
Oversight Committee on Quality of Care
In Nursing Homes and Assisted Living Facilities

February 6,2012

The Honorable Thomas V. Mike Miller, Jr.
President of the Senate
State House H-107
Annapolis Maryland 21401

The Honorable Michael Erin Busch
Speaker of the House of Delegates
State House H-101
Annapolis, Maryland 21401

Dear Senator Miller and Speaker Busch:

Subject to Section 2-1246 of the State Government Article and to comply with Health
General Article 19-1409 (Chapter 400 of the Laws of Maryland 2005), the following is the
required annual report of the Oversight Committee on Quality of Care in Nursing Homes and
Assisted Living Facilities (the "Oversight Committee") for activity from January 201lthrough
December 2011. The committee met four times during this period. Agendas and minutes of the
meetings are attached.

The charge of the Oversight Committee is to:
"Evaluate the progress in improving nursing home quality and assisted living facility quality
statewide, including consideration of nine specific areas:

1. Quality of care standards for nursing homes and assisted living facilities;
2. Standards for the identification of the onset of dementia and Alzheimer's Disease;
3. Standards for the identification of conditions appropriate for hospice services;
4. Staffing patterns and staffing standards;
5. Policies and procedures for inspecting nursing homes and assisted living facilities, and

responding to quality of care complaints;
6. A comparison of Maryland standards, policies, and procedures to those of other states;
7. The labor pool available to fill nursing and nursing aide jobs;
8. State funding mechanisms for nursing homes and assisted living facilities, including the

Medicaid Nursing Home Reimbursement System, and regulation of nursing homes; and
9. The provision and quality of mental and behavioral health care services to meet the needs

of nursing home and assisted living facility residents.

The new charges added included responsibility for oversight of assisted living facilities and
specific charges to evaluate identification of issues concerning dementia, appropriate hospice
care utilization, and provision of mental and behavioral health care in meeting long-term care
resident needs. .'
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February 6, 2012

The Oversight Committee discussed how to move forward, given the limited resources
available to support its extensive charge. It was agreed that the State's budget challenges will not
be resolved in the foreseeable future. With that acknowledgement, Committee members agreed
to focus on issues that can be addressed, as well the priorities important to membership
organizations. Long Term Care is changing, with a strong effort to "Rebalance" long-term care
spending from the current institutional bias to the community. Major reforms are underway and
the Oversight Committee was briefed about a number of them, including Money Follows the
Person, the Hospital Transition Initiative to avoid re-hospitalization, Maryland Access Point,
Veterans Self-Direction Flexible Benefits Pilots, and the Maryland Communities for a Lifetime
program.

The Office of Health Care Quality undertook efforts to obtain feedback on its Assisted
Living Program regulations and working in collaboration with the aging services network, held a
series of Town Hall Meetings across the State to elicit provider and advocate feedback. Providers
expressed special concerns about Delegating Nurse requirements, and the Resident Assessment
Tool (RAT), used to track resident conditions and needs. A recurring theme of concern is that
reforms to regulation of Assisted Living will require additional resources, while reimbursement
for assisted living is level. Also, chronic staffing shortages at the Office of Health Care Quality
make meeting existing regulatory oversight difficult, if not impossible to achieve.

Nursing home staffing is a concern of advocates for nursing home residents. Legislation
was introduced during the 2011 General Assembly Session (Senate Bill 934) which would have
increased minimum staffing required in nursing facilities. The legislature did not act on the
legislation but the issue continues to remain important to advocates. Staff of the Legislative
Services who helps support the Oversight Committee briefed it on current practices and studies
on the issue. Again, the financial challenges facing State government make difficult any changes
which will increase Medicaid costs to pay for increased staffing.

Another issue called to the Committee's attention is the use of "referral agencies" that
assist in placing hospital patients being discharged to assisted living facilities and nursing homes.
The Office of Health Care Quality, while acknowledging that it receives complaints from
providers about "steering" to select facilities, noted that it has no authority to investigate or
discipline such practices, since there is no statutory authority to do so.

The Committee was also briefed by the Quality Improvement Organization (QIO) about
its efforts working with nursing homes that have high rates of pressure ulcers and use of
restraints. The QIO's work is voluntary and it helps to educate nursing homes on best practices
in these areas.

Finally, the Oversight Committee has been briefed on the Long Term Care Ombudsman
program, which advocates for residents of nursing homes and assisted living facilities.
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Legislation enacted by the General Assembly in 2010 made substantial changes in the LTC
Ombudsman program and the program is working with a stakeholder group to improve effective
advocacy by the program on behalf of vulnerable institutional

The Oversight Committee on Quality of Care in Nursing Homes and Assisted Living
Facilities will continue to review and obtain recommendations on what measures can be
implemented given the budget challenges faced by government and providers to insure quality of
care for persons residing in nursing homes and assisted living facilities. When appropriate, it will
make recommendations to the Governor and General Assembly to help insure quality of care for
Maryland's long term care population.

Should you require additional information please do not hesitate to contact Michael
Lachance, Oversight Committee staff at 410-767-1097 or Iml@mail.ooa.state.md.us.

S~'ncerel~" rf) ",''J
vt-~

•....

Gloria Lawlah .
Chairman

Attachments: Oversight Committee Meeting Minutes
Oversight Committee Membership 2011

Cc: Michael Lachance, Maryland Department of Aging



Nursing Home Oversight Committee
Monday, May 9, 2011

2:00 P.M.
Room 240 House Office Building

Annapolis, Maryland

Agenda

~ Discussion of the future direction and activities of the'
Oversight Committee, including Staffing

~ Other Business



Oversight Committee on Quality of Care in Nursing Homes and Assisted Living Facilities

Meeting held: Monday, May 9, 2011,2:00 - 3:15 p.m.

Location: HGO Hearing Room, Annapolis

Attendance: Gloria Lawlah, Chair; Kate Ricks, Voices for Quality Care; Erick Backes for Sen.
Klausmeier; Harriet Johnson, Consumer; Margaret Richards, Maryland Hospital Association;;
Odile Saddi, Montgomery County Area Agency on Aging; Sister Irene Dunn, Victory Housing
ALP; Al Johnston, AARP; Ofelia Ross, Howard County Long Term Care Ombudsman; Theresa
Grant, Prince Georges County Area Agency on Aging; Virginia Crespo, United Seniors of
Maryland:

Staff: Jodie Chilson, DLS; Mike Lachance, MDoA

[note: Minutes of this meeting were adopted with the Representative for Voices for Quality
Care dissenting]

Agenda: Future of the Oversight Committee, including Staffing

The Chair opened the meeting, explaining that the Agenda would be a discussion of the future of
the Oversight Committee, including staffing needs. With the aging of the population, this
demographic shift will drive public policy. Efforts are underway to "rebalance" public spending
on long term care from the existing institutional bias to community care. She provided a
background briefing on the State's budget crisis, due to the economy, the unfunded mandate
which required State government to support enhanced support for education, and a delay in
opening slots facilities to help fund necessary services. The future is still uncertain but revenues
remain lower than needed to maintain existing services delivered by State government. She
expla{ned that current state workers are now carrying out additional duties, as vacancies have
been either abolished or frozen. If the Oversight Committee is to increase its activities, it must be
mindful of staffing limitations. She stated that discussion will take place with the Department of
Health and Mental Hygiene on staffing and future direction of the Committee.

Committee members were requested to provide their views on how the Committee will move
forward.

It was pointed out that over the last several years, the focus of the Committee's activity has been
briefings, but has not been proactive in recommending public policy. It does not appear that
funding has been lceeping up with the increase in the elderly population and in fact, has been
reduced. Support for development and education of advocates for quality long-term care and
support services need to be undertaken to help shift public policy in this area. Several members
noted that much information of value is already available through other sources and should be
tapped. Innovative models which support "aging in place", such as the Village model should be
evaluated. The Affordable Care Act is a vehicle which might be tapped to support public policy



changes in long term care. It was also recommended that the Committee should direct any future
presenters to include recommendations on action in their respective subject areas, The
Committee can then consider and vote on what recommendations it receives should be included
in its report to the Governor and General Assembly. Some things can be accomplished without
additional funding.

The Chair informed the Committee that the Department of Aging will have dialogue with its
sister agencies to identify how they can assist the Committee in meeting its charge.

Committee members were briefed on the various initiatives currently underway to help people
remain or return to their communities. Speakers at the July 11 Oversight Committee meeting will
provide more detail on how these activities are effectively helping persons age in place.

The next meeting of Oversight Committee will take place on Monday, July 11 in the House
Health and Government Operations Committee Room at 2 p.m.

The meeting was adjourned at 3: 15 p.m.

Respectfully submitted, Mike Lachance



Oversight Committee on Ouality of Care in Nursing Homes and Assisted Living
Facilities

Meeting held: Monday, December 12,2011,2:05 - 4:00 p.m.

Location: HGO Hearing Room, Annapolis

Attendance: Ilene Rosenthal for Gloria Lawlah; Delegate Shirley Nathan-Pulliam; Bill Dorrill,
OHCQ; Susan Eddy, Voices for Quality Care; Erick Backes for Sen. Klausmeier; Harriet
Johnson, Consumer; Margaret Richards, Maryland Hospital Association;; Odile Brunetto,
Montgomery County Area Agency on Aging; Sister Irene Dunn, Assisted Living Provider;
Danna Kauffman, Lifespan; James Chambers, Mental Hygiene Administration;

Staff: Jodie Chilson, DLS; Mike Lachance, MDoA

Ilene Rosenthal, Deputy Secretary of the Dept. of Aging, Chaired due to Secretary Lawlahs not
being able to attend the meeting.

Minutes: Minutes of the September 12,2011 meeting were adopted.

Agenda:

Quality Improvement in Nursing Homes -

Dr. Kulleni Gabreyes and Janet Robinson, Representing the Delmarva Foundation for Medical
Care, gave a presentation on Quality Improvement and Role of the Quality Improvement
Organization (QIO) in Nursing Homes. Delmarva serves as the QIO for both Maryland and the
District of Columbia. They have a federal contract to serve as QIO from August, 2011 through
July 2014.

The role of the QIO is not an enforcement authority but a voluntary collaboration with nursing
homes, to improve care using evidence-based practices. The two areas of focus in Maryland are
Use of Physical Restraints and Pressure Ulcers. Both of these problems have high rates in
Maryland. The initiative was focused in two phases. Phase I focused on technical assistance;
Phase II on a Statewide Collaborative.

Presenters compared the prior (9th) Scope of Work (SOW) to the current SOW. Based upon
lessons learned in the 9th SOW, the current SOW (10th) is focusing on providing technical
assistance, establishing Learning and Action Networks and Care Invention through Information
and Innovation Spread. Technical assistance included both Broadcast medium and Peer to Peer
events.

Results so far:

Wound care incidence is down but still a problem.



Challenges:

Nursing homes are collecting data but still do not always know how to use it to drive their
improvement. Fear of Surveyor citing for use of restraints and perception that definition of
restraint by surveyors is an individual interpretation. Knowledge deficit -lack of clear
understanding of wound ID and staging definitions and of physical restraint definition as stated
in the MDS 3.0 RAI Manual. Poor communication between health care providers regarding
wounds. And finally, limited availability of trained wound care experts - physicians and nurses.

Dr. Kulleni and Ms. Robinson responded to Committee member questions.

Q: Is Admission the point where the pressure ulcer is assessed?
A: Yes. A dietary assessment is also performed at that time.

Q: Re: Incidence of Pressure Ulcers, is the prevalence of measured based on incoming residents?
A: Yes, as well as the incidence (acquired at the nursing home).

Q: How many facilities participated in the QI?
A: 43 of the poorest rated facilities qualified and36 worked with the PIO

Dr. Kulleni stressed that the strongest value of Delmarva's QIO work is that it uses a
non-judgmental "Best Practice" approach to helping facilities improve their care. She also noted
that Best Practice care also applies to the community as a whole. This includes efforts to reduce
re-admissions! and prevent admissions to hospitals.

Recommendations:
II Develop and adopt a formal transfer communication form or process
• Develop an Electronic Health Records system.
II Establish a statewide Registry of HAIs / HACs
• Encouragebroader participation in Quality Improvement projects with QIO or a QIO --:-

like organization by all nursing homes and assisted living facilities.

Acting Chair, Deputy Secretary Rosenthal asked Mr. Dorrill, representing OHCQ, their view
on these recommendations. Mr. Dorrill expressed his opinion that Margie Heald would be better
able to answer, especially as regards inclusion of Assisted Living small group homes. He did
make the offer for OHCQ to work with Delmarva, though he voiced concern that so few of the
state's facilities participate in the QIO's free assistance. He agreed to follow up on this and see
what OHCQ can do to increase the rate of participating facilities.

Ms Richards noted that some facilities such as her own, Hopkins Bayview, have very low
rates of restraint use but very high rates of pressure ulcers, due in large part to the residents they
admit. Her facility does not participate in the QIinitiative and noted that it is already required to
complete too many reports. Ms Robinson noted that Delmarva won't require new reports,
accepting whatever information is already being collected. She committed Delmarva to improve
the CMS policy on this to encourage efforts to improve care.



Update 011 Staffing:

Jodie Chilson, Dept of Legislative Services staff support to the Oversight Committee
distributed a handout which contained her findings in a literature search on Nursing Home
staffing. She noted that she did NOT look at other state specific findings. She also noted that she
was making no conclusions or recommendations but only reporting her findings.
Ms. Chilson noted that she had prepared the fiscal note for Senate Bill 934 Nursing Homes -
Staffing Requirements for the 2011 General Assembly Session. Estimated costs of implementing
that bill were $7.6 million for FY 12, increasing to $ 25.2 million by FY 16. These costs were
estimated based upon Medicaid costs and staffing increases for the Office of Health Care
Quality She did note that some of these costswould be federal match funds.

Ms. Chilson reported that a review of the bill file for SB 934 noted that testimony from
family members in support of the bill pointed out their belief that a lack of adequate staff led to
lack of needed care, with the effect of not only inadequate care for residents but increased stress
on overtaxed staff attempting to meet resident needs. Other proponents of SB 934 were the Elder
Law Section of the State Bar Association and Voices for Quality Care. Opponents of the bill
included the Dept of Health and Mental Hygiene, primarily for fiscal reasons; Lifespan and the
Health Facilities Association of Maryland, the industry's two trade associations, who argued that
increased' staffing was unrealistic, faced with decreasing State funding for nursing homes, the
view that staffing should be more appropriately a federal decision to afford the industry
uniformity of regulation across states and other alternative measures to improve care such as the
Long Term Care Ombudsman program. Ms. Chilson noted that the outcome of this legislation
was no action by the Senate Finance Committee. The chief sponsor of S, B. 934 proposed as an
alternative, creation of a Task Force but Senator Klausmeier noted that this was within the
purview of the Oversight Committee.

Ms Chilson's handout noted that there is wide variation in states staffing requirements,
with only about 15 states having a staff per resident or bed requirement. The majority require
between 2 and 3 hours per day. Maryland regulations require 2 hours per resident in
comprehensive care facilities. The handout noted that a CMS 2001 Report that "threshold for
benefits" range from 2.4 - 2.8 hours for nursing assistants, l.15 - 1.3 hours per resident per day
for RNs / LPNs combined, and .55 - .75 hours per day per resident for RNs. Quality of care was
found to improve incrementally up to the higher threshold. Another study on the Effects of State
Minimum Standards on Nursing Home Staffing and Quality of Care by the Health Research and
Educational Trust in 2009 reported interesting findings that facilities that had previously
operated at required levels did not show improvement, while those facilities that had not
operated at the required levels had incentive to meet the requirement and showed improvement
regarding restraint use but not in resident outcomes or catheter use. A third study cited
undertaken by Colorado, under contract to CMS, reported that they could not draw conclusions
about effects of adequate staffing levels or staff to resident ratios. They did, however, note
effects on short stay residents: for Licensed Staff, staffing levels, turnover, and tenure ofRNs
had the greatest impact on the community discharge and re-hospitalization rates. Other types of
licensed staff also had an impact but to a lesser extent. For CNAs, staffing levels, turnover, and
tenure were not associated with improved quality. Longer CAN tenure was related to lower
quality of care. For Long Term Care Residents, this study noted that higher levels of staffing



were associated with lower hospitalization. For CNAs, results suggested that CNAs may help
with pressure sores, catheter use and weight loss. Effects of turnover and tenure for both licensed
staff and CNAs were unclear.

Delegate Nathan-Pulliam stated that she continues to get lots of calls from CNAs that
reduction in funding result in poorer levels of care. Susan Eddy, who worked on getting the bill
introduced, expressed her belief that staffing below 4.1 hours per resident per day threatens poor
resident care.

The manner in which costs and staffing per facility units or wings are averaged out.
These measures should be looked at more closely; i.e. some units are understaffed and some are
overstaffed.

In closing, Ms. Chilson noted that she did not do independent research but studied and
reported on findings in the literature.

Office of Health Care Quality Update:

Bill Dorrill reported that his Office has recently been assigned responsibility to oversee
Forensic Labs, a mandate legislated onto OHCQ. This new responsibility will result in depleted
staffing for the medical labs already regulated. The legislation was enacted to address concerns
and requests from Defense Attorneys due to inadequate service from some Forensic labs. This
new regulatory requirement could become a major resource pressure on OHCQ.

