance Eligibility

Medicaid and Public Assistance Eligibility

Medical Medicaid

Problem Now Neither Only PA
No 56% 54% 45%
Yes 44 46 55
Total % 100% 100% 100%
Total No. 213 46 53

r .08, sigqg. .084
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they sleep in (when working on 24 hour assignments) yet get
paid for only 12 hours, eight complained that their paychecks
were late, five wanted more pay for overtime and one woman
indicated that she needed food stamps. It is likely that a
significant percent of women are eligible for food stamps,

however these calculations were not made.

In sum, of those who are MA or PA eligible, the
primary characteristics, besides their lower income, are that
fewer are currently married, more are the sole wage earners
and more are employed part-timne, These characteristics lead

to great likelihood of eligibility for public benefits.

HEALTH

Home Attendants are, by definition, health care
workers. Yet, if they are working in an occupation made
stressful by the structural conditions ¢of employment, lack
of: career ladder, career mobility, supervision, adequate
training, incentives, a sufficient health benefits package
and job stability, it is important to assess the health of
the health care providers. On the assumption that there
would be a higher incidence of stress related illness, a
significant out-of-pocket expenditure for their own health
care needs and the possibility of illness preventing them
from consistent work, an analysis of their incidence of

etress-related illness was computed.
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The guestionnaire gave respondents a checklist of
14 stress related illnesses (SRI's) which they might have had
in the past two years. The list was taken from Deborah
Belle's study, Lives in Stress.? The average number of
stress related illnesses reported per Home Care Worker was
1.1. (Table 29) About one third reported that they had no
illnesses, about one third reported that they had one, and
the remainder had two or more illnesses. The most commen
illnesses were: hypertension (19%), weight problems (18%),

arthritis (17%) and migraines (12%) (Table 30).

While it is helpful to know the prevalence of the
most common illnesses reported for this population, the
statistics are more meaningful when compared to the national
prevalence rates.> While 19% of the study respondents have
hypertension, the incidence in the general population is 12.2
percent. While 18 percent of the HA's reported having ar-
thritis, the incidence for the general population is 13
percent. The National Survey data included people of all
ages, wherein this study surveyed adults only, therefore it
is probably that the incidence of hypertension among HA's is
close to twice the national average. Alcoholism was not
reported at all. Given the high incidence of this disease
among the general public, it is unlikely that there is no

incidence within this cohort. However, in a self-report

Belle, D., Ibid.

Adams, P.F., Hardy, A.M., Ibid.
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survey administered at a work site, reluctance to admit

substance abuse is a highly likely.

Only 38% of the full time Home Care workers knew
what their health insurance covared (Table 31), suggesting
that agencies and the union would do well to assure that
knowledge of benefits be a subject for education. Only 16%
(Table 32) had additional health coverage other than from
their agencies. Only 10% had Medicaid, 5% had Medicare, and
15% had coverage from a family member. Ten percent had
Medicaid for their family and 2% of the children were re-
ceiving Medicare. (Table 33) As stated earlier, fully 32%
were Medicaid eligible yet only 10% were receiving this

entitlement.

Forty-two percent currently have a medical problem
requiring ongoing medical care (Table 34), although only 16%
say they have missed out on an assignment due to illness
(Table 35). This strongly suggests that these workers are
working while 1il1l1, with economic necessity overriding medical

concern.

The average annual out-of-pocket medical expenses
for 1986 were $783, the equivalent of one months salary for
close to half of the sample. The standard deviation was even
higher ($856), indicating a wide range in medical expenses;

e.g., B% spent $2,000 or more {Table 36). Not surprisingly,



TABLE 31.

Do you know what your agency health insurance covers?
(Full time workers only)

Know Coverage %
No 39
Not sure 23
Yes 38
Total % 100%

Total No., {(265)



TABLE 32.

Have Medical Coverage Other than Agency Coverage

Have Other Coverage %
No 82
Not sure 2
Yes 16
Total % 100%
Total No. (423)
TABLE 33.

Other Types of Medical Coverage*

Other Types of Coverage %
Medicaid 10%
Medicare 5
Coverage from other 15
family member
Medicaid for children 10
Medicare for children 2
Total No. (434)

* Respondents could check more than one category.



TABLE 34.

Have Current Medical Problem Requiring On-Going Treament

Have Current Med. Problem 3
No 58
Yes 42
Total % 100%
Total No. (400)
TABLE 35,

Illness Has Caused Attendant to Miss Out on a Client

Have Lost Client %
No 84
Yes 16
Total % 100%

Teotal No. {350)



TABLE 36.

Out-of-Pocket Medical Expenses in 1986 for Self and Family

Medical Expenses %
Less than $200 9
200 -399 23
400-599 25
600~-999 18
1000-1499 12
1500 or more 13
Total % 100%
Total No. (302)
Mean (§) 783
St. Dev. (§) 856
TABLE 37.

Importance of Improved Medical Benefits

Importance %
Not important 0
Somewhat 4
Very Important 96
Total § 100%

Total No. (397)
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almost all (96%) indicated that improved medical benefits

were very important to them (Table 37).

Despite their limited formal education, many HA's
wrote in comments about their health needs. For example, 72
stated that they need better medical benefits, 19 reguested
medical coverage for physicians, 17 stated that they needed
dental benefits, 7 requested help to obtain Medicaid, 4
recquested discounts on medication and 3 indicated that cover-

age for eye examinations would be helpful.

CORRELATES OF STRESS RELATED TLINESSES

As described above, 36% of the Attendants reported
having no stress related illnesses, 36% reported one, and the
remaining 28% reported two or more, for an average of 1.1 per
respondent. A detailed bivariate and multi-varjate analysis
was undertaken tc isolate the factors which related to having

SRI's in this occupational group.

The results show that the number of SRI's is sig-
nificantly positively related to age, number of children,
number of hours worked per week (for part-time workers), and
eligibility for public assistance. The number of SRI's is
negatively correlated with working full time and the amount
paid for child care. 1In addition, SRI's are highest among

those who work in Brooklyn and the Bronx. The number of
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SRI's is not significantly related to the other characteris-
tics of this study, including being married, education,

region of birth or Spanish monolinguality.

Women over 50 have the most SRI's and the youngest
women have the fewest SRI's, showing that the incidence of

SRI's increases with age. (r=.15, sig=.001, Table 38)

Family size is mildly correlated with the number of
stress related illnesses {(r=.12, sig= .006, Table 39), as is
the number of children (r=.15, sig=.002). Family size, of

course, reflects the number of children.

Part time workers have a greater incidence of SRI
than full time workers. (r=.16, sig=.040, Table 40) It is
difficult to infer from Table 40 if part time workers work
part time due to their medical status, or if working part
time and therefore having less income might be a factor

related to the SRI's.

There is a mild positive trend, though not quite
statistically significant, between eligibility for public
assistance and their incidence of stress related illness.
(r=.08, Sig=.080) As shown in Table 41, 35% of those ineligi-
ble for benefits had no SRI's compared with 27% who were

eligible for public assistance. Likewise, 27% of those



Table

38.

Number of Stress-Related Illnesses by Age

Under 50 or

Illnesses 30 30-39 40-49 over
None 51% 38% 32% 28%

1 27 38 38 39

2 Or more 22 24 30 33
Total % 100% 100% 100% 100%
Total No. 71 104 106 136

r = ,15, sig. = ,001

TABLE 39,

Number of Stress-Related Illnesses

by Number of children

lllnesses None 1 2 3+

None 42% 45% 27% 29%
1 38 26 42 36

2 Or more 20 29 30 34

Total % 100% 100% 99% 99%
Total No. 97 80 95 137

r = .15, sig. .002



TABLE 460.

Number of Stress-Related Illnesses by Hours Worked Per Week
(Part-Time Workers only)

Hours Worked per Week

1- 11- 16- 21- 26-
Illnesses 10 15 20 25 30 31+
None 40% 36% 33% 31% 18% 29%
1 40 43 37 38 41 24
2 Or more 20 21 30 31 41 47
Total % 100% 100% 100% 100% 100% 100%
Total No. 10 14 30 29 22 17

r = .16, sig. = .040

TABLE 41.

Number of Stress-Related Illnesses by
Whether Attendant is Eligible for Public Assistance

Eligible for Public Assistance

Illnesses No Yes

None 35% 27% r = .08,

1 38 38 sig. = .080
2 Or more 27 36

Total % 100% 101%

Total No. 274 56

r = ,08, sig. = .080
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ineligible had two or more SRI's compared with 36% who were

PA eligible.

Those women who pay more money per month for child
care have fewer SRI's; 62% of the women who pay over $250
have no SRI's compared with 42% who have no SRI's but pay $50
or less per month., There is a negative correlation between
the amount of money paid for child care and SRI's. (r=-.22,
sig=.025, Table 42) It makes sound psychological sense that
women who pay more for child care have fewer SRI's. The

economic cost is well worth the emotional security.

Women who work in the Bronx have the greatest

incidence of two of more SRI's (36%) followed by women who
work in Brooklyn (34%), Queens (26%), and Manhattan (16%).
These differences are significantly at the .008 level.
(Takle 43) However, it seems unlikely that the relationship
of the variables is related to borough rather than some other
difference between these groups. These women presumably have
longer travel time commuting on dangerous subways and this

may be an important factor.

American~born women have the greatest percent, with
two or more SRI's {36%) followed by Central Americans (33%).
Twenty five percent of West Indian and South American women

have two or more SRI's. (sig=.161, Table 44)



TABLE 42.

Number of Stress-Related Illnesses by Amount Attendant
Pays for Child Care Per Month

Illnesses

None
1

2 Or more

Amount Paid for Child Care per Month

To 51- 10G- 151- 200-

$50 99 150

199 250 251+

42% 0% 40%
17 67 20

42 33 40

46% 41% 62%
38 35 38

15 24 0

Total %
Total No.

r = -,22,

sig.

101% 100% 100%
12 6 25

= ,025

99% 100% 100%

13 17 8



TABLE 43.

