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Oklahoma State Health Department
“Best Practices Medical Directors Subcommittee”

Inaugural Meeting
February 20, 2008 2:30 PM

PRELIMINARY AGENDA

. Call to order. (Chair)
. Opening Remarks. (Chair)

. Introductions.

Subcommittee membership. (Chair) - see attachment

. Overview of quality initiatives in the LTC continuum.

a. National
1. CMS Nursing Home Quality Initiative, “Nursing Home
Compare”
2. Advancing Excellence in America’s Nursing Homes.
3. National Commission for Quality Long-Term Care.

b. Oklahoma Perspective

1. Oklahoma Foundation for Medical Quality (Lisa Bewley)
2. Focus on Excellence

¢. Stakeholders.
Where we are in Oklahoma. (open discussion)
Where we want to be. (open discussion)
Brainstorming Session. (open discussion)

Establish subcommittee goals and objectives

10. Schedule next meeting. (approximately every 4 months)

11. Adjournment at 4:30 PM.
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Opportunities for Living Life
Focus on Excellence

Nursing Facility Providers
Executive Summary

Purpose: The purpose of this study was (o
assess  Oklahoma nursing facility owner's
opinions  on  how the  quality-based
reimbursement system is working in the early
implementation stage. This was accomplished
by focusing on three areas: 1) six (6) of the
resident-centered quality of care measures, 2)
nursing facility interaction with My InnerView,
and 3) continued education and outreach about
the program through development and
distribution of education and survey material for
nursing factlity providers.

As authorized by House Bill 2842,
Oklahoma has implemented a quality-based
reimbursement program for Nursing Facilities
called Focus on Excellence. Implementation of
this program is being accomplished primarily
through a contract with a Wisconsin based
consulting firm, My InnerView.

Faculty and staff in the Primary Care Health
Policy Division, Department of Family &
Preventive Medicine (DFPM) at the University
of Oklahoma Health Sciences Center (OUHSC)
were asked to assist the Oklahoma Health Care
Authority (OHCA) with monitoring the current
status of this program.

Background: ~Public dollars subsidize health
care at every turn.”' This statement, from a 2006
editorial in the Des Moines Register, resonates
in the long-term care and nursing home arena,
where costs can be substantial. Medicaid pays
for 44% of the $193 billion spent annually for
long-term care in the U.S. In fact, more than
one-third (35%) of Medicaid’s $215 billion

Opporuunities for Living Life: Nursing Facilite Providers

budget is spent on long term care. Medicaid is
the nation’s major source of financing for long-
term care. Most of those dollars are spent in
nursing facilities.”

Medicaid and Medicare outlays have been
increasing steadily over the past 10 years. A
recent update by the Congressional Budget
Office (CBO) stated that the long-term fiscal
outlook for the U.S., which ran a deficit of $248
billion last year, “continues to depend primarily
on the future course of health care costs.™
Medicare/Medicaid spending totaled 4.6% of
the gross domestic product (GDP) in 2006 and
could consume 5.9% of GDP by 2017.

Because Medicaid is a state-federal collabo-
ration, states bear a portion of the fiscal respon-
sibility for long-term care expenditures. But
with pressure to contain costs and the baby
boom generation approaching retirement age,’
states will have to be increasingly innovative in
order to balance fiscal responsibility with access
and quality in long-term care. Pay-for-perform-
ance, through the Focus on Excellence program,
1Is a financing mechanism Oklahoma is
implementing that could increase both quality
and access.

The experiences of nursing facility residents
and/or the family members of residents are
crucial in measuring the quality of care in
nursing facilities. It is important that there is
congruence between what residents or family
members think is important and what nursing
facility providers perceive is important to their
residents. This report describes nursing facility

Executive Summary



Figure 2. Percent of Nursing Facility
Provider Respondents Participating in My
InnerView Study (n=164)
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Eighty-two percent (n=111) of the 136
providers responding to this questions felt the
experience with My InnerView was either
“Good™ (51%, n=69) or “Very Good™ (31%,
n=42) (Figure 3).

Figure 3. Nursing Facility Provider
Respondents Experience Working with My
InnerView (n=136)
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Nursing Facility Providar Experience with MyinnerView

Raw survey data and all comments from the
respondents  are attached (Appendix Q).
Researchers credentials are attached (Appendix
D).
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Findings:

I. Analysis of six quality of care measures
showed no statistically significant differences
between demographic sub-groups (i.e., size and
location of facility, percent of beds funded by
SoonerCare).

2. Respondents ranked all six quality of care
measures as “very important.”

3. Eighty-eight percent (88%, n=144) of
nursing facility providers in our sample said
they were involved in the My InnerView
research process (Figure 2).

4. 136 of 144 respondents answered the
question about their experience with My
InnerView. Eighty-two percent (n=111) of the
136 providers responding to this question felt
the experience with My InnerView was either
“Good™ (51%, n=69) or “Very Good” (31%,
n=42) (Figure 3). This indicates a successful
program implementation to date.

Recommendations:

I. Continue with the current implementation
strategy.

2. Continue longitudinal measurements of
indices of success. These results may be used to
enhance the continuous-quality improvement
aspects of the Focus on Excellence program.

3. Continue education process.

Executive Summary
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families and staff and at the same time, achieve
financial success.”™

Background

Pubhc dollars subsidize health care at every
turn.”" This statement, from a recent editorial,
resonates especially in the long-term care and
nursing facility arena, where costs can be
substantial, resulting in severe financial losses
for families as well as for public and private

payers. Nationally, Medicaid pays for 44% of

the $193 billion spent annually for long-term
care in the U. S. In fact, more than one-third
(35%) of Medicaid’s $215 billion budget is
spent on long term care. Medicaid is the
atlon S maJOI source of financing for long-term
care.” Most of those dollars are spent in nursing
facilities.”

Figure 4. Portion of National Medicaid .
Budget for Long-Term Care Services ($B)’

Other Long-Term
Medicaid Care,
o,
Expendi- $61(28%)
tures, $154
(72%)

Medicaid and Medicare outlays have been
increasing steadily over the past 10 years. A
recent update by the Congressional Budget
Office (CBO) stated that the long-term fiscal
outlook for the U.S., which ran a deficit of $248
billion last year, “continues to depend primarily
on the future course of health care costs.™
Medicare/Medicaid spending totaled 4.6% of
the gross domestic product (GDP) in 2006 and

is expected to consume 5.9% of GDP by 2017 if

left unchecked (Figure 5). In addition, “[O]ver

?http://www,myinnerview.com/indcx.php
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the past 4 decades, costs per beneficiary under
Medicaid and Medicare “have increased about
2.5 percentage points faster per year than has
per capita GDP.”" If costs continue to increase
at the current rate, both programs could
consume "about 20 percent [of the GDP] by
2050.7

Figure S. Congressional Budget Office Actual
and Projected Medicare and Medicaid
Spending as a Percent of GDP: 1997 to 2017
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Because Medicaid is a joint state-federal
collaboration, states bear a portion of the fiscal
responsibility for long-term care expenditures.
With pressure to contain cost and the baby
boom generation approaching retirement age.
state programs will have to be increasingly
mnovative as they seek the means to balance
fiscal responsibility with access and quality in
long-term care.”

One method for utilizing reimbursement as a
mechanism to improve access and quality in
long-term care is to tie specific and measurable
quality measures to a tiered-reimbursement
system that rewards quality.'’ This type of
system, also called “pay-for-performance.” has
also been suggested as a way to control costs
and improve care in hospitals and for
Medicare.'""”

According to a recent Institute of Medicine
report, pay-for-performance should address
spectfic and measurable outcomes (Figure 6)."”

Methods



accompanying education material) to

gather feedback on OHCA's quality-
based, tiered-reimbursement system for nursing
tacilities regarding specific quality measures.
DFPM faculty and staff assisted OHCA in
developing the feedback instrument and
educational material, and performed data
analysis using methods similar to those
described for several previous studies.®' -

r :[‘!his study utilized a survey instrument (and

Subjects

The target population for this study included
nursing facility administrators  and nursing
managers/directors statewide. OHCA distributed
surveys once via postal mail to all 317 nursing
facilities in Oklahoma that receive SoonerCare
{(Medicaid) reimbursement.

Survey Instrument and Materials

Program faculty and staff assisted OHCA in
the development of a survey instrument to
gather nursing facility feedback that may be
correlated with a similar survey to be distributed
to nursing facility residents or their family
members.  Performance measured by these
criteria. will be used to reward facilities that
meet or exceed criteria guidelines, in a pay-for-
performance reimbursement system. The quality
measures studied on this survey and on the
similar survey to be sent to residents/family
members are patient-based measures.

A copy of the survey is attached (Appendix
A). In addition, program staff assisted with the
development of an educational document rto
accompany the survey (Appendix B). A total of

Opporwmnites for Living Life: Nursing Facility Providers

317 surveys and the accompanying educational
document were distributed by OHCA on June
22, 2007; 164 surveys were returned, a 51.7%
response rate. This is a high response rate
compared to previous surveys.

Questions on the survey (Appendix A)
included:

1. Demographic questions,
2. Opinion, Likert scale questions, and

3. Narrative comments.

Data Analysis

All survey responses were entered into an
Excel spreadsheet. Data entry was subjected to
random testing to ensure accuracy. Surveys
were checked at designated intervals (every 3"
to 4™ against the original survey by Division
staff members not involved in the data entry
process to reduce errors. Columnar data were
visually checked for accuracy as well. The raw
data from the survey are available (Appendix

).

Numerical data  were analyzed using
Microsoft Excel. Frequency, mean, median,
mode, standard deviation, and standard error of
the mean were calculated, where appropriate.
All graphical representations of the results were
generated in Excel.

In addition to standard descriptive analysis,
survey questions were reviewed to determine
which would lend themselves to comparisons
that might yield valuable information for
OHCA. Statistical measures of association and
analytical tests were calculated using SPSS
V.11 statistical software.

Methods



“Making our homes better is a great goal for all of us. Keep up the hard
work and concerns you have for the elderly!”

Note: Not all respondents completed every
survey question. Therefore, the number of
responses for each individual question may vary
and are included for each question.

Abbreviations used in this analysis: :

SEM = standard error of the mean

p-value = The p value used to determine signiticance for
this study was p < 0.05.

Metro = metropolitan. =90.000 population

’ Urban = urban/suburban. 25.000-90.000 population

- Rural = 25,000 population

Survey Results by Question

A total of 317 nursing facilities were sent
surveys on June 22, 2007 by OHCA: 164
(51.7%) completed surveys were received and
analyzed. A previous survey of this same group
of nursing facility providers, conducted in
August, 2006, achieved a 41% response rate
(130 out of 319). Survey results are presented
in order as they appear on the survey instrument
(Appendix A).

‘A measure of probability that a difference between groups
happened by chance. For example, a p-value of .01 (p=.01)
means that there is a | in 100 chance the result occurred by
chance. The lower the p-value, the more likely it is that the
difference between groups is real.

Opportunities for Living Life: Nursing Facility Providers
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1. What is your position in the nursing
facility? Ninety percent (90%, n=145) of those
responding to the survey were administrators of
the nursing facility. The remaining respondents
were nursing managers or directors (6%, n=10),
or individuals who categorized themselves as
“Other™ (4%, n=7). Five of the seven who
checked the “Other” category indicated they
were office  managers, owners, executive
directors, and administrative assistants, all of
whom could be described as administrative as
opposed to direct care providers. Two
respondents were social workers. If multiple
positions were indicated, it was counted once in
the "Other™ category (Figure 7).

Figure 7. Distribution of Respondents by Job
Position (n=162)

Nursing
Manager/
Director,
Administra- 6%
tor, 30%

=\ Other, 4%

L o
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Table 1. Survey Questions 5 through 10:
Potential, ’BA(‘:‘sident-mQriented Quality Measures

~ Survey ‘
' Question Question [
S S
: 5 How important is it to your residents and/or family members to have a special relationship

with a caregiver they see frequently (utilization of registry staffing)?

How important is it to your residents and/or their family members to see mostly familiar

- faces among the staff at the facility (employee retentiony?

How important is it to your residents and/or family members that a knowledgeable staff

7 member is readily available to answer questions or meet their health care needs (high level

~ ofdirect care staffing hours)? R

- How important is it to your residents and/or family members that the staff are friendly and

_| helpful, and appear to enjoy their jobs (employee satisfaction)? e
- How important is it to your residents and/or family members that the facility have a family-

| friendly environment (resident and family satisfaction)? S
| How important is it to your residents and/or family members that the facility encourages a

10 [ comfortable, home-like living space where residents can have personal items, chairs,
.. photographs, etc. (level of person-centered care)?