Other current issues being addressed by OHCQ include a measurement of abortions
performed in Surgical Centers, creation and implementation of a medical day care assessment
tool, a plan of care determinant, which will be more specific for needs of patients in day care.
Assisted Living Town Halls continue, 12 have been held to date. One issue raised that is being
addressed is allowing a spouse to give medications to an incompetent spouse in assisted living
facilities. Finally, the Medical Orders for Life-Sustaining Treatment form (MOLST) might soon
be moving fbtWarcL -- - '" ,,',----- ---

Other Business:
Meetings of the Oversight Committee for 2012 are as follows: All meetings will begin at

2 p.m.

• The first quarterly meeting will be the first Monday in February, (February 6)
• The remaining quarterly meetings will be scheduled for the second Tuesday.

Dates are as follows:
• February 6,
• May 8,
• September 11, and
• December 11



Nursing Home Oversight Committee
Monday, July 11,2011.

2:00 P.M.
Room 240 House Office Building

Annapolis, Maryland

Agenda,

@ Rebalancing Long-Term Care into the
Community - Stephanie Hull, Chief of Long- Term
Supports and Services, Dept of Aging

(\)Town Meetings to seek feedback on Proposed
Regulations on Assisted Living Programs - Bill
Dorrill, Deputy Director, State Programs, OHCQ

@ Other Business



Oversight Committee on Quality of Care in Nursing Homes and Assisted Living Facilities

Meeting held: Monday, July 11,2011,2: 10- 3:45 p.m.

Location: HGO Hearing Room, Annapolis

Attendance: Gloria Lawlah, Chair; Delegate Shirley Nathan-Pulliam; Kate Ricks, Voices for
Quality Care; Erick Backes for Sen. Klausmeier; Harriet Johnson, Consumer; Margaret Richards,
Maryland Hospital Association.; Odile Saddi, Montgomery COUl1tyArea Agency on Aging;
Ofelia Ross, Howard County Long Term Care Ombudsman; Theresa Grant, Prince Georges
County Area Agency on Aging; Virginia Crespo, United Seniors of Maryland; ValerieColmore,
Dept of Human Resources; Susan O'Brien, HFAM; Kim Burton, Mental Health Assn.; Michele
Douglas, Alzheimer's Assn.

Staff: Jodie Chilson, DLS; Mike Lachance, MDoA

Minutes of the Julyll Meeting: Minutes of the July 11 meeting were adopted, with Voices for
Quality Care opposing.

Agenda:

1. Rebalancing Long-Term Care into the Community

Stephanie Hull, Chief of Long-Term Support and Services in the Dept of Aging briefed
the Committee on the current efforts and initiatives now underway to move delivery of Long-
Term Carel aka Supports and Services, into the community. [see handouts].

She began by describing the relevancy and "big picture" which has led to changes taking
place in Long-Term Care. First, the Older Americans Act opened the door to home and
community based long-term care services. This was followed by the "Money Follows the Person
(MFP)" initiative in Medicaid to help persons in institutional settings return to the community.
Additional activities have included efforts to divert persons at risk of nursing home placement
into alternative community-based care.

Maryland Access Point (MAP):Ms Hull gave a power point presentation on the Maryland
Access Point program, which serves as the single point of entry for persons with disabilities and
elderly to learn about community options to meet their needs and assistance when needed to link
up with the necessary services. MAP also serves as the agent for MFP in those jurisdictions who
administer MAP. To date, 934 individuals have transferred back into the community with help of
the MFP program. (approximately 24,000 persons reside in nursing homes, with about 22,000
receiving Medicaid). In response to a question as to where these persons went: some returned
home, some to assisted living facilities, some to other family member's homes. Each individual's
needs are unique and as long as "cost neutrality" is maintained on the whole, services can be
funded up to the cost of nursing home care (@ $72,000). The only current funding available to



help a person return to their home are low interest loans for home modification. The Older
Adults Waiver will provide up to $3,000 for home modifications to adapt a home for a client.
Other non-government funds include things like "Christmas in April" and some Community
Foundation funds in Howard County. Delegate Nathan-Pulliam suggested this is an area the
Oversight Committee might want to consider making recommendations on.

It was noted that the inability to help caregivers avoid placement into a nursing home often
means that when such action occurs, it is difficult for the caregivers to renew their caregiving
(they are spent from earlier caregiving). A real need is to help caregivers support and maintain
their loved ones and avoid institutional placement. In some cases, family members are not able
to support the return of their loved ones back to the community. In other situations, loved ones
were willing to take back their caregiving in order to allow their loved ones to return home to
die.

A question was raised about what proportion of those returning to the community end up back in
nursing homes. Ms Hull was not certain but does not believe the number to be significant.

Care Transition Pilot: Funded under the Affordable Care Act, the Dept of Aging administers a
grant from the Administration on Aging in which it collaborates with Johns Hopkins Community
Physicians and the Baltimore City MAP program to expand the Hopkins Guided Care program.
This involves cross-referrals and joint support services for patients with complex chronic
.diseases and who are at high-risk of nursing home and/or hospital readmissions. The Guided
Care Model is one of several nationally recognized medical interventions to improve quality of
life and reduce acute care spending.

Veterans Self-Direction Flexible Benefits Pilots: The Dept of Aging is working with the U.S.
Administration on Aging and the federal Veterans Geriatric Services Division and local Veterans
Administration Medical Centers to provide services to veterans at high-risk of nursing home
placement. t-his project is built on the Community Living Program and wllTprovl'deveterans---- ,-
with a flexible community-based benefit that allows them to remain in the community and build
upon informal support networks.

Maryland Communities for aLifetime (MCFL) program: Authorized by legislation enacted
in 2011 by the General Assembly, this program was recommended in the final report of the
Statewide Senior Empowerment Zones Commission, charge to study and recommend policy that
supports "Aging in Place". The program is to be established in the Dept of Aging and will collect
and disseminate "best practices" being undertaken across the state. (no funding is currently
available to support the program). MCFL include Naturally Occurring Retirement Communities
(NORCs), the Village concept, and other service modelsin the non-profit sector and
municipalities. -

Maryland Access Point Website: Ms. Hull demonstrated the recently rolled out MAP website,
which makes available county specific services and also includes the capacity for persons to use



the site to maintain personal medical records, which can be shared if chosen with family and
other caregivers. A concern was raised as to how secure this component of the website is.

Thanks was expressed for the many new options being supported by the Departments of Aging
and Health and Mental Hygiene but a need exists for additional funding to support the many
programs and initiatives now underway.

II. Town Meetings to Seek Feedback on Proposed Assisted Living Regulations

Bill Dorrill, Deputy Director for State Programs in the Office of Health Care Quality
briefed the Committee on a series of Town Hall meetings being conducted to seek feedback on
regulations of Assisted Living Programs. Partnering with local area agencies on aging, OHCQ is
holding regional meetings to elicit feedback from the community, both consumers and providers,
on the ALP Regulations. The first meeting is scheduled for the evening of July 12 at the Bowie
Senior Center. Additional meetings are to be held regionally across the state. (link for further
information: http://dlunh.state.md.us/ohcqlregulated progran1s/al training.btm).

In response to a question as to how the feedback process will take place, Mr. Dorrill noted that
prior to publication of proposed regulations OHCQ will get back to stakeholders with its
proposed changes. Mental Health issues, including the "carve out" protocol are important but not
a regulatory function. The OHCQ Assisted Living Regulations Town Hall meetings are being
coordinated with the Department of Health and Mental Hygiene's Task Force on Efficiency.

Committee members expressed a willingness to support OHCQs efforts. Some concern was
expressed that residents and family members of residents of assisted living have not been made
aware of the meetings. Mr. Dorrill noted that notice was sent to each ALP and advertised in
regional newspapers. In order to avoid a "skewed" audience, OHCQ will be happy to work with
anyone who wants to help spread the word. Alice Hedt, State Long-Term Care Ombudsman,
noted that all local Ombudsman programs were asked to promote the Town Hall Meetings to
providers and consumers ..

Concern was expressed that small assisted living providers won't travel to the meetings. Other
concerns expressed included the fact that small ALPs are not using Medical Day Care. Because
of reimbursement issues, they are not sending residents to day care. Mr. Dorrill stated that
OHCQ is willing to reach out to providers as needed and will schedule additional meetings
where needed.

There being no further business, the meeting was adjourned at 3:45 p.m.

The next meeting of the Oversight Committee is scheduled for Monday, September 12 at 2 p.m.
in the House Health and Government Operations Committee Hearing Room, Room 240, HOB,
Annapolis 21401. For further information, contact Mike Lachance at 410-767-1097 or by email
at: mrl@ooa.state.md.us .



Nursing Home Oversight Committee
Monday, September 12, 2011

2:00 P.M.
Room 240 House Office Building

Annapolis, Maryland

Agenda

@ Update on OHCQ Town Meetings to seek
feedback on Proposed Regulations on Assisted
Living Programs - Bill Dorrill, Deputy Director,
State Programs, OHCQ

e Assisted Living Referral Agencies

• Nursing Home Staffing - Legislation from the
2011 General Assembly Session and Oversight
Committee Follow-up

• Other Business



Oversight Committee on Quality of Care in Nursing Homes and Assisted Living Facilities

Meeting held: Monday, September 12,2011,2:05 - 3:45 p.m.

Location: HGO Hearing Room, Annapolis

Attendance: Michele Douglas, Acting Chair; Delegate Shirley Nathan-Pulliam; Bill Dorrill,
OHCQ; Lisa Stone, Hospice Network; Clare Whitback, Voices for Quality Care; Erick Backes
for Sen. Klausmeier; Harriet Johnson, Consumer; Margaret Richards, Maryland Hospital
Association.i.Odile Saddi, Montgomery County Area Agency on Aging; Charlotte Harris
Branch, Assisted Living Provider; Sister Irene Dunn, Assisted Living Provider; Danna
Kauffman, Lifespan; Susan O'Brien, HFAM; Kim BUTton,Mental Health Assn.; Staff: Jodie
Chilson, DLS; Mike Lachance, MDoA

Michele Douglas, who represents the Alzheimer's Assn on the Committee Chaired the meeting
due to Secretary Lawlah's not being able to attend the meeting.

Minutes of the Julyll Meeting: Minutes of the July 11,2011 meeting were adopted.

Agenda:

Update on OHCQ Town Meetings to Seek Feedback on Proposed Assisted Living
Regulations

Bill Dorrill, Deputy Director for State Programs in the Office of Health Care Quality
Updated the Committee on the Town Hall meetings being conducted to seek feedback on
regulations of Assisted Living Programs. Partnering with local area agencies on aging, OHCQ
has held a number of regional meetings to elicit feedback from the community, both consumers
and providers, on the ALP Regulations. Meetings have been held in: Baltimore City and County,
Montgomery and Prince Georges Counties, Washingtori, Wicomico, and Dorchester Counties. A
meeting will take place in Charles County. (Link for further information:
http://dhmh.state.md.us/ohcqlregulatedprograms/altrai ning.htm ).

A tremendous turn out has occurred at the meetings. Many providers have expressed concerns
they have with current and proposed regulations. One issue that needs attention is the role of
Delegating Nurses in Assisted Living. Since some providers are themselves nurses, they do not
delegate this responsibility but conduct the task themselves. Proposed regulations will clarify
how the Resident Assessment Toll (RAT) is to be organized. Normally, the initialRzv T is
effective but follow-ups are troublesome for residents when their conditions change.

There are currently almost 2,000 Assisted Living homes and hundreds of unlicensed facilities.
OHCQ will be hiring a full time retired Law EnforcementOfficer to do investigations. Issues of
all stakeholders will be addressed.



One area that needs attention is training. A'rnore formalized track needs to be created but OHCQ
does not have adequate staff to insure that all currently required training is taking place. This
change will cost additional funds but is necessary to insure that residents of ALP needs are being
met. One of the biggest problems identified is dementia care. Inadequate staffing seems to be the
problem. OHCQ will be issuing a report on the "Town Hall Meetings but it will not be rushed.
Proposed changes cannot take place overnight and will likely take a couple of years to address.

Discussion was held on whether the existing one size fits all regulations is effective or needs to
change. Small homes do not have the resources to carry out functions that large facilities do. Mr.
Dorrill pointed out that the current 80 hour training for ALP Managers is not adequately
preparing small providers to know their responsibilities. Other areas that need attention are
appropriate use of Hospice and Home Health in ALP.

Sister Irene Dunn noted that she often has to re-train Certified Medicine Techs after they are
formally trained. Discussion recognized that many long time providers were mission driven but
the new providers are more business driven. Providers need to understand Level of Care needs,
especially for dementia care. OHCQ will be meeting with the Board of Nursing regarding
Delegated Nursing responsibilities. Recommendations on this issue were drafted before Barbara
Newman from BON retired. A recommendation was made to add a representative from the
Mental Hygiene Administration to OHCQ's Stakeholder group. Odile Saddi thanked OHCQ for
adding Alice Hedt, the State Long Term Care Ombudsman to the group. Maryland's Nursing
Delegation regulations are currently viewed as middle road compared to other states. If they are
increased and made more stringent, Medicaid will incur additional expenses and the budget
currently does not allow for more funding in this area.

In response to common issues identified at the Town Hall Meetings, Mr. Dorrill noted that
Resident Assessment Tool (RAT), Medicine Administration Record (MAR) and Delegated
Nursing-Functions-were-the most-cornmon. OHCQ is' finding that MAR records are often found:
with gross errors and need attention. Sue Panek from Medicaid pointed out that there is a catch
22 when residents want a "home like" living arrangement but demand the safeguards required in
institutions. Delegate Nathan-Pulliam noted that the high acuity needs of many residents in small
ALPs are very difficult to meet. Regulations should be kept simple.

Assisted Living Referral Agencies:

Peg Richards reported that at her institution, Johns Hopkins, staff was not even aware of such
entities. The Maryland Hospital Assn does not have a policy on Referral Agencies. Mr. Dorrill
noted that many hospitals, both government and private, use these agencies, whether they are
called by the name or not. Discharge Planners make the referrals and in some instances, referrals
are made to both unlicensed assisted living facilities and Medical Daycare facilities. He
reminded Committee members that there is no state law regulating this entities.



While referrals are "unofficial", some of these agencies will hold themselves out to be licensed.
If payment for services rendered is not forthcoming, they remove the resident from the
home/ADC.

Peg Richards recommended dialogue with the Maryland Hospital Assn, seconded by Michele
Douglas who stated the NASW should also be brought into the conversation. Sue Panek noted
that Medicaid also receives complaints about these agencies and it is expected that Medicaid can
resolve the problem. Clare Whitbeck stated that the problem is broader than just ALP s. Maybe a
law would help OHCQ with enforcement, even ifno additional resources are made available.
Erick Backes noted that many "agents" hold themselves out to be legitimate. Mr. Dorrill noted
that there are legitimate agents. They just are not regulated, as there is no official licensure. Mr.
Dorrill agreed to follow up with surveyors at OHCQ.

Ms. Branch noted that some nursin~ facilities are no longer providing care when the Level of
Care is not sufficient for Medicaid coverage. She recommended that these residents be moved to
ALPs. The Chair noted that "Money Follows the Person" is attempting to address this issue. This
led to discussion about LOC issues impacting on nursing home residents. Staffwill often "warn"
family members that their loved ones may have to be discharged. Many nursing homes are
moving away from long-term toward strictly skilled care, which is covered by Medicare.
However, as Medicare begins to cut back on SNF care, the industry may not find it as lucrative
as has been the case. Ms. Branch recommended that the Oversight Committee recommend Public
Service Announcements about options other than nursing homes, such as assisted living.

Nursing Home Staffing:

Clare Whitback referenced Health General 19-1409 (d) (4), which requires nursing homes to
provide adequate direct care to meet resident needs. Facilities will often "hide" staffing shortages
from surveyors. Ms. Richards questioned whether surveyors should be held accountable for
enforcing that staffing requirements. Ms. Whitback recommended that the Oversight Committee
create a subcommittee to study the staffing issue. The Chair requested that Dept of Legislative
Services Staff to the Oversight Committee research the issue and report her findings to the
Committee for review.

The Chair requested Peg Richards to follow up with her association. At a minimum, some
official "bulletin" could warn members about this illegal practice. Ms. O'Brien cautioned that the
Oversight Committee not spend too much time on this issue at the expense of other charged
responsibilities.

Committee Staff was requested to send the Bill Files on the Staffing Legislation to Oversight
Committee members.



Ms. Richards suggested that the decide its priorities Committee and recommended: 1) Assisted
Living 2) Staffing, and 3) that OHCQ be directed to report semi-annually on findings which can
help the Committee to focus on those issues which can affect quality care.

Other Business:

Ms Whitback called to the Committee's attention the AARP Scorecard
(LongTermScorecard.org) which scores Maryland in the middle of states on many issues.
The Chair agreed that the scorecard is a useful tool for families in search of quality care.

Alice Hedt noted that the Maryland Orders for Life-Sustaining Treatment (MOLST) law takes
effect October 1. LTC Facilities will have until April 12 to come into compliance with the new
MOLST requirements. October is Resident Rights Month and the 47,000 residents in Maryland
LTC facilities should be recognized and wherever possible, "welcomed home" back to
community placement whenever possible.