Number of Stress-Related Illnesses by Borough of Employment

Borough
Brook- Man-

Illnesses klyn Queens hattan Bronx
None 36% 33% 41% 26%
1 30 41 43 38
2 Or more 34 26 16 36
Total % 100% 100% 100% 100%
Total No. 178 46 128 76
Sig. = .008

TABLE 44.

Number of Stress-Related Illnesses by Place of Birth

Place of Birth

West Central Scuth

Illnesses U.8. Indies America America Other
None 29% 38% 19% 55% 33%

1 35 37 48 20 44

2 Oor more 36 25 33 25 22
Total % 100% 100% 100% 100% 99%
Total No. 108 264 21 20 g

Sig. = .161
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It is quite likely that the reported SRI's are an

underestimation of the actual number of SRI's in this commu-
nity. Some of these working women may have been reluctant to
admit 1llness. This group may include a silent and possibly
long suffering contingent that would not complain about
illness publicly or, perhaps, have disregarded symptoms which
they accept as their "lot." Some of the women may not know
how to name some of the symptoms they experience and/or have
not been properly diagnosed. Furthermore, there are a lot of
"not feeling well" physical symptoms that are never dignified
by a label but are very debilitating, yet "sub-clinical."®
Symptoms described in their own language maybe have been
cmitted, such as chronic spasms, fatigue, mild dizziness,
constipation and anxiety or tension states -- symptoms which
require a very close look at the patient's phenomenology, and

which require the use of their own language.

While it was found that 1.1 was the average number
of SRI's, there are inherent limjitations to averages. That
is, one serious kind of hypertension may outweigh two other
conditions which could co~vary. Furthermore, since some
conditions often co-exist - say, hypertension and obesity -
it is somewhat curious that so few women checked off more
than one illness. This point of view is supported by the
fact that 96% saw expanded health benefits as very impor-

tant.
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MULTIVARIATE ANALYSIS

A multiple regression analysis was performed to
further analyze the factors which relate to having stress
related illnesses. Although these factors have already been
tentatively identified, results can be misleading because of
the various predictive factors which are also, as a rule,
correlated with one another. The relationship of any one of
the variables to having SRI's, therefore, can be an artifact
of its relationship to one of the other predictive factors.
Multivariate analysis, e.g., the multiple regression analysis
performed here and reported in Table 6, overcomes this aiffi-
culty, at least for the various predictors included in the
analysis. Separate analyses were performed for the total
sample and for part-time and full-time workers, on the possi-
bility that some predictors might operate differently for

these groups.

The key statistic in a multiple regression analysis
is the beta (standardized regression coefficient), which
isolates the separate and independent effect of each of the

predictor variables.

As shown in Table 45, the most outstanding finding
revealed by the regression analysis of full-time and part-
time workers uncovered that working in Brooklyn is related to
having more SRI's. No causality, however, can be claimed.

(beta=.15, sig=.001). As was revealed in the bivariate



Table 45,

Predictors of the Number of Stress-Related Illnesses (SRIs)
for All Home Attendants and Part-time and Full-time Attendants:
Multiple Regression Analyses

All Part-time Full-time

Attendants Attendants Attendants
Predictors r Beta r Beta r Beta
Born in U.S. .07 J12%%* 09 «10 .07 ellw*
Born in Cent, America .02 -.04 -.04 ~.08 .04 -.03
Age .15 cl4%*x 20 «22%% 16 12
Married Now -.07 -.08 -,13 -,18 -.04 -.02
Number of Children 12 «11%** L, 09 .04 «16 s 13WwN
Monolingual Spanish .03 L11%*  -,01 .04 .05 L15%*
Completed High School -.08 -,02 .03 .11 -.15 -.10*
Sole Wage Earner .05 .04 .04 -.05 .06 .05
Income -.04 .02 .01 .05 -.06 =-,01
Pay for child care -.06 -,02 .00 .04 -.07 -.04
Work 1in the Bronx .08 L15%%* 00 .09 .12 S1Bwke
Work in Brooklyn .08 L23%** 00 .08 .12 30w
Work & live in same Boro .02 -.10* -.02 -,09 .04 -,12%%
Working Full-time now -.02 -.04
Hours per week worked .13 .12
Multiple R .29 .32 .36
Multiple R? .08 .10 .13

r = Pearson correlation coefficient; significance shown in Table
5. Beta = standardized regression coefficient; significance by
F-test: * = .05, #+ = ,01, *#+ = ,001. Multiple R shows the cor-
relation of all the predictors combined with the dependent vari-
able (no. of stress-related illnesses). Multiple R? shows the per-
cent of variance of the dependent variable which is explained by
this group of predictors.
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analysis, predictably, the older one is, the greater the
number of SRI's. In the regression analysis, age is again
shown to be positively related to the number of SRI's.
(beta=14, sig=.001) Being American-born is associated with a
higher incidence of SRI's (beta=.12, sig=.001) as is the
number of children one has (beta=.ll, sig=.001). One finding
obscured by the bivariate analysis but revealed in the
multivariate analysis is that being monolingual Spanish is
positively associated with the incidence of SRI's (be-

ta=.11,8ig=.01)

On the other hand, there are fewer SRI's for those
who live and work in the same borough (beta =-~,10, sig=.05),
suggesting that commuting out of borough is a predictor of

stress in this population.

While the patterns are the same for full-time and
all workers, for the part-time workers only age was positive-
ly related, (beta=.22, sig=.0l1) and being currently married

(beta==~.18, si1g=.05) were predictors of the number of SRI's.

The multiple regression analysis proved a useful
measure because the bivariate analysis masked several rela-
tionship which were revealed by the betas, e.g., the rela-
tionship for full time workers of being monolingual Spanish
to having SRI's and the relationship of 1living and working in

the same borough, to having fewer SRI's. The reader should
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be cautioned that, based on the design of this study, causal-

ity cannot be established.

Multiple R? is literally the square of the multiple
R. The multiple R is the correlation of all the independent
variables together with the dependent variable. The multiple
R2 measures the percent of the variance of the dependent
variable, which is statistically explained by all of the

independent variables together.

In addition, the multiple regressions which range
from .29 to .36 are within the range of those commonly ob-
served in social science data. As commonly happens, the
multiple regressions show that the independent variables
together do not explain a large percentage of the variance of

the dependent variable.

S Y OF KEY NGS

In summary, Home Attendants are self-supporting,
foreign-born middle-aged women. They are high school gradu-
ates, raising their children on monies generated from the
work they do as employees of Home Attendant Programs. They
are living below, at or close to the poverty level and pay a
very high percent of their income for shelter. They have
remained on their jobs for an average of five years, pay
taxes and work in a branch of the health care industry which

lacks career mobility and/or career incentives.
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We have learned that she needs and wants better
wages, expanded medical coverage for herself and her chil-
dren, inexpensive day care, tc work in the borough in which
she lives and needs to be educated about the job-related and

public benefits for which she may be eligible.

Many of the hypotheses were borne out by the re-
sults. It was anticipated that not only were these women
relatively unaware of the medical benefits that are part of
their fringe benefits package, but that they also spent a
disproportionately high percent of their income on medical
expenses. In fact, they spend, on average, over 10% of their

earned income on medical care.

Only 38 percent of the full time employees knew
what their health insurance covered and their average out-of-
pocket medical expense, for the prior year, was $783, close
to one month's average income. It is possible that if they
knew what their agency based health coverage reimbursed, they
might be able to use their insurance to offset some of the
costs., Clearly, reimbursed medical expense allows for more
disposable income. Furthermore, improved health insurance
makes it more likely that people will attend to their own
medical needs. It is also possible that, given how meager
their incomes are, they delay and/or aveid medical care,

thereby inviting acute conditions to become chronic. This
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could account for the fact that while 42 percent reported a
current medical problem, only 16 percent had lost an assign-
ment due to their own lllness. One also wonders what accom-
modations they make when their children come down with the

usual i1llness of childhood.

Since working while ill must have a negative impact
on the quality of work performed and, indeed, could unneces-
sarily expose clients to infection, it is clear that workers
must be informed about and encouraged to use the limited
insurance provided to those who are full time employees,®
Furthermore, their health insurance policy ought to be ex-
panded to cover a greater spectrum of conditions and be
converted to family coverage. While this study did not
inquire about the health of their children, future research

might explore this issue.

The hypothesis that these women want improved
health care coverage was overwhelmingly correct insofar as 96
percent indicated that improved coverage was very important
to them. It is likely that the 4 percent who indicated that
improved coverage was only somewhat important either have

coverage from a spouse or receive Medicare.

Prior to the 1988 contract negotiations,
medical insurance coverage was restricted to
21 days in hospital, emergency first aid and
$6 for office visits to physicians.



164
Ancther hypothesis of this study was that the
prevalence of Stress Related Illness for this cohort would be
as great if not greater than that of the general population
(see page 113), alas this hypothesis was borne out by the

findings in, and comparison with, the national results.

Physically, they suffer from an average of 1.1
stress related illnesses, preponderantly hypertension, obesi-
ty and arthritis. A good number of them have not availed
themselves to the public benefits to which they are entitled,
either due to ignorance, possible reluctance to come under
the review of the government officials and the Immigration
and Naturalization Service , or perhaps because the applica-
tion process is long, time consuming and complicated. It is
alsc possible -~ based on cultural, religious, and/or person-
al values -- some women may reject the dependency that has

been associated with receiving public entitlements.

In addition the study assumed that the work force
was stable and that their disposable income would qualify
them as living in or near the poverty level. 1Indeed, the
work force proved to be remarkably stable with the average
time on the job at over five years. Furthermore they are a
motivated work force. That is, of the 36 percent who are
part time workers, 62 percent would prefer to be employed
full time. This finding is of particular relevance given the

unusually high turnover often associated with other direct
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care jobs: Nurses Aides, group home workers, and community

based mental health therapy aides.

The assumptions about their economic conditions
were only too correct. Home attendants are the personifica-
tion of the working poor. A full 44 percent are at the
poverty level, that income level calculated as three times
the cost of a minimally adequate, temporary, emergency food
ration. 1In 1987 23.2 percent of New Yorkers were living in
poverty compared with 44% of Home Attendants. When these
same figures were compared to those living within 150 percent
of the poverty level, a commonly accepted definition used to
compensate for the poverty level which 1is unrealistically
low, 32 percent of New Yorkers were at this level of poverty
compared to 71 percent of the Home Attendants. It cannot be
disputed that Home Attendants, those serving the needs of the
elderly and the impoverished who are functionally disabled,
are overrepresented in poverty despite the central role they
play in helping te maintain people out of much more expensive

institutions.