Figure 11. Nursing Facility Providers’ Opinion of How Important Six (6) Quality of Care
Measures are to Residents and/or Family Members

Very
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S0 e 468 aer 468 470 e
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o |
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lmportant Registry Retention Direct Care Satis faction and Family Person
Staffing (n=164) Staffing Hours {n=164) Satis faction Centered
(n=163) (n=164) {n=164) Care

(n=164)
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“My Innerview program is very good. It also
_requires alot of time.”

13. Please list any other thoughts you have
for a reward-based reimbursement system
for nursing facilities. Most comments, such as
the following, applauded the creation of a
quality-based reimbursement system.

o A4 reward bused system would make
all fucilities strive towards excellence
since it would affect the pavment
amount.

e [ ihink it is important to reward good
performance.

* It may be a good system. We are way
over regulated and wav underpaid.
People are not  attracted to  this
industry-it will grind vou to a pulp.

o That would be great to be rovarded

1
|
§
¢
¢
i

Jor good care - we reward our staff

Jor good care.

o [ ihink it is o« fair svstem. It also
assists greatlvvith vour faciliny OA.

potential problems with a rewards system.

o It has been my experience that people
with complaints will do a survey more
than people who ure happy.

o For faciliies  that  have extra
resources and funds to accomplish
these changes will probably benefit
more, but for those who do not it will
be a burden on them to uchieve the
changes thar mey be required. So how
can an  equitable  pavment  system
occur?

Opporiunities for Living Life: Nursing Fucility Providers

Still others offered suggestions for

potential quality measures or administration

of the program.

Higher number of staff hours does not
ensure  knowledgeable  [staff] 10
answer questions (thanks for asking)
Some of the questions will vary results
due to  facility locations, rural-
populations leaving to go to big city.

Better  care  should be  better
reimbursed--more  assistunce  with
compliance rather than just more
rules to comply with.

Reward  based  reimbursement  has
merit  but  may not take into
consideration two points. One is that
some  residents and/or fumilies are
never satisfied and two the inabilin: 1o
hire quality staff in rural areus.

Should not be survey based--different
surveyors survey differentlv. Consider
% of satisfuction-study or pick «
number that is reasonable, ox 80%,
then have a challenge of 90°,.,

Results



S

Comparison 3. Level of Person-Centered
Care Compared by Size of Facility (Number
of Beds). Person-centered care in assisted
living, nursing, and other long-term care
facilities has become an important component of
quality care.”” The goal of person-centered care
is to allow the resident to maintain their
individuality and to give them the flexibility to
choose lifestyles that suit them. To determine
whether size of facility predicts importance of
person-centered care, we analyzed person-
centered care (survey question 10) compared
with facility size (survey question 3) (Figure
16).

Although smaller facilities (fewer than 50
beds) considered person-centered care to be
somewhat less important to their residents than
larger facilities, all facilities in this study
considered person-centered care to be “Very
Important.™ The slight differences in mean are
not statistically significant.

Figure 16. Importance of High Level of
Person-Centered Care Compared by Facility
Size (No. of Beds) (n=164)
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“For rur wwal areas [a qualn‘v based
reimbursement system] is hard due to lack of
staff, licensed  personnel, etc.’
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Comparison 4. Importance of Resident
and/or Family Satisfaction by Number of
SoonerCare Beds. In facilities with a higher
number of beds paid by SoonerCare, it might be
hypothesized that personal service and resident
satisfaction might be less important than in
facilities with fewer SoonerCare beds. We asked
providers to rate how important level of resident
and/or family satisfaction might be to their
residents then cross-analyzed the result with the
percentage of SoonerCare Beds (Figure 17).

Figure 17. High Level of Resident and/or
Family Satisfaction Compared by Number of
SoonerCare Beds (n=164)
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Percent of Beds Paid by SoonerCare

Facilities with fewer SoonerCare beds were
somewhat less likely to consider resident and/or
family member satisfaction to be important. The
differences, however, were small and not
statistically significant. All facilities considered
resident and/or family member satisfaction to be
“Very Important.”

Comparison 5. Perception of Nursing Facility
Providers of Interaction with My InnerView
Compared by Location of Facility. The final
comparative analysis performed examined the
quality of nursing facility providers’ interaction
with the My InnerView, crossed by facility
location.  Most  facilities  (82%, n=111)
responding to the question indicated that their
experience with My InnerView was positive.

Results
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Table 2. Survey Results-At-A-Glance
Survey Question Results Interpretation
1. What is your position in the nursing facility? Administrator-90% Nursing facility administrators
Nursing Manager-6% completed most of the surveys
Other-4%
2. Where is your facility located? Large metro-18% Most respondents were located
Suburban area-20% in rural areas.
e B Y e TO\vn Or rural area 6’)% R e e PR BTN . N
3. About how large is your fac1|11y (number ofbeds)7 Fewer than 50 beds-6% 94% of facilities had more than ‘
50 to 75 beds-34% 50 beds.
75 to 100 beds-24%
4. Please estimate the average percentage of beds paid for by Less than ’5" 3% 85% of facilities had more than
SoonerCare (Medicaid). 25 to 50%- 50% of their beds paid for by
! S 5010 75% 36“0 SoonerCare
I Mo L
! 5. How lmportant isif to have a spcual relanonshlp with a careﬂlvcr Mean Utilization of agency staffing
they see frequently (utilization of registry staffing)? SEM=0. )5 was considered “very
- ) important” I
6. How important is it to see mostly familiar faces (employce Mean=4.68 Employee retention was
é_,, _retention)? . SEM=004 | considered “very important”
7. How lmportant is if that a kn()wledgtable staff member is readlly Mean=4.67 High direct care staffing hours
available (high direct care staff hours)? SEM=0.04 was considered “very
8. How important is it that staff are friendly and helpful. and appear to : Mean=4.68 . Employvee satisfaction was
.. enjoy their jobs (employee satisfaction)? . SEM=0.04 ] Lconsideled very important”
9. How important is it that the factlity have a tamllv fnendly i Mean=4.70 . Resident & family satisfaction
environment (resident and family satisfaction)? . SEM=0.04 ’ was LOnbldeer very
S R . L __limportant™ ;
10. How lmpondm is it that the fauhtv CI]LOUFHECQ a comfortable, Mean=4.61 i Level of person- centered care
. home-like environment (level of person-centered care)? . SEM=0.05 ’ was LOI]S]derLd very
S N U _i_important” .
11. ¢ Isyour facility involved in My InnerView? " Yes=144 (88%) ‘ Nearly all rcspondcm facilities
No=11(7%) i were involved in the My
S Not Sure=9 (5%) _| InnerView study. .
12. 7 Overall, how would you rate the quality of your experience with Mean=4.09 i Overall, facility prO\ iders rated
- My InnerView? SEM=(,.07 | their experiences with My
G e ! InnerView was “Very positive”
i Please list any er thoughts you have on a reward-based Narrative See Appendm C.
eimbursement system for nursing facilities. \[

*SEM=Standard Error of the Mean

Opportunities for Living Life: Nursing Facility Providers 14
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study on rating the criteria from the perspective
of their clients.

A survey with the same quality and
performance questions will be sent to
approximately 2,000 nursing facility residents
and/or family members or guardians. That study
will be reported in the Spring of 2008.

Opportunities for Living Life: Nursing Faciliny Providers

Discussion
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Appendix A.
Nursing Facility Provider Survey

1. What is your position in the nursing facility?
O Administrator
] Nursing manager/director
0 other (describe):

2. Where is your facility located?

1 Large metropolitan area (~90,000+ population
or greater, e.g., Oklahoma City, Tulsa, Norman,
Lawton)

O urban, suburban, or small city (25,000-90,000
population, e.g., Broken Arrow, Enid, Midwest
City, Stillwater, Shawnee)

L0 Town or rural area (less than 25,000 population,
e.g., Watonga, Gotebo, Paul’s Valley)
3. How large (number of licensed beds) is your
facility?
[J Fewer than 50 beds [ 50-75 beds
[ Greater than 100 beds (number):

[ 75-100 beds

8. How important is it to your residents and/or family
members that the staff are friendly and helpful, and
appear to enjoy their jobs (employee satisfaction)?

Notatall Somewhat Very
Important _Unimportant  Neutral _Important  Important
0 [l O O O

9. How important s it to your residents and/or family
members that the facility have a family-friendly
environment (resident and family satisfaction)?

Notatall Somewhat Very
Important _Unimportant  Neutral _Important  Important
ol O O O 0

10. How important is it to your residents and/or family
members that the facility encourages a comfortable,
home-like living space where residents can have
personal items, chairs, photographs, etc. (level of
person-centered care)?

4. Please estimate the average percentage of beds
paid for by SoonerCare (Medicaid).

[J Less than 25% [ 25-50% [ 50-75%
[] Greater than 75% (indicate percent):

Notatall  Somewhat Very
Important _Unimportant  Neutral Important  Important
O O O 0 O

The remaining questions deal with issues that may be
important to your residents and/or their family
members.

11. Is your facility involved in MyInnerView (the firm
contracted with OHCA to evaluate quality)?

5. How important is it to your residents and/or family
members to have a special relationship with a
caregiver they see frequently (utilization of registry
staffing)?

Yes No Not Sure

O 0 O

Not at all Very
Important _Unimportant  Neutral _Important  Important
Cl 0 [ 0 O

6. How important is it to your residents and/or their
family members to see mostly familiar faces among
the staff at the facility (employee retention)?

12. Overall, (if you are involved with MylnnerView)
what has been the quality of your interactions?

Somewhat Very
Poor Poor Neutral Good Good
O ] O | .

Not at all Very
_Important _Unimportant Neutral _Important _Important
O 0 O O O

13. Please list any other thoughts you have a reward-
based reimbursement system for nursing facilities.

7. How important is it to your residents and/or family
members that a knowledgeable staff member is
readily available to answer questions or meet their
health care needs (high level of direct care staffing
hours)?

Not at ail Very
important _Unimportant Neutral _Important _ Important
O L 0 0 O

4

This survey may be returned in the self-addressed postage-paid envelope provided or faxed to Sarah Hyden
at 405-271-8800. Thank you for participating in this important study.

Opportunities for Living Life: Nursing Facility Providers
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Appendix D.
Biographical Sketches of Project Faculty and Staff

Sarah D. Hyden
Health Policy Research Coordinator, Primary Care Health Policy Division

Sarah Hyden joined the University of Oklahoma Health Sciences Center (OQUHSC), Department of
Family and Preventive Medicine, Primary Care Health Policy Division as Project Coordinator in May of
2003. She holds a Bachelor of Science degree from Southern Nazarene University. Prior to joining
OUHSC, she spent six years in healthcare sales and marketing field, with a focus on outreach and
contact management, specifically with physicians and other health practitioners. Sarah Hyden is
responsible for supervision of projects within the Primary Care Health Policy Division. Additionally, she
ensures all work requirements and time deadlines are met: establishes protocol for completion of grants,
contracts and/or Division research and analysis projects. Ms. Hyden conducts research projects
including presentations, survey administration and data collection to targeted populations throughout
Oklahoma and serves as liaison between the Department, the Division and various government and
university agencies. She has participated in the design and conduct of numerous successful research
projects for the Oklahoma Health Care Authority. She is currently the health policy research coordinator
for the division.

Andréa L. Adams, MPH
Health Policy Analyst, Primary Care Health Policy Division

Andréa Adams is the health policy analyst for the division. Mrs. Adams joined the department in
August of 2004 after working as a research associate in health policy research at the Oklahoma State
Health Sciences Center in Tulsa for two years. She has also served as an independent statistical
consultant for various non-profit agencies in Oklahoma. Mrs. Adams earned her bachelor's degree from
the University of Nebraska in Lincoln in 2000 and completed her Masters of Public Health degree at the
University of Oklahoma Health Sciences Center in 2002. Her primary responsibilities for the division are
data analysis and statistical reporting. She has experience using statistical tools such as SPSS and
MS-Excel and has published several articles on health policy research prior to joining the division.

Denise M. Brown, PHR
Senior Administrative Manager, Primary Care Health Policy Division

Denise Brown has been in the healthcare field since 1974. Ms. Brown has been with the University
of Oklahoma Health Sciences Center (OUHSC) since 1984 and joined the Department of Family and
Preventive Medicine in 1989. Ms. Brown holds a Bachelor of Science degree in Social Work and is a
certified Professional in Human Resources. She has an extensive background in human resource,
administrative and hospital based management; including patient and employee relations. As senior
administrative manager, she works closely with the projects coordinator.
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Judich A, Salerno, MD, MS*
Deputy Director, National Institute on Aging, National Institutes of Health (NIH)

William J. Scanion
Senior Policy Advisor, Health Policy R&D

The Honorable Gotdon Smith
Senator from Oregon

Sandra R. Smoley, RN, BSN
President and CEO, The Sandy Smoley Group

Buck Stinson
President, Long-Term Care Insurance, Genworth Financial

Jeanette C. Takamura, MSW, PhD
Dean and Professor, Columbia Univetsity School of Social Work

The Honorable Ron Wyden
Senator from Oregon

Staff

Doug Pace
Executive Director, National Commission for Quality Long-Term Care

Geralyn Graf Magan
Writer/Fditor

The Commission would like to acknowledge the work of Geralyn Graf Magan, whose Writing and
editortal assistance has enabled the Commission to summarize its work and express its membery’
diverse opIions 1n 4 single, comprehensive document,

“The views expressed by Judith Saleeno are her own and do nor necessanly represent the views of the Nafonal lostirares of
Pealth, the ().s. Department of [ leajly and Human Services., or the Unnred States Government.
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OVERVIEW

The population of the United States js headmg toward a dramatic and unprecedented

demographic shift. Well into this century, the number of older Americans will grow

substantially with each passing decade as the average person lives longer than we ever

tmagined possible. As a result, the nation will experience an unprecedented demand for high-

quality long-term care services provided in a wide variety of settings, including private

homes, assisted living facilities and nursing homes. Unless we take action in the near future

to prepare for these changes, our nation will not be ready and, inevitably, many of our

citizens will suffer.