There being no further business, the meeting was adjourned at 4:05 p.m.

The next meeting of the Oversight Committee is scheduled for Monday, December 12 at 2 p.m.
in the House Health and Government Operations Committee Hearing Room, Room 240, HOB,
Annapolis 21401. For further information, contact Mike Lachance at 410-767-1097 or by email
at: mrl@ooa.state.md.us .
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2:00 P.M.
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Homes - Kulleni Gabreyes & Janet Robinson, Delmarva
Foundation for Health Care

@ Update on Staffing - Jodie Chilson, Dept of
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• Office of Health Care Quality -Update - Bill
Dorrill·

o Other Business, including meeting dates for 2012



Oversight Committee on Quality of Care in Nursing Homes and Assisted Living
Facilities

Meeting held: Monday, December 12,2011,2:05 - 4:00 p.m.

Location: HGO Hearing Room, Annapolis

Attendance: Ilene Rosenthal for Gloria Lawlah; Delegate Shirley Nathan-Pulliam; Bill Dorrill,
OHCQ; Susan Eddy, Voices for Quality Care; Erick Backes for Sen. Klausmeier; Harriet
Johnson, Consumer; Margaret Richards, Maryland Hospital Association;; Odile Brunetto,
Montgomery County Area Agency on Aging; Sister Irene Dunn, Assisted Living Provider;
Danna Kauffman, Lifespan; James Chambers, Mental Hygiene Administration;

Staff: Jodie Chilson, DLS; Mike Lachance, MDoA

Ilene Rosenthal, Deputy Secretary of the Dept. of Aging, Chaired due to Secretary Lawlah's not
being able to attend the meeting.

Minutes: Minutes of the September 12, 2011 meeting were adopted.

Agenda:

Quality Improvement in Nursing Homes -

Dr. Kulleni Gabreyes and Janet Robinson, Representing the Delmarva Foundati?n for Medical
Care, gave a presentation on Quality Improvement and Role of the Quality Improvement
Organization (QIO) in Nursing Homes. Delmarva serves as the QIO for both Maryland and the
District of Columbia. They have a federal contract to serve as QIO from August, 2011 through
July 2014.

The role of the QIO is not an enforcement authority but a voluntary collaboration with nursing
homes, to improve care using evidence-based practices. The two areas of focus in Maryland are
Use of Physical Restraints and Pressure Ulcers. Both of these problems have high rates in
Maryland. The initiative was focused in two phases. Phase I focused on technical assistance;
Phase II on a Statewide Collaborative.

Presenters compared the prior (9th) Scope of Work (SOW) to the current SOW. Based upon
lessons learned in the 9th SOW, the current SOW (10th) is focusing on providing technical
assistance, establishing Learning and Action Networks and Care Invention through Information
and Innovation Spread. Technical assistance included both Broadcast medium and Peer to Peer
events.

Results so far:

Wound care incidence is down but still a problem.



Challenges:

Nursing homes are collecting data but still do not always know how to use it to drive their
improvement. Fear of Surveyor citing for use ofrestraints and perception that definition of
restraint by surveyors is an individual interpretation. Knowledge deficit -lack of clear
understanding of wound ID and staging definitions and of physical restraint definition as stated
in the MDS 3.0 RAI Manual. Poor communication between health care providers regarding
wounds. And finally, limited availability of trained wound care experts - physicians and nurses.

Dr. Kulleni and Ms. Robinson responded to Committee member questions.

Q: Is Admission the point where the pressure ulcer is assessed?
A: Yes. A dietary assessment is also performed at that time.

Q: Re: Incidence of Pressure Ulcers, is the prevalence of measured based on incoming residents?
A: Yes, as well as the incidence (acquired at the nursing home).

Q: How many facilities participated in the QI?
A: 43 of the poorest rated facilities qualified and36 worked with the PIO

Dr. Kulleni stressed that the strongest value of Delmarva's QIO work is that it uses a
non-judgmental "Best Practice" approach to helping facilities improve their care. She also noted
that Best Practice care also applies to the community as a whole. This includes efforts to reduce
re-admissions/ and prevent admissions to hospitals.

Recommendations:
Q Develop and adopt a formal transfer communication form or process
e Develop an Electronic Health Records system.
• Establish a statewide Registry of HAIs / HACs
,. Encourage broader participation in Quality Improvement projects with QIO or a QIO-

like organization by all nursing homes and assisted living facilities.

Acting Chair, Deputy Secretary Rosenthal asked Mr. Dorrill, representing OHCQ, their view
on these recommendations. Mr. Dorrill expressed his opinion that Margie Heald would be better
able to answer, especially as regards inclusion of Assisted Living small group homes. He did
make the offer for OHCQ to work with Delmarva, though he voiced concern that so few of the
state's facilities participate in the QIO's free assistance. He agreed to follow up on this and see
what OHCQ can do to increase the rate of participating facilities.

Ms Richards noted that some facilities such as her own, Hopkins Bayview, have very low
rates of restraint use but very high rates of pressure ulcers, due in large part to the residents they
admit. Her facility does not participate in the QI initiative and noted that it is already required to
complete too many reports. Ms Robinson noted that Delmarva won't require new reports,
accepting whatever information is already being collected. She committed Delmarva to improve
the CMS policy on th.isto encourage efforts to improve care.



Update on Staffing:

Jodie Chilson, Dept of Legislative Services staff support to the Oversight Committee
distributed a handout which contained her findings in a literature search on Nursing Home
staffing. She noted that she did NOT look at other state specific findings. She also noted that she
was making no conclusions or recommendations but only reporting her findings.
Ms. Chilson noted that she had prepared the fiscal note for Senate Bill 934 Nursing Homes -
Staffing Requirements for the 2011 General Assembly Session. Estimated costs of implementing
that bill were $7.6 million for FY 12, increasing to $ 25.2 million by FY 16. These costs were
estimated based upon Medicaid costs and staffing increases for the Office of Health Care
Quality. She did note that some of these costs would be federal match funds.

Ms. Chilson reported that a review of the bill file for SB 934 noted that testimony from
family members in support of the bill pointed out their belief that a lack of adequate staff led to
lack of needed care, with the effect of not only inadequate care for residents but increased stress
on overtaxed staff attempting to meet resident needs. Other proponents of SB 934 were the Elder
Law Section of the State Bar Association and Voices for Quality Care. Opponents of the bill
included the Dept of Health and Mental Hygiene, primarily for fiscal reasons; Lifespan and the
Health Facilities Association of Maryland, the industry's two trade associations, who argued that
increased staffing was unrealistic, faced with decreasing State funding for nursing homes, the
view that staffing should be more appropriately a federal decision to afford the industry
uniformity of regulation across states and other alternative measures to improve care such as the
Long Term Care Ombudsman program. Ms. Chilson noted that the outcome of this legislation
was no action by the Senate Finance Committee. The chief sponsor of S, B. 934 proposed as an
alternative, creation of a Task Force but Senator Klausmeier noted that this was within the
purview of the Oversight Committee.

Ms Chilson's handout noted that there is wide variation in states staffing requirements,
with only about 15 states having a staff per resident or bed requirement. The majority require
between 2 and 3 hours per day. Maryland regulations require 2 hours per resident in
comprehensive care facilities. The handout noted that a CMS 2001 Report that "threshold for
benefits" range from 2.4 - 2.8 hours for nursing assistants, 1.15 - 1.3 hours per resident per day
for RNs / LPNs combined, and .55 - .75 hours per day per resident for RNs. Quality of care was
found to improve incrementally up to the higher threshold. Another study on the Effects of State
Minimum Standards on Nursing Home Staffmg and Quality of Care by the Health Research and
Educational Trust in 2009 reported interesting fmdings that facilities that had previously
operated at required levels did not show improvement, while those facilities that had not
operated at the required levels had incentive to meet the requirement and showed improvement
regarding restraint use but not in resident outcomes or catheter use. A third study cited
undertaken by Colorado, under contract to CMS, reported that they could not draw conclusions
about effects of adequate staffing levels or staff to resident ratios. They did, however, note
effects on short stay residents: for Licensed Staff, staffing levels, turnover, and tenure of RNs
had the greatest impact on the community discharge and re-hospitalization rates. Other types of
licensed staff also had an impact but to a lesser extent. For CNAs, staffing levels, turnover, and
tenure were not associated with improved quality. Longer CAl"J tenure was related to lower
quality of care. For Long Term Care Residents, this study noted that higher levels of staffing



were associated with lower hospitalization. For CNAs, results suggested that CNAs may help
with pressure sores, catheter use and weight loss. Effects of turnover and tenure for both licensed
staff and CNAs were unclear.

Delegate Nathan-Pulliam stated that she continues to get lots of calls from CNAs that
reduction in funding result in poorer levels of care. Susan Eddy, who worked on getting the bill
introduced, expressed her belief that staffing below 4.1 hours per resident per day threatens poor
resident care.

The manner in which costs and staffing per facility units or wings are averaged out.
These measures should be looked at more closely; i.e. some units are understaffed and some are
overstaffed.

In closing, Ms. Chilson noted that she did not do independent research but studied and
reported on findings in the literature.

Office of Health Care Quality Update:

Bill Dorrill reported that his Office has recently been assigned responsibility to oversee
Forensic Labs, a mandate legislated onto OHCQ. This new responsibility will result in depleted
staffing for the medical labs already regulated. The legislation was enacted to address concerns
and requests from Defense Attorneys due to inadequate service from some Forensic labs. This
new regulatory requirement could become a major resource pressure on OHCQ.

Other current issues being addressed by OHCQ include a measurement of abortions
performed in Surgical Centers, creation and implementation of a medical day care assessment
tool, a plan of care determinant, which will be more specific for needs of patients in day care.
Assisted Living Town Halls continue, 12 have been held to date. One issue raised that is being
addressed is allowing a spouse to give medications to an incompetent spouse in assisted living
facilities. Finally, the Medical Orders for Life-Sustaining Treatment form (MOLST) might soon
be moving forward.

Other Business:
Meetings of the Oversight Committee for 2012 are as follows: All meetings will begin at

2p.m.

• The first quarterly meeting will be the first Monday in February, (February 6)
• The remaining quarterly meetings will be scheduled for the second Tuesday.

Dates are as follows:
• February 6,
• May 8,
• September 11, and
• December 11



Article - Health - General
[Previous] [Next] [Another Aliiclel
§ 19-1409.

(a) There is an Oversight Committee on Quality of Care in Nursing Homes and
Assisted Living Facilities.

(b) The Oversight Committee shall consist of the following members:
(1) One member of the Senate Finance Committee, appointed by the

President of the Senate;
(2) One member of the Senate Education, Health, and Environmental

Affairs Committee, appointed by the President of the Senate;
(3) Two members of the House Health and Government Operations

Committee, appointed by the Speaker of the House;
(4) The Secretary of the Department of Aging;
(5) The Secretary of the Department of Health and Mental Hygiene, or

the Secretary's designee;
(6) One representative from the Department of Health and Mental

Hygiene's Mental Hygiene Administration;
(7) The Secretary of the Department of Human Resources, or the

Secretary's designee;
(8) Three representatives of area agencies on aging, one of which shall

be a member of a local long-term care ombudsman program established under § 10-213
of the Human Services Article, appointed by the Secretary of Aging;

(9) One representative from the Health Facilities Association of

I

I
I
i

Maryland;
(l0) One representative from the Mid-Atlantic LifeSpan;
(11) One representative of the Hospice Network of Maryland;
(12) One representative ofthe Maryland Hospital Association;
(13) One representative of the Service Employees International Union;
(14) One representative of the Maryland Chapter of AARP;
(15) One representative of United Seniors of Maryland;
(16) One representative of Voices for Quality Care;
(17) One representative of the Mental Health Association

knowledgeable in elderly issues;
(18) One representative of the Greater Maryland Chapter of the

Alzheimer's Association;
(19) Three representatives from the assisted living industry, of which

one shall represent a program that cares for one to four residents, one shall represent a
program that cares for five to nine residents, and one shall represent a program that cares
for more than 10 residents; and

(20) Three consumer members appointed by the Governor, one of whom
shall be a consumer living in an assisted living facility.

(c) The Secretary of Aging shall chair the Oversight Committee.
(d) The Oversight Committee shall evaluate the progress in improving nursing

home care quality and assisted living facility quality statewide, including consideration
of:



(1) Quality of care standards for nursing homes and assisted living
facilities;

(2) Standards for the identification of the onset of dementia and
Alzheimer's disease;

(3) Standards for the identification of conditions appropriate for hospice
services;

(4) Staffing patterns and staffing standards;
(5) Policies and procedures for inspecting nursing homes and assisted

living facilities, and responding to quality of care complaints;
(6) A comparison of Maryland standards, policies, and procedures to

those in other states;
(7) The labor pool available to fill nursing and nursing aide jobs;
(8) State funding mechanisms for nursing homes and assisted living

facilities, including the Medicaid Nursing Home Reimbursement System, and regulation
of nursing homes; and

(9) The provision and quality of mental and behavioral health care
services to meet the needs of nursing home and assisted living facility residents.

, (e) The Office of Health Care Quality in the Department of Health and Mental
Hygiene shall submit a report to the Oversight Committee annually on the status of
quality of care in nursing homes and assisted living facilities.

(f) The Deputy Secretary of Health Care Financing, or the Deputy Secretary's
designee, shall report annually to the Oversight Committee on the status of the Medicaid
Nursing Home Reimbursement System, which shall include but not be limited to:

(1) Elements of the existing methodology that are no longer relevant;
(2) Elements of the existing method,ology that can be revised;
(3) The appropriateness of redesigning the system given changing

demographics of the target population; and
(4) General Fund and federal fund savings from a system redesign that

may be redirected to nursing home staff develQR.@~ntinJhe_nursing cost center",.
(g) TheUversighfCo:iIiillitte~-~hall review the reports of the Office of Health

Care Quality and the Deputy Secretary of Health Care Financing and develop
recommendations to continue improvement in nursing home and assisted living facility
care.

(h) The Oversight Committee shall report its findings and recommendations to
the Governor and, subject to § 2-1246 of the State Government Article, to the General
Assembly on or before December 1 of each year.

(i) The Department of Aging, with assistance from the Department of Health
and Mental Hygiene, the Department of Human Resources, and the Department of
Legislative Services, shall provide staff support for the Oversight Committee.
[Previous] rNext] [Another Article]



Oversight Committee
On Quality of Care In Nursing Homes &

Assisted Living Facilities

2010 Membership

Name/Address Phone/Fax Email

Chair
Honorable Gloria G. Lawlah Ph: 410-767-1102 ggl@ooa.state.md.us
Secretary Fax: 410-333-7943
Maryland Department of Aging
Room 1007
301 West Preston Street
Baltimore, MD 21201
Senate Members Ph: 410-841-3620 katherine.ldausmeier@senat
Honorable Katherine A. Klausmeier Fax: 410-841-3085 e.state.md.us
Room 103
James Senate Office Building
Annapolis, MD 21401-1991
Honorable Richard F. Colburn Ph: 410-841-3590 richard.colbum@senate.state
Room 315 Fax 410-841-8047 .md.us
James Senate Office Building
Annapolis, MD 21401-1991
House Members
VaCcfut @house.state.md. us
House Office Building
Annapolis, MD 21401

Honorable Shirley Nathan-Pulliam Ph: 410-841-3350 Shirley.N athan.Pulliam
Room 309 Fax: 410-841-3422 @house.state.md.us
Lowe House Office Building
Annapolis, MD 21401-1991

DHMH Secretary's Designees
Nancy Grimm, Rn, JD Director Ph: 410-402-8001 ngrimm@dhmh.
Office of Health Care Quality Fax: 410-402-8215 state.md. us
Spring Grove Hospital Center
55 Wade Avenue - Bland Bryant
Bldg.
Catonsville, MD 21228

DHMH MHA Representative Tel: 410-402-8476
James Chambers, Director jchambers@dhmh.state.md.u
Adult Services ~
Mental Hygiene Administration
Spring Grove Hospital
55 Wade Avenue - Dix Building
Catonsville, MD 21228



DHR Secretary's Designee
Valerie Colmore Vcolmore@dhr.state.md.us
Office of Adult Services Ph: 410-767-7475
Social Services Administration
Saratoga State Center Rm 259
311 W Saratoga St
Baltimore, MD 21201
Area Agency on Aging Members Tel: 240-777-3000
Odile Saddi, Director Fax: 240-777-1436 Odile. saddi@montgomeryco
Montgomery County AAA untymd.gov
Division of Aging & Disability
Services
401 Hungerford Drive 4lhFloor
Rockville, MD 20850

Teresa Grant, Director Tel: 301-265-8450 tmgrant@co.pg.md.us
Aging Services Division Fax: 301-248-5358
Prince George's County Dept of
Family Services
6420 Allentown Road
Camp Springs, MD 20748

Representing HFAM 410-290-5132
Susan O'Brien, Vice-President
Public Affairs
Health Facilities Assn. of Maryland
7135 Mistrel Way, Suite 104
Columbia, MD 21045

Representing Lifespan
Bill Holman Ph: 301-753-3297 bholman@ccnrc.org
Charles County Nursing and
Rehabilitation Center, Inc.
10200 La Plata Road
La Plata, MD 20646