In line with the eccnomic circumstances of these
women, a simply calculus was employed to determine those who
would be eligible for public benefits. Due to the minimal
wages they earn it is not surprising that 32 percent of the

workers are Medicaid eligible and 22 percent are eligible for
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public assistance. It is quite clear that Home Attendants

have "inadegquate access to adequate resources."’

Seventy-two women (22 percent) of the sample were
eligible for public assistance. While it is not known how
many were receiving this benefit there is something quite
stark about the fact that in-home care can be likened to
workfare. That is, welfare eligible women are providing
public service to medicaid recipients. Two "client" groups
are united, one to help the other, both impoverished, each

with little incentive or supervision and, perhaps, hope.

While 32 percent of these women and their families
are Medicaid eligible, only 11 women are receiving Medicaid.
Had an income and family household comparison been made for
the broader range of public benefits, it is likely that even
more women in this sample would be eligible for the food
stamps, section 8 housing, tuition assistance and home energy
assistance programs. There is an irony here that speaks to a
false economy. Medicaid is a publicly funded social provi-
sion, a residual program, which by definition is paid for out
of public funds. Since vendor agenclies pay workers out of
the pool of Medicaid funding, all of the monies in this
system are public. An increase in salary would likely lessen

eligibility for public benefits while concurrently enhancing

Vosler, N., 438.
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self esteem and possibly, in turn, the guality of care pro-
vided. It is in everyone's best interest to invest in bene-
fits as & condition of employment rather than a condition of

dependence.

Government saves money when people who are eligible
for benefits do not avajil themselves to those benefits. We
know that there are many more pecple eligible for public
benefits than receive these entitlements. Social work has
had a long tradition of information, referral assessment,
education and advccacy on behalf of rights. It is in keeping
with that proud historic tradition that Home Attendants

become more of a focus for social workers.

However, even if all of the HA's eligible for
public benefits were to be aided or directed or educated to
apply for their legal entitlements, it is reascnable to
assume that there is an emotional cost to the self, an addi-
tional source of stress to be a recipient ¢f public benefits
rather than a worker with wages and benefits that are stable

and adeguate.

Even if the money value of wages plus public bene-
fits were eguivalent to higher wages it is safe to assume,
based on common wisdom and general psychology, that there is
a net gain in self esteem and perhaps, by inference, in the

quality of services, if entitlements are made a customary
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part of the fringe benefits package of work. Given the high
cost of health insurance coverage, in fact it would | : unre-
alistic to expect that a slight increase in wages would
offset the broad coverage provided by Medicaid. Therefore,
as 96 percent of this sample indicated, it is necessary to
expand existing medical coverage of the workers under their
agency coverage. There is an ethical imperative to increase
wages and expand health benefits for unionized home atten-
dants in order to create "access to adequate basic
resources."8 It would be an unfortunate denial of reality
and of common wisdom to believe that people can provide
adequate care when their own needs have not been adequately

secured.

One finding of particular interest is that of
stability of this work force. The literature review in
Chapter II cited the issue of turnover as a serious problem
for hospital and nursing home based nursing aides. Similarly
the turnover rate is high in numerous arenas of health and
social service delivery: shelter care workers, foster care
workers and community based mental health workers all share
high turnover. While the reason for the stability of this
workforce was not tested, the fact of their stability, wheth-

er grounded in lack of options or in loyalty and dedication

Ibid., 438,
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to the work, is an attribute that ought to be noted, sup-

ported and further researched.

One unanticipated finding requires further re-
search: the fact that the American born women in the sam-
ple, the vast majority of whom are Black, is the group
reporting the greatest incidence of Stress Related Illness.
However, the current speculation of this author is that while
the immigrant women come to America with the hopes that
historically have typified each wave of immigrant (hope for a
better life for themselves and theilr children), the Black
Americans have had those dreams dashed. While they have come
from countries where they were the majority culture, they
have never been a part of a majority culture in this country.
They may represent and personify the negative impact of
living in a society which offers limited access and resources
to people of c¢olor. It would be interesting to review the
literature in immigration and stress, but that is a direction

for future research.

For many women, care taking roles, and caring for
the elderly and infirm are a very important aspect of identi-
ty and/or may not be valued by our culture which demeans
hands-on work by paying so little. Certainly, sccial work

can and should recognize the value of direct care.
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The findings are rather dramatic, in that a group
of women work so hard, for long periods of time, with limited
remuneration, raising children alone, lacking career ladders,
and yet report relatively few illnesses, work while ill, and
under-utilize public benefits. Fortunately, they have been
able, through unionization, to demonstrate and bring greater
public attention to their plight. Their organized protests

have led to improved contracts.
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CHAPTER V - SUMMARY AND IMPLICATIONS

THE HOME CARE WORKER

This study focused on one crucial element of the
home care equation: the home attendant. The home attendant
is without a doubt the single most influential service pro-
vider in the home care system. While other disciplines and
professionals are involved in home care, their representation
is relatively limited and the services that they deliver less
essential in the daily lives of the older person. The HA is
by far the most frequent and consistent caregiver to our

community dwelling inner city, poor, old, sick citizens.

Many studies show that families caring for chroni-
cally ill relatives were suffering from stress related ill-
ness, job interruption, guilt, depressicon and marital
discord. If families are experiencing economic and psycho-
social hardship as a function of caring, it was likely that
the formal caregiver, the Home Care Worker would likely have
stress. This study advanced the thesis that home care work-
ers, juggling the many rocles of mother, worker and perhaps
family care giver, would most likely be vulnerable to stress-
related illness. Since only one study had focused on the HA
herself, and since this occupation has grown to over 50,000
low wage workers, it was important to gain more knowledge

about this relatively new occupation.
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Robert Caplan and his colleagues studied the impact
of job stress on the physical and mental health of workers in
twenty-three occupations. He concluded that certain charac-
teristics of working are associated with high levels of
psychic strain: 1low participation in decision making, ambi-
guity about future job security, poor utilization of skills
and abilities and lack of social supports from co-workers.l

Given that each of the conditions that Caplan presents is
built into the fabric and structure of the home care occupa-
ticn it is not surprising that the incidence of setress relat-
ed illnesses among these workers is, in some cases, close to

twice that of the national average.

The findings presented in Chapter IV are quite
revealing. The findings fly in the face of the inaccurate
and demeaning stereotypes about the working poor women who
comprise this workforce. By all standards the women who are
the cornerstone of the home care industry are poor despite
their work, despite their benefit to the functionally dis-
abled community dwelling older citizens of New York and their
families. Their poverty 1is not due to irresponsibility or

lack of commitment to the work ethic.

1 ponovan, R., "Stress in the Workplace."
Ibid., 261.
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There has been a raging national debate over the

causes of poverty, with some people attributing poverty to
individual flaws. Others, including most soclal workers, see

the fault in the social and economic structure of the soci-

ety. They are not "dependent outsiders." They are not poor
due to "indulgence, vice or temperance." They are not “mor-
ally corrupt." Their economic enslavement is "beyond their

individual control."2 They are poor as a built in condi-
tion of their employment. They are pocor “because secondary-
sector jobs (low paying, low status jobs) offer almost no
oppeortunity for advancement, the dual labor market reinforces

the subordinated position of the ghetto worker."3

All funding for Medicaid in home care, by defini-
tion, comes out of Medicaid Federal, State and City monies.
When the amount of money saved by the government in providing
home care rather than institutional care is not reflected in
wages, exploitation of the worker is the by-product. When
workers are eligible or near eligible for a public benefit
that is below the poverty level by design, an alternative
definition of home care could easily be understood as a form
of workfare, "forcing women with young children into the

workforce."4 It gives participants neither the skill

2 Katz, D. 1Ibid., 14.
3 1bid., 59.

4 1bid., 53.
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training, wages nor job opportunities necessary to 1lift them
out of poverty nor does it address the povarty of their

children.">

This study is a stark statement about formal
caregivers. The work lives of Home Care workers lack incen-
tives, access, job opportunity and equity and are antitheti-
cal to the American dream. One must wonder not only why they
continue to do their work, but how they remain on the job for
years. The fact that they are a stable workforce is particu-
larly remarkable given that the review of the literature
indicates that nurse's aides in hospitals and nursing homes
have a high turnover. One can speculate that these women
work as Home Care workers, in part, because of some internal
strength and motivation. That is to say, they are motivated
to work in the health care industry out of a positive cultur-

al, familial and/or spiritual conviction about themselves.

The results of this study refute prior misconcep-
tions about this cohort. They emerge as hard working women,
who remain on the job for reasonably long periods of time,
many of whom do not apply for public benefits, despite their
eligibility. While the study did not tap motivation, the
question of why they do what they do remains an area for

future inguiry. One can only speculate that perhaps these

5 1bid., 228
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women accept the social mandate to be care givers, and/or
reject the humiliation inherent in application and/or re-

ceiving public benefits.

RACE, GENDER, POVERTY AND HEALTH

It was posited that while the HA represented a
unigue and growing occupational arena within the health care
industry she was but one sub-group of a larger group of
minority women employed yet living in poverty. This is only
too true: according to the National Commission on Working
Women, "80% of women in the work force are employed in low

skilled, low wage jobs."6

One question raised by this study is: how can we
account for the paradox of women's working resulting in their
continued impoverishment? Katz, citing Joan Smith's essay,
"The Paradox of Women's Poverty: Wage Earning Women and

Economic Transformation'", attempts an explanation.

& 1rLefkowitz, R. & Withorn, A., Ibid., 1s.