The Natonal Commission for Quality Long-Term Care calls for 4 bold, national discussion

about how the United States can create a new and better long-term care system that will help

older people and people with disabilities remain i]ldependen[ for as Iong as possible. The

Commission calls on the Congress of the United States to hold hearjngs during 2008 thar

will investigate and recommend workable strategies to design and implement that system.

The Commnussion also urges the next President of the United States to provide the Iendcrshjp

necessary to launch a multifacered transformation of long-term care so that jr-

Places the needs and preferences of consumers at the heart of every care setting and

tosters the right of those consumers to make care and lifestvle decisions for themsehes,

*  Provides adequare supports tor tamuly caregivers, without whom the nation could not

care ndcqu:nc]_\' for its aging citizens and citizens with disabilities,

* Lnsures thar long-term care workers receive the tralning, compensation and respect they

need to provide compassionate, high-quality care.

*  Adopts emerging technologies that will help maximize the mdependence of older

consumers and make care provision more efficient.

Institutes a ﬁnancing svstem that utilizes public and private resources to ensure that

every American who needs quahity: long» term care will have access o those services.
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solution to the health care crisis without a complementary solution to the long-term care

crists, and vise versa. Neither crists can be addressed in 1solation.

Like the nation’s health care system, the long-term care system begs for transformation.
Demographic changes over the next 20-30 years will pose entirely new challenges to long-
term care, and meeting those challenges will require new approaches to serving long-term
cate consumers. Thirty years may seem like a long time to get ready to face these challenges,
and we may be tempted to adopt a wait-and-see attitude concerning the impact that a
growing aging population will have on long-term care. That attirude would be dangerous.
True long-term care transtormation will take time if it is going to be effective and

sustainable. To ensure SUCCESS, We must start work sow,

With this report, the National Commission for Quality Long-Term Care calls for a natonal
discussion about how we can create a new and better long-term care system. The
Commission calls on the Congress of the United States to hold hearings during 2008 thar
will investgate and recommend workable strategics to destgn and implement that system.
The Commission also urges the next President of the United States to provide the lcndership
necessary 1o launch a multifaceted transtormation of the long-term care system so that 1t will
be able 1o serve consumers for decades to come. This transformation cannot take place only
at the local or srate levels; mstead, we need nationa/ solutions to the ](mg»t(*rm Care Crisis so
that all Americans, no matter where they live, can benefir trom the system’s reform. ) hat

I‘L‘f()l‘lﬂ must ensure [h?ll long—lcrm care:

*  Places the needs and preferences of consumers at the heart of every care setting and

fosters the tight of those consumers to make care and lifestyle decisions for themselves.

*  Provides adequate supports for tamily caregivers, without whom the nation could not

care adcquate]y tor its aging citizens and citizens with disabilities.

* Lnsures that long-term care workers receive the training, compensation and respect they

need to provide compassionate, high-quality care.
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g

assisted living facilities and nursing homes, these Americans require assistance with such
private activities as bathing, eating, dressing or using the toilet — and such essential daily
tasks as shopping for groceries, preparing their meals, managing their medications or keeping

their homes clean.

We all know at least one of these Americans. He or she may be a young cousin born with
cerebral palsy or an adult brother or sister coping with multiple sclerosis. But most likely, the
long-term care consumers we know best are our own mothers, fathers, aunts and uncles:
people who enjoyed full independence until 5 stroke, hip fracture, the onset of dementia or
another disease associated with aging compromised their health or brought on disabiliry and

frail o

About two-rthirds ot long-term care consumers are 65 years or older, a sobering statistic for
the oldest members of the Baby Boomer generation, who will begin to reach this age i a
matter of vears. While fow of these Baby Boomers will need long-term care services for at
least a decade after they turn 65, the fact that so many members of this large generation will
need care at the same time has provided the nation with an important “wake-up” call.
Clearly, ir’s time 10 begin planning ahead for the impact these aging Americans will
eventually have on the long-term care system. Especially sobering for the futurc is the tact
that half of al] Americans 85 vears and older find themselves in need of long-rerm care
services. The 85+ population is projected 1o increase from 4.2 million 1 2000 to 6.1 million
i 2010 and then to 7.3 million in 2020 1 15 prudent to assume that as the number of very

old people increases, so will their demand for high—quahr_\‘ long-term care SEFVICeS.

Media outlers mnterested in the sociological effects of an aging population are he]pjng to
make average Americans generally aware of what this predicted population growth will
mean, on so many levels, for our country. But it remains the chal]cngjng work of care
providers, policy makers. researchers and aging advocates o develop and champion a

natonal strategy to ensure thay the long-term care system will be capable of serving this

-—_—

* Admunistranon on Aging. 2006 - [ otile o Older ~Lyericans: 2006. Available ar
hep:/ (/ / { file. pdf.

/
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* Government agencies are under pressure. Understaffed agencies, charged with
measuring and ensuring the quality of long-term care services, struggle to enforce
regulations that are sometimes poorly designed and that often allow mediocre providers
to survive while failing to reward innovative ones. State Medicaid agencies, which fund
long-term care services in partnership with the federal government, must stretch their
limited budgets among competing interests, including acute care and long-term care
provided in institutions and home settings. For their part, state and federal policy makers
also face competing pressures to keep taxes low while providing adequate tunding for a

host of government services, including health and long-term care.

Encouraging Signs

Over time, these pressures have served to undermine the long-term care svstem and to
compromise its ability to provide quality of care and quality of life to the oldest and frailest
of our citizens. Yet, we're now seeing some hopetul signs that the de\'elopment of
comprehensive strategies to Improve quality is becomjng a new priority for a growing
number of long-term care consumers, providers, and government regulators, funders and
policy makers. In recent vears, these stakeholders have renewed their cfforts ro regatny the
public’s truse by raking steps that could lead 1o 2 complete transformation of the very culture
of long-term care. That transtormarion, if successful, will mean that quali 0 unprovement,
consumer dircction and a collabora uve spirit will eventually become the focal potnt of every

carc scmng.

In 2002, three major provider organizations in the long-term care industry — the Alliance
for Quality Nursing Home Care, the American Association of Homes and Services for the
Aging and the American Health Care Association — adopted a voluntary inttiative called
“Quabity Fiest” to improve the care their members provide. In a fitting complement to this
provider initiative, the U, Department of Health and Human Services (HHS) launched the
Nursing Home Quality Initiative and the Home Health Quality Initiative that same vear.
Both of these HHS initiatives tocus on developing strategies to promote quality in long-term

carc setrings and ro make quality information avatlable to the public.

N . S e
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environments. Those environments respect the wisdom and worth of every person who lives
there. They also ensure, each and every dar, that the lives of long-term care consumers are
characterized by security, fulfillment, enjoyment, dignity and self-direction. To us, seeing

what is possible has meant believing that we can make a difference.

Over the past 12 months, members of the Natonal Commission for Quality Long-Term
Care have chosen to focus our attention, not on the flaws that we know exist in long-term
care, but on the quality environments that have given us hope. We have examined policies
and practices that have encouraged long-term care providers to design and implement the
kind of high-quality services that we ourselves would purchase for our mothers and fathers,
and for ourselves when the time comes. We place our hope in these emerging models of
care, oversight and ﬁnancjng, many of which are described in these pages. We urge the
naton to take actions that will culuvate these and other effective models so they can be

adapted and adopted by care setungs and policy makers throughout the country.

Purpose and Structure of This Report

The National Commission for Qualiey Long-Term Care has translated its discoverics and
analyses over the past 12 months mnto a set of recommendations that address three specific
aspects ot long-term care delivery: quality, workforce and technology. These
recommendations are contained mn the first three chapters of this report. In Chaprer 4, the
Commission presents a framework and general principles that address the Imporiant area of
ﬁnancjng long-term care, Commission members believe that these recommendartions and

principles can serve 1o move the naton forward in s efforts to reform long-term care:

*  Quality: \We can reform long-rerm care by transtorming its culture through
organizatuonal and caregiving innovations that focus on impro\'jng both individuals’
quality of life and their quality of care. In addition, we can better support the millions of
informal caregivers by providing thern with respite care, information and assistance, and

assessments of their own needs.

AT A AT 0 1 SO e
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®  Esential byt Not § ufiient: I iformation Tec‘/bﬂo/o(gy m ngg Term Care as an E nabler of Consumer
Independence and Onality Tmiprovenzens, presented by Ross D. Martin, MD, MHA, David

Brantley, and Darcy Dangler, BearingPoint, Inc, in September 2007.

An Integrated Approach to Reform

The Commission believes strongly that action in the areas of quality, workforce, technology
and finance is required if the leve] of quality in Jong-term Settings is to increase measurably.
We recommend that policy makers, providers and other stakeholders focus their attention

equally on all four issue areqs. Because these areas are interconnected on 4 variety of levels,

our successes or fallures in one area will affect every other area. For example:

Our nation’s success ar impro\'ing quality of care and service In long-term care will depend
on our ability to develop and enforce quality care standards and our ability to recruit, train
and retain quality statt people to provide that care ... aud our ability 1o use technology to

provide accurare data thar are essential to quality assessments,

Our nation’s sUCCess at dm‘cloping an adequate supply of caregivers will depend on our
ability to invest additional money i statf salaries, benefirs and waining for formal caregivers
- and ouy support tor informal Fanly caregivers who provide the vast majority of direct
care to people with disabilities .. and our ability to use new tcchnology to ensurce rhar staff

members work more cthicien th and ct.fcc[j\'clt\‘ . aid our ability to creare quality care

setangs where professionals and direct care workers will want o work.

Our suecess ar ncorpora ting rcchn()l()g_\‘ mnto both home care and institutional care wiil
depend on our ability 1o brjng new dollars into long-term care SECUNgs .. and our abiliny: 1o
let qualinn-driven prnciples such as consumer independence, autonomy, privacy and choice
guide our technjcal efforts ... uud our ability to train staff at muluple levels of!ong«tcrm care

organizations to make the begy use of the technology at their disposal.
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CHAPTER 1: QUALITY*

Inevitably these young adults will begin chatting about a variety of topics, including thejr
respective careers and their growing families. Gather a group of 40-, 50-, or 60-year-olds
together at a similar tunction, on the other hand, and the conversation will ine\'itably rn o
the one emotion-packed topic that affects nearly everyone in the room: thetr aging parents
and the multilavered challenges involved in accompanying those parents on their Journey
through the aging process. Inevitably, the conversation will also turn 1o the aging processes,
disabilities and conditions that these Baby Boomers and their friends are experiencing, as
well as some expressions of their own care preterences should they tind themselves in necd

of assistance in the future.

The journcy into old age can be tultilling and especially meanmgful for older people who
remain acuvely engaged in their communities and families. But when illness or disa bility
mnterteres, the j()urncy can often become g painful and emotional one for parent and child
alike. For older persons, trailoe can bring wwith it difficult and lif&chm'lging decisions abouy
h()usjng and itestvle, the need tor courageous determination to hive tully 1n spite of physical
or mental hmitations and, ulrjmmcl_\', the verv-real fear of dependence and rclevance. oy
mjddk‘—agcd Baby Boomers, Seemg once-strong parents experience physical and menga)
declines can bring sadness and worry over an older parent’s weILbeing and safety, as well as

fatiguc and stress, brough[ on by the rigors of providing direct care.