Representing Hospice Network (410) 252-4500 LStone@Stellamarisinc.com
Lisa Stone, Senior Vice-President
Of Outreach Services
Stella Maris Inc.
Representing MHA
Ms. Margaret D. Richards Home:410- 757-5904 marichar@ihmi.edu
928 Arundel Drive Work: 410- 550-0841
Arnold, MD 21012 Fax: 410- 550-1190
Representing SEIU Antoinette. Turner@SEIU-
Antoinette Turner (Acting) Ph: 410-332-1199, 1199.org

ext. 114



Representing AARP 410-647-l380 J202gspc@comcast.net
Albeit M. Johnston
202 Balsam Drive -
Severna Park, Maryland 21146

Representing USM Tel: 410-647-0702 V18gardner@aol.com
Virginia Crespo
182 W. Pasedena Rd
Millersville, MD 21108



Representing Voices for Quality
Care
Kate Ricks Ph: 301-769-4759 katericks@gmpexpress.net
37526 River Springs Road
Avenue, MD 20609
Representing MD Mental Health Ph: 410-235-1178
Association Extension 210 Kburton@mhamd.org
Kim Burton
MHAofMD
711 W. 40th Street -Suite 460
Baltimore, MD 21211
Representing Greater MD
Alzheimer's Association Office 410- 561~9099 Michele.Douglas@alz.org
Michele Douglas Cell 443-786-4105
1805 York Road
Timonium, MD 21093
Representing Assisted Living
VACANT (1-4)
Representing Assisted Living (5-9) Office: 301-249-4594 Charbrnch@aoLcom
Charlotte Harris Branch (cell) 240-731-6819
15554 Peach Walker Drive Fax: 301-218-0266
Bowie, MD 20716 .
Representing Assisted Living Office: 301-493-6000 Idunn@victoryhousing.org
(10+) (cell) 301-941-3142
Sister Irene Dunn Fax: 301-493-9788
Victory Housing, Inc.
5430 Grosvenor Lane, Suite 210
Bethesda, MD 20814-2193
Representing Local Ombudsman Tel: 410-313-6423 ORoss@howardcountymd.gov

Ofelia Ross
LTC Ombudsman
Howard County Office on Aging
6751 Columbia Gateway Drive
Columbia, MD 21046

Representing Consumers: Home: 410-208-2509 harrietliz@aol.com
Harriet L. Johnson Fax: 410-208-2806
2 Annapolis Court
Ocean Pines, MD 21811

Oversight Committee Staff:
VACANT (Fiscal) Ph: 410- 946-5350
Department of Legislative Fax: 410- 946-5395
Services
90 State Circle
Annapolis, MD 21401



Oversight Committee Staff Ph: 410-767-1085 mrl@ooa.state.md.us
Mike Lachance Cell: 410-365-0427
Legislative Liaison Fax: 410-333-7943
Maryland Department of Aging
301 West Preston Street
Suite 1007
Baltimore, MD 21201
Jodie Chilson Balto: 410-946-5350 Jodie. Chilson@mlis.state.md.us

Policy Analyst Fax: 410-946-5395
Department of Legislative Services
90 State Circle, Room 226
Annapolis, MD 21401

Revised 2/2/12



Nursing Home Oversight Committee
Monday, May 9, 2011

2:00 P.M.
Room 240 House Office Building

Annapolis, Maryland

Agenda

G Discussion of the future direction and activities of the
Oversight Committee, including Staffing

@ Other Business



Oversight Committee on Quality of Care in Nursing Homes and Assisted Living Facilities

Meeting held: Monday, May 9, 2011, 2:00 - 3:15 p.m.

Location: HGO Hearing Room, Annapolis

Attendance: Gloria Lawlah, Chair; Kate Ricks, Voices for Quality Care; Erick Backes for Sen.
Klausmeier; Harriet Johnson, Consumer; Margaret Richards, Maryland Hospital Association;;
Odile Saddi, Montgomery County Area Agency on Aging; Sister Irene Dunn, Victory Housing
ALP; Al Johnston, AARP; Ofelia Ross, Howard County Long Term Care Ombudsman; Theresa
Grant, Prince Georges County Area Agency on Aging; Virginia Crespo, United Seniors of
Maryland:

Staff: Jodie Chilson, DLS; Mike Lachance, MDoA

Agenda: Future of the Oversight Committee, including Staffing

The Chair opened the meeting, explaining that the Agenda would be a discussion of the future of
the Oversight Committee, including staffing needs. With the aging ofthe population, this
demographic shift will drive public policy. Efforts are underway to "rebalance" public spending
on long term care from the existing institutional bias to community care. She provided a
background briefing on the State's budget crisis, due to the economy, the unfunded mandate
which required State government to support enhanced support for education, and a delay in
opening slots facilities to help fund necessary services. The future is still uncertain but revenues
remain lower than needed to maintain existing services delivered by State government. She
explained that current state workers are now carrying out additional duties, as vacancies have
been either abolished or frozen. If the Oversight Committee is to increase its activities, it must be
mindful of staffing limitations. She stated that discussion will take place with the Department of
Health and Mental Hygiene on staffing and future direction ofthe Committee.

Committee members were requested to provide their views on how the Committee will move
forward.

It was pointed out that over the last several years, the focus of the Committee's activity has been
briefings, but has not been proactive in recommending public policy. It does not appear that
funding has been keeping up with the increase in the elderly population and in fact, has been
reduced. Support for development and education of advocates for quality long-term care and
support services need to be undertaken to help shift public policy in this area. Several members
noted that much information of value is already available through other sources and should be
tapped. Innovative models which support "aging in place", such as the Village model should be
evaluated. The Affordable Care Act is a vehicle which might be tapped to support public policy
changes in long term care. It was also recommended that the Committee should direct any future
presenters to include recommendations on action in their respective subject areas. The

(



Committee can then consider and vote on what recommendations it receives should be included
in its report to the Governor and General Assembly. Some things can be accomplished without
additional funding.

The Chair informed the Committee that the Department of Aging will have dialogue with its
sister agencies to identify how they can assist the Committee in meeting its charge.

Committee members were briefed on the various initiatives currently underway to help people
remain or return to their communities. Speakers at the July 11 Oversight Committee meeting will
provide more detail on how these activities are effectively helping persons age in place.

The next meeting of Oversight Committee will take place on Monday, July 11 in the House
Health and Government Operations Committee Room at 2 p.m.

The meeting was adjourned at 3: 15 p.m.

Respectfully submitted, Mike Lachance



Nursing Home Oversight Committee
Monday, July 11,2011

2:00 P.M.
Room 240 House Office Building

Annapolis, Maryland

Agenda

o Rebalancing Long-Term Care into the
Community - Stephanie Hull, Chief of Long- Term
Supports and Services, Dept of Aging

e Town Meetings to seek feedback on Proposed
Regulations on Assisted Living Programs - Bill
Dorrill, Deputy Director, State Programs, OHCQ

6) Other Business



Oversight Committee on Quality of Care in Nursing Homes and Assisted Living Facilities

Meeting held: Monday, July 11,2011,2:10 - 3:45 p.m.

Location: HOO Hearing Room, Annapolis

Attendance: Gloria Lawlah, Chair; Delegate Shirley Nathan-Pulliam; Kate Ricks, Voices for
Quality Care; Erick Backes for Sen. Klausmeier; Harriet Johnson, Consumer; Margaret Richards,
Maryland Hospital Association;; Odile Saddi, Montgomery County Area Agency on Aging;
Ofelia Ross, Howard County Long Term Care Ombudsman; TheresaGrant, Prince Georges
County Area Agency on Aging; Virginia Crespo, United Seniors of Maryland; Valerie Colmore,
Dept of Human Resources; Susan O'Brien, HFAM; Kim Burton, Mental Health Assn.; Michele
Douglas, Alzheimer's Assn.

Staff: Jodie Chilson, DLS; Mike Lachance, MDoA

Minutes ofthe Julyll Meeting: Minutes of the July 11 meeting were adopted, with Voices for
Quality Care opposing.

Agenda:

1. Rebalancing Long-Term Care into the Community

Stephanie Hull, Chief of Long-Term Support and Services in the Dept of Aging briefed
the Committee on the current efforts and initiatives now underway to move delivery of Long-
Term Carel aka Supports and Services, into the community. [see handouts].

She began by describing the relevancy and "big picture" which has led to changes taking
place in Long-Term Care. First, the Older Americans Act opened the door to home and
community based long-term care services. This was followed by the "Money Follows the Person
(MFP)" initiative in Medicaid to help persons in institutional settings return to the community.
Additional activities have included efforts to divert persons at risk of nursing home placement
into alternative community-based care.

Maryland Access Point (MAP):Ms Hull gave a power point presentation on the Maryland
Access Point program, which serves as the single point of entry for persons with disabilities and
elderly to learn about community options to meet their needs and assistance when needed to link
up with the necessary services. MAP also serves as the agent for MFP in those jurisdictions who
administer MAP. To date, 934 individuals have transferred back into the community with help of
the MFP program. (approximately 24,000 persons reside in nursing homes, with about 22,000
receiving Medicaid). In response to a question as to where these persons went: some returned
home, some to assisted living facilities, some to other family member's homes. Each individual's
needs are unique and as long as "cost neutrality" is maintained on the whole, services can be
funded up to the cost of nursing home care (@ $72,000). The only current funding available to



help a person return to their home are low interest loans for home modification. The Older
Adults Waiver will provide up to $3,000 for home modifications to adapt a home for a client.
Other non-government funds include things like "Christmas in April" and some Community
Foundation funds in Howard County. Delegate Nathan-Pulliam suggested this is an area the
Oversight Committee might want to consider making recommendations on.

It was noted that the inability to help caregivers avoid placement into a nursing home often
means that when such action occurs, it is difficult for the caregivers to renew their care giving
(they are spent from earlier caregiving). A real need is to help caregivers support and maintain
their loved ones and avoid institutional placement. In some cases, family members are not able
to support the return of their loved ones back to the community. In other situations, loved ones
were willing to take back their caregiving in order to allow their loved ones to return home to
die.

A question was raised about what proportion of those returning to the community end up back in
nursing homes. Ms Hull Vfasnot certain but does not believe the number to be significant.

Care Transition Pilot: Funded under the Affordable Care Act, the Dept of Aging administers a
grant from the Administration on Aging in which it collaborates with Johns Hopkins Community
Physicians and the Baltimore City MAP program to expand the Hopkins Guided Care program.
This involves cross-referrals and joint support services for patients with complex chronic
diseases and who are at high-risk of nursing home and/or hospital readmissions. The Guided
Care Model is one of several nationally recognized medical interventions to improve quality of
life and reduce acute care spending.

Veterans Self-Direction Flexible Benefits Pilots: The Dept of Aging is working with the U.S.
Administration on Aging and the federal Veterans Geriatric Services Division and local Veterans
AdministrationMedicalCenters tgP!o.~!~~.s.e~j~~?_to y~!er~s .~tJ1jgh::.!"~J~.9JI!!·!!:.~i1)K~Q!!le. _
placement. This project is built on the Community Living Program and will provide veterans
with a flexible community-based benefit that allows them to remain in the community and build
upon informal support networks.

Maryland Communities for a Lifetime (MCFL) program: Authorized by legislation enacted
in 2011 by the General Assembly, this program was recommended in the finalreport of the
Statewide Senior Empowerment Zones Commission, charge to study and recommend policy that
supports "Aging in Place". The program is to be established in the Dept of Aging and will collect
and disseminate "best practices" being undertaken across the state. (no funding is currently
available to support the program). MCFL include Naturally Occurring Retirement Communities
(NORCs), the Village concept, and other service models in the non-profit sector and
municipalities.

Maryland Access Point Website: Ms. Hull demonstrated the recently rolled out MAP website,
which makes available county specific services and also includes the capacity for persons to use



the site to maintain personal medical records, which can be shared if chosen with family and
other caregivers. A concern was raised as to how secure this component of the website is.

Thanks was expressed for the many new options being supported by the Departments of Aging
and Health and Mental Hygiene but a need exists for additional funding to support the many
programs and initiatives now underway.

II. Town Meetings to Seek Feedback on Proposed Assisted Living Regulations

Bill Dorrill, Deputy Director for State Programs in the Office of Health Care Quality
.briefed the Committee on a series of Town Hall meetings being conducted to seek feedback on
regulations of Assisted Living Programs. Partriering with local area agencies on aging, OHCQ is
holding regional meetings to elicit feedback from the community, both consumers and providers,
on the ALP Regulations. The first meeting is scheduled for the evening of July 12 at the Bowie
Senior Center. Additional meetings are to be held regionally across the state. (link for further
information: http://dhmh.state.md.us/ohcqlregulatedprograms/altraining.htm ).

In response to a question as to how the feedback process will take place, Mr.Dorrill noted that
prior to publication of proposed regulations.OHCQ will get back to stakeholders with its
proposed changes. Mental Health issues, including the "carve out" protocol are important but not
a regulatory function. The OHCQ Assisted Living Regulations Town Hall meetings are being
coordinated with the Department of Health and Mental Hygiene's Task Force on Efficiency.

Committee members expressed a willingness to support OHCQs efforts. Some concern was
expressed that residents and family members of residents of assisted living have not been made
aware of the meetings. Mr. Dorrill noted that notice was sent to each ALP and advertised in
regional newspapers. In order to avoid a "skewed" audience, OHCQ will be happy to work with
anyone who wants to help spread the word. Alice Hedt, State Long-Term Care Ombudsman,
noted that all local Ombudsman programs were asked to promote the Town Hall Meetings to
providers and consumers ..

Concem was expressed that small assisted living providers won't travel to the meetings. Other
concerns expressed included the fact that small ALPs are not using Medical Day Care. Because
of reimbursement issues, they are not sending residents to day care. Mr. Dorrill stated that
OHCQ is willing to reach out to providers as needed and will schedule additional meetings
where needed.

There being no further business, the meeting was adjourned at 3:45 p.m.

The next meeting of the Oversight Committee is scheduled for Monday, September 12 at 2 p.m.
in the House Health and Government Operations Committee Hearing Room, Room 240, HOB,
Annapo lis 2140 1. For further information, contact Mike Lachance at 410-767-1097 or by email
at: mrl@ooa.state.md.us .



The Real Social Network, More than a
neighborhood, a village gives older people a way to
stay in their own borne, by: Martha Thomas I from:
AARP The Magazine, May/June 2011 issue

On a bitterly cold morning a few years ago,
Eleanor McQueen awoke to what sounded like artillery
fire: the ice-covered branches of trees cracking in the
wind. A winter storm had knocked out the power in the
rural New Hampshire home that Eleanor shared with
her husband, Jim. "No heat, no water. Nada.," Eleanor
recalls.

The outage lasted for nine days; the couple, both
82 at the time, weathered the ordeal in isolation with
the help of a camp stove. Their three grown kids were
spread out in three different states, and the McQueens
weren't very close to their immediate neighbors. "We
needed someone to see if we were dead or alive,"
Eleanor says,

But the McQueens were alone, and it scared them.
Maybe, they admitted, it was time to think about
leaving their home of 40 years.

Luckily, last year the McQueens found a way to
stay. They joined Monadnockat Home, a membership
organization for older residents of several small towns
near Mount Monadnock, New Hampshire. The group
is part of the so-called village movement, which links
neighbors together to help one another remain in the
homes they love as they grow older.

The concept began in Boston's Beacon Hill
neighborhood in 2001, when a group of residents
founded a nonprofit called Beacon Hill Village to ease
access to the services that often force older Americans
to give up their homes 811dmove to a retirement
community. More th81156 villages now exist in the
United States, with another 120 or so in development,
according to the Village to Village (VtV) Network, a
group launched in 2010 that provides assistance to new
villages and tracks their growth nationwide.

It works like this: Members pay 8.11annual fee (the
average is about $600) in return for services such as
transportation, yard work, and bookkeeping. The
village itself usually has only one or two paid
employees, and most do not provide services directly.
Instead, the village serves as a liaison - some even
use the word concierge. The help comes from other
able-bodied village members, younger neighbors, or
youth groups doing community service. Villages also
provide lists of approved horne-maintenance
contractors, many of whom offer discounts to
members. By relying on this mix of paid and volunteer
help, members hope to cobble together a menu of

assistance similar to what they would receive at a
retirement community, but without uprooting their
household.

The earliest villages, like Beacon Hill, were
founded in relatively affluent urban areas, though new
villages are now sprouting in suburbs and smaller rural
communities, and organizers are adapting Beacon
Hill's model to fit economically and ethnically diverse
communities. Each is united by a common goal: a
determination to age in place. A recent AARP survey
found 86 percent of respondents 45 and older plan to
stay in their current residence as long as possible. "And
as people get older, that percentage increases," says
Elinor Ginzler, AARP expert on livable communities

In its own quiet way, the village movement
represents a radical rejection of the postwar American
ideal of aging, in which retirees discard homes and
careers for lives of leisure amid people their own age.
That's the life Eleanor and Jim McQueen turned their
backs on when they joined Monadnock at Home.

"To dump 40 years of building a home to move
. into a condominium doesn't appeal to me at all," Jim
says. "The idea of Monadnock at Horne is, I won't have
to."