"The feminization of poverty has two
sources: the increased number of female
headed households and the kind of work
women do. Women work primarily in the
service sector, whose explosive growth
accounts for most of the jobs open to
themn. Most of these jobs pay low
wages..., Iincreasingly they are part-
time, and they less often carry health
insurance or other fringe benefits. 1In
fact, the business environment in the

service sector has two key
characteristics: a low capital-toe-labor
ration and frantic competition. This

means that the service sector industries
strive to increase the size of their
labor force and to decrease wages they
pay. In other words, they want lots of
cheap labor. Women, willing to work part
time for low wages and no benefits,
provide the major labor pool. As a
consequence, service sector jobs pay less
than a family wage and women who work in
them but lack other sources or income to
remain independent of parents husbands or
government supports...As a result,
women's poverty and continued dependence
remain central to the most rapidly
expanding sector of the American
economy. "’
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There is ample documentation that a marginal eco-

nomic condition has multiple negative consequences.

"We know

that ecconomic disadvantage is associated with health disad-

vantage... poor people are likely to face frequent illness

because of poor living conditions, high levels of stress and

reduced access to health care.

7

Katz,

D. Ibid., 74.

Then, when they get sick and
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miss work or lose jobs, they are likely to become even

poorer."8

The results of an unstable economic base compounded by
inadequate benefits and resources impact not only on the
individual but on the work force as well. Furthermore,
unnecessary stress is placed on the government since workers
must rely on residual entitlements rather than on institu-
tionalized employer-provided benefits. When "more than three
qguarters of the poor in this country are women and

children”® one must wonder about the values and policies

that allow and perpetuate this condition.

We know only too well that "minority women suffer
disproporticnately from discrimination, social prejudice,
stereotyping and unequal access to education and employment
oppertunities. Such inequities directly or indirectly impact
on their socio-economic status and quality of life. 1In turn,
these affect their health status. Faced with so many obsta-
cles, it is not surprising that minority women bear a

disproportionate share of diseases."1? The high incidence

8 gGentry, H. "Women's Health - A Cause For
Action: Social Factors Affecting Women's

Health," Public Health Reports (July-August
1887} Supplement: 8-9,

% 1Ipid., 9
10  rin-Fu, "Special Health Concerns of Ethnic

Minority Women." Public Health Reports.
(July-August 1987): 14-17.
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of hypertension, cardiovascular disease, diabetes and cancer
among Black women can be related to their historical role and
economic stress of their employment. Indeed, it is hard to
hbelieve that the "economic devaluation and marginalization of
women"1ll has been beneficial to working women, their chil-

dren, the workforce or toc society.

The link between income and health is an unfortu-
nate and undeniable reality. The National Health Interview
surveyl? found that of the people aged 25-44, who earned
under $10,000 annually, 19.4 percent reported their health to
be fair to poor. O©Of the same age group earning more than
$35,000 a year, only 2.9 percent reported fair to poor
health. Put another way, poor people report fair to poor
health six times more often than those with adequate incomes.
The statistical difference becomes even more remarkable for
the age cohort 45-64 years old. A full 50.5 percent of the
poor rate their health as fair to poor, compared with 6.9
percent who earn $35,000 and over. Economic well being is an
indisputable significant factor in the self report of health
status. Given that one third of the sample of home care
workers have one chreonic condition and another third had two
or more stress related illnesses, the national survey pro-

vides validation for the findings of this study.

11 Abramovitz, M. Requlat he Lives
Women. Boston: South End Press, 1588.

12 aAdams, P.F., Ibid., 118.
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Dr. Mimi Abramovitz, in her retrospective of work-
ing conditions of Black women living in the early 1800's,

writes:

Forced by dire poverty to work for wages

outside the home, they (Black women) also

faced severe exploitation on the job,

having to accept the lowest wages,

longest hours and most dangerous working

conditions. On all fronts the families

of poor and immigrant women and women of

Eglor experienced a series of assaults,

Abramovitz, in describing conditions of Black women
more than one hundred and fifty years ago, might also be
describing the conditions of today's Home Attendants. She
could also be describing the conditions of nurses aides, home
health aides, foster parents, migrant workers, shelter care
workers, mental health therapy aides, day care workers, to

name a few occupations in which women of color work to help

needy and dependent citizens and remain poor.

While the physical health of working poor and
immigrant women and women of color is jeopardized, it ought
to be pointed out that "poverty related deteriorationtlé
represents costs to the health care system and soclety; costs

rise as these exploitive conditions are perpetuated.

13  Abramovitz, Ibid., 39.

14 pNew York Times, "Emergency Rooms Overwhelmed
as New York's Poor Get Sicker." December 12,
1988; p. 4 (B).
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The association between income and psychological
disorder is well estakblished. "Poverty has been found to be
destructive to women's mental health" and has been identified
as one of the priority areas of the Women's Research Agenda

of the National Institute of Mental Health.1l3

According to the census, "for female-headed house-
holds in 1984 the poverty rate was 34.5 percent. The poverty
rate for white female-headed households was 27.1 percent, for
Black female-headed families 51.1 percent and for Hispanic
families headed by women 53.4 percent."16 poverty is not
necessarily the result of unemployment. Rather "the working
poor were the fastest growing segment of the poverty popula-~
tion:; 8.9 million in 1986, compared with 6.5 million in 1979.
The number of full time, year-round workers who are poor has
increased from 1.36 million in 1979 to two million in

1986."17

15 amaro, H. & Russon, N. "Hispanic Women and
Mental Health: an Overview of Contemporary
Issues in Research and Practice." Psychology

Of Women Quarterly 2, no. 4 (December 1985):
393-405,
16 s5idel, R. Women & Children Last, New York:

Penguin Boocks, 1987.

17 New York Times, "Always With Us," November
19, 1987, p. 31 (A).
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The women in this study are in triple jeopardy due
+o race, gender and poverty. They are another group, in the
world of work, whose marginality relegates them to the under-
class; jobs wherein the inadecquacy of salary is compounded by
inadeguate health care, where poor working conditions are

exacerbated by lack of career ladder.

Until HA's are given recognition of their rightful
place on the health care team, it is likely that they will
continue to be in jeopardy. Until women's work is afforded
the same status as men's, occupations which are dominated by
women workers will be areas ripe for exploitation. As long
as "emploved women in the United States earn about 70% of

men's wages,"l8 the conditions of women workers will remain

unjust.
THE FAMILY

As discussed in Chapter II, studies of family
caregivers indicate that there are social, emotional and
economic costs to caring for elderly relatives. Stress
related illness, depression, guilt and marital discord have
been documented as some of the negative consequences of

caring for chronically ill older relatives.

18 gcarr, S. Phillips, D. and McCartney, K.
"Working Mothers and Their Familjes," Amerji-
can Psychologist, (November 1989): 2-14.
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There is an inaccurate underlying assumption that
if quality home care were provided, families would do less on
behalf of their relatives. The myth that provision of formal
supports will in some way diminish family contribution flies
in the face of research facte. In fact, families turn to the
formal system only when they have depleted their own re-
sources. It is certainly difficult enough for a family to
deal with the emotional pain of watching sickness, disfigure-
ment and perscnality change in a loved one. Families deserve
the assurance that their loved ones are being well cared for

by workers.

The reality is that the projected needs of older
people, and hence, their family caregivers, will only contin-
ue to grow and intensify. The need for older people to be
cared for at home by paid workers is an undeniable fact of
life. Caregivers need to have their caring supported by home
care workers. The formal system of caregiving is not and
will not supplant the informal system. It ought to be de-
signed to support the family. Home care workers ought to be
seen as friends of the family, however, under the present
structure there is no pragmatic vehicle to mediate family

expectations.

In a recent unpublished survey conducted while this
author trained personnel specialists, they report that a

major issue is the exploitation of home care workers by the
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client's family, as well as elder abuse by family. It is a
compelling assumption that home care workers are preventing
abuse and providing relief to families, however more research
is needed to asses how the family is specifically helped by
the provision of home care services. The impact on families
has not been systematically studied, despite anecdotal sto-

ries.

Families need to be counseled about negotiating
systems, taught about rights and benefits and given an oppor-
tunity to mediate expectations with their caregiving counter-
parts, home care workers. Regardless of whether the home
care worker is an employee of a vendor agency or hired pri-
vately, optimally families should be able to work with home
attendants as surrogate family members who provide concrete
and interpersonal care. Clearly, it will take ongoing work
to help families achieve a working alliance with home care

workers.

Public policy must focus attention on the needs of
family caregivers. As families have become more mobile, they
are less able to render the care that was afforded in the
pre-industrial era. Furthermore, as family size has de-
creased, there are fawer adult children available to share
the caregiving chores. As women have entered the labor force
in increasing numbers, they have less discretionary time to

devote to the care of older relatives. Home care workers
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£ill the void created by changes in socio-geographic and
fanily composition. It is in the interests of all parties -
the functionally disabled, the frail elderly, the family and
the home care workers - to recognize the home attendant for
what she is: the caregiver when the family has given all the
care it can, and the person who helps the family to continue
tco care. To paraphrase Frank Caro, a primary purpose of
community care is to decrease the unreasonable burdens placed

on the caregiving family.1l9

Long term care ought to support the involvement of
families through the provision of trained and well paid home
care workers. Home care should be seen as a united effort
wherein families and formal providers help older people to
remain as they wish and in their own homes. Long term care
translates into what society will provide to allow families
to offer emotional and concrete supports that are within
their means without becoming i1l and overwhelmed themselves.
Long term care should be understood as support not only for
old people but tangible concrete chore services which will
permit families of older people to continue on in their own

lives, in their jobs and with their own children.

19 caro, F. "Measuring Attainment,® 7.
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Nursing homes become an option only when a person
can no longer be cared for in the community. Shanas?® has
established that eighty percent of all care to the elderly is
rendered by families. Home care needs to be understood, as
Caro has said, "as a support to family - to aveoid unnecessary
burden."?l wWe need to conceptualize in home care to the
elderly as a partnership between the formal and informal
caregivers, between home care workers and family, including

the home care client into the equation.

[ONG TERM CARE POLICY

Every social indicator points to the need for
further exploration of the social and economic aspects of
long term care. This was documented in Chapter II which
presented a demographic, ecconomic, cultural and familial
compilation of contemporary social gerontological facts and

findings.