For both parent and child, the agmg process may also eventually bring with it the need for
assistance with routine daily rasks. Iniially, caring family members wil] tvpically provide

most, if not all, of the long-term care services that an aging relative requires. However, older

' Unless otherwise noted, the informanon presented i his overview i taken from \S'//;//(g/}'.{/a/’1////7/7;/7){4; the
Direilzty of Lone-Terus Core, paper presenred 1o rhe Commussion by Joshua ML Wiener, Ph.D., Mare Freiman,
Ph.D. and David Brown, MALRTI Jnrem:mon:\l, i April 2007
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Unfortunately, that last challenge — teeling confident about quality — is often the hardest
one to master. And no wonder. Providers, regulators and policy makers have struggled for
years to ensure that consistent high-quality of care is provided in 2 variety of settings. In the
process, those stakeholders have asked critical questions, over and over again, about what
quality means and what specitic features are present in high-quality long-term care programs
and services. More broadly, they have sought to discover how the nation can go about
ensuring that all long-term care consumers experience high-quality care and enjoy the highest
possible quality of life no matter how many long-term care services they receive or where
they receive them. These questions bear repeating today, with new urgency. As the United
States gears up tor an unprecedented increase in the number of its older citizens, the need (o

define and ensure hjgh-quahty care and services is great.

Measuring Quality of Care and Quality of Life

Over the vears, the most plercing questions from regulators and policy makers abour long-
term care quality have been spurred by scandal. In the 1980s, for example, the Institute of
Medicine identified widespread concerns about quahity in nursing homes, and Congress
subscqucm]_\‘ enacted the landmark Omnibus Budget Reconciliation Act of 1987 (OBRA).
which raisced qualitv-of-care standards and strengthened federal and state oversight of
nursing homes partcipaung in Medicare and Mecdicaid. Since then, the level of quality 1n
nursing homes has been measured in a number of very specific and objective wavs. For
example, nursing homes literallv count the number of residents who are o/ recering good
quality care because these residen ts are, for example, being restrained physically or
chemically, have pressure sores or dehydration, or are ustng urinary catheters. Decreases in
these and other troubling practices and incidents have been among the nation’s best and
most concrete indicators that nursing home residents are receiving more attention and better

carc as a result of OBRA.

As might be expected, however, OBRA did not turn out to be the “magic pill” that would
cure all the quality concerns that ailed nursing homes. Many facilities continued to operate

with sertous deficiencies after 1987 and the new system didn’t alwavs succeed in t‘orcjng
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evaluared objectively and translated into recommendations for friends and family. A diner,
for example, can teport on the apparent freshness of 2 restaurant’s food or on the
prompiness of its service. A traveler can examine the firmness of the hotel mattress or the
cleanliness of the bathroom. And the reader can objectively assess the technical expertise of

the writer when decidjng what grade to give a particular book,

~These largely objective assessments can help consumers draw certain conclusions about the
quality of their individual experience. But those conclusions won’t be completely accurate
unless consumers include that vague, but no less valuable, sense of how the product or
experience made them fee/ Did the meal give the diner pleasure? Did hotel staff make the

traveler feel welcome and at home? Did the book entertain or Inspire?

The same mulalayered evaluation process can and should be applied to long-term care. Up
untl now, some suggest, long-term care regulators have placed too much emphasis on
measuring the firmness of that hote] bed, so to speak. By focusing only on guality of care,
these regulators have been cevaluating only those practices that can be measured by countng
restrained residents or cataloging bad eutcomes, among other quality indicators. While these

are important measures that can’t be 1ienored, they also don’t tell the entire story abour

quahin.

Granted, long-term care has detinire wedical aspects that necd to be measured i objective
wavs. Bur because long-term care also provides soczal aspects of care — care with which
older people must live 24 hours a day for long periods of time — 4 crical component of
quality provision and evaluation must also include attenton to the resident’s quality of life.
Like the diner, traveler and reader, consumers of long-term care can tell us how their care
makes them fee/ and if that care 1s provided in a way that is consistent with the kind of hife

the consumer wants to live.

Measuring quality of life means asking essential questions about the lives ot long-term care

consumers — questions that aren’t tvpically found on a surveyor’s checklist. They include:
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delivery and to increase the amount of support available to family caregivers, who provide

the bulk Oflong~term care services that older people receive in their own homes.

To ensure that dignity and autonomy don’t disappear when older consumers leave home,

some providers of facility-based long-term care services are working hard to transform the

commitment to preserve the privacy, dignity, autonomy and choice of their tesidents. They
deliberately deemphasize the hierarchical, medical and bureaucratic fearures — the provider-
centered features — thar have dominated long-term care settings for so many years. They
give renewed attention to making sure thag every aspect of facility design and operation
reinforces the organizaton’s goal 1o place the consumer — and his or her preferences and

desires — ar the heart of every care decision.

Notable examples of these transtormative models can be found throughout the country, and
include the Fden Alternative, the “Green Flouse” movement, and the \\"eHspring Model.
Together, these models are brmthjng new life into long-term care tacilities by strengthenmg
the ties benwveen residents and the greater community, by creating smaller facilities or smaller
units within large facilities that presenta traly homelike environment where residents make
their own decisions about how they wilf spend their nme; by training direct care workers so
the}‘ feel both compcetent and valued: by using long»rerm s[afﬁng assignments to cncourage
those workers 1o dc\'clnp long-term rclan(mshjps with residents; and by cmpowering staff
members 1o work with residents o make care decisions. To date, the results of this
consumer-centered approach 1o long-term care have been encouraging, with documented
evidence of more satistied and empowered residents, berrer care outcomes, better qualhy
scores on regulatory survevs, reduced seaff turnover and, in some cases, reduced costs. Long-
term care consumers and the qualiv of long-term care services seem likely to benefit from

more widespread adoption of these basic qualitv-of-life principles in all settings.
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OBRA quality standards appeared to have done their job in this regard. After studying dara
from state mnspectors and surveyors, the GAO concluded that there had been a significant
decrease in the proportion of nursing homes with serious quality problems in the prior six

years, from about 29 percent in 1999 1o about 16 percent n January 2005.°

This decrease in serious quality problems is a good sign and a step in the right direction. But
1t1s not the end of this story. The GAO findings also mean that serious quality problems are
still leaving residents in 16 percent of nursing homes at risk. This situation is clearly
unacceptable and requires that regularors take rapid, aggressive steps to enforce standards

more etfectively.

The GAO has noted nursing home qualiny enforcement problems for several vears. For
example, its 2005 inves tigation found mnconsistencies in how state survevors were
conducting their nursing home mspections, and raised concerns that surveyors were
understating the scrious deficiencies they found. In addition, delays in the reportng and
investigation of scrious complains, and an inadequate system to ensure that identified
deficiencies were addressed and corrected, created doubts about whether the carctully
crafred SUIYCY process was fu]ﬁllmg 1ts mission in all circumstances. A\ fo]low‘up study
released by the GAO in March 2007 indicared that enforcement policies at the Centers for
Medicare and Medicaid Services (CMS) allow some homes with the worst compliance
histories to escape immediate sanctions designed to punish them for putting residents ag
sk’ Given this poor record, 1t 1s not surprising that in 2005 the Administration on Ngimng’s
(o) natonal long-term care ombudsman reporting svstem reflected more than 230,00

consumer complaints in the prior 12 months concerning quality of care and quality of life.

—_—

P LS Government \ ccountabibiny Office. 2003, Despite Licreased dversight. Challenges Remain in Euwsaring Mieh-
Lelity Care and Revideny Safery (GAO-06-1 17). Washingron, DC: U8, Government Accountabiline Office.

¢ U.S Government :\CC(mnr;ll)lhr_\' Office. 2007 N RSING HOMES- Efjorts 1o .T//r/{g//}e)// Federal Luforcensenr
Hare Nor Detersed S opse Flomes fivo Repeatedly | Larming Residents (GG )-07-244). Washingron, DC: Us
Government ;\ccounrzlbihry Ofhce,

* Adminsstration on Aging. 2003 nanonal ombudsnan reporting svstem data tables.
‘prof, rop/ A Combudsman/Nauonal and State Dara

720051088 /20030018 45
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invaluable sense of independence, autonomy and control. People who use home care
typically do report high levels of satisfaction, and the Commission believes strongly that
consumers and their caregivers are usually the ones who can best evaluate the quality of the
services and support they receive. However, some regulatory interventions may be needed to
set'standards and guidelines regarding what constitutes good quality in home and
community-based settings. These standards can guide both providers and consumers in
designing and evaluating services.

Regulating home care carries its own practical challenges, since that care is provided in
diverse settings. In addition, the recent emphasis on consumer-directed care will also require
that regulators ask new and probing questions about how and to what extent HCBS quahry
should be measured, and if a consumer’s power to hire, schedule, direct, monitor and fire
care workers will, in and of irsel t improve quahty in the home-care marketplace. Some
answers to those questions can be found in the Cash and Counseling initiative, a concept
developed with funds from the Robert Wood Johnson Foundation, which allows consumers
to hire, schedule, dircet, monitor and fire care workers. Research on the program has found

that participants report ahigher quality of Iife and fewer unmet needs.

Older people who are tully capable of exercising their power in the marketplace may be able
to guarantee qualine care for themsehves. However, regulators and policy makers may need o
step 1N 1o profect consumers who have sertous lnesses or cisabilities, have cognitive
Impairments or dementia, or are making care decisions in the midst of 4 crisls or without
farmulies to help them. Policy makers will also need o weigh the benefits of regulating home-
based care against the risks of stuthng innovaton, Imposing a medical model, raising costs

and limiting choicc.

Empowering Consumers
Older consumers and thetr families can play a central role in fostering improved quality in
long-term care settings. However, in order to fill that role, consumers need to be well-

informed about standards of quality in long-term care; they also need to know what

questions to ask about a provider's qualin record and how to best use their power in the
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ot are even aware of these Web sites.” In addition, consumers without Internet access

may have trouble accessing data that is only available in electronic form.

* Second, and far more serious, the quality data currently being disseminated for consumer
use may not be accurate. In 2002, the House Committee on Government Reform
charged thar the Nursing Home Compare Web site had major flaws that could mislead
families seeking to find a good nursing home. The investigators concluded that Nursing
Home Compare “does not include tens of thousands of recent violations of federal
health standards, including nearly 60 percent of the violations involving death or serious
injury. Many nursing homes with documented violations of federal health standards are
incorrectly portraved on ‘Nursing Home Compare” as complying with federal

1
standards.”"

The Role of Providers

Providers in all segments of the long-term care field have a critical role to play in the
transformation of long-term care — by tmnsforming their own long-term care settings and
by working with other providers to ensure that they understand the concept of

tansformation and the steps necessary to achieve .

Providers are currently partcipating in voluntary programs to improve care and institute new
pracuces at the facility and agencey level One norable example 1s Qualiny First, a program
sponsored by the Alliance for Quality Long-Term Care, the American Association of Homes
and Services tor the Aging, and the American Health Care Association. Quality First offers
technical assistance and resources to help providers systematically study the care and services
they provide, and then engage statt, board members, consumers and other stakeholders in an
effort to make improvements. Lxpanding these voluntary efforts and encouraging more

providers to participate in them could be an important element of a multipronged effort to

-_

? Stevenson, D.G. 2006. “1s a Public Reportng Approach Appropuiate for Nursing Home Care?” Jomma) o
Health Polittcs. Policy and Law, 31(4), 773.810,

o Minoriry Straff, Special In\'esngnnons Division, Comnmurree on Governmentr Reform, U.S. Flouse of
Representarives. 2002, HELS “Nursing Floe Compare”" W ehsite Flar ) Lajor Efamy. Report prepared for Rep. [1 enry
A Waxman and Sen. Charles I5. Grasslev, Febroary 21
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through which AoA helps states, local communities and tribal organizations provide a
continuum of caregiver services. While the program has successfully assisted millions of
caregivers — far exceeding AoA expectations — it has addressed only a fraction of the need.
Additional legislation to support caregivers has been considered over the past few years,
including the Lifespan Respite Care Act, signed into law in December 2006, which created a

- yet-unfunded program to help states offer caregivers needed and periodic breaks (“respite”™)
from their caregiving responsibilities. These programs represent important, albeit small, steps
to reach out to caregivers in a meaningful way that assesses and addresses their needs for
support before thev or the people in their care experience any adverse effects. ' However,
addutional steps are necded 1o adequately support the tamily caregivers who sill provide the

bulk of long-term care in this country.

End-of-Life Care

It has been said that the rruest test of any soclety 1s the way It treats its most vulnerable
members. In much the same way, the true test of a long-term care setting — that is, whether
that settng is truly person-centered — is how it treats older people at their most vulnerable
stage, as they face the end of their lives, Consumer-centered, end-of life care will ncorporate
several elements, outlined by the Cenrer for (§Cromology and Health Care Research at the

Brown Univc‘rsir_\’ School of Mcdicine:"!

* The dving person’s physical and emotional discomfort is recognized and he/she receives

has/her desired Jovel of comfort.

*  FHealth carc providers communicate and negotiate with the person regarding goals of
care and formulate plans, mcluding contingency plans, so thar the person’s preferences

are honored.

———

Y AARDP. 2006, <iad of the Carrre: Epwerome Vrvids and Proctsces in Fomity ¢ carcgirer Support. Washi ngron, DC:
AARP.