You could call it the lightbulb moment -
literally: A bulb burns out in that hard-to-reach spot at
the top of the stairs, and that's when you realize you're
dependent on others for the simplest of household
chores. "It's horrible," says Candace Baldwin,
codirector of the VtV Network. "I've heard so many
stories from people who say they can't get on a ladder
811dchange a lightbulb, so they have to move to a
nursing horne. A lightbulb can be a disaster."

Especially when the homeowner won't ask for
help. Joining a village can ease the resistance, says
Christabel Cheung, director of the San Francisco
Village. M811Ymembers are drawn by the opportunity
to give aid as well as receive it. "A lot of people
initially get involved because they're active and want
to do something," she says. "Then they feel better
about asking for help when they need it."

Last winter Blanche and Rudy Hirsch needed that
help. The couple, 80 and 82 live in a three-story brick
town house in Washington, D.C.; they pay $800 per
year in dues to Capitol Hill Village (CHV). During the
blizzard-filled February of2010, Rudy was in the
hospital for hip surgery and Blanche stayed with
nearby friends as the 'snow piled up. On the day Rudy
came home, Blanche recalls, the driver warned that if
their walkways weren't clear "he'd turn around and go
back to the hospital." She called CHV executive
director Gail Kohn, who summoned the village's



volunteer snow brigade. A pair of young architects
who lived nearby were quickly dispatched with
shovels.

TheHirsches have discussed moving; they've
postponed the decision by installing lifts so Rudy can
get up and down the stairs. Remembering her visits to
a family member who lived in a retirement home,
Blanche shudders: "Everyone was so old. It's
depressing. "

Avoiding "old-age ghettos," says Kahn, is a major
draw for villagers. She touts the intergenerational
quality of Capitol Hill, full of "people in their 20s and
people in their 80s," and CHV organizes a handful of
events geared toward people of different ages. One
program brings high school freshmen and village
members together in the neighborhood's public library,
where the kids offer informal computer tutoring to the
older folks.

Such social-network building is a natural
outgrowth of village life. Indeed, Beacon Hill Village
was founded on the idea of forging stronger bonds
among members. "There was a program committee in
existence before the village even opened its doors,"
says Stephen Roop, president of the Beacon Hill
Village board. "Most of my friends on Beacon Hill I
know through the village."

One fall evening in Chicago, Lincoln Park Village
members gathered a~a neighborhood church for a
potluck supper. A group of about 80 - village
members and college students who volunteer as
community service - nibbled sushi and sipped
Malbec wine as they chatted with Robert Falls, artistic
director of Chicago's Q009miill Th~g.:tr~, _

Lincoln Park Village's executive director, Dianne
Campbell, 61, doesn't have a background in social
work or gerontology; her experience is in fund-raising
for charter schools and museums, and she lives in
Lincoln Park. To village member Warner Saunders,
76, that's a big plus. "She doesn't see us as elderly
clients who need her help," says Saunders, a longtime
news anchor for Chicago's NBC affiliate, WMAQ-TV.
"I see Dianne as a friend. If she were a social worker,
and I viewed my relationship with her as that of a
patient, I would probably resent that."

For Saunders, Lincoln Park Village makes his
quality of life a lot better. He recently had knee and hip
surgeries, and his family - he lives with his wife and
sister-in-law --- relies on the village for transportation
and help in finding contractors. "I'd call the village the
best bargain in town," he says.

Others, however, might balk at annual dues that
can approach $1,000 for services that might not be

needed yet. To expand membership, many villages
offer discounts for low-income households.

At 93, Elvina Moen is Lincoln Park Village's
oldest, as well as its first "member-plus," or
subsidized, resident. She lives in a one-room apartment
in an l l-story Chicago Housing Authority building
within Lincoln Park. The handful of member-plus
residents pay annual dues of $100 and in return receive
$200 in credit each year for discounted services from
the village's list of vetted providers. Since joining,
Moen has enlisted the village to help paint her
apartment and install ceiling fans.

But beyond home improvements, Moen doesn't
ask a lot from the village yet - she's already created
her own village, of a sort. When she cracked her pelvis
three years ago, members of her church brought her
meals until she got back on her feet; she pays a
neighbor to help clean her apartment. Her community-
aided self-reliance proves that inter generational ties
and strong social networks help everyone, not just the
privileged, age with dignity.

Social scientists call this social capital, and many
argue that we don't have enough of it. What the village
movement offers is a new way to engineer an old-
fashioned kind of connection. "As recently as 100
years ago most everyone lived in a village setting,"
says Jay Walljasper, author of All That We Share: A
Field Guide to the Commons, a book about how
cooperative movements foster a more livable society.
"If you take a few steps back and ask what a village is,
you'll realize it's a place where you have face-to-face
encounters." He compares the village movement to the
10.G-,~.1::fQod.movement; w.hichalso .startedwith.affluent.
urbanites. Think of a village as a kind of "artisanal
retirement," a modem reinterpretation of an older,
more enlightened way of life. And just as there's
nothing quite like homegrown tomatoes, "there's no
replacement for the direct connection with people who
live near you," Walljasper says

Strong, intergenerational communities -just like
healthy meals - m-egood for everyone. Bernice
Hutchinson is director of Dupont Circle Village in
Washington, D.C., which serves a diverse
neighborhood. Many members are well-off; some are
getting by on Medicaid. "But at the end of the day,"
says Hutchinson, "what everyone wants is
connectedness. "

Connectedness alone, of course, can't ensure
healthy aging. What happens next - when villagers'
needs grow beyond help with grocery shopping or the
name of a reliable plumber?



To meet the growing health demands of members,
villages boast a range of wellness services, and many
have affiliations with health care institutions. Capitol
Hill Village, for example, has a partnership with
Washington Hospital Center's Medical House Call
Program, which provides at-home primary care visits

. for elderly patients.
A new village - Pennsylvania's Crozer-Keystone

Village - flips the grassroots Beacon Hill model: It's
the first village to originate in a health care institution,
Barbara Alexis Looby, who oversees the village, works
for Keystone, which has five hospitals in the
southeastem part of the state, A monthly fee gives
members access to a "village navigator," who
schedules medical appointments and day-to-day
logistics like errands. Members also get discounts on
Keystone's health services, Because the village and the
hospital system are aligned, says Looby, "the
boundaries are flexible. You care for people when they
come to the hospital, and you are in a position to
coordinate their care when they leave." Keystone
hopes this integration will lead to fewer ER visits and
hospital readmissions.

How long can a village keep you safe at home? It
depends. But Candace Baldwin, ofVtV, says the the
trust factor between members and the village can help
family members and caregivers make choices and fmd
services.

Michal Brown lives about 30 miles outside
Chicago, where her 89-year-old mother, Mary
Haughey, has lived in a Lincoln Park apartment for
more than 20 years. She worries about her mom, who
has symptoms of dementia, Brown saw a flyer about
Lincoln Park Village in a pharmacy and immediately
signed her mother up, Through the village, Brown
enrolled her mom in tai chi classes and asked a village
member to accompany her as a buddy.

Just before Christmas, Haughey became dizzy at
her tai chi class. With her buddy's help, she made it to
the hospital, where doctors discovered a blood clot in
her lung. Without the village, Brown is convinced, her
mother might not have survived.

Through the village, Brown has also learned about
counseling services at a local hospital to help plan her
mother's next steps. "We can add services bit by bit,
whether it's medication management or home health
care, The village knows how to get those services."

Nobody knows what Mary Haughey's future
holds, but the village has given her options. And it has
given her daughter hope that she can delay moving her
mother to a nursing home. For now, it helps knowing

that her mother is safe, and still in her own apartment,
in her own neighborhood.

Martha Thomas is a Baltimore-based freelance
writer.

Whata Village Takes.

Want to organize a village of your own? The Village to
Village (VtV) Network offers information on helping
villages get started. Membership benefits include tools
and resources developed by other villages, a peer-to-
peer mentoring program, and monthly webinars and
discussion forums.

To find out if a village exists ill your region, the VtV
website has a searchable online map of all U.S.
villages now open or in development.

The creators of Boston's Beacon Hill Village have
written a book on starting a village: The Village
Concept: A Founders' Manual is a how-to guide that
provides tips on fund-raising, marketing, and
organizational strategies.

Existing resources can make your neighborhood more
"villagelike," says Candace Baldwin, codirector of the
VtV Network. The best place to start is your local
agency on aging. The U.S. Department of Health and
Human Services offers a searchable index of these
services. - M T.



Summary: Maryland ADRC Initiatives and Related Grants (7/7/2011)

Since the Supreme COUl1issued the Olmstead Decision in 1999, the federal government has
established a number of grant funded programs to encourage states to modernize and reform their
long-term care systems. These initiatives have been developed in order to implement the
national agenda to meet the long-term support needs of individuals in the least restrictive setting,
largely through the expansion of community-based and consumer-directed services. The
Maryland Department of Aging is involved in a number of these initiatives. The Department
works in partnership with the Department of Health and Mental Hygiene and the Departments of
Human Resources, Disabilities, and Housing to plan and implement a number of rebalancing
initiatives that require close coordination in order to change the current long-term care structure
and to increase access to community-based services. These initiatives include the following:

1. Maryland Access Point (MAP): The Department administers the Aging and Disability
Resource Center (ADRC) known in Maryland as Maryland Access Point (MAP). The
MAP program provides a trusted and visible place for older adults and younger
individuals with disabilities to obtain information and assistance with applications and
access to supportive services. The ADRC program is active in 54 states and territories
and Canada. The Maryland MAP program currently has ten local sites and includes the
State's first web-based searchable database that expedites access to information and
eligibility for long-term services and supports. www.marylaJ.ldaccesspoint.info.
Currently there are 10 local MAP sites covering over 70% of Maryland's population. The
program is to be incorporated into all Maryland Area Agencies on Aging by the end of
fiscal year 2012. The national ADRC program is authorized under the federal Older
Americans Act. The MAP development has been funded primarily through federal grants
beginning in 2003 when Maryland was one of the first twelve states to receive a grant to
develop anc:iADRC program. In addition to general development grants, the MAP
program has been funded to assist in the development of the following programs.

2. Money Follows the Person (MFP): MDoA is collaborating with DHMH (the lead
agency for MFP), consumers, Centers for Independent Living, Area Agencies on Aging,
and other Maryland state agencies to achieve the goals of the federal Maryland Money
Follows the Person Demonstration. The purpose of the MFP Demonstration is to assist
Medicaid eligible adults to transition from nursing homes to home and community-based
service waivers. Under the demonstration, MDoA provides program education,
application assistance and transitional case management through nineteen local Area
Agencies on Aging. Since March 2008, the MFP program has assisted over 700 people to
transition into Maryland community-based care settings. Although MFP is an important
rebalancing program, it does not address the need to divert people from nursing homes.
The following new initiatives focus on diversion.

3. Community Living Program (eLP): MDoA administers a federal Administration on
Aging (AoA) grant, the purpose of which is to develop a nursing home diversion model
program in five counties. The model will target older adults in the community who are at
high risk of nursing home placement and Medicaid spenddown in order to give them
priority for non-Medicaid community-based services. The program will provide a self-
directed flexible spending benefit that is modeled on national Cash and Counseling
programs which are known to increase quality of life, expand the use of less expensive



Summary: Maryland ADRC Initiatives and Related Grants (7/7 /2011) .
informal support networks, and create financial efficiency. This program is scheduled to

. become operational in 2011.

4. Veteran Directed Home and Community Based Service Program): MDoA is working
with the U.S. Administration on Aging and the federal Veterans Geriatric Services
Division and local Veteran's Administration Medical Centers to provide services to
veterans at high risk of nursing home placement. This program is built upon the
Community Living Program and will provide Veterans with a flexible community-based
benefit that will allow them to remain in the community and build upon informal support
networks. The program is scheduled to begin in 2011.

5. Person Centered Hospital Discharge (PCHD): MDoA administers a federal grant
through the Centers for Medicare and Medicaid Services, the purpose of which is to
develop a program that targets hospital admissions and patients who have a high risk of
being discharged to a nursing home, and works with the hospital and the individual to
divert the person from long term nursing home care, This program is currently
operational in three counties and is scheduled to become operational in five regions in
2011. The methods used include nationally recognized evidence based practices such as
the Care Transitions (Coleman) Model. In addition to the five new regional hospital
discharge programs, the PCHD collaborates with the two existing hospital discharge
programs developed by the Department of Health and Mental Hygiene under Real Choice
Systems Grants in Worcester and Harford Counties. An outcome evaluation is being
designed to measure the impact of these programs in terms of nursing home diversion and
cost efficiency.

6. Evidence Based Care Transitions Program: Funded under the Affordable Care Act,
MDoA administers a 2010 grant from the U.S. Administration on Aging, the purpose of
which to create a collaboration between MDoA, the Baltimore City MAP site and Johns
Hopkins Community Physicians to expand the Guided Care program that involves cross
referrals and joint support services for patients with complex chronic diseases and at high
risk of nursing home and/or hospital readmissions. Guided Care is one of several
nationally recognized medical interventions to improve qualitY'oflileandrediice acute
care spending.

7. Options Counseling Program: Also funded under the Affordable Care Act, MDoA
Administers a 2010 grant from the U.S. Administration on Aging that will develop
person centered standards and best practices for assisting individuals seeking information
and assistance for long term services and supports. These standards will be tested and
implemented by all partners in the Maryland Access Point program, e.g. Area Agencies
on Aging, Centers for Independent Living, Adult Services.

8. Medicare Improvements/or Patients and Providers (MIPPA): The Maryland Senior
Health Insurance Program (SHIP) includes outreach efforts to identify low-income
Medicare beneficiaries and encourage enrollment in appropriate Medicare plans. In the
last several years, grants supporting this work have included an ADRC function.

-
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YOUR LINK TO HEALTH & SUPPORT SERVICES
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o Collaborative notional effort of the Administration on Aging (AoA), the Centers for
Medicare & Medicaid Services (CMS), the Officeof Disabilities and the Veterans'
Administration

o No-wrong-door entry into the long-term supports and services system for older adults
and people with disabilities of all income levels

o Role in Rebalancing Efforts

o Core functions of an ADRCare,
C InformatIon,referral and awareness
o Options counseling, advice and assistance
o Streamlined eligibility determination for public programs
C Person-centered transitions

n Quality assurance and continuous improvement
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f:J Aging and Disability Resource Center (ADRC) Program
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I;] Maryland

!d ADRC Related Programs and Pilots in Maryland
~ Money Follows the Person and MDS.3

Gl Options Counseling

w Care Transition Pilots

@ Person Centered Counseling

a Self-direction Flexible Benefit Pilots
g Community Living Program

lii Veteran Directed Home and Community Bosed Service Progrom
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o ADRCs perform thes« functions by integrating,
coordinating, Olndstrengihening differeni pieces of the
existing long term supports and services systems,
including Area Agencies on Aging, Centers for
Independeni Living, state and local Medicaid offices,
and o,ther community-based organizations.



National Vision
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o To have Aging and Disability Resource Centers in
every community serving as highly visible and trusted
places where people of all incomes and ages can turn
for information on the full range of long-term support
options and a single point of ,entry for access to public
long-term support programs and benefits.