Two indisputable facts emerged from the litera-
ture: first, the ever increasing need for long term care:
secondly, a projected increase of 64% among the aged 75 and
over, by 1995. All demographic forecasts anticipate that the

population of those in need of long term care will expand in

20 shanas, E., "The Family as a Social Support
System in Old Age," The Gerontologist 23

(1983): 169-174.

21 caroc, "Measuring Attainment." 1Ibid.
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absolute and proportionate numbers well into the next centu-
ry. The second most significant fact is the psycho-social
and economic pressures that are experienced by families. It
should be noted that in any discussion of long term care
policy consideration must be given to the central role of the
family and the negative impact that providing long term

caregiving can have on the providers.

CONOMIC COSTS ONSEQU S

After focusing on the history of the development of
federal long term care policy and describing the program
structure of Medicare and Medicaid in chapter two, some
economic and social facts need to be undersecored: nursing
home care is generally three times as expensive as in-home
care. While the traditional formulation of the home care
option has been to compare its cost efficiency to nursing
home costs another means of comparison is costs of home care
to its cost saving aspects vis-a-vis acute care hospitaliza-

tion.

The findings indicate that in-home care saves money
on acute care hospitalization. Brill and Horowitz22 found
that the average stay of those who receive home care is

significantly less than for a control group. They found that

22 PBrill, R. & Horowitz, A. "The New York City
Home Care Prcject: A Demonstration in Coor-
dination of Health and Social Service." Home
Health Care Quarterly 3, no. 4 (1983): 106.
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the average hospital stay for home care program recipients
was 17.3 days per year compared to 23.4 days for those with-
out hore care services. The six day savings multiplied by
the many people who could benefit from in-home care suggests
an enormous economic benefit in reducing acute care hospital

cosats.

Supporting Brill's finding is the work of Kramer,
et. al.23 They found that while Medicare nursing home and
home health patients have relatively similar long term care
prroblems in terms of cost effectiveness, home health care may
provide a substitute for acute care hospital use at the end
of a hospital stay. Home care, they suggest, may be a more
viable option in the cars of patients who are not severely

disabled and do not have profound functional problens.

The overwhelming amount of Medicaid funded long
term care is paying for the five percent of the aged in
nursing home care. The economic facts of the fiscal benefits
of home care are clear. The United Hospital study of 198424
comparing the costs of publicly financed long term care

revealed that $1.4 billion dollars was spent on the 36,072

23 Kramer, A., Shaughnessy, P., Pettigrew, M.,
“"Cost Effectiveness Implications Based on a
Conmparison of Nursing Home and Home Health

Case Mix." Health Service Research 2, no.
34. (1985): 3I87-405,

24 yUnited Hospital Fund Study, Ibid.
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patients in nursing homes compared with the $500 million
spent for the care of 59,554 home care patients. "The cost
of extensive home care is estimated to be one third that of
nursing homes, which averages $40,000 a year in New York
city.25 However, the costs clearly vary depending on the
clients' needs, which in some cases can exceed nursing home

costs.

Nationally, home care services, "a $7 billion
dollar a year industry is expected to expand to $18 bkillion
by 1991."2€6 The New York Times noted?’ *...last year New
York spent almost $2.1 billion on home health care, or rough-
ly BO percent of all the Medicaid dollars in the country
devoted to such care." Steele?® found that while costs for
those over 65 are many times the per capita costs of younger
Health Maintenance Organization enrollees, these costs may be
significantly less than the costs of institutional care.
However, while on an individual basis home care is a far less

expensive alternative to nursing homes care, given that more

25 New York Times, "New York Shifts Care of the
Elderly to Their Homes." May 4, 1987 p. 1
(A)

26 1piq.

27 New York Times, "New York Medicaid: Costs
Surge, But Care For Poor Still Lags," April
14, 1991, p. 24 (A)

28 gteele, K., et. al. "An Analysis of Type and
Costs of Health Care Services Provided to an
Elderly Inner-Ccity Population," Med Care,
20, no. 11 (November 1982): 1090-1100.
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and more people will need home care, the absolute rather than
proportional costs may in fact prove quite costly. The
economic argument in favor of home care canneot be seen as the
most pivotal aspect of the peolicy debate. The argument in
support of in-home care is based ©on humane values that have
been the trend for the last twenty-five years. Furthermore,
in home care is a more appropriate level of care for most old

people who neither want nor need institutionalization,.

S0C S ) 9]

Deinstitutionalization has been the national policy
of choice since the mid 1960's. It is based on social and
economic consliderations as well as on ideoclogical assump-
tions. The community care of the retarded, the mentally ill,
foster children, therapeutic communities and the elderly
provide ample evidence that in addition to perceived economic
benefits to society, there is an underlying ideology that
values the provision of service in the community. The home
rather than the institution becomes the site for service
delivery. While there have been some negative social conse-
guences to deinstitutionalization of the mentally 111, home
care remains an area where there generally is agreement
between client, family and policy. While the challenge to
national policy makers is to provide cost effective and
comprehensjive health care to the elderly, we must also recog-

nize the social costs and consequences to the elderly
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themselves. McAuley,29 et. al., found that for both rural
and urban respondents the most freguently selected long term
care options were those which allowed the individual to

receive assistance at home.

It is a well known psycho-social fact that the more
people can exercise options the more they feel a sense of
mastery and power over their environment. The increased
provision of the preferred home care option as an alternative
to institutions care can only result in psychological bene-
fits for older people. Preliminary reports indicate that in
addition to being the service of choice of older people, home
care may also aid in more rapid recovery. Currie, et.al.30
found that 28 of 37 patients made satisfactory functional
recoveries at home. Their preliminary evidence suggests that
in patients with comparable illness recovery of function in
terms of Activities of Daily Living is more rapid at home
than in hospital when provided with augmented home care

services.

29 McAuley, W., Blieszner, R. "A Comparison of
Rural and Urban Elderly's Expressed Prefer-
ences for Long Term Care Arrangements."
Rural Socjological Conference. Virginia
Polytechnic Institute Gerontology Center.,
1985.

30 currie, C.T., et. al. "A Scheme of Augmented
Home Care for Acutely and Sub-Acutely Ill
Elderly Patients: Report on Pilot Study."
Aging 9, no. 3 (August 1980): 173-178.
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Long term care policy in the United States is that
policy which will determine the options available to our
older frail citizens. wWhen we talk of long term care we speak
not so much of an abstract policy than we aspeak of how we
provide for one of our most vulnerable populations, people
who are old and frail and sick and who are often members of

our families.

It is important to recognize that the domain of in-
home care is not exclusively an issue of the aged. While
currently the vast majority of home care clients are elderly,
those eligible for publicly funded in-home care include
functionally disabled children and adults, some of whom are
crack addicted children and people with Auto Immune Deficien-

cies.

MEDICARE

Policy and provision differ depending on which of
the two federal options is being considered. Medicare, the
universal health coverage toc the aged, blind and disabled, is
an acute care coverage. Somers and Somers3l show that the
primary intent and function of Medicare legislatjion was to
offset the costs of in-hospital stays. While it serves this
purpose, other than limited outpatient coverage, Medicare was

net intended (nor should it be construed) as a reliable and

31 gomers and Somers, Ibid.
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ongoing source of long term care. The home care provision of
Medicare is arn acute care benefit that covers only those
conditions from which one can recuperate.

The fact is that the majority of illnesses that
older people have are chronic conditions, requiring ongoing
and consistent care. While Medicare serves an important
function, not the least of which is helping to keep hospi-
tals solvent, in fact Medicare is not insurance for long term
illnesses requiring ongoing nursing or in-home care. It is
short term, acute care for conditions from which one can
recuperate either at home or in brief nursing home stays.
Therefore, when we talk about the provision of publicly
funded long term care we are truly talking exclusively about

Medicaid's provision in some states.

MEDICAID

Medicaid, title XIX of the Social Security Act, is
categorical, need-based social health insurance. Eligibility
for Medicaid is synonymous with pauperism insofar as the
income eligibility levels are so remarkably low that only
those with the most meager incomes well below the poverty
line, and who have very limited assets are eligible. Those
elderly who have historically been poor are likely to quali-
fy, provided that they are willing and able to apply and/or
assisted with an application process which builds in barriers

and disincentives,.
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The middle class and the rich can qualify for

Medicaid under two conditions: they must transfer their
assets two years prior to application, or they can "spend
down", using their monies for their medical and other needs
until they have divested themselves to the point of impover-
ishment. Given that the average cost of nursing home care is
currently estimated to be $40,000 a year, older people must
choose to dissipate all that they have gained by their labor
and careful living in order to pay for their care. They are
deprived of passing on the economic legacy that has been a

customary middle class practice.

In any event, Medicaid funded long term care trans-
lates into two options: institutionalization or in-home
care. While nursing homes serve a useful medical function,
they are just that; places in which ocld people receive the
care of nurses, aides, physicians, social workers and other
therapeutic disciplines, because they are medically unable to
attend to their own needs. They are very sick and very old.
The average age of the nursing home resident is 87 years. As
the population has grayed it has become more difficult to
qualify for admission into nursing homes. Note the relative-
ly recent emergence of the Review Utilization of Geriatric
Services (RUGS) which serves to closely screen eligibility

for nursing home admission.
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The broadest long term care option, and the one
empirically documented tc be preferred by the old, their
families and society, is the community based opticn, Medic-
aid funded in-home care. Certainly home care programs are
not without their problems, not the least of which is the
lack of training and supervision of the workers, however,
given the current public policy options it is the most viable
long term care option in New York State. It is safe to
predict that barring any new federal policy initiatives,
Medicaid funded in-home care will become the wave of the
future; more and more states will adopt the home care as the
only feasible alternative for attending to the social health

care needs of the frail elderly.

In New York Ciuvy, the service delivery mechanism
for the provision of Medicaid funded home care consists of
the home attendant vendor programs which are subcontracted by
the City. As was discussed in Chapter 1II, these are small,
usually single purpose agencies. They are dependent on the
city for funding and committed to the coordination of home

care clientse with home care workers.