" Teno, 1.0 Okun, SN Casev, Vo and Rochon, 1. 2001, Tooltsr of Lustrumeents 1o NMeasire End of Life Canre
(TIME) Resonrce Gaide: Achierine Quality of Care at 1010y End Avadable ar-

,

hrep:/

waww.cherbrown.edu,/ peoc / toolkithim.
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end of life to avoid accusations of patient neglect. In addition, long-term care providers may
not spend enough time working with patients to develop clear advanced directives so that all
caregivers truly understand the wishes of the dying person. Financial issues may also affect
the availability of palliative care. For example, The New York Times reports that consumers
aren’t choosing hospice in greater numbers because many insurance programs — including
Medicare — will only pay for hospice care if the patient gives up all life-prolonging medical
treatment and any hope of recovery.'® These insurance restrictions have, essentially, taken
away from older persons the most important choice of their lives — the choice about how
they will die. A betrer, “open access” approach, which is currently available through a
handful of private insurance praviders, would improve older patients’ quality of life by
allowing them to benefir from hospice care and, ar the same tme, continue making their

own decisions about ongoing medical wearment.

Long-term care providers have an Important role to play in helping many older residents
approach death. By dcvt‘loping a philosophy of a “good death,” by communicating that
philosophy to staff and residents, and by developing programs that support that philosophy,
these providers can aljow residents to die with dignity. Adopring such an approach to end-
of-life care may veny well be the most valuable eift that long-term care providers can offer to

the people they serve.
Next Steps

Older consumers with disabilities seek out long-term care beeause they are in need of
intensely personal services that inclade help with such basic activities as bathing, dressing
and using the bathroom. Meeung those needs wich high-qualin care requires a deeply
personal response to each consumer. \s noted here, some progress has been made in the
quest to ensure quality in the long-term care environment. But, as the tollowing

recommendations illustrare. much remains to be done.

' Abelson, Reed. 2007 <y Chance ro Pick Hospree, and Sl Hope to Live.” The New Yoré Tooey, Februarv 1o,
2007,
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4. The cornerstones of culture transformation in long-term care are: (1) person-centered
care; (2) a physical environment that is residential and home-like; and (3) the
empowerment of the caregivers who work most closely with older consumers. Long-
term care consumers, including those living in both institutional and non-institutional
settings, must be allowed to make choices in meaningful ways, as should their direct

caregivers.
I1. QUALITY MEASUREMENT AND DATA

5. A common set of measures for qualiey of long-term care should be developed that is
standardized, comprehensive and clear, Systems should be designed to identify
gradations of qualiev. In additon, 1t is important that excellence be recognized at the
same time that poor pertormance is identified and corrected. Core measures of quality
should cover both quality of care and quality of life and should be common across all

long—term care settngs so that outcomes can be compared across setrngs.
0. Quality measures should be designed o minimize the burden associated with co]lcc[mg
the data. Since many measures will ikeh mvolve sclf—reportmg by providers, data need to

be easily verifiablc.

Individual and fﬂmj]y satistaction and experience with care are eritical dimenstons of

-

quality. Saustacrnon should be uni{nrmlv\‘ measured and reported consistently across all

set[ings and SCL’\'jCCS n a \\Tl.\‘ [hﬂ[ mects consurner nceds,

8. Collection of qualiny measures must be sufhcient o provide adequate and current
assessments of all services and providers. Inadequacies in existing data collection need 1o
be remedied. I'or example, while 80 percent of Medicare skilled nursing facility residents
recetve physical therapy, assessment of outcomes is not possible since assessment data

are not collecred and reported ar disclmrgc\
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homes and assisted living facilities) and should employ broad-based outreach methods,
n addition to the Interner, to promote the widest possible awareness of long-term care

quality.

14. Comprehensive survey results should be made available to the public in print and
electronic formats that are easy for consumers to understand. This information should
include the results of complaint investigations and other information related to quality,

such as stafting levels and staff turnover.

IV. OVERSIGHT

15. Standards for certification or licensure are critical and must ensure acceptable
performance for services provided in all setungs. These standards should be
comprehensive and efficieny. hey should reflect all important quality dimensions,
especially person-centered care, within a minimum number of standards. Finally,

standards should be clear so that they can be applied consis[entlv\i

16. Standards and mnspections should be iransformed so that they no longer focus onlv on
the detection of deficiencics, bur also assess relative performance and denuty excellence.
Poor and unacceprable pertormance should sull be tdentified, scrutinized and cffccti\'cl_\‘
addressed. Appropriate duc process procedures need to be in place for resolution of
disputed survey ﬁndmgs. Providers pertormance scores should be publicly available.
Summﬂr}' measures ot pertformance with respeet to certttication and licensure standards

should be dC\'(‘I(‘)PCd.

17, Sufficient resources need to be invested o assure thorough and consistent oversight. It
1s necessarv to train an adequate number ofsur\'cyors and provide sufficient oversight of
and support of their work. Ahernauve methods of uming for survevs should be explored
50 that surveys will be less predictable. For example, surveys could be triggered by
complaints, by dmnges m top lendcrship at the Jong—rerm care setting, or by random

selection using a table of random numbers; thev could also occur at ditferent times of
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22. Technical assistance efforts must be clearly separated from monjtoring and enforcements

functions.

VII. END-OF-LIFE CARE

23. Long-term care providers have a special obligation to wdentify and address the physical,
palhative, psychosocial and spititual needs of individuals who are in the final phases of

life, especially individuals who are using residential long-term care services.

24 Increased Hexibility 1s needed when defining eligibility for hospice, provided at home or
in the nursing home. and palliative care services under the Medicare program. Policy
makers should consider how Medicare can best be structured 1o support those with

terminal Nlnesses lhrough the provision ot palliative care and hospice services.

25. Because movement between selnngs 1s rvpical of those requiring long-term care,
mechanisms or processes must be dc‘\'dopcd that keep individuals’ viral chinical
information with them as they move berween care settings. These mechanisms and
processes must be destgned ina mannoer that protects the privacy and security of

consumer i!1f.()l’l]]ﬂ[j( Y.

26. Steps should be taken to: (1) help long-term care consumers avord preventable
hospimlizmi(,)ns when possible: (2 improve those ransItons (o acute care when they are
necessarys and (3) invohe mdividuals and t}\mily carceivers in all phases of care

transitons.
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having problems accessing services and, in some cases, their safety, quality of care and
quality of life are being compromised in the process. Unfortunately, the problem will only
get worse unless effective steps are taken to develop the workforce needed to meet future

demand for services.

Direct Care Workers

Direct care workers — the paraprofessionals who help older people carry out the basic

acuvities of daily living — are both at the heart of the long-term care workforce and at the
heart of its labor shorrage. The harsh reahity s that this workforce is in danger of buckling
under the pressure of simple arnithmetic. A report presented to the Commission by the

Instrtute for the Future of Aging Services (1FAS) suggests that between now and 2015, the
population aged 85 vears and older — the age at which most people begin to require long-

term care — will increasce by 40 percent. Hlowever, the native-born population aged 24 1o 54

— the age of most paid and informal carcgivers — will not increase ar all.

One doesn’t need a caleulator to realize that, in less than a decade, the pool ot available Jong-
term care protessionals and divect care workers will be much smaller than needed. And the
need tor more and betrer qualiticd carcgivers will become even more critical as the vears
pass. Even it we ser the somewhar conservative goal to maintain the current ratio of paid
long-term care workers 1o the current population ot 85-year-olds, the long-term care
workforce would have to gronw by rwo-pereent a vear — to the ne of 4 million new
workers — by 2050, T'o make matters worse, family caregivers, who now care for three-
quarters of adults with disabilitics, can’t be counted on to fill the care gap, as thev do now.
\When Baby Boomers turn 85, thev will not have as many children to care for them as do

today’s 85-vear-olds.

Clearly, the demographics of the future aging population will present long-term care

recruiters with a huge challenge for many vears to come. But demographics are not the only

2 Friedland, 1., Newman S., Grav, Loand Kolb, K. 2004 The St of the States Fomily (,}//zjg/'lf//{g Support: ) 50
State Study. San Francisco, Califorma: Fanuly Carcgiver Aliance, Nanonal Center on Caregiving.
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In an enormous statfing shortfall in community-based adult day care, respite, specialized
Alzheimer’s, case management and other programs that fill 2 wide range of consumer

and caregiver needs.

*  While the nursing protession has aggressively sought to attract students to jts educational
programs, it now finds itself in the position of tarning away qualified applicants,
according the American Association of Colleges of Nursing (AACN). A 2004 AACN
survey determined that 32,797 qualified applications to baccalaureate, master's, and
doctoral nursing programs were not accepted; an insufficient number of faculty was cited
by 47.8 percent of responding schools as the major reason for not accepting all qualified

applicants.”

For a number of years, the John A. Hartford Foundation and other phi]anthropic
organizations have attempred o bolster the number of geriatricians, geriatric nurses and
geriatric social workers by supporting the development of taculty scholars in schools of
medicine, nursing and social work, These scholars have two goals: to teach aging-related
courses and to attract students into each of these professions. This is an IMportant initiative

and similar initiatves should be encouraged.

Impro\‘ing and mninmining qualiny in long-term care will also require that nursing home,
assisted Iving and commumry-based service providers ask Important questions about the
role thar professionals can and should plavin long-term care. Providers need to find WAVS Lo
attract more of these protessionals to the long-term care ticld, but they also must ensure that
these protessionals are properlv trained and cducated, and that long-term care setrings rake

full ad\'anmgc of the expertise and experience they have to offer.

Take physicians, for example. Sice 1990, nursing homes reimbursed by Medicare or
Medicaid have been required to cmploy a physician medical director who is responsible for

implementin medical care policies and coordmating medical care. Nursing homes have met
! g g

—_—

2 American Assoctanon of Colleges of Nursing. 2003, Fenniry J'//umggm wn Baccalaneate and Greduote 4\"”1‘7”\,‘»’
Programs: Scope of the Probtesr and Mrategses i Expending 1he Supply. W ashingron, DC: AACN. Available ar:
/ d/05FacShortuge pef

brtp: fwwwaacn.nche.edu Publicanons’
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that RNs have the lowest job satisfaction of all professionals™ — the implications for quality
will be alarming unless positive action is taken to increase job satisfaction among these
important long-term care professionals. As mentioned in the previous section, and as noted

on Table 1, turnover rates are even higher among direct care staff. This turnover also affects

quality.
Workforce Issues

Solving the long-term care workforce crists won’t be easy or simple. Ir will require Innovative
strategies and decisive action 1o tmprove many aspects of the long-term care work
environment, ncluding improvements to tramning, compensation, job safety and working
condttions. It will involve educming prospective emplovees about the aging process and the
evolving face of long-term care. And, 1t will require a significant effort to answer big
questions about how long-term care should be designed, delivered and financed to meert the
future demand for its services. The answers to these big questions will have a significant
impact on workforce issues because those answers will determine how many people will be
needed in the long-term care worktorce; how thev will be recruited, compensated and
tramed; whar duties they will pertorm: and in which settngs thev will work. Other I1ssucs,
including the use of tcclmol()gy n Jong-term care settngs and the degree to which long-term
care providers will adopr consumer-directed care approaches, will also have a tremendous

impact on what long-term care workers do and how thev interace with consumers.

We don’t ver know the answers to many of these questions. Yet. despite these unknowns, we
can be sure that certain core workforce issues won’t go away or solve themselves in the next
decades. Fven a cursory glance at Table | (page 49), which presents a profile of the long~
term care workforce, underscores the importance of three issue arcas, which the

Commission believes are at the heart of the workforce crisis and require the nation’s

_—

= Spratley, E, Johnson, 1., Sochalska, | Fritz, M. and Spencer, W 2001, The Registered Norve Popudation. M.
2000: Findings from the National §, ampie Survey of Revistervd Nyires. Rockville, MD: US. Departmenr of Flealth and
Human Services, Bureau of Health Professions. Cired in Instirare for the Furure ot’,\ging Services. 2007, e
Loug-Term Care Woorkporie: Coan the Crusiv be }ined? Washington, IXC: \AHS.A and TFAS.
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directly passed through to frontine workers in the form of higher wages or benefits.
According to IFAS, research evaluatng the impact of these wage “pass-throughs” has been
mixed, and experts are suggesting that better accountability mechanisms are needed to

ensure that the earmarked funds actually make it into workers’ paychecks.

Inadequate Preparation and Training

As noted earlier, many individuals working in long-term care — including physicians, nurses,
administrators and direct care workers — could play a greater role in providing quality care if
they were better prepared for their jobs. For example, physicians and nurse practitioners,
who bring valuable medical services and expertise to long-term care settings, would benefir
from more tralning in geriatrics. The same 15 true for administrators and registered nurses,
who perform the majority of admimistrarive duties within long-term care sertings. The federal
government requires states (o license nursing home administrators. However, the federal
government also allows those states 1o decide for themsehves whether and how o credential
other long-term care administrators, indudmg those that oversce the operations of assisted
living facilities and home health agencies. RN receive several vears of education, but their
training often includes e mtormaton abour long-term care and lirde training in the

specitfic skills they need to carrv out their growing supervisory duties.