MARYLAND ACCESS POINT
YOUR LINK TO HEALTH & SUPPORT SERVICES

o Ten MAP sites

o St6tewide web-based searchable database

o Significant partnerships developed among state and
local agencies and organizations

o Conduit for new federal and state programs and
funding

o Statewide expansion

o Five Year Strategic Plan

NatioJI Background and Status
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2003 B~ginning
o AoA end CMS funded 12 states to develop Aging and

Disability Resource Centers
I

o Focus,on single-point-of-entry for information and
streornlined access to services

2010 I
I

o In 541 states and territories :
o 280 ADRC programs serving 48% of the U.S. population
o Expahded partnerships with CMS and National Council

for Ini:Jependent Living (NCll) and U. S. Department of
Vete~ans Affairs •

o Expahded ob[ectives to include person centered
couns1eling,self-directed services, diversion from high cost
,e"it end Medkaid

Partners



OrgarnDzaHonal Pertnerships
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o Maryland Department of Aging
o Maryland Department of Disabilities
o Maryland Medicaid Agency and Department of Health and Mental

Hygiene
o Maryland Department of Human Resources
o Centers for Independent Living
o State and federal Veterans Administration
o Advocacy groups and organizations serving people with disabilities

of all ages
o Service Providers
o Local Area Agencies on Aging, Departments of Social Services,

Health Departments, Offices of Disabilities
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o An expanded assessmentelement within the MDS
assessmentrequired by Medicare for all nursing home
admissionsand residents-Section Q

o Section Q surveysthe individual's interest in transitioning
to a community setting

o All new admissionsand residents are to receive
information on how to request assistanceto explore
transitioning to a community setting - Options
Counseling

o Individuals requesting assistanceare to be referred to
DHMH which requests the local MAP or AAA to meet
with the person to provide Options Counseling

Money foUows the PeIl'S@1I1
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o Money Follows the Person: Assisting Individuals to
Transition from Nursing Homes to the Community
fbi MAP / Area Agency on Aging Functions

El Provide Options Counseling to individuals who are Medicaid
eligible and referred by peer outreach, nursing homes

['J Provide assistance with applications for home and
community-based Medicaid wclvers

ro Provide transitional case management to assist individuals to
transition to the Medicaid Home and Community Based
Waiver for Older Adults

lEi Provide on-going case management for individuals in the
Medicaid Waiver for Older Adults

Optu (Q) ns C@U nseli H'ilg
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o An extended version of Information and Assistance

o National and state standards are being developed
under the leadership of the Administration on Aging

o Two year Maryland grant to work with the national
effort and develop Maryland standards

o Development includes ADRC/MAP partners

o Development includes core competencies and
procedures for providing options counseling



Care Transition Pilots
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o Person Centered Hospital Discharge Pilot Grant

CI Five MAP sites working with hospitals to identify and
support individuals admitted to the hospital who are at high
risk of transitioning from the hospital to a nursing home

i:I Hospital liaison provides support to individuals upon
discharge (medication education, locating services, etc)

CI Hospital liaison will follow a person upon discharge to a
nursing home to support their continued transition to the
community

o Real Choice Systems Change Pilots

o Guided Care MAP Pilot

Se~fDirection Flex!ble Benefit Pi~ots

~ ht~~tw9'.~~W,%~jjf._~i1mi$l."iFmJ!;.~,*iif_~
o Components of Self Direction and Flexible Benefits

I:] The individual and the program support counselor agree
upon a monthly budget and how that monthly budget will be
spent to provide community supports

c The individual hires and fires service providers

I!J The pay roll and financial accountability is monitored
through a FiscalManagement.Service

c Monthly budget is based upon what the person requires to
remain in the community within any program cost limitations

n FiscalManagement Service charges fees that may come out
of the benefit to handle payroll, accounting and reporting
and the purchase of items from vendors

Person Centered Counseling
~mM"3i_:l!i@!Ji&#k~1{~~'m#~1l9J!b}b'''iG:t~1

o PersonICentered Counseling is a new approach to
working with individuals to devise a plan of services and
activities

o PersonCentered Counseling is part of all Options
Ccunselinq activities and is the method being implemented
in all MAP programs