UNJONIZATION

It is clear that the unionization of this growing
cohort of workers has been pivotal in providing them with a
power base and source of advocacy. Without the union as an

organizing institution, these women would be individual
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workers, without a voice, without protection, without a
source for grievances or labor negotiations. It is also
likely that without the union this study could not have been
conducted. The HA's represent the newest and single largest
cochort of the union. It is in the interests of Local 1199
leadership to show the benefits of that leadership to its

membership.

“"As a result of a major combined union-agency
organizing and public relations campaign home attendants in
the New York City Human Rescurces Administration Home Care
Services Program won a significant increase in wages and

benefits in 1987."32

It was anticipated that the Member Assistance

Pregram for Local 1199 Home Attendants, developed soon after
Dr. Donovan's study was completed, would continue to be a
helpful and necessary resource for Home Attendants. Not only
has the program continued but it remains supported by the
union through the continuation of stipends for two Hunter
College School of Social work interns, retention of Carol
Rotman as its social work director and increased utilization.
While it was assumed that the women in the sample would be
more likely to use the services of the MAP as a consequence

of the researcher's encouragement and information preovided

32 gurpin, R. & Grumm, Ibid.
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during the data collection, statistics on utilization for the

sample are unchtainable.

RECOMMENDATIONS

The recommendations to be advanced are based on
Lewis'33 conceptualization of principles of practice. Lewis
defines principles of practice as being guided by two ele-
ments that comprise ethical imperatives: oughts and shoulds
plus knowledge. In order for the findings presented in
chapter IV to have importance beyond the immediate informa-
tion it provided, it is necessary to make recommendations
that will impact practice and policy. The recommendations to
follow, while grounded in the findings, go beyond the find-
ings by expanding comments into all levels of long term in
home care. These recommendations are grounded in values that
represent the basic justification of our profession: posi-
tive change to allow more citizens to live healthier and more
fulfilled lives. In social work our beliefs must be impas-
sioned with the conviction that our work has positive, hu-
mane, just, and moral impact; it advances the goals of a

civilized society by maximizing alternatives.

Efforts should be made to offer part time workers
full time work. Since 64 percent of the part time workers

want and need more income and since part time workers are

33 1ewis, H. The Intellectual Base of Social
Work Practlce. Ibid.
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excluded from any health benefits as a condition of their
employment, efforts should be made to expand part time jobs
into full time jobs. Rather than expand the staff with part
time workers, attempts ought to be made to create additional
full time positions. This requires that the personnel spe-
clalists, those first line managers who hire workers and
coordinate assignments, keep a careful registry of workers,
giving special emphasis to the quality of worker performance.
Systematic evaluation of worker performance builds in a much
needed reward system for the part time workers wheo want to

become full time employees.

The needs of individual workers ought to be consid-
ered vis-a-vis geographical location. The regression analy-
sis showed that there was a significant relationship between
commuting out of borough and the prevalence of stress related
illness. Perhaps, through the Home Care Council, the federa-
tion of vendor agencies, out of borough workere would be
referred to vendor agencies in their home borough as openings
arise. In addition to the possibility of lessening the
incidence of SRI's another beneficial offshoot of the mutual
referral network would be a greater cohesion among inter-

agency personnel.

The union ought to evaluate the member assistance

program, now in its fifth year, to see the nature of the
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workers' needs, to see if there is a pattern to the particu-
lar kinds of help they seek. Such an evaluation would help
in determining if systemic problems within the workplace can

be addressed.

Given that half of these women are high school
graduates, the union ought to exert political influence in
order to create a means of supporting educational opportuni-
ties. The goal of converting dead end jobs into entry level
Jjobs becomes a reality when home care workers can advance to
Licensed Practical Nurses, respiratory, intravenous and
recreational therapists, etc. However, like physician's
assistants, the position itself cught to be given more digni-
ty. Opportunity ought to exist for advancement within the
status ©of home care worker. It is reasonable that some link
be created between public community colleges and community
centers. In the way in which Hunter College School of Social
Work - the only public school of social work in new York City
- has created cooperative educational programs for employees
of the City's Human Resources Administration, so, too, the
creation of educational opportunities between Local 1199 and
community colleges offering health career curricula is an
avenue for exploration. The cooperative efforts of Hunter
College School of Social Work, Local 1199, The Home Care
Council and officials of the City's Home Care Services Pro-
gram might develop a creative solution to the building in of

career ladders for home care workers.
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For the fifty percent of the women without high

school diplomas the union's MAP could explere local high
school offering general education diplomas (GED's) and/or

consider union sponsorship of GED programs.

The literature review on the definition of the home
care worker presented two points of view. One school of
thought argued for seeing home care workers as primarily
chore service providers. Another school of thought recom-
mends professionalization of the occupation. It ought to
recognize that while some regard this group as glorified
servants, in fact they are the fulfillment of a medically
prescribed service. What is most outstanding about the
results of the eccnomic analysis is the extent to which the
incomes of these women are in or near poverty level. While
it is likely that increased training and supervision will
allow for a greater professionalization of the workforce as
well as make it more likely for home care workers to be able
to earn a living wage, it is possible that greater require-
ments may displace some workers. Even if some workers are
unable to meet more rigorous criteria, it is still worthwhile
and the only responsible positien one can take. The current
mandate of six hours of training annually limits the
opportunity to learn. It serves, somehow, to justify

inadequate pay.
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If we are committed to the provision of guality

care we must recognize a number of gerontological facts
related to home care. The client group served by home care
workers is a demanding cohort. Their general characteristics
are such that even highly trained and credentialed profes-
sionals must call upon sophisticated diagnostic, theoretical
and technical skills in order toc help these old people. They
are sonmetimes depressed and/or organically compromised,
sometimes paranoid, often physically ill, and functionally
disabled. Compounding all of the foregoing, they often live
alone and in poverty. It is unreasonable to expect that we
insure quality service delivery when we deprive workers of
training in the physical, emotional, social and cultural

realities of the aged clients whom they serve.

To assure maximum effectiveness, it is important
that the lines of communication be open between home care
worker, personnel specialist, nurse and outside workers
involved in case management. Case review conferences should
be implemented, to monitor and assess the changing needs of
clients. This recommendation is confirmed by the literature
review which found that the ability to have input into cases
was critical to the psychic rewards of direct care workers.
Case reviews serve the function of quality assurance and

enhanced worker morale.
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This recommendation has precedents in the foster
care system, in which foster parents, seen as an arm of the
agency, have regular and ongoing meetings with foster care

workers and supervisors.

On a broader scale, the home care worker ought to
have parity with her counterpart in institutions, hospitals
and nursing homes. While historically there has been a
salary differential between community-based workers and those
employed in health care institutions, this lack of equity is
not grounded in the demands of the job. Primary care of
people has always been devalued and home health workers
suffer from that prejudice. Parity between direct care home
care workers and nurses alides would allow for the much needed
raise in wages and benefits. It should be noted that about
90 percent of personnel providing direct care in nuresing

homes are untrained.34

Along these lines, there is an infinite variety of
ways of helping home care work become entry level rather than
dead end jobs. It is possible to have, for instance, as two
year period of community work as a prerequisite for a job as
a nursing assistant. Tangible rewards are then built into

consistent and quality service delivery. 1In the way in which

34 Minkler, N. "Health Promotion in Long Term
Care: A Contradiction in Terms."

Health
Educatjon Quarterly 2, no. 1 (Spring 1984):
77-89.
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most schools of social work require demonstration of direct
experience in the field as one criteria for admission into
graduate training, so, tco, the more well paid and secure,
less isclated in-hospital job could be made the next step on
the health care career ladder for home care workers. Local
1199 represents community agencies as well as voluntary
hospitals and nursing homes. It is reasonable for the union,
in its representation of home care workers, to advance the
proposal that as institutionally based jobs become available
those jobs are offered to home attendants as a reward for a

job well done.

In the best of all possible worlds, genuine parity
would allow not only for equal pay whether in the community
or in the hospital, but for a career flexibility wherein
instituticnal weorkers could opt to transfer into community
home care and vice versa. The author has met numerous regis-
tered nurses who have left the hospital setting for

community~based home care work.

The need for affordable day care is without doubt a
national concern and, not surprisingly, one shared by the
women who pay for day care while they do day work! Many
corporations in the private sector, realizing the benefits of
maintaining a stable workforce, have developed on-site day

care centers as a benefit for their employees. Vendor agen-
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cies with settlement house affiliations and/or vendor agen-
cies which are a part of their communities ought to consider
expanding their programs to include day care programs which
would have openings for the children of the home care work-
ers. Vendor agencies ought to explore existing day care
resources and/or create programs for the children of their

employees.

Health care benefit packages ought tc be expanded
to include family coverage. The investment in accepting
additional costs in the short run will likely avert greater

economic, labor and health ceosts in the future.

ONCIU

In the way in which home care workers are but one
segment of the working poor women of America, the elderly are
but one segment of society for whom home care is a necessity
For the parents of functionally disabled children - those
with severe palsy, muscular dystrophy, cystic fibrosis,
schizophrenia, severe birth defects and retardation - the
parents'! decision to maintain the child in the home is one
heavily dependent on constant caregiving. The psycho-social
and economic burdens associated with the decision to maintain
a family member are quite real, whether they be young, old,
disabled, and/or outside of institutiona. If we are to

support the will of the people to maintain their families, we
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must, as a scclety, support and expand our commitment to

community based programs and services.

By definition and by design, nureing homes are the
port of last resort. It is beyond the scope of this paper to
describe and analyze the many limitations of institutional
care. Suffice it to say that it is with the greatest reluc-
tance that families of all cultures seek institutionalization
for their loved ones. As a society we ought to provide
adeguate and accessible formal options to citizens in their
attempts to avoid the more costly, less preferred, often less

therapeutic alternatives.

The in-home care option of services is the direc-
tion of future provision of psycho-social health care. The
quality of that care deserves to be assured so that people
are freed from the additional and unfortunate stresses asso-
ciated with the adult obligation of caring for our loved
ones. Investing in the training, supervision, career path
and career ladder, and wage and health benefits to home care
workers is an important investment in the quality of life for

families.
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EPILOGUE

While the conceptualization for this study was
completed in 1983, the process of implementation and data
collection (described in chapter three) occurred in 1987. 1In
the ensuing five years several significant studies, events
and policy suggestions have emerged. This epilogue will
review the significant recent publications in order to update
the state of the knowledge, with an eye toward the year

2,000.