Of greatest concern is the tact that most states require little or no tramning for direct care
workers, the frontline work ers who provide the bulk of hands-on care in long-term care
settings. While all states require trmning for Certified Nursing Assistants (CNAs) who work
mn nursing homes, traiing requirements are generallv lower for direct care staff working in
assisted Iving facilitics. Paid carcgivers who work independen thy for individual consumers
ﬁ'equent]y have little 10 no formal tramnmg. \s a result, many ol these carcgivers often feel
unprepared for the jobs they are asked to do, and overwhelmed enough to leave those jobs

within the first few months.
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Adequately training workers is not without its challenges. States and individual providers
struggle with ways to encourage direct care staff to enroll in and stick with training programs
when those workers may be inexperienced and uncomfortable with classroom learning, and.
when family and work responsibilities keep them from attending class. An inventive program
in North Carolina seems to overcome these barriers by bringing a 33-hour curriculum to
direct care workers in the state’s nursing homes as a way to improve their clinical and
interpersonal skills. The key to the success of WIN A STEP UP is that classes are offered on
site during the regular workday, and are tailored to individuals’ education levels and learning
stvles. To encourage participation, those who successtully complete the program receive a
pay raise or bonus in return for a commirment to stay 1n their jobs for at least three months.
Evaluations of the program conducred by the University of North Carolina found that the
on-site training initiative has made workers more confident in their jobs, increased their job

satsfaction, added to their knowledge and tmproved their ability to work in teams.

At the federal level, the President’s High Growth Job Training Initative, administered by the
Employment and 'J"minmg Administrauon in the US. Department of Labor, has targeted $3
million dollars to encourage regional approaches (o mecting long-term care workforce
Chal]enges. ’l‘hrough the grant program, six organizations have received $500.,000 each to
prepare workers for carcers in long-rerm carc. Grant-supported nitdatives will create CNA
career tracks, deliver on-the-job talent development programs, and develop credential and
certification programs to prepare community college students 1o advance up the nursing
career ladder. The Thigh Growth initiauve 1= o good example of what can be accomplished
when public- and private-sector parmers come together to implement education programs.
These and other programs hke it pronusc 1o help create a pipcline of qualified workers to

meet the needs of the future long-term care consumer.

Working Conditions
Long-term care workers have eptcally characterized their work settings as being organized in
a hierarchal way and marred by a culture that docsn't provide adequate supervision, doesn’t

respect the kno\vledgc and skills that nurses and aides bring to their work, and doesn’t
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Provider coalitions. A coalition of Wisconsin providers was responsible for developing the
revolutionary Wellspring model, which has been replicated in several states. Wellspring was
developed by an alliance of 11 freestanding, not-for-profit nursing homes that came together
in 1998 to improve the quality of their care and work environments through such strategies
as collaborative training programs, sharing of resident data, and the use of multidisciplinary
teams to implement care-improvement interventions. A recent evaluation funded by the
Commonwealth Fund credited Wellspring with lowering the rate of staff turnover in
member facilities, improving the performance of those facilities on federal surveys and

helping staff rake a more proacuve approach to resident care.”’

Any effort to improve working conditions for long-term care workers must inchude
aggressive action to make the work environment sater. This is a challenging ask, since long-
term care settings have extremely lugh accident and mjury rates. Alison Trinkoft and her
colleagues report in a 2005 paper that the rate of worker mjurtes within nursing and personal’
care facilities 15 second among all mdustries. with nursing homes placing among the top 10
industries for musculoskeleral problems. the major cause of worker absentecism. workers'
compensaton claims, and worker mjury and illness. ™ The very nature ot long-term care jobs
explains the high INJULY Tates 1O 0 Cortaln oxient: carmng tor trail older people literally requures
heavy lifting and working in awkward posttions. In addition, our-ot-date equipment,
inefficient job designs and low sta tting levels exacerbate the risks of mjury that workers
encounter each day at work. These risks and dangers must be addressed before long-term
care settings can become places where skilled and carmg mndividuals will want 1o work ——

and will be able to work—over the long term.

Taking a Holistic Approach

> Stone, R.1L, Remhard, 8., Bowers, B, Zaimmerman, D Phulbps, €., Hawes, €., Frelding, |, and Jacobson, N
2002, Evatyation of the Wellsprang Moded for Lasproing Nrsing Howe Quality. New York: The Commomwealth Fund.

* Trinkoff, A, Johantgen, M. Muntaner, Rong, 1.. 2005, “Statfing and Worker Injurv n Nursing Homes.”
A | Public Flealth 95(7):1220.1 2725,
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* Competitive compensation. Xhen the first Green Houses opened in 2003, shahbazim
were paid $11 an hour, a rate that was $+ more than was paid to CNAs who continued to

work in Methodist Senior Services' traditonal nursing home units.

* Sufficient training. Shahbazim who are not CNAs when they are hired must undergo
training and become state certified. Once hired, they receive 120 hours of additional
training: 40 hours with Green House staff to learn about the project’s philosophy, policy
‘and procedures; and 80 hours with outside professionals who teach classes on first aid,

CPR, culinary skills, food safety and home repairs.

These investments have shown eood results, according to an evaluation of the Tupelo Green
Houses conducted by Rosalie Kane of the University of Minnesota. Kane’s evaluation shows
that rurnover rares among nursing assistants dropped 1o nearly zero after the Green Fouse
project began and that Green Iouse staff have high levels of job satisfaction.” In addition,
according to a 2006 article in The Gerontologist, transfer-related njuries among staff have
dropped dmmatical]y; none were reported during the evaluation period. The article
attributed this improvement ro higher levels of staff empowerment, which encourages staff
members to demonstrate “increascd skills, self-esteem, problem-solving and self-

3

possession.”™
Next Steps

All of these workforce mitiatives are cncouraging, both because thev exist at all and because
they are showing positive outcomes in recruiting, training and retaming a qualified long-rerm
care workforce. Now it’s time to establish similar initiatves in every long-term care setting.
This goal is achievable, but it will require hard work. The Commission believes that the
follox\dng recommendations will help, in the words of Dr. Konrad, set us forward “on our

>
way.,

3 National Clearnghouse on the Direct Care Workforce, Green House Project. Accessed art:
htep:/ /vowaw direcreareclearinghouse.ore Lpracnces/r pp detgsprres id=187910

* Rabug, ., Thomas, W', Kane, R, Cutler, 1. and MeAldh, S0 2006. “Radical Redesign of Nursing Homes:
Apphving the Green House Conceprin Tupelo, Miss. The Germitolggist 46{4):333-.39.
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2. Develop and support the implementation of a leadership training Initiative ro improve

the supervisory and leadership skills of long-term care managers.

The leadership training initiative could be organized, sponsored, funded and staffed by
the major long-term care provider associations and coalitions representing for-profir and
not-for-profit nursing homes, assisted living facilities, home care agencies and home
health agencies. The following entities should be involved in developing and
implementing the initiative: long-term care employers; representatives of professional
assoclations; state boards of nursing and relevant state boards for other professions;
long-term care workers; consumers; education mstitutions; and experts in geriatrics, adult
learning, knowledge transfer and cultural diversity. Philanthropic organizations could be
called upon to supplement the intrarive’s tunding and sra tting levels; to assist in
planning, implementing and evaluatng the ininative; and ro provide ongoing support for

replication and wide-scale diffusion.
HI. WAGES AND BENEFITS

3. Develop strategles o raisc wages and umprove benefits for long-term care professionals

and direct care workers.

A working group made up ot the A\merican \ssociation of Homes and Services for the
Aging, the American Health Care Assocation, the Alliance for Quality Nursing Home
Care, the Natonal Association of | lome Care, the Nauonal Governors Associanon, the
) ,
Nauonal Conference of State Legislatares, long-term care workers consumers, and other
o & >
national and state groups could be charved with developing proposals ro leveraoe current
group 34 g g
tederal and state long-term carce tunding streams to mprove compensation for long-term
care professionals and dircct care workers. The work group could address such issues as
133 " c ¥ . - -~ R
pay for performance proposals ted o wage and benefit enhancements and could
develop strategies for improvine the cttectiveness of "Medicaid wage pass-throuohs” n
= S &
2 i 2 8

mcreasing wages and benefits. The working group itselt would not require new funding;
< L LSRN L.
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in long-term care settings. States that participate in the demonstration program would be
required to meet strict benchmarks regarding the quality of resident/client care. Planning
for the demonstration should be 2 cooperative venture between the federal government

and the states.
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time, the long-term care consumer will likely undergo a fair number of laboratory tests and
screenings, may visit the emergency room occasionally and will probably experience multiple

hospital admissions.

All of the health professionals whom the older person encounters will have observed their
“patient” or “client;” many professionals will make copious notes or record valuable data
that describe the consumer’s well-being. Almost every health professional will recommend
something for the care recipient, whether it 1s 2 medication, an exercise regimen, a diet or an
ongoing therapy. Indeed, by the time the average American reaches 75, he or she will have
amassed a plethora of medical records, created by a variety of health protessionals, which
will document everything trom ingrown tocnails and eve problems to strokes, cancer and
chabetes. Unfortunately, even the most mertculously constructed health record could have
limited usefulness because, like the health care system itself, 1t is likely to be fragmented; that
Is, scattered across multiple carc sctungs with no vser-friendly mechamsm for bringing an

individual’s health information together in a comprchensive and informative package.

The fragmentation of health records may have several serious consequences for the quality
of care that long-term care consumers recenve. Firse, it interferes with the ability of individual
consumers to make their ovwn health and long-term care decisions. When a consumer’s
health information is scacterced across many carce scrrngs, the consumer, or a surrogate
decision maker acting on the consumer’s behalf, is forced to make informed decisions based
on incomplete informaton. Consumer dircetion and autonomy suffer in the process, as do

quality of care and qualiey of hie.

Secondly, fragmentation wastes time and money. When cach care setung 1s forced to create
1t own health record for the long-term care consumer, duplicative laboratory tests and, in

extreme cases, duplicative procedures can resulr.

Most disconcerting is the possibilitv that health professionals who attempt to care for the
consumer in an information vacuum will commit scrious errors because they lack a complete

knowledge of the patient’s medical history. Imagince, for example, a scenario in which one
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information and expertise can be shared, new technologies developed and existing
technologies adapted to long-term care settngs, including a person’s private home, in a way

that preserves the dignity and safeguards the privacy of older consumers.

Llectronic Health Records. Electronic Health Records (EHRs) — computerized records

are being introduced slowly into

of an individual’s lifetime health status and health care
hospital and other clinical settings, and even more slowly into long-term care settings. Once
established within a compurer network, these records could potentially be shared with any
number of health care providers who have been approved by the consumer. In addition to
reviewing the consumer’s medical history, health professionals could also update that history
by documenting the care that they have provided and making those updates immediately

avatlable to other health professionals on the consumer’s mulusite care tcam,

The Veterans Health Administration within the Department of Veterans Aftairs (VA) has
developed a comprehensive FIR svstem which, combined with an innovative quality
management approach, has contributed 1o 2 higher quality of care for those who receive care
from the VA The VA’ work in health in tormation technology (1) goes back several
decades and is a study in how sophisticared EFIR svstems can be built one step at a time.
The agency first created the Decentralized 1 lospital Computer Program (DIICP), one of the
first automated health information systems to support muluple sites and cover the full range
of health care settngs. The VA followed this mnovation with the Veterans Health
Information Systems and Technology Architecrure (VIstA®) a suite of more than 100
apphcavons that support the V.\’s day-ro-dav clinical. financial and administrative functions.
Most recently, the VA developed the Computerized Pavent Record Svstem (CPRS) o

provide a graphical user intertace to the mtormation caprured in VistA®.

VistA® and CPRS have been implemented in about 1400 VA medical centers and at VA

outpatient clinics, long-term care facilities and domiciliaries. As of December 2005, VistA®

3 Asch, S, MceGlvnn, E A Flogan. ML, Havward, R Skekelle, P, Rubenstein, 1. Kecsev, J., Adams, ],
Kerr, E. 2004. “Comparison of Quabity of Care for Patients m the \Veterans Health Administranon and Patiengs
in a Natonal Sample.” il of Tntesnal Modicine T41{12): 938-945.
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Personal Health Records. The HHS framework also supports development of another
technology-related initiative: a Personal Health Record (PHR) that a consumer could use to

~ manage personal health information and make decisions about his or her own care.
Consumers would actually own this health record, which is an electronic, Web-based file that
would include the types of information that some health care recipients are probably already
collecting, in paper form, from all of their health care providers. The PHR could also include
information from the consumer’s Electronic Health Record, as well as any anecdotal
information the consumer wanted to add: details about weight, blood pressure, glucose

levels or an exercise regimen, tor example.