I
o Builds significantly upon Developmental Disabilities

Experience
i

Community living Program and Veteran Directed
I

Home a'nd Community Based Service Program
I

~~~~~*~~~~~~~~~]iij
o Community Living Program

[J Optibn within Senior Care
[J Five Counties developing the program
[J Set tb begin enrollments in July 2011
1:]. Development and initial costsgrant funded

o Veterah Directed Community Based Service Program
In Cont~act between MDoA and federal Veterans

Administration
i:! Funding through VA
fJ ArealAgency on Aging or MAP provide case management
n Five counties developing
fJ Set t~ begin enrollments in July 2011
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Ci www.adrc-"[ae.ora

I!d www.marylandaccesspoint.info

!J Stephanie Hull: sah@ooCl.state.md.us

c Donna DeLeno Neuworth: ddneuwol·th@ooCl.stClte.md.us



Participant Name: _ Date: _

Participant Directed Support Plan and Worksheets

Everyone counts on a variety of support from other people to get through the day. The people you count on become
especially important when there are major changes in your life.

Imagine yourself in the center of the circles below. Fill in the names of people that you can count on and who are part of
your support system. One person may be in more than one circle.
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If I were planning a "Good Day" for me, it would look like: ... -- .. - . _.-.

A "bad day" for me might be ...

What is important in my life now and in the future?

-
What is working well in my life?

-_ .... -- .. - .... -----_.--_ .._---------------------.---_._-------------- ..-. ".- --- . .. ------.--- ....

What are my strengths and accomplishments?



What are my needs and concerns?

I

What are my health concerns? (Be sure to consider medical issues, eating and nutrition concerns, and
behaviors that might not be safe or helpful in your life.)

Do I need any Assistive Technology, Environmental Modifications, or Durable Medical Equipment? If so, what?

Do I, or someone who works with me, wanUneed additional resources or training? If yes, What?

Who are the people who might help me? (List them below and how they may help. If necessary refer to the
circle chart in section 1.)



In this section, describe what your life looks like now, as well as, what you want it to look like. List how you
spend your time in each area. Include hobbies, interests, activities, memberships, and individuals who are part
of each area. What do I want my life to look like? What changes would I like to make in any of these
areas? How do I want to spend my time? What would I like to keep the same? What makes me happy? Who
would I like to have more/less involved in these areas?

Hamel Family Hamel Family

Recreation/Fun/Relaxation Recreation/F un/Relaxation

Community Involvement/SocialCommunity Involvement/Social

School/Learning School/Learning

WorkIVolunteer Activities WorkNolunteer Activities



As you look at the following questions, think about what you wrote on the previous pages. What is most
important to me? What strengths do I have that will help me to self-direct my services? Who from my personal

"relationships chart might be available to help me? What concerns need to be addressed? How do I want to
spend my time?

How-often do I want my Support Counselor to contact me?

What do I want to happen as a result of my plan?

How will I know if my plan is working well?

How will I address any health concerns or safety concerns?



Personal Support Needs How will this help How often, how long Who helps make this happen?
me? or how many?

Bathing

Showering

Shampoo

Hair Care

Dental Care

Toileting

Foot Care
:

Shaving

Skin Care

Nail Care

Dressing

Other:
,

Health and Hygiene ;

Toileting, bladder care, bowel care

Skin care

Wound care

Medications

Respiration

Other:



Mobility How will this help How often, how long Who helps make this .happen?
me? or how many?

Walking
Transfers and lifts·
Wheeling
Stair climbing
Assist with Equipment
Range of motion
Positioning
Driving and escorting
Getting in and out of bed
Other:

Household Tasks

Washing
Drying
Ironing
Mending clothes
Shopping
Errands
Sweeping
Vacuuming
Mopping
Cleaning the oven
Defrosting the refrigerator
Washing the windows
Changing light bulbs
Raking leaves
Shoveling snow
Other:



Nutrition How will this help How often, how long Who helps make this happen?
me? or how many?

Cooking/meal preparation i ,

Clean up after meals
;

Grocery shopping ;

Encouraging fluids
Other: '

:

!

Miscellaneous
Communication needs !

Banking/paying bills ,

Care for service animals ,

PaperworklWriting letters
Driving to appointments and activities .-

Other: 1

Other Related Services

Adult day care
!

Caregiver training :

Respite for adult caregivers 'j

Home modifications
Other: '

t

Estimated time assistance is required each week: _

Any ACTIVITY checked must be listed on the support plan.
t
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TECHNICAL ASSISTANCE EXCHANGE

Aging and Disability Resource Center Successes
October 2010

~ There are 325 ADRC program sites that serve residents in 45 states and territories, covering
approximately 51 percent of the u.s. population. Fifteen of these states and territories achieved
statewide coverage with their ADRCs. 1 ADRC programs are in development in another 9 states
and territories- for a total of 54 states and territories pursuing ADRCs.

~ Federal agencies and States recognize the value ADRCs provide:
o The Administration 01:1. Aging and the Centers for Medicare and Medicaid Services

contributed over $110 million in funding for ADRC initiatives since 2003.
o -Thirty three states passed ADRC legislation, developed executive guidance, and/ or

contributed state funds to enhance and expand ADRCs.
o State funding contributions to date exceed $43 million.

~ ADRCs have furthered states' ongoing efforts to improve access to long term supports and
services by strengthening partnerships, establishing service standards of service, fostering
consistency, enhancing professionalism, and emphasizing the consumers' perspective in all
activities.

~ ADRCs enhance the I&Rf A infrastructure to support cost-effective and efficient delivery of
information, building on strong existing networks for Senior Information and Assistance, State
Health Insurance Assistance Programs, and Independent Living Centers.

o On average, ADRCs report over a 300% increase in the number of contacts they receive
after six months of operation. By investing in more sophisticated information technology
to support information, assistance and counseling functions, upgrading telephone systems, -
coordinating with partnering organizations in the community, and cross-training existing
staff, ADRCs have met this growing demand without significant increases in staffing
levels.

o ADRCprograms develop information exchange protocols (e.g., standard forms, electronic
capability) across partnering organizations so consumers only have to tell their story once.

o 33 states have statewide long term supports and services resource directories accessible
to the public and professionals via the internet and another 14 are in the process of
developing similar statewide capability.

o 16 ADRCs developed online consumer decision tools to assist consumers to understand
their options and another 15 are in the process of developing such capability.

~ ADRCs provide unbiased, reliable information and counseling to individuals with all levels of
income. They assist a wide range of individuals, including family caregivers, in obtaining long
term supports and services in the most desirable and appropriate setting. Because they do not
limit their services to low-income individuals, ADRCs can help families with private resources use
their resources more wisely, which may delay or prevent" spend-down" to Medicaid or
urmecessary institutionalization. The use of ADRC services by residents of all income levels in a
community helps build broad community support for the program and overcome the stigma
associated with Medicaid.

1AR, CNMI, DC, GA, GM, IN, KY, LA, MA, MN, NH, NM, RI, TN, WV
2 DE, ID, MI, NE, OK, OR, PR, SD, WY
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~ ADRCs help consumers access public benefits for long term services and supports, making the
application process less onerous, less bureaucratic, less administratively burdensome for
Medicaid agencies, and more seamless for consumers. Among the 43 states awarded grants in
2003 - 2005:

a All ADRCs assist consumers with completing Medicaid financial applications;
o 34 ADRC states make Medicaid applications available on the internet with seven of these

(and another four in process) allowing consumers to complete the application online and
submit it electronically; .

o 40 percent have functional eligibility assessors co-located with the ADRC;
o Over 25 percenthave financial eligibility assessors co-located; and
a Over 75 percent can track the eligibility status of applicants as they move through the

system.

~ By intervening in critical pathways to long term services and supports, such as hospital
discharge planners, physicians or other health professionals, or long term supports providers,
through options counseling, ADRCs convey the range of alternative services and settings
available so individuals can both plan ahead and make informed decisions about current needs.

o 40 percent of the individuals contacting ADRCs to date were referred by critical pathway
entities.

o ADRCs in 11 states partner with hospitals to offer evidence-based care transition
programs. ADRCs in another 19 states are planning care transitions interventions.

a ADRCs playa critical role in nursing facility transitions under the Money Follows the .
Person Demonstration (MFP) in 15 of the 30 MFP states. ADRCs are involved in nursing
facility transitions in another 8 states.

~ ADRCs report high consumer satisfaction levels, with over 90 percent expressing high
satisfaction with ADRC services on average. Testimonials from consumers, family members, and
professionals reinforce the high satisfaction level:

o "I am using this agency for my Dad who is unable to take care oj}l.i~~U,_My- r:r1,Qth~J:isBf _
.-----.------years.old-wtsevere iut1i:fitis and cannot take care of i5acf'-s'pe~sonal hygiene, etc, as well as

she used to. Your agency has been wonderful and a God send. I would truly recommend
this agency to all my friends that have older parents that need help and assistance to help
"rid" the burden of doing it all by themselves."

o "My brother has never been happier in his life! Thank you so much!"
a "Thanks for going the extra mile. I was at the end of my rope in terms of what I could do

[for this client]. It's great to have an agency like yours to turn to when we're out of
options."

a "I never knew that this could be so easy and pleasant. I was expecting something far more
bureaucratic and difficult!"

2



Section Q of the MDS 3.0

The Minimum Data Set (MDS) is a tool for implementing standardized assessment and for facilitating
care management in nursing homes (NHs). Its content has implications for residents, families, providers,
researchers, and policymakers. MDS 3.0 has been designed to improve the reliability, accuracy, and
usefulness of the MDS, to include the resident in the assessment process, and to use standard protocols
used in other settings.

Section Q of the \\liDS 3.0 has been modified in order to give the resident a voice, to increase person
centered care, and to increase communication and collaboration between providers and services.
Section Q has been revised to be person-centered, and to provide the resident the opportunity to
express their expectations for care, engage the resident in their discharge planning goals, and initiate a
referral to a Local Contact agency (MFP) to provide information and explore the potential for returning

to the community.

Item Q0100A - Resident participated in assessment?

Item Q0100B - Family member or significant other participated in assessment?

Item Q0100C - Guardian or legally authorized representative participated in assessment?

Item Q0300A - Resident's overall goal established during assessment process?

1) Expects to be discharged to the community
2) Expects to remain in the facility
3) Expects to be discharged to another facility/institution
4) Unknown or Uncertain

Item Q03008 -Indicate information source communicated in Q0300A.

Item Q0400A - Document whether an active discharge plan is in place for the resident to return to the
community. "Is there an active discharge plan in place for the resident to return to the community?"

1) No
2) Yes

Item Q0400B - Document the determination of the resident and care planning team regarding discharge
to the community. "What determination was made by the resident and the care planning team
regarding discharge to the community?"

1) Determination not made
2) Discharge to community determined to be feasible
3) Discharge to community determined to be not feasible

Item QOSOOA- Document whether resident has been asked about returning to the community. "Has the
resident been asked about returning to the community?"



1) No
2) Yes-previous response was "no"
3) Yes-previous response was "yes"
4) Yes, previous response was "unknown"

Item Q0500B - Document whether the resident, family, or significant other wants to talk about
returning to the community. "Do you want to talk to someone about the possibility of returning to the
community?"

1) No
2) Yes
3) Uncertain

Item Q0600 - Document whether a referral has been made to a local contact agency. This prompts a
Care Areas Assessment which is a checklist that assists the NH to do further assessment. "Has a referral
been made to the local contact agency?"

1) No- determination has been made by the resident and the care planning
team that contact is not required

2) No-referral not made
3) Yes

When the individual responds "yes" to Question Q05008, the facility is required to make a referral to a
LCA. Skip patterns are built into Section Q so that if a resident has already been asked the question, the
question is not repeated with each subsequent assessment.
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and get-the services and supports
you need.
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Available services such
9.S help with your
medical and personal'

The nursing home staff is required to ask you:
questions about YOllr care. One question they ~\Till
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"yes" tells ttltile staFf YOil1l wan~ more information,
lI1tdoesn't mean ymillli.ave .~©leave the nursing home.
'The staff will regularly ask this question, since. your
needs and the services available in the communitv. /

may change over time.

care.
Programs that may
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.What service~.llre auailuble? For each program described ill
~~ gulde, t!1~le IS a nst DC services unique to that program. In addition, all
\0\ aiver participants have access to traditional Medicaid services includine
prescription drugs, physician care, and hospital services. 0

-!~~Hr--
", ·'cV.er Information for Nursing Home

',!. nts: - I.ndividuals who currently reside in mus~g
'ay also apply for waiver services. Eligibility for
'_program depends on the specific eligibility
erits for each waiver.

TtVaiver RegistnJ There is a limit on the total number of partici-
pants ,who can b.eserv~d in each waiver. When the waiver is at maximum
capaaty, the waiver will be closed to conununity applicants. In the event
that a waiver has reached maximwn capacity interested persons can place
themselves on the Waiver Services Registry by calling l-a66-417-3~80
As ~pac~s in the waiver program reopen, persons on the Registry will be .
notified 10 turn.

lExceptio/! for Nursing Home Reside/!ts
.\.•...

\1'~aiver program has a maximum. number of
)~iqcipants who can be served. In some cases, a waiver

i:p.IQgram. may have met maximum capacity and may not
r~~·c.eptnew applicants.

>~Anindividual who has been a nursing home resident, "
Ypaid for by Medicaid, for at least 30 consecutive day, can
" 'app~y; from the nursing home, for the following waivers:

. -t°iving at Home,
;'_blder Adults,
-Community Pathways,
'New Directions, and
;"<;l;Utswith-Traumatic

',Brain injury. These
'-persons may 'apply
even if those waivers
have reached their
·o(naxim.um capacity.

Fo~ 1nOre ~1Zfornzatiol1,., See the description for each Waiver' program "
for ;:U0rmabon on who to contact regarding questions and additio~al infer- ~
ma on. Information can also be fOW1d via the Internet at: iUWIV.dluJll! state .
md.lIs!mmn!wniverprogrnllls/ . .

2 3

If~-l;:; .
~
l"~'This guide describes Medicaid services that are designed

": :.-1'10 help those mdivlduals who are interested m leaving
\ --!:im institution or who are at risk for institutionalization to
~_ i remain in their homes. It describes the range of home and
~h .community-based services available through Medicaid and
.;~ can help consumers, families, and health care professionals
'f:' .make informed decisions about long-term care services.

t!S

~:i
~J~-
~

o~

:~,

.~

- Maryland Medicaid offers home and community-based
services for:

• Older adults,
• Persons with disabilities, and
• Children with chronic illnesses.

Maryland Medicaid' 5 home and community-based services
are offered t\libugh the regular Medicaid program and
special Medicaid programs called "waivers." Each waiver
has different eligibility criteria and each target a different
population, such as older adults or people with a certain
disability.

Additional information regarding Medicaid services can be
found at: unutu.dhmh.staie.nui .t ls/lI1lJ1a/mmallOme.lztml

More booklets may be requested by calling 410-767-5220.



i~ifili.Waiver 1uormation

i0~~£lformation for Nursing Horne Residents

'The Waiver for Children with Autism Spectrum
.,Disorder 4

: The Community Pathways Waiver 6

The New Directions Waiver 8

The Living at Home Waiver 10

The Model Waiver for Medically Fragile Children 12

o The W~ver for Older Adults 13

.'ii!l':~ci"""'i"·' 0 The Waiver for Adults with Traumatic Brain Injury 14

o The Residential Treatment Center (RTC) Waiver 15
,::""~',.",C''''';''/:''''

The Medical Day Care Services Waiver 16

The-Medical Assistance Personal Care Program (MAPC) 17

Evaluation and Review Services (AERS) 18

:~~l:)i~Y'l"ro~;raJmof All-Inclusive Care for the Elderly (PACE) 19

Employed Individuals with Disabilities Program (EID) 21

~'?ligible for waiver services?
§-rimst meet medical, financial, and technical criteria

, for Medicaid funded services. This guide outlines the
j;f;ility criteria for each waiverprogram,

H~;~ligibility: Financial eligibility is bas~d on both
:;fu\d_ass?Js.,J;:~.r..t,m:UY.'!!YJ'!.LP"!'QgL<!m§IDEY~!;.<;!~F-LinQi:.,.,
: "':;;itha different level of income than other traditional.
:~:prograrns. In these waivers, the monthly income limit
5',$2,022 and assets may not exceed $2,000 or $2,500

}IWg on eligibility category. The income standard changes
. ;;ll'y in January.
",:--; .'

\,'lncome includes, but is not limited to, wages, social
"':',security. benefits, veteran's benefits, pensions, annuities,

:;: 'seif-erriployment income, and disability benefits.
('~:Assets include cash, bank accounts, stocks, bonds, mutual
'"", funds, and life insurance. The value of an individual's
/' home may also be considered when calculating assets.
.. '

.vidllilis should not try to determine eligibilittj fOI' tile waiver
")lil1s or allY other Medical Assistance program based 011 the

':0/1"a1:iol1provided ill this booklet. Trained Eligibility Case
~agers make the final determination of eligibility.

:;£:!icalEligibility: Medical and functional needs will be
'.' sed during the application process. For some programs,

, ed professional can go to an individual's home to assess
status and need far services.

¥cal Eligibility: Most waivers target a specific age group
persons with a particular disability. Maryland Medicaid
'~ams are available only to Mar;yland residents.

I Continued

1
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The Livinz at Home Waiver provides services for
individuals wig physical disabilities in order for them to live in
their own homes. The Maryland Department of Health and
Mental Hygiene administers this waiver. .

Services that may be prouided include:
• Attendant care (may be consumer directed)
• Assistive technology
• Case management
• Consumer training
• Environmental accessibility adaptations
• Family training
• Fiscal intermediary services
• Nurse monitoring of attendants
• Personal emergency response systems
• Transition services
• Dietician and nutritionist services
• Home delivered meals
• Environmental assessments
• Medical day care
• All other standard Medicaid services

Technical Eligibility: Individuals must be age 18-64 (at time of
enrollment).

Financial Eligibility: Eligibility for Medicaid depends on an indi-
vidual's income and assets. Individuals are encouraged to
apply so that financial eligibility may be determined.

10

The Medicaid Waiver for Children with
Autism Spectrum Disorder is administered by the
Maryland State Department of Education. The local school .
systems provide or arrange for case management services called'
service coordination. The local lead agencies and school system'
help individuals access many of the community services offered.
through this waiver '

Services that may be prouided include:
o Environmental accessibility adaptations
o Family trail'ling
o Intensive individual support services
o Respite care
o Service coordination
o Residential habilitation
o Therapeutic integration services
o All other standard Medicaid services

Technical Eligibility: Children must be between ages one
through the end of the school year in which the youth turns
21 years old. Children must have an Individualized Family
Service Plan (lFSP) or an Individualized Education Plan (IEP)
and children have to be receiving at least 12 hours of special
education services per week.

Financial Eligibility: Financial eligibility is based on the income'
and assets of the child alone without consideration of parents'
financial status.

Medical Eligibility: Children who are diagnosed with Autism'
Spectrum Disorder are eligible. These children must meet the
"institutional level of care" criteria and must be able to live in
the community with the services available under this waiver.

4

Continued

Medical Eligibility: Individuals must need the level of care
required to qualify for nursing facility services.

For more information ... Contact the Department of Health
and Mental Hygiene at 410-767-7479, toU free at.jI.-800-463-3464
or Maryland Relay Service at 1-800-735-2258, As.of January 2009,
the waiver is full. Interested persons may place their name on the .
Waiver Services Registry by calling 1-866-417-3480.

11

Com;1I

~irrlocal school system and ask to speak to the
'';u\re'r'Coordinator, or call the Maryland State
,~,t'of Education at 410-767-1446, toll free
'6182,or Maryland Relay Service at 1-800-735-2258.

'illy 2009, the waiver is full. Interested.persons
their name on the Warver Services Registry by
6'6-417-3480.

5



The Community Pathways Waiver is
administered by the Developmental Disabilities Administration .
and provides services and supports in the community for \
individuals with developmental disabilities, Waiver participants":'
receive services and supports from provider agencies funded by;
the Developmental Disabilities Administration:'.,

Services that may be provided include:
• Resource coordination
• Residential habilitation
• Supported employment
• Day habilitation
• Personal support
• Family and individual support services
• Respite care
• Behavioral support services
• Environmental modifications
• Assistive technology and adaptive equipment
• Transportation (to access pi armed community

activities)
• Transition services
o All other standard Medicaid services

Technical Eligibility: No age limitation.

"~}l Eligibility: Individuals must need the level of care
.,:¥.#. to qualify for services in an int~rmediate care facility

1)tH,\!,j'llentallyretarded or persons WIth related conditions

~,f~):

:'~;:breinformation ... Contact your Developmental
:SW"~~sAdministration Regional Office:

\!iMaryland
N::otillty,Charles
',Montgomery County,
:~cirge'sCounty, 51.
:'9i,ir:ty)

lOO:
:888-207-2479

'g2-5131
7"<;;

Financial Eligibility: Eligibility for Medicaid depends on an indi-
vidual's income and assets, Individuals are encouraged to apply'
so that financial eligibility may be determined. c,
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Eastern Shore
(Caroline County,
Cecil County, Dorchester County,
Kent County, Queen Anne's,
County, Somerset County, Talbot ,.
County, Wicomico County,
Worcester County)
410-334-6920
Toll Free 1-888-219-0478
TTY 1-800-735-2258

Western Maryland
(Allegany County, Carroll County,
Frederick County, Garrett County,
Washington County)
301-791-4670
Toll Free 1-888-791-0193
TTY 301-791-4015
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:~~';;tfinancial eligibility may be determined.

\irl~,ility: Individuals must need the level of c~e
qi.{aiify for services in an int~rmediate care f~~ty
'tally retarded or persons with related conditions

The New Directions Waiver, administered by
the Developmental Disabilities Administration, provides..;
individuals with developmental disab~ties the opportunity to',':
self-direct services and supports in their own home or Iarnily '?
home, The individual, with the assistance of a Support Broker ":
and Fiscal Management Service provider, directs the planning,
budgeting, management and payment of his/her serviceS andsupports. . ' ," , ..'" -' ,

Services that are required:
• Fiscal Management Service
• Support Brokerage

Services that may be provided include:
• Resource coordination
• Personal support
• Family and individual support services
• Supported employment
• Day habilitation
• Respite care
• Environmental modifications
• Assistive technology and adaptive equipment
• Behavioral support services
• Transportation
• Transition services
• All other standard Medicaid services

Technical Eligibility: No age limitation.

Financial Eligibility: Eligibility for Medicaid depends on an
dividual's income and assets. Individuals are encouraged
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¥'jl1/Olmation... . '," :..
bjll' Developmental DIsabilities Administration
,'ffice:

, ,aryland
.".del County,
'City, Baltimore

',' arford County,
~6gnty)
8200
;'i~877-874-2494
<i63-9430

rn Maryland
County, Charles
Montgomery County,
eorge's County,
's County}
5100
, 1-888-207-2479
~36?--5131

Eastern Shore'
(Caroline County, Cecil County,
Dorchester County, Kent
County, Queen Anne's County,
Somerset County, Talbot
County, Wicomico County,
Worcester County)
410-334-6920
Toll Free 1-888-219-0478
TrY 1-800-735-2258

Western Maryland
(Allegany County, Carroll
County, Frederick County,
Garrett County, Washington
County)

'301-791-4670
Toll Free 1-888-791-0193
TrY 301-791-4015

9



Adult Evaluation and Review Services
(AERS) --The AERS program assists older adults and
people with disabilities who need long-term care services
and are at risk for institutionalization. AERS staff conducts
comprehensive evaluations to identify services that individuals
need to remain in the community. Upon completion of an
evaluation, the AERS tearn develops a plan of care providing
recommendations for appropriate services. The local health
departments administer this program.

For more information ...
Contact your local health department or ca11410-767-1736
or Maryland Relay Service ~t 1-800-735-2258.
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The Model Waiver for Medically Fragile
Children allows children with complex medical needs to
receive medical care in their homes instead of a hospital, nursing
facility, or other long-term care facility. The Department
of Health and Mental Hygiene administers this waiver.

Services that may be
provided include:

o Case management
o Medical Day Care
o Home health aide assistance
o Physician participation in the

plan of care development
• Private duty nursing
• All other standard Medicaid'

services

Technical Eligibility: Birth through
age 21.

Financial Eligibility: Financial eligibility
is based on the income and assets of the
child alone without consideration of parents' financial status.

Medical Eligibility: The child must have complex medical needs,
be at risk of long-term hospitalization, and need the level of care
required to qualify for nursing facility or chronic hospital services.

For more information ... Contact The Coordinating Center