It is a joy that this new material has been pro-
duced since one of the overall goals of "Friends of the
Family" was to focus greater attention on the growing arena

of community-based, publicly funded long term care.

The Pepper Commission,l a bi-partisan federal
initiative, which will be reviewed in this text, attests to a
growing national awareness; home care is by no means a local
policy issue. Rather, it is the need for the federal govern-
ment to plan policy on behalf of elderly and disabled citi-
zens and their families which will ensure adeguate in-home

services and protection from pauperization. It is an item

United States Congress, Senate Committee on
Labor and Human Resources. A Call For Action:
Pepper Commission Recommendation on Universal
Health Care. 101st Congress, 2nd Session.
1990, S. Hrg., 101-859.
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that will assume greater priority on the national agency for
years to come.

Lixewise, Donovan's 19912 follow-up study,
cantor,2 Quinlan,4 Surpin,3 and Feldman's® work all
add to clarifying the direction for the personnel who staff

existing programs.

The Pepper Commission found that "between 9 million
and 11 million Americans of all ages are chronically dis-
abled, dependent on others for help in basic tasks of daily
living that we call 'long term care'".’” The cost to the
nation was $53 billion in 1988. However, "only 18 percent of

these expenditures went to home care--despite the fact that

Donovan, R., and Rotman, C., "The Health and
Social Needs of Home Care Workers." March,
1991. TMs.

Canter, M., ess and Strajin Amon ome Care

workers of the Frail Elderly. Brookdale Re-
search Institute on Aging. Third Age Center,

Fordham University, June 1990.

Quinlan, A., "Chronic Care Workers: Crisis
Among Paid Caregivers of the Elderly." OClder
Women's League & American Federation of State,
County and Municipal Employees, AFL-CIO. 1988,

Surpin, R. and Grumm, F., Ibid.

Feldman, P.H., Who Cares for Them? Workers in
the Home Care Industry. Westport, CT:

Greenwood Press, 1990.

Pepper, Ibid., 10.
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four out of five disabled and almost three out of five
severely disabled live at home." 8

One suggested strategy for coping with the antici-
pated 14 million elderly who will need help by the year 2030
is "the development of a comprehensive public insurance

program for all long term care services."9

While Cantor recommends "some mechanism at funding
home care for the vast majority of older and disabled persons
that does not pauperize them...",10 the Pepper Commission
goes a step further. "The Commission believes that federal
social insurance for home and community based care is essen-
tial to ensure the development of an adequate and efficient
delivery system for these services and that priority in the
use of public resources should go to disabled pecople at home
or able to come home after short nursing home

stays...regardless of income."ll

If the proposed program were in place in 1990, 4.4
million people would be served costing the federal government

$42.2 billion, $24 billion of which would be for care at

10

11

Ibid. 11.
Ibid., 14.
Cantor, Ibid., S8.

Pepper, Ibid., 16.
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home. Yet, "the nation would have a system to which everyone

in need could turn for help."12

In 1991 Donovanl3 did a follow-up study of her
initjial demographic profile of Local 1199 home care workers.
While most of the demographics of her New York City sample
remain consistent with her initial study and similar to this
and Cantor's study, her 1991 study showed some findings worth

reviewing.

There has been a 10 percent increase in the employ-
ment of foreign born workers. Given that there has been an
increase in the need for service and the history of home care
workers as primarily immigrant and minority women, this

finding is not surprising.

The economic profile of the workers has, however,
changed in the last five years. The median family income has
risen from $8,000 annually in 1986 to $12,000 in 1991. Wwhile
the cost of living and inflation have not been accounted for,
clearly the contract negotiated by the union in 1988 is an
unguestionable factor in the 33% increase in median salary.

While these gains by the workers are noteworthy, it is impor-

12

13

Ibid., 18.

Donovan, R. & Rotman, Ibid.
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tant to recognize that a median annual salary of $12,000 for

working mothers with children remains unacceptably low.

However, despite the rise in annual family income a
comparison of Donovan's 1986 and 1991 findings along the
dimension of severe economic hardships shows a consistency of
hardship vis-a-vis affordability and adeguacy of food, furni-

ture, money, medical care and clothing.

There has been a 22% growth in the numbers of
workers who are now covered by Local 1199 health insurance.
This positive growth represents yet another direct benefit of
the union contract. Yet the majority of workers incur out of
pocket medical expenses they can ill afford. The number of
wonen having trouble getting medical care has fortunately
decreased from 61 percent to 36 percent. It is possible that
the expanded and enhanced health benefits package, along with
the uniocn based Member Assistance Program, is responsible for

this improved access to health care.

Medically, the incidence of hypertension and vision
problems remain consistent over the years: 33-34 percent and
35 and 34 percent, respectively. The incidence of all other
reported health problems has however declined: in 1986 foot
problems were reported by 23 percent of the respondents as
compared to 13 percent in 1991; asthma/allergies have de-

clined from 33 percent to 18 percent; arthritis, from 22
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percent to 18 percent; headaches are almost half as often
reported (25 to 13 percent). While it is difficult to ac-
count for these changes other than through greater usage of

insured medical services, clearly they are encouraging.

In the general arena of social problems experi-
enced, results are worth noting. There has been a decline in
reported health problens, from 29 percent to 16 percent, yet
legal problems have more than doubled (12 to 25 percent).

The need for child care has more than doubled (10-20 percent)
and workers reported a dramatic rise in marital problems,
from eight percent in 1986 to two percent in Donovan's more
recent study. Housing problems remain the most frequently
encountered, up from 44 percent to 60 percent. Given the
housing shortage in New York City, it is not surprising that

poer women with families experience this need.

Donovan's 1986 and 199114 studies found surprising
stability in the work force. This is further confirmed by

Cantor's and Unterbach's findings.

Job satisfaction has remained relatively unchanged
in the last few years, however, fewer workers are very satis-

fied in 1991 (26 percent) as compared to 35 percent in 1986.

Donovan & Rotman. Ibid.
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One additional area of inquiry, hazardous working

conditions, was explored in Donovan's more recent study. A
full 72 percent of the home care workers studied reported an
average of three to four hazardous working ceonditions. The
two most common are unsafe/crime ridden neighborhoods (62

percent), drug infested buildings (55 percent). If workers
are finding hazardous working conditions, it is a painful

reality that the elderly and disabled for whom these workers
work are living in these conditions! Forty~four percent

reported incidents of home care worker abuse; some reported

sexual harassment.

Cantorl5 studied the nature of the job related
stress and strain experienced by home attendants and home
health aides. While collecting data on demographics and work
history, her focus was the degree of job related strain and
job satisfaction. Given the conditions of employment known
about the home care job, in addition to projects for its
expansion, Cantor's study was a necessary and logical exten-

gsion to the state of the knowledge.

Using a stratified random sample, Cantor studied
seven home care agencies, including all the boroughs but
Staten Island. Face to face interviews with 306 home atten-
dants and 181 home health aides were conducted. Some of

those findings are worth presenting.

15

Cantor, M. 1Ibid.
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It is an ¢l1d administrative axiom that all jobs
have costs and rewards. Maintaining a balance between the
two results in the worker's contribution. One "recurring
theme throughout Cantor's study was the significant worker
attachment to these (client) relationships and to their
‘family' role in enhancing the work situation, and, most
importantly, the lives of the clients they serve."® Home
care workers recognize the *"tremendous importance of the
socialization and emotional support they provide,"17 which

serves as an important psychic reward.

On the cost side of the eguation, the highest area
of job strain was, predictably, financial. As Cantor states,
*the highest rate of financial strain in the case of home
care workers is not surprising given the reality of the
financial situation of so many of the low income home care
workers studied."l8 This finding is evidence of the economic
situation found by Unterbach. 1If this work force is to be
retained ard expanded some adequate floor of wages and bene-

fits is essential.

16

17

18

Ibid., 16.
Ibia., 24.

Ibid., 35.



213
Likewise, the "overwhelming perception of the
workers that the homecare job leads nowhere and offers no
opportunity”l® is another job related stress. Feldman
states that "besides pay and benefits, other sources of
dissatisfaction were the weekly work schedule, lack of oppor-
tunity for advancement, inadequate training and loneliness on

the job."20

This "dead end" job must be reconceptualized as an
entry level job. Since virtually everyone in Cantor's study
said that pay and fringe benefits were inadequate, and that
they saw no chance for promotion - a career ladder - remains
an unequivocal fact. A career ladder specifying differential
tasks, training skills, and pay differentials commensurate
with increased responsibilities "could go a long way toward
rationalizing the industry, providing workers with a real
stake in home care and clients with improved service.Z21
Cantor supports Unterbach's recommendation of an expanded
career ladder through the use of "community colleges,

...university-based schools of public health and social work,

as well as gerontological centers..."22 To this end,
19  rpig., 41.
20 Feldman, Ibid.
21 cantor, Ibid., 20.
22

Irid., 52.
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"gstates and localities could approve acroes the board in-
creases in publicly funded home care programs to make wage
and benefit packages competitive with those in nursing homes

and hospitals."23

While the samples for Donovan's, Cantor's and
Unterbach's studies were drawn from one New York City cohort
of home attendants, the findings do not appear to be local.
On a national level, a "1987 survey of home health agencies
in five metropolitan areas (Boston, Milwaukee, New York City,
San Diego and Syracuse) generated the same general profile:
"95 percent female; average age, 45; 57 percent single and 60
percent primary providers, disproportionately Black...and
Hispanic; average schooling, 11.7 years; averace wages, $4.41
per hour. Over 75 percent earned less than $10,000 annually;

few had employer provided health insurance."24

More opportunities to interact with other workers
in group meetings as well as more "face to face contact with
supervisors could help minimize the sense of isoclation"25 as
well as enhance their sense of self as part of the social

health team.

23

24

25

Feldman, 206.
Quinlan, Ibid., 16.