PHRs provide particular benefits for long-term care consumers who move from one care
setting to another: the records are speaally designed to travel with the consumer and to ease
his or her transition to new care setings and new sers of providers. In addition, consumers
could share the record not only with their health care professionals, but also with loved ones
and trusted friends who are often inumately involved in their care. Finally, the PHR would
play an important role in remntorcing the person-centered, consumer-directed approach to
care that is now being advocarcd by several of the new long-term care models identified in
the Quality section of this report. By placing vital and comprehensive medical information in
the hands of consumers, PHRs enhance consumer autonomy and control over quality of
care and qualiy of life. \s mentioned carher, dC\‘cl(')pjng appropriate privacy and securi ty

protections will be critical to cnsuring widespread consumer use of PHRs.

PHR technology is alveady available and being used by several long-rerm care providers,
including Erikson Retirement Communitics. a Marvland-based, mulufaciliry organizaton
that has already helped nearly 18,000 of its residents establish such records. The
organization, which operates 19 continuing care retirements communities in 10 states. credits
its PHRs with saving lives because thev enhance communication benween physicians and
patients. The organtzation uses a verv specitic example to illustrate this claim: in 2004, when
the Food and Drug Administration recalled the arthritis drug Vioxx after it had been linked

with heart attacks and cardiovascular damage, physicians treating Frickson residents were
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medication history before writing a new prescription. This critical step in the prescribing

process could help patients avoid potentially harmful drug interactions.

All 50 states now allow physicians to “write” e-prescriptions. Next, health care providers,
Insurance companies and government agencies must take steps to ensure that physicians and
their pharmacies can actually make use of this technology. E-prescribing software and
hardware must be developed that are user- friendly and compatible with health IT networks
across care settings; these tools must be made widely available ro physicians and pharmacies;
and standards must be developed to ensure the secure clectronic transmission of

prescription and patient medical histories benwveen prescribers and pharmacies.

Pubic-private partnerships in many states are beginning to make progress towardl meeting at
least some of these e-prescribing goals. For example, every physician in New Hampshire will
500N receive free access to e-prescribing sofrware, a free pocket computer and a discounted
wireless telecommunication plan through a new program launched by Anthem Blue Cross
and Blue Shield and the New | lampshire Ciuzens Healdh Initative. Physicians using the
svstem will be able to prescribe medication for cvery paucnt, even those who are not
Anthem members. They will also be able 1o check the medicanon history of each patient

through a bullt-in EHR Systemm.

Progress toward c-prescnbing is also bemng made at the tederal fevel In additon to creating
the Medicare prescription drug benefir (“NMedicare Parr D, the Medicare Prescription Drug,
Improvement, and Modernization Act of 2003 has helped o advance the implementation of
clectronte prescribing in long-rerm care setungs by mandating the progressive development
and adoption of e-prescribing standards. This process must conunue so that Medicare

beneficiaries can benefit from this promising new technology.

Telemedicine. Collecung, evaluaung and sharing “real-time” intormation about long-term
care consumets Is one ol the goals of telemedicine, an cmerging set of technologies that
promises to make it easier for older people to remain independent, often in their own

homes, while receiving the carc and services they need. Taking advantage of computer
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settings. That data, about the care provided to long-term care consumers, can be used to
measure outcomes, identify problem areas, and help providers take concrete steps to
improve quality. In addition to supportng internal quality assessments, health IT systems
can also provide regulators with detailed reports, and can give researchers access to data that
they can use to evaluate long-term progress. Most important, health IT systems can collect
these data in a more efficient way than paper-based reporting systems, and without Imposing

undo burdens on already overwhelmed staff members.

Provider Networks

Remote monitoring and other telemedicine mnovations are still new concepts in long-term
care, in part because providers often lack the experuse to launch technological programs.
This lack of expertise could be alleviared by establishing nenworks and partnerships through
which providers could cooperate on technology intnatives and through which more
experienced providers could mentor those who have less tamiharity or experience with these
issues. For example, the VA which is amonyg the nation’s most technologically savvy health
“care svstems, has a wealth of knowledge to share with its peers. The agency currently
provides in-home services to more than 3.000 vererans and has one of the largest remote
montitoring programs in the nation, accordig to a 'S, Department of Commerce (DOC)
report to the 2005 White House Conference on Aging. The V. svstem, through which
nurses can monitor 150 patients at a rime using “relanvely nexpensive technology

> 1

: - : )
products.” could provide a valuable modd for other long-term care providers.

Remaining Challenges and Barriers

In the process of developing and implementing health 1T in long-term care settings,
£ £ £ £

providers and other stakeholders will need o face Important ssues, ihcluding the following.

" Office of Technology Poliey, U.S. Department of Commerce Technology Admunistraton. 2005,
Technology and Lnnoration in an Emrereing Senior/ Boosirer Meark ctplone Prepared for 2005 White House Conference on

Aging.
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Funding. Long-term care providers spend less than three percent of their total operating
budgets on information technology. The money these providers do spend usually goes to
support administrative functions like billing and scheduling, rather than care-related
functions like EHRs and remote monitoring. Most long-term care facilities report that they
have steered away from health IT because the capital resources needed to start such a system
are too great, or because they lack the evidence that such technology will improve quality or
provide a return on investment. Clearly, the financial costs associated with health IT, and the
human effort it takes to establish and maintain a health IT system, represent two obsracles to
widespread adoption. Adequate funding of the costs for establishing EHRs and telemedicine
systems — including grants, subsidized loans and bonuses to help providers, especially small
providers and those in underserved communities, establish EHRs — is essential if these
high-tech tools are to become an tegral part of the day-to-dav care offered by long-term
care and other providers. A new pilor program, announced in November 2007 by HHS
Secretary Mike Leavite, will encourage small- to medium-sized phyvsician practices to adopt
EHRs. Conducted by the Centers for Medicare and Medicaid Services (CMS), the five-year
demonstration will provide financial incentives to 1,200 physician groups that are using
certufied EHRs to mecet certain clinical quality measures. A bonus will be provided each vear
based on a physictan group’s score on a standardized survey that assesses the specific EHR

functions a group emplovs to support the dehivery of care.

In the area of telemedicine, the Medicare-funded Health Buddy Program represents an
important first step toward more tlexible reimbursement policies for health technologies.
The pilot program, based in Washingion and Oregon, has distributed free, lunchbox-size
computers to 2,000 MNedicare patients who have diabetes, congesuve heart faihure or chronic
obstructive pulmonary disease. Patients usc the | lealthy Buddy applance at home to
conduct a daily dialogue with their physicians and other health providers. During the course
of each dialogue, the patient answers questions about his or her condition, receives coaching
and information about preventive behaviors, and transmits his or her vital signs through a
secure Web site. Health Hero Network of Redwood City, California, which developed the

Health Buddy, claims that the technology reduces hospitalizations because it allows
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about standards to ensure interoperability.and widespread access to aging-services

technologies. All of these activities are sorely needed.”

Next Steps

Ever since IBM introduced its first personal computer in 1981, Americans have had a
complicated relationship with technology. For some, that relationship has been a love affair,

based on the conviction that there are few problems that can’t be solved with a computer or

other electronic gadget. For others, technology — and 1ts potential to challenge us, steal our
privacy, and control our lives — has alwavs been somcthing o tear. As we attempt to create
a future in which technology will be an integral part of high-quality long-term care provision,
we need to remain open to the benefits that this technology can offer us, and cautious about
how we use technological tools. The Commission makes the following recommendations to

encourage long»term care stakcholders to harness technology as a way o empower ]ong«

term care consumers and to improve the quality of care and services thev receive.

TECHNOLOGY RECOMMENDATIONS

L. USING TECHNOLOGY TO ACHIEVE QUALITY

1. Promote information technology as onc way to bring about quality improvement in

long-term care.

19

Lncourage the adoption and applicanon of consumer-centric, continuous process
improvement methodologies in long-term care. Health information technology (IT) can
play a critical role in helping long-term care providers colleet valuable data about the care

they provide and then to use that data to measure, assess and improve the quality of that

> Visit the CAST Web site at www.agingtech.org to lear abour specific long-term care piots n this

area.
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technologies that will help the United States prepare for the unprecedented growth of
the older population and the impact this demographic shift will have on the nation’s
health care system. In order to be most effective, the consortium should include
representatives from the long-term care community, align itself closely with other
government agencies that address health IT issues, receive adequate funding, and be

required to collaborate with federal long-term care and research programs.

HI. OPEN COMMUNICATION AND DATA SHARING

8.

9.

10

Promote information flow across carc settings as a way to help transform health care.
Every segment of health care — including acute care and long-term care — must
commit itself to providing consumer-centered, quality care through a single, seamless
system. Achieving this goal will require that health and long-term care protessionals,
technology firms, government rescarchers, policy makers and other stakeholders step
beyond the lines that currently separate their sectors so that information and expertise

can be easily shared.

Encourage the long-term care community 1o activel: monitor exisung and emerging
£ & ) ) { ging
mnnovations that can be applicd 1o Jong-term care, and develop that can promote

innovation 1n care.

. Facilitate more efficient technology transfer berween tederal government research

msttutions and the nation’s private sector. The long-term care community should

promote legislation that would specitically require existing mechanisms to support the

transfer of long-term care and aging-related technologies between the public and private
pu iy k. N

sectors.

11. Publicly recognize advances in long-term care technology carried out by academia,

technology vendors and others. A “National Medal for Aging and Long-Term Care

Technology” could bestow presuge on the reapient while stmulating awareness of the
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16. Work with the Drug Enforcement Agency (DEA) and the Food and Drug

Administration to find solutions that will permit safe and legally enforceable electronic
prescribing of controlled substances, which are effective in relieving the pain associated
with many chronic conditions experienced by older people. Considerable progress has
been made in modifying archaic state laws and regulations that prohibited the use of
electronic prescribing. However, the DE.A has yet to create a framework for permitting
electronic prescribing of controlled substances, Older consumers are disproportionately

affected by this limitation.

V. ENCOURAGING INNOVATION AND RESEARCH

17.

18.

Support the development ot longitudinal Personal Health Records (PHR), PHR-related
standards and consumer-centric mechanisms for using PHRSs to ink long-term care
providers and other settings. Personal Iealth Records (PHR) have the potential to
become a key means for sharing patient mformation berween different care sertings.
They can also support older people to remain independent for longer by providing those
conswmers with personal medical decision support tools. Long-term care setungs must

be included in the development of tuture PHR-related use cascs.

Support the foundational work required to create the standards, rools and Infrastructure
necessary to support health mntormation exchange and semantic nteroperabiliy. The
work required is far removed trom direet patent care and 1s slow ro vield noticeable
returns. However, it is absolutely essential to ensure that the nation can reap furure
benetits from its investments in health 11 For example, the need tor a phyvsical
technology infrastructure supporting broadband communications and information
exchange is a necessity 1f many home-based technologies that promise to keep older
people independent are to be realized. Other countries have alreadv committed
themselves to making wireless broadband a ubiquitous oftering. Municipalities in the

United States are beginning to do the same. and they should be encouraged to continue

this efforr.
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CHAPER 4: FINANCE

When it began its work in 2004, the National Commission for Quality Long-Term Care
accepted a simple mission: to draw attention to, and further a national discussion about, the
current and looming crisis in long-term care and how the nation might respond to it. The
Commission has issued this final report in an ettort to share important information about
that long-term care crisis and to describe a number of strategies that promise to help the
nation improve the quabity and accessibility of its long-term care services. Those strategies

include:

. Transforming the culture of long-term care settings and placing the needs of consumers

—— not the needs of providers — ar the heart of those setungs.
* Devising a long-term care svstem that emphasizes quality ot care aud quality of life.

. Strengthening the long-term care workforee 538 Improving training, upgrading working

conditions and increasing compensation.

* Incorpora tng emerging technologies into home-based setings and long-term care
facilities in order to maximize the independence of older consumers and make care

provision more efficient.

In the process of explonng these and other strategies over the past three vears, the
Commission has had a valuable opportunity to hear trom a varicry of long-term carc experts
and to hold hively discussions about various approaches ro improving long-term care. During
each and every discussion, however, two unresolved questions hung in the air and sull

challenge Commission members. They are:

1. How will the nation cover the cost of researching, choosing, developing and
implemen[ing the quality improvement measures that the Commission has

recommended?
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cover those costs, policy makers must understand what role each stakeholder currently plays
in the long-term care marketplace, what unique challenges they face, and how an equitable

long-term care financing system could serve their needs. Those stakeholders include:

Persons with disabilities. Long-term care is a key part of Americans’ health and financial
security. Virtually all people will have an experience with long-term care, whether that
experience involves purchasing long-term care services for themselves, or providing or
purchasing such services for a friend or a family member. In addition, most people will come
to long-term care after the onset of disability, whether that disability presents itself at birth,
after a trauma, or as a result of diseases associated with aging. At the onsct of disability,
many older people find themselves in the untenable position of having declining income and
savings at the same time when disabilitv-related expenses are mounting. This confluence of
challenges brings with it a harsh reality: many frail older people simply do not have the
financial resources to obtain the services thev need. either in the community or in long-term

care facilities.

Family and friends. The vast majoriey ot long-term care is provided by “informal”
caregivers, including spouses, children and ncighbors who make great personal sacrifices in
order to provide a range of services to frai older relatives and Friends. The nation’s need for
unpaid caregivers is likelv to increasc in the furare. as federal and state governments adopt
“nursing home diversion™ and rebalancing programs atmced at shit:'ting long-term care 7
spending from institutions to the communiny. \ddinonallv | Commission members iirccognizc
|
thar because of changes in the composition of the family, geographic mobilin and <\3tl)¢1‘
factors, an Increasing number of persons will need eare wlule families will have fe\\'c;f\
vounger members available to provide informal care. Aware that most consumers prefer to
rematn 1n their own homes for as long as possible. the Commission applauds the new
interest in home and community-based services. Iowever. Commission members also are
aware that such a shift will increase the costs — CConomic, emotional, phvsical and social —
that caregivers currently pav in order 1o serve the majority o the natton’s frail citizens. In
many Instances, caregivers who arc compelled to constrain their workdays and rarn down

professional opportunities in the workplace may put their own retirement securtty at risk.

socuw: - SN
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in long-term care, it must make an investment in long-term care that allows providers to
make necessary improvements in their services, adequately train and compensate staff people
who provide hands-on care, and Incorporate into care settings the kind of technology that

could improve quality and efficiency in long-term care settings.

States. Every state plays a vital role in overseeing long-term care quality and ensuring access,
by the poorest among us, to needed care. Unfortunately, many states carry heavy economic
burdens and struggle financially to maintain a wide range of state services in the face of
limited resources and rising costs. As a result of these economic pressures, states are
increasingly being forced to make difficult tradeoffs as they balance their citizens’ competing
needs. In some states, these competing intercsts bring with them resource shifts that can
adverscly affect long-term care financing levels. These shifts create an unintentional mequity
among Americans with disabilities and create disturbing situatons in which residents of one
state may have adequate access to care when residents of a neighboring state do not. Such

Inequities impose geography-based burdens on individuals that simply are not fair.

Federal government. The Medicare program pays only a small portion of the nation’s
long-term care expenses, primarily covering limited home health services and a limited
amount of skilled nursing care. Other federal programs, such as the Older Americans Act,
also provide supports to those nceding long-term care and their families. By far, however,
the largest share of federal long-term care funds goes to the Medicaid program: the federal
government and the states share the costs incurred through that program. Medicaid is the
largest public paver ot long-term care but 1t is available only to low-income Americans or
those who have impoverished themselves. While many older people receive help trom
Medicaid dollars to pav for institutional long-term carc, the federal government also
approves some Medicaid home and community-based services warvers and has taken other
steps that allow individuals across the country to remain in their homes and communities
while receiving long-term care services. The challenges tacing the entire health care system

— such as increasing costs — also face the Medicaid program.
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Strategy #2: Expmm’[u(g the safety net for peaple with low-to-modest tconzes, while expecting those who
are able to rely on private financing. A national floor of protection would be created for some
individuals and some of the gaps in the current Medicaid program would be closed. Such an
approach could remove some existing state-by-state variations in the Medicaid program.
However, this approach would still be a safety net and not the same as insurance. Individuals
with more financial resources who did not meet the safety-ner eligibility criteria would u'se
private financing, such as savings or private long-term care insurance, to pay tor their long-
term care. While there would be an expanded public safety net, a large number of individuals

would need other ﬁnancing options.

Strategy #3: Establishing public calastyophic lono-ternr care insirance, whife stinilating complementary
private pisurance to fill in the gap for those who can afjord it and proveding a safety net for those who cannot.
Public and private long-term care policies and programs would work together in a way that
they often do not today. Under this approach, a public catastrophic program could provide
coverage after an individual had already spent a certain dollar amount or length of time
receiving benefits under a private long-term care insurance policy. Ditferent models under
this approach might varv in how closely thev uce the avatlability of the public catastrophic

coverage to the purchasc of a private policy.

Strategy #4: E,\‘/[//J/zls‘/_/i//g ancrersal public fona-tesmr care insnrance. while supplenienting that with private
Senancing and a public safety net. Exvervone would receive a basic foundation of coverage on
which to build. For example, a public universal long-term care msurance program could
provide a basic benetit to all who pay into the program, bur would not cover all the services
that an individual mught need or cover services for as long as an dividual might need them.
Individuals could purchase private long-term care insurance policies to cover what the base
program does not cover and to provide additional financial secunty against long-term care
costs. The public satety net would provide coverage to those who met cligibility criteria and
did not have other coverage. The public program could require individual contributions and
could encourage 1nnovation in private long-term care nsurance policies, as would some of

the other approaches.
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consumer direction and autonomy among its central features. Such a consumer-centered

approach could mean more choice and control for the consumer.

In one possible scenario, a person’s long-term care choices would no longer be limited to a
one-size-fits-all set of services, as the current financing system often prescribes. Instead,
beneficiaries of a new, consumer-centered financing system could receive financing
assistance, in the form of a cash benefit, to purchase services that they — or their surrogate
decision makers — determined were most needed. That cash benefit would be triggered
when the person reached a predetermined level of disability. This cash benefit could be one
of several options available to consumers; consumers could also choose to receive home care
services that are coordinated by an agency, or long-term carc services that are provided in an

institutional setting.

A consumer-centered financing system would respect an mdividual’s ability ro make
decisions about his or her own care. 1t would also use public funds more efficiently to
purchase those services that addressed a consumer’s individual needs. Clearly, such a svstem
would require careful fine-tuning before it was adopted: fine-tuning that might include
settng criteria for the level of disability that would tigeer benetis, ensuring alternatves for
consumers who could not or did not feel capable of making carc decisions, and resolving

other important issues.

Consumer Planning

Consumer empowerment Is a two-wav street. s siated carlier. a long-term care ﬁnnncing
svstern should empozwer consumers to take some responsibiline tor therr long-term care. By
the same token, however, that same svstem needs to encourage consumers to assume a
certain level of responsibility for advance planning. That planning would help consumers to
anticipate the possibility of disability, to take preventive measures that might help them
avold or decrease the severity of that disability, and to prepare financially tor long-term care
expenditures. Education and adequate, stable and flexible financing options are critical to

encouraging consumers to plan tor their long-term care needs.
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Consumers also need more public and private financing options to help them plan and
pay for their long-term care. However, it must be noted that financial planning alone will
not necessarily provide an individual with adequate resources for long-term care.
Consumers also need access to a range of tools — such as tax credits or affordable
reverse mortgages — that will enable them to save. In additon, a number of strategies
could be pursued at the federal level to harness the “power of compound interest” by
encouraging individuals to start saving early for long-term care. Tax incentives could be
established to reward personal savings, and could provide younger people with
incentives that are meaningful enough to spur them to set aside money today for services
that they won’t use for many decades. Tax incentives should be examined to determine
who they would assist, if this assistance is efficienty and eftectively directed to the

people who need it, and the costs and benetits of such incennves.

Pooling and Spreading Risks

Both trauma-related disability and disabilin associared with age-related chronic illnesses and
fmilry are insurable events; that 15, by paving a pertodic premium, consumers can spread the
cost of long-term care among a large pool of individuals, and avoid the risk thar long-term
care costs will deplete their assers. Under the right circumstances, public and private mnsurers
could be encouraged to create such risk pools, and consumers could be encouraged to
participate in them. Such insurance necds to be comprehensive and affordable. The universal
public long-term care insurance strategy discussed above (Strategy #4) would be one
example of bui]dmg a large pool and spreadmg risk. Netther the private nor public secrors
alone can provide the range of options nceded: both public and privare tinancing roles are

important.

The naton currently does emplov both public and private inancing mechanisms for long-
term care but, as noted, there are numerous problems that leave millions at risk. One
strategy calls for a systematically enhanced partnership through which privare long-term care
insurance could be combined with publich sponsored long-term care insurance and a
residual satety-net of public funding for those who might otherwise fall through the cracks.
There are several wavs in which this enhanced public-private partership could be

developed:
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Safety Net

While individual responsibility should be encouraged, the Commission also recognizes that
the occurrence of a disabling condition or the lack of financial resources is often beyond the
control of an individual. Disability may still affect individuals who practiced health-
prevention strategies throughout their lives. In addition, disability may ensue because,
through no fault of their own, individuals were unable to partcipate in those strategies.
Likewise, the Commission recognizes that, due to lifelong financial challenges, some
consumers will be unable to prepare economucally for the costs of long-term care, either by
saving on their own or by participating in other financial-planning activitics. Individuals may

also lack or have exhausted all of their other tinancing options.

Therefore the Commission asserts that all financial reform strategies must feature a public
safety net that is designed to ensure that a consumer’s mability o pav will never be a reason

for that consumer’s lack of access to needed care and services.
Demographic Considerations

The options described above, as well as other long-term care strategtes, will have different

value and applicability to the three distinct segments ot the long-term care marker:

* The Sikent Generation (born betore 1946): Some members of this generaton are already
experiencing frailty and disal)ﬂﬂﬂ: others will conrinuce 16 do so through the ncxi several
decades. Those individuals who have not pre-tunded ther long-term care, cither through
Savings or Insurance, arc unlikely 1o do so in their O0s, 705, or 8Os, Theretore, policy
makers will need to develop a short-term approach to providing this cencration with
equitable access to long-term care services. This approach will be difterent from the
approach policy makers will use to provide attordable long-term carc access o

SUbSCC]UEl][ genera tons.

*  The Baby Boon Generation (born between 1946 and 196-H): These individuals are likely to

need long-term care services beginning around 2025 Nembers of this generation, who
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Council of Aging Organizations (LCAO), a coalition of national nonprofit organizations

concerned with the well-being of America's older population and committed to representing

their interests in the policy-making arena. The Commission shares these principles in the

same spirit in which LCAO developed them: “ro provide a framework for focusing

attention, generating discussion and crafting a solution to the problem in the near future.”

They include the following:

19

(&3

National Problem, National Solution — Recognize that although states,
communitles, families and individuals have important roles to play, long-term care

tiancing is a national problem that requires a natuonal solution.

Universality with Limited Opt-Out — Create a public program that allows all people,
including individuals with disabilities and those near reurement, the opportunity to
contribute to and prepare for the costs of long-term care. Make participauon as
convenient as possible, such as through an automatic payroll deduction, but give people

the limited choice to opt out.

Public-Private Partnership — Provide a strong foundation of protection while
£ I
providing opportunities for personal planning that include a role for private sector

optons. Government, individuals and the private sector have a shared responsibiliy.

Affordability and Risk Pooling — Provide for broad pooling of risk and appropriate
low-income subsidics ro make premiums attordable ecnough so that al) people, regardless

of income and health status. can partcipate.
ESC:{IRespOHSJ'IJJ'II'Q'——— Provide actuarally sound funding, such as through voluntary

premiums that build reserves over time sutficient to pav for turure needs m a way that is

aftordable to individuals and to society as a whole.
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NEXT STEPS

Discussions about the best way to improve quality in long-term care didn’t begin in 2004
with the inauguration of the National Commission for Quality Long-Term Care, and those
discussions must not end with this final report. True transformation of long-term care will

require ongoing discussions among many stakeholders.

- »
-

Providers and policy makers will need to sit down with consumers and their families, eally
listen to their needs and desires, and work hand-in-hand with them to design a better long-
term care system. All stakeholders —- providers, lawmakers and consumers — will need to
-make rough decisions and agree to compromises about where moneyv can be invested most
wisely in order to create inviting, empowering and high-qualiey long-term care environments.
Regulators, consumer advocates and providers will need to explore together the regulatory
1ssues that the transformation process will nevitably ratse. These issucs. many ot them
controversial, will not be resolved overnight, nor will providers, policy makers, regulators,
consumers and their families find it easy to reach consensus. FHowever, the Commission
believes that the process of building a consumer-centered long-rerm carc svstem, however

difficult, 15 worth the intense effort thar it will require.

Commission members are hopetul that these discussions will contnue to rake place over the
next months and vears. In this report, we have called on Congress 1o hold hearigs during
2008 that will investigate and recommend workable strategies 1o design and implement that
system. We have urged the next President of the Unired States to provide the leadership
necessary to launch a multifaceted transformation of long-term care. In addition, we note a
provision in the Long-Term Care Quality and Modernization Act, which was recently
introduced in the House of Representatives by Representatives Larl Pomerov of North
Dakota, Shelley Moore Capito of West Virginia and Tom Allen of Maine. The provision

would establish a new, Long-Term Care Quality Advisory Commission, which would be
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