Ibid., 40.
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Year 'round salaried employment "would appear
warranted both for the welfare of the workere and the

stability of the industry."26

Like the Unterbach study, Cantor's study was com-
pleted prior "to the institution of the 1988 union contract.
That contract provided somewhat higher hourly rates and
better health coverage."2? wWhile "over 80 percent of the
respondents”" agreed that the union representatives were
available when needed, interested in the workers' well being,
kept the workers informed about occurrences, and cffered
workers help when needed, with perscnal problems"28 Feldman
offers an interesting perspective on the union's position.
She states that "while the unions are the contract negotia-
tors, "the City and State...determine the final outcome of
negotiations by establishing the reimbursement rate to
agencies."29 In essence, while the union has played a very
significant and beneficial role in the lives of these work-
ers, its role must be viewed within the superimposed limits

of existing governmental constraint.

26

27

28

29

Ibid., 47.
Cantor, Ibid., 26.
Cantor, Ibid., 33.

Feldman, Ibid., 105.
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The New York City Home Care Working Group, a coali-
tion of vendor executives, representatives of the City's
Human Rescurces Administration, Local 1199 of the Drug,
Hospital and Health Care Employees Union, and sccial work
academicians echc the findings of the heretofore mentioned
studies. "Paraprofessionals require adeguate income and
benefits, job stability, decent working conditions and
opportunity for advancement."30 The degree of agreement
between the various representatives of institutions cannot be
ignored. Rarely is there such concordance on policy propos-

als among diverse groups.

Likewise the need for parity with other health care
providers is "a major recommendation of the New York State
Labor-Health Industry Task Force on Health Personnel, a group

established by the New York State Department of Health.%3l

Surpin and Grumm conducted group interviews with
home care clients and home care workers. Like Cantor, they
found that one of the rewards of the job for the homecare
worker is the provision of important services. Additionally,
"adegquate wages, good benefits, job stability, adequate

training, compatible clients and families, safe and clean

30

31

Surpin & Grumm, Ibid., vi.

Ibid., x.
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working conditions, recognition and respect from their cli-
ents and agency, communication and support from the agency
and opportunity for upgrading"32 are the general require-

ments for all health care workers.

Greater parity with other health care workers is
more likely to be obtained through “a new uniform home care
paraprofessional title."33 The Home Care Aide is the generic
working title "that would incorporate the current titles of
home attendant, personal care aide, home health aide and
homemaker."34 A uniform Home Care Aide title would dramati-
cally oversimplify a very confusing system...at the same time
it would increase the entry level training for most

paraprofessionals in the field."35

The future is clear. "By the year 2000 the number
of Home Health Aide jobs will increase by 80 percent, primar-
ily because of the growing elderly population and the contin-
uing trend to provide medical care cutside the hospital

setting."36

32

33

34

35

36

Ibid., 28.
Ibid., 4l.
Ibid., 41.
Ibid., 44.

Ibid., 7.
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The jury has returned. The evidence is conclusive.

The nation must plan for the demographic changes which will

come with the new century.

We must plan to guarantee all citizens who become

aged, infirm, and/or disabled affordable and adequate in-home

services., The Pepper Report is a hopeful
Donovan, Cantor, Surpin, Feldman, Quinlan
provided the evidence. We must recognize
gained from these studies and bring it to

the public and our government.

Summa ecommenda ns:

- Year ‘'round salaried employment

- Expanded career ladder

beginning.

and Unterbach have

the

the

knowledge

attention of

- Access to community colleges, schools of public health

and social work.

- Continuation of the Member Assistance Program.

- Adequate income and benefits

- Decent working conditions

- Parity with other health care providers

- Generic home care title

- More face to face individual and group supervision.
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_Welfare vs. work
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AFI'ENDIX B
LOCAL ligg

Drug Mospater gng
Heolih Care Empio,ees
Uruon RWODSU- AFL CHD

30w £):0 Suee
MNew Yoin H T 10038
1212y 587 1800

P -

March 9, 1967

pPear Agency Execulyve

I am writing to you 2t this time to request your cooperation in
allowing Uve Unterhbach to administer her health and work questionaire
to some of your home attendant staff.

Mre o Untertach has warked alons with 11949 far over 3 years now and
wat helpful oan the establishment of the Social Service Frogram that
wis developed,

W Trust trest the results of bher survey will be helptull an our
shared goal of rmproved medical benefits.

Sap ban pus full enacorserant gn her effarts and we hope that you  wili
permit her some of yeur In-serygce Lire,

Thank you an adverce for your kynd cooperation,

Very truly yours,

//u,4 »fj{/l;;’(,{z(,f

ATGA GARCIA, VICE PRESIDEMT

Koo
.
Geoganng lobrs v Presicent VICE PRERIFETS
Fotwordd b0y et 3y Tieasuren Mo 1 oty ¢ Angeia Linyie ¢ Al (o g
Knene Abelson Breculve Vice Pres e fregen: k il ¢ Sylao Gront Gunerrer = fustole Jove®
A2 shal Goarews Brecutive Vice Prevaen) o Rayhelg « Callon Yeorwoon

Fetty Hugteey Executoe Vice Preadenst
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HOME CARE SERVICES FORINDEPENDENT LIVING, INC

L T R L N LT R e B T O P STE A 710 N o BT

TI5Y FLATBLUSH AVENIT RUADICIKL YA NEW YOIRK 11250

718 242 (oC

Apral 3, 1987

Dear Colleague:

I have known Dee Unterbeck for the past three years in her
professional capacity as a staf! member ol the Srookcale Center
for the Aging.

She has always been interested 1n Home Care and 1§ presently
studying for her hocteorate.

As part of her dissertation, she 15 asking our help in asking
Kore Attendants eo fill out a brief survey about thelr needs.

¢ auemy will participate 1n this stude and I urge you to consider
doiny Su also.,

Yours truly,

4 f

hiien Rosern,
13 Director

Aoman fedl e Ay AR s R T LTS IR VLD RTF RPN TI LT ST BRI |
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May 20, 19@87

M=. Adeenha Besdin

The Caring Neighbor, Inc.
331 East 70th Street

New York, H.Y. 10021

Dear M=s. Besdin:

As you may have learned from Allen Rosen, Hunter College School of
Sccial Weork recently completed a research survey to assess the
health and social needs of Home Care Workers. One result of this
study was the establishment of the first personal service program
for Home Care Workers. This program, based at 1199, is the first
cf its kind. Hopefully, it will provide some relief to your
Fersonnel Specialists, who may now refer Home Care Workers there
who appear to be having problems that affect their work.

At this time I am conducting a follow-up study, focusing on the
medical conditions and health benefits that Home Care Workers
have. Cur hope is that this survey will be a source of additional
information for the Home Care Council, as well as add to the
knowledye cn the needs of the Home Care Workers.

I have written to request permission to administer a 15 minute
confidential guestjionnaire to merbers of your staff either before
or after a regularly scheduled in-service training session. Your
agency was selected by random as were 11 other member agencies of
the Council, to assure that findings would reflect needs in
general .

Inclosed please find a letter of endorsement from Aidas Garcia,
Vice President of the Home Care Division of Local 1199, and from
Allen Fosen of the Home Care Council.

Sincerely,

(Ms.) Dee Unterbach
Hunter College
School ©f Sccial Work

encl.
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APPENDIX E

CONFIDENTIAL QUESTIONNAIRE
EURVEY OF THE HEALTH CARE WEEDS OF HOME CARE WORKERS
Marital Status:
1. Married
2. Sasparated or Divorced
3. Eingle-Never Married
4. Widowed
How old are you?
De you have children?

1. Yes
2. Ho

If yes: How ¢1d are your children. (List ages c! each
chlld)

If you have a child(ren} under 6 years old, who care for
your child while you work?

1. Day cares center

2. Relative

3. Friend

4. Neighbeor

5. Other, pleass Bpeci?y

. About how much do you pay for child care esch month?
What is your monthly rent?
What country ware you born in?
¥hat borough do you work in?

1 Brooklyn

2. Queans

3. Manhattan

4. Bronx

s statean IsTand
what berough do you live in?
1. Brooklyn

2. Queans

3 Manhattan

4. Bronx

5. Gtaten Island

223
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guestiovrralre,

fill cut thas cornfigerntiai

Haice wyour harnds 1f you have Arny Quest 10ns.

Thark yonu

Faetl | w.



L.

pid you compplete high school?

1. Yea
2. No

How many months or years heve you worked ss & home care
worker?

Do yeou currently work full timpe?

1. Yen
2. Ho

If you work part-time, about how many hours per week?-
Would you prefer to work full time?
1. Yes

2. Ho
3. Unsure

Are you the only wage earner of your household?

1. Yes
2. No

How mucg:gg{you take home every 2 weeks?

Counting the money that everyone in your household brings
horme, how much money coces into your househeold svery two
weeks.

Now, we would like to ask you mbout your health, health care
coverage and health care needs.

M.

Do you know what your agency heslth insurance covers?

. YeE
2. Mo
3. Uneure

Other than your agency coverage, do you have pther medical
coverage?

1. Yes
2. No
3. Unsure



If yes, do you have: Medicsid 1. Yes 2. Mo
Medjicare 3, Yen 4. No

coverage from a husband or

other family member 5, Yes 6. No

| 1]

Are your children covered by:
Medicaid 1, Yes 2. ¥o
Medicare 3. Yes 4. No

i

Where do you usually go for your medical services?:

1. Frivate doctor

2. Hospital

3. Clinic/HMO

4. Other (speclfy)

In 1986, about how much money did you pay out of your own
pocket for doctors, dentists and medicines, for you and
your family?

s

Do you currently have a medical problem which requires on-
going medical treatment?

1. Yes
2. No

Please put a check next to all illness{es) that you have
had in the past two Years:

1. Asthra

2. Ulcers

3. Fneunmonla

4. Alcoholism
5. Colitis

6. Tuberculoels
7. Migraines

8. Hypertension
9. Arthritis

10. Weight problens
11. Eleep problens

1z2. Nerves
13, Diabetes
14. Specify others

Have you had an illnees or injury theat has caused you to
Eiss out on keeping & particular client?:



1. Yes
2. No

How important are izproved medical benefits to you?
l. Very important

2. Eomewvhat important

3. Kot important

Please add sny comments you may have!

Thank you for your cooperation
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