at 410-987-1048, 301-621-7830, or toll-free 1-800-296-2242, or
Maryland Relay Service at 1-800-735-2258.
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;~.·.·'",11~' """ ~he Program of All-Incfusive Ca" for the
Elderly (PACE) provides comprehensive medic:u and 0

social services to older adults. The PACE program IS jointly
administered through the Centers for Medicare/and Medicaid
Services and the Department of Health and Mental Hygiene.
This program is designed to provide and coordinate all needed
'preventive, primary, acute and long-term care services so that
older individuals can continue living in the cornmuruty. PACE
program services are offered through Hopkins ElderPlus, located
on the campus of Johns Hopkins Bayview Medical Center.

Services that may be provided include:
• Adult Day Care
• Case Management
• Home'Health Care
• Meals
• Medical Equipment
• Nursing Facility Services
• Nutritional Counseling
• Personal and Supportive Services
• Prescription Medications
• Physician Services
• Restorative Therapies
• Recreational Therapy
• Social Services
• Transportation
• All other standard Medicaid services and / or Medicare

services (if eligible)

Comi1Jll~d
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',r'··
;':"'.

': .The Waiver for Older Adults provides services for.
older adults to live at home or an assisted living facility instead of

," . a nursing facility. The Maryland Department of Aging administers
this waiver.

Services that may be provided iliclude:'
• Assisted living services (not including room and board)
• Assistive devices/ equipment
• Behavior consultation services
• Case management
• Dietician and nutritional services
• Environmental assessments and adaptations
• Family and consumer training
• Horne delivered meals
• Nurse monitoring of attendants
• Personal care
• Personal emergency response systems
• Respite tare
• Senior Center Plus
• Transition services
• Medical Day Care
• All other standard Medicaid services

Technical Eligibility: Age 50 and older.

Financial Eligibility: Eligibility for Medicaid depends on an
individual's income and assets. Individuals are encouraged to apply
so that financial eligibility may be determined.

Medical Eligibility: Individuals must need the level of care
required to qualify for nursing facility services.

For more information ... Contact the Maryland Department
of Aging at 410-767-1118,410-767-ll00, toll free 1-800-243-3425, or
Maryland Relay Service at 1-800-735-2258. As ofJanuary 2009,
the waiver is full. Interested persons may place their name on the
Waiver Services Registry by calling 1-866-417-3480.
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The Waiver for Adults with Traumatic Brain
Injury (TBl) provides services to individuals who are
currently residing in state psychiatric hospitals, state-owned and
operated facilities, chronic hospitals that are accredited for brain
injury rehabilitation, or for whom Maryland is paying for services
in an out-of-state facility, -- - ---

Services that may be prouided include:
• Case management
• Day habilitation

- • Individual support services
• Residential habilitation
o Supported employment
o Medical Day Care
o All other standard Medicaid services

Technical Eligibility: Age 22 to 64. The initial traumatic brain
injury must have occurred between the ages of 22 and 64.

Financial Eligibility: Eligibility for Medicaid depends on an
individual's income and assets. Individuals are encouraged to
apply so that financial eligibility may be determined.

Medical Eligibility: Individuals must be diagnosed with a
traumatic brain injury and need the level of care required to
qualify for nursing facility or chronic hospital services.

For more information ... Contact the Mental Hygiene
Administration at 410-402-8476, 1-877-4MD-DHMH or
Maryland Relay Service at 1-800-735-2258.
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The Medical Day Care Services Waiver offers
qualilied Medicaid participants services in a community-based
day care center. Day care centers operate five to seven days a week
providing services four to twelve hours per' day. This waiver is
administered by the Maryland Department of Health and Mental
Hygiene.

Services that may be
provided include:

• Skilled nursing and nursing
assessments

• Medication- monitoring
• Meals
• Social work services
• Activity programs
• Daily living skills training

and enhancement
• Transportation
• Therapy
• Personal care
• Nutrition services

Technical eligibility: Individuals must be at least 16 years old.

Financial eligibility: Individuals must qualify for Medicaid in
the community.

Medical eligibility: Individuals must need the level of care
required to qualify for nursing facility services.

For more information ... please contact the Department of
Health and Mental Hygiene at 410-767-1444, toll free at
1-877-4MD-DHMH, or Maryland Relay Service at 1-800-735-2258.
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I The Residential Treatment Center (RTC)
Waiver provides home and community-based services to children
and youth with intensive mental health needs to live.in their
communities instead of an institution. Participants will be served
through a Care Management Entity that will provide care coordina-
tion services. The Mental Hygiene Administration within the
Department of Health and Mental Hygiene (DHMH) will be the
administering agency for the waiver.

Comillg ill Spring 2009.

Technical eligibility: Must be six to 20 years of age at the time of
application. Currently, waiver applicants must reside in Baltimore
City, Wicomico County, St. Mary's County, or Montgomery County.
Participants are eligible for participation in the waiver for up to two
years. The program may expand to other counties in the future.

Financial eligibility: Financial eligibility is based on the income
and assets of the child alone without consideration of parents'
financial status.

Medical eligibility: Individuals must receive a Certificate of
Need indicating medical necessity for the level of care provided
in residential treatment centers.

Services that may be provided include:
• In-home respite
• Residential respite
• Caregiver peer-la-peer support
• Youth Peer-to-peer support
• Experiential and expressive therapies
• Family and youth training
• Crisis and stabilization services

For mote information, please contact the Department of Health
and Mental Hygiene at 410-767-5220, toll free at 1-877-4MD-DHMH
or Maryland Relay Service at 1-800-735-2258.
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The Medical Assistance Personal Care
Program provides in-home personal care services to
individuals with disabilities or chronic medical fonditions.
Services may be provided in the workplace. This program is
administered through the local health departments.

Technical Eligibility: There is no age limitation.

Financial Eligibility: Individuals must qualify for Medicaid in
the community. '

Medical Eligibility: An individual must be under physician's
care for a chronic medical condition and require assistance to
perform activ.Jties of daily living.

Formore
information ...
Ca1I410-767-1444,
toll free 1-800-685-5861
ext. 1444, or Maryland
Relay Service at
1-877-4MD-DRMH.
You may also contact
your local health
department.

17



Technical Eligibility: Age 55 and older. Participants must have
the potential to live safely in the community with Hopkins
ElderPlus assistance. Participants must live within one of the
following service area zip codes: 21202, 21205, 21206, 21213,
21214,21217,21218,21219,21220,21221,21222,21224,21227,
21231,21237, and 21052. If you are eligible for Medicare and/ or
Medicaid, PACE takes the place of the standard Medicare
and/ or Medicaid Programs. Enrollment in PACE results in.
disenrollrnent from any other Medicare or Medicaid plan.

Financial Eligibility: Eligibility for Medicaid depends on an
individual's income and assets. Individuals are encouraged
to apply so that financial eligibility may be determined. For
individuals who do not meet the Medicaid financial eligibility
requirements, there is the option to pay privately.

Medical Eligibility: Individuals must need the level of care
required to qualify for nursing facility services.

Other requirements:
• Participants must receive all of their health care through

PACE, except for emergency services

For more information ... Contact Hopkins ElderPlus:
410-550-7044 or Maryland Relay Service at 410-550-0316.
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'·Mi~(0;'-C:;..:·••.·~'
.y~.;..::·/:.pri;lployedIndividuals with Disabi1i~ies
J<"Prdgram (EID) is a program which expands tradi~onal
J:',::. f~i-f6r-service Medicaid to indi viduals with disabilities who
,. : c, " . are working. EID is administered by the Department of Health

. and Mental°Hygiene. :1

Technical Eligibility: This program is for individuals, age 18 to
64 years, with disabilities who are currently employed.

Financial Eligibility: Income below 300% of the Federal Poverty
Level (if applicable, income of spouses are included) and assets
below $10,000 with the first $4,000 in a retirement account
excluded.

Pee-for-Sehnce Medicaid includes:
• Inpatient hospital
• Outpatient
• Physician and clinic visits
• X-rays and lab tests
• Prescription drugs subject to co-pays
o Personal care services in the home and workplace.

\

I
I

I
1
]
,J
I

For more information about eligibility or for an application,
please call toll free 1-866-373-9651 or Maryland Relay Service
at 1-866-372-9652.
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.aryland Department of Health and Mental Hygiene

Martin O'Malley, Governor
Anthony G. Brown, Lt. Governor

JaM M. Colmers, Secretary, DHMH

.es and facilities of the Maryland Department of Health and Mental
PHMH) are operated on a non-discriminatory basis. This policy"
discrimination on the basis of race, color, sex, or national origin ~d
, the provisions of employment and granting of advantages, privileges
nrnodations.

rtment, in compliance with the Americans With Disabilities Act,
iat qualified individuals with disabilities are given an opportunity
)ate in and benefit from DHMli services, programs, benefits, and
ent opportunities.
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Nursing Home Oversight Committee
Monday, September 12, 2011

2:00 P.M.
Room 240 House Office Building

Annapolis, Maryland

Agenda

IlD Update on OHCQ Town Meetings to seek
feedback on Proposed Regulations on Assisted
Living Programs - Bill Dorrill, Deputy Director,
State Programs, OHCQ

• Assisted Living Referral Agencies

e Nursing Home Staffing - Legislation from the
2011 General Assembly Session and Oversight
Committee Follow-up

8 Other Business



Oversight Committee on Quality of Care in Nursing Homes and Assisted Living Facilities

Meeting held: Monday, September 12,2011,2:05 - 3:45 p.m.

Location: HGO Hearing Room, Annapolis

Attendance: Michele Douglas, Acting Chair; Delegate Shirley Nathan-Pulliam; Bill Dorrill,
OHCQ; Lisa Stone, Hospice Network; Clare Whitback, Voices for Quality Care; Erick Backes
for Sen. Klausmeier; Harriet Johnson, Consumer; Margaret Richards, Maryland Hospital
Association;; Odile Saddi, Montgomery COW1tyArea Agency on Aging; Charlotte Harris
Branch, Assisted Living Provider; Sister Irene Dunn, Assisted Living Provider; Danna
Kauffman, Lifespan; Susan O'Brien, HFAM; Kim Burton, Mental Health Assn.; Staff: Jodie
Chilson, DLS; Mike Lachance, MDoA

Michele Douglas, who represents the Alzheimer's Assn on the Committee Chaired the meeting
due to Secretary Lawlah's not being able to attend the meeting.

Minutes of the Julyll Meeting: Minutes of the July 11,2011 meeting were adopted.

Agenda:

Update on OHCQ Town Meetings to Seek Feedback on Proposed Assisted Living
Regulations

Bill Dorrill, Deputy Director for State Programs in the Office of Health Care Quality
Updated the Committee on the Town Hall meetings being conducted to seek feedback on
regulations of Assisted Living Programs. Partnering with local area agencies on aging, OHCQ
has held a number of regional meetings to elicit feedback from the community, both consumers
and providers, on the ALP Regulations. Meetings have been held in: Baltimore City and COW1ty,
Montgomery and Prince Georges Counties, Washington, Wicomico, and Dorchester Counties. A
meeting will take place in Charles COW1ty.(Link for further information:
http://dhmh.state.md.us/ohcg/regulatedprograins/altraining.htm ).

A tremendous turn out has occurred at the meetings. Many providers have expressed concerns
they have with current and proposed regulations. One issue that needs attention is the role of
Delegating Nurses in Assisted Living. Since some providers are themselves nurses, they do not
delegate this responsibility but conduct the task themselves. Proposed regulations will clarify
how the Resident Assessment Toll (RAT) is to be organized. Normally, the initial RAT is
effective but follow-ups are troublesome for residents when their conditions change.

There are currently almost 2,000 Assisted Living homes and hundreds of unlicerised facilities.
OHCQ will be hiring a full time retired Law Enforcement Officer to do investigations. Issues of
all stakeholders will be addressed.



One area that needs attention is training. A more formalized track needs to be created but OHCQ
does not have adequate staff to insure that all currently required training is taking place. This
change will cost additional funds but is necessary to insure that residents of ALP needs are being
met. One of the biggest problems identified is dementia care. Inadequate staffing seems to be the
problem. OHCQ will be issuing a report on the Town Hail Meetings but it will not be rushed.
Proposed changes cannot take place overnight and will likely take a couple of years to address.

Discussion was held on whether the existing one size fits all regulations is effective or needs to
change. Small homes do not have the resources to carry out functions that large facilities do. Mr.
Dorrill pointed out that the current 80 hour training for ALP Managers is not adequately
preparing small providers to know their responsibilities. Other areas that need attention are
appropriate use of Hospice and Home Health in ALP.

Sister Irene Dunn noted that she often has to re-train Certified Medicine Techs after they are
formally trained. Discussion recognized that many long time providers were mission driven but
the new providers are more business driven. Providers need to understand Level of Care needs,
especially for dementia care. OHCQ will be meeting with the Board of Nursing regarding
Delegated Nursing responsibilities. Recommendations on this issue were drafted before Barbara
Newman from BON retired. A recommendation was made to add a representative from the
Mental Hygiene Administration to OHCQ's Stakeholder group. Odile Saddi thanked OHCQ for
adding Alice Hedt, the State Long Term Care Ombudsman to the group. Maryland's Nursing
Delegation regulations are currently viewed as middle road compared to other states. If they are
increased and made more stringent, Medicaid will incur additional expenses and the budget
currently does not allow for more funding in this area.

In response to common issues identified at the Town Hall Meetings, Mr. Dorrill noted that
Resident Assessment Tool (RAT), Medicine Administration Record (MAR) and Delegated
Nursing Functions were the most common. OHCQ is finding that MAR records are often found
with gross errors and need attention. Sue Panek from Medicaid pointed out that there is a catch
22 when residents want a "home like" living arrangement but demand the safeguards required in
institutions. Delegate Nathan-Pulliam noted that the high acuity needs of many residents in small
ALPs are very difficult to meet. Regulations should be kept simple.

Assisted Living Referral Agencies:

Peg Richards reported that at her institution, Johns Hopkins, staff was not even aware of such
entities. The Maryland Hospital Assn does not have a policy on Referral Agencies. Mr. Dorrill
noted that many hospitals, both government and private, use these agencies, whether they are .
called by the name or not. Discharge Planners make the referrals and in some instances, referrals
are made to both unlicensed assisted living facilities and Medical Daycare facilities. He
reminded Comm:ittee members that there is no state law regulating this entities.



While referrals are "unofficial", some of these agencies will hold themselves out to be licensed.
If payment for services rendered is not forthcoming, they remove the resident from the
home/ADC.

Peg Richards recommended dialogue with the Maryland Hospital Assn, seconded by Michele
Douglas who stated the NASW should also be brought into the conversation. Sue Panek noted
that Medicaid also receives complaints about these agencies and it is expected that Medicaid can
resolve the problem. Clare Whitbeck stated that the problem is broader than just ALP s. Maybe a
law would help OHCQ with enforcement, even if no additional resources are made available.
Erick Backes noted that many "agents" hold themselves out to be legitimate. Mr. Dorrill noted
that there are legitimate agents. They just are not regulated, as there is no official licensure. Mr.
Don-ill agreed to follow up with surveyors at OHCQ.

Ms. Branch noted that some nursing facilities are no longer providing care when the Level of
Care is not sufficient for Medicaid coverage. She recommended that these residents be moved to
ALPs. The Chair noted that "Money Follows the Person" is attempting to address this issue. This
led to discussion about LOC issues impacting on nursing home residents. Staff will often "warn"
family members that their loved ones may have to be discharged. Many nursing homes are
moving away from long-term toward strictly skilled care, which is covered by Medicare.
However, as Medicare begins to cut back on SNF care, the industry may not find it as lucrative
as has been the case. Ms. Branch recommended that the Oversight Committee recommend Public
Service Announcements about options other than nursing homes, such as assisted living.

Nursing Home Staffing:

Clare Whitback referenced Health General 19-1409 (d) (4), which requires nursing homes to
provide adequate direct care to meet resident needs. Facilities will often "hide" staffing shortages
from surveyors. Ms. Richards questioned whether surveyors should be held accountable for
enforcing that staffing requirements. Ms. Whitback recommended that the Oversight Committee
create a subcommittee to study the staffing issue. The Chair requested that Dept of Legislative
Services Staff to the Oversight Committee research the issue and report her findings to the
Committee for review.

The Chair requested Peg Richards to follow up with her association. At a minimum, some
official "bulletin" could warn members about this illegal practice. Ms. O'Brien cautioned that the
Oversight Corrunittee not spend too much time on this issue at the expense of other charged
responsibilities.

Committee Staff was requested to send the Bill Files on the Staffing Legislation to Oversight
Committee members.



Ms. Richards suggested that the decide its priorities Committee and recommended: 1) Assisted
Living 2) Staffing, and 3) that OHCQ be directed to report semi-annually on findings which can
help the Committee to focus on those issues which can affect quality care.

Other Business:

Ms Whitback called to the Committee's attention the AARP Scorecard
(LongTermScorecard.org) which scores Maryland in the middle of states on many issues.
The Chair agreed that the scorecard is a useful tool for families in search of quality care.

Alice Hedt noted that the Maryland Orders for Life-Sustaining Treatment (MOLST) law takes
effect October 1. LTC Facilities will have until April 12 to come into compliance with the new
MOLST requirements. October is Resident Rights Month and the 47,000 residents in Maryland
LTC facilities should be recognized and wherever possible, "welcomed home" back to
community placement whenever possible.

There being no further business, the meeting was adjourned at 4:05 p.m.

The next meeting of the Oversight Committee is scheduled for Monday, December 12 at 2 p.m.
in the House Health and Government Operations Committee Hearing Room, Room 240, HOB,
Annapolis 21401. For :furtherinformation, contact Mike Lachance at 410-767-1097 or by email
at: mrl(a),ooa.state.md.lis .



Nursing Home Oversight Committee
Monday, December 12,2011

2:00 P.M.
Room 240 House Office Building

Annapolis, Maryland

Agenda

• Quality Improvement and Advancing Excellence in Nursing
Homes - Kulleni Gabreyes & Janet Robinson, Delmarva
Foundation for Health Care

• Update on Staffing - Jodie Chilson, Dept of
Legislative Services

f) Office of Health Care Quality -Update·- Bill
Dorrill

• Other Business, including meeting dates for 2012



Oversight Committee on Quality of Care in Nursing Homes and Assisted Living
Facilities

Meeting held: Monday, December 12,2011,2:05 - 4:00 p.m.

Location: HGO Hearing Room, Annapolis

Attendance: Ilene Rosenthal for Gloria Lawlah; Delegate Shirley Nathan-Pulliam; Bill Dorrill,
OHCQ; Susan Eddy, Voices for Quality Care; Erick Backes for Sen. Klausmeier; Harriet
Johnson, Consumer; Margaret Richards, MaryJand Hospital Association;; Odile Brunetto,
Montgomery County Area Agency on Aging; Sister Irene DUlID,Assisted Living Provider;
Danna Kauffman, Lifespan; James Chambers, Mental Hygiene Administration;

Staff: Jodie Chilson, DLS; Mike Lachance, MDoA

Ilene Rosenthal, Deputy Secretary of the Dept. of Aging, Chaired due to Secretary Lawlah's not
being able to attend the meeting.

Minutes: Minutes of the September 12,2011 meeting were adopted.

Agenda:

Quality Improvement in Nursing Homes -

Dr. Kulleni Gabreyes and Janet Robinson, Representing the Delmarva Foundation for Medical
Care, gave a presentation on Quality Improvement and Role of the Quality Improvement
Organization (QIO) in Nursing Homes. Delmarva serves as the QIO for both Maryland and the
District of Columbia. They have a federal contract to serve as QIO from August, 2011 through
July 2014.

The role of the QIO is not an enforcement authority but a voluntary collaboration with nursing
homes, to improve care using evidence-based practices. The two areas of focus in Maryland are
Use of Physical Restraints and Pressure Ulcers. Both of these problems have high rates in
Maryland. The initiative was focused in two phases. Phase I focused on technical assistance;
Phase II on a Statewide Collaborative.

Presenters compared the prior (9th) Scope of Work (SOW) to the current SOW. Based upon
lessons learned in the 9th SOW, the current SOW (10th) is focusing on providing technical
assistance, establishing Learning and Action Networks and Care Invention through Information
and Innovation Spread. Technical assistance included both Broadcast medium and Peer to Peer
events.

Results so far:

Wound care incidence is down but still a problem.



Challenges:

Nursing homes are collecting data but still do not always know how to use it to drive their
improvement. Fear of Surveyor citing for use of restraints and perception that definition of
restraint by surveyors is an individual interpretation. Knowledge deficit = lack of clear
understanding of wound ID and staging definitions and of physical restraint definition as stated
in the MDS 3.0 RAI Manual. Poor communication between health care providers regarding
wounds. And finally, limited availability of trained wound care experts - physicians and nurses.

Dr. Kulleni and Ms. Robinson responded to Committee member questions.

Q: Is Admission the point where the pressure ulcer is assessed?
A: Yes. A dietary assessment is also performed at that time.

Q: Re: Incidence of Pressure Ulcers, is the prevalence of measured based on incoming residents?
A: Yes, as well as the incidence (acquired at the nursing home).

Q: How many facilities participated in the QI?
A: 43 of the poorest rated facilities qualified and36 worked with the PIO

Dr. Kulleni stressed that the strongest value of Delmarva's QIO work is that it uses a
non-judgmental "Best Practice" approach to helping facilities improve their care. She also noted
that Best Practice care also applies to the community as a whole. This includes efforts to reduce
re-admissions/ and prevent admissions to hospitals.

Recommendations:
It Develop and adopt a formal transfer communication form or process
a Develop an Electronic Health Records system.
It Establish a statewide Registry of HAIs / I-IACs
o Encourage broader participation in Quality Improvement projects with QIO or a QIO -

like organization by all nursing homes and assisted living facilities.

Acting Chair, Deputy Secretary Rosenthal asked Mr. Dorrill, representing OHCQ, their view
on these recommendations. Mr. Dorrill expressed his opinion that Margie Heald would be better
able to answer, especially as regards inclusion of Assisted Living small group homes. He did
make the offer for OHCQ to work. with Delmarva, though he voiced concem that so few of the
state's facilities participate in the QIO's free assistance. He agreed to follow up on this and see
what OHCQ can do to increase the rate of participating facilities.

Ms Richards noted that some facilities such as her own, Hopkins Bayview, have very low
rates of restraint use but very high rates of pressure ulcers, due in large part to the residents they
admit. Her facility does not participate in the QI initiative and noted that it is already required to
complete too many reports. Ms Robinson noted that Delmarva won't require new reports,
accepting whatever information is already being collected. She committed Delmarva to improve
the CMS policy on this to encourage efforts to improve care.



Update on Staffing:

Jodie Chilson, Dept of Legislative Services staff support to the Oversight Committee
distributed a handout which contained her findings in a literature search on Nursing Home
staffing. She noted that she did NOT look at other state specific findings. She also noted that she
was making no conclusions or recommendations but only reporting her findings.
Ms. Chilson noted that she had prepared the fiscal note for Senate Bill 934 Nursing Homes-
Staffing Requirements for the 2011 General Assembly Session. Estimated costs of implementing
that bill were $7.6 million for FY 12, increasing to $ 25.2 million by FY 16. These costs were
estimated based upon Medicaid costs and staffing increases for the Office of Health Care
Quality. She did note that some of these costs would be federal match funds.

Ms. Chilson reported that a review of the bill file for SB 934 noted that testimony from
family members in support of the bill pointed out their belief that a lack of adequate staff led to
lack of needed care, with the effect of not only inadequate care for residents but increased stress
on overtaxed staff attempting to meet resident needs. Other proponents of SB 934 were the Elder
Law Section of the State Bar Association and Voices for Quality Care. Opponents of the bill
included the Dept of Health and Mental Hygiene, primarily for fiscal reasons; Lifespan and the
Health Facilities Association of Maryland, the industry's two trade associations, who argued that
increased staffing was unrealistic, faced with decreasing State funding for nursing homes, the
view that staffing should be more appropriately a federal decision to afford the industry
uniformity of regulation across states and other alternative measures to improve care such as the
Long Term Care Ombudsman program. Ms. Chilson noted that the outcome of this legislation
was no action by the Senate Finance Committee. The chief sponsor of S, B. 934 proposed as an
alternative, creation of a Task Force but Senator Klausmeier noted that this was within the
purview of the Oversight Committee.

Ms Chilson's handout noted that there is wide variation in states staffing requirements,
with only about 15 states having a staff per resident or bed requirement. The majority require
between 2 and 3 hours per day. Maryland regulations require 2 hours per resident in
comprehensive care facilities. The handout noted that a CMS 2001 Report that "threshold for
benefits" range from 2.4 - 2.8 hours for nursing assistants, 1.15 - 1.3 hours per resident per day
for RNs / LPNs combined, and .55 - .75 hours per day per resident for RNs. Quality of care was
found to improve incrementally up to the higher threshold. Another study on the Effects of State
Minimum Standards on Nursing Home Staffing and Quality of Care by the Health Research and
Educational Trust in 2009 reported interesting findings that facilities that had previously
operated at.required levels did not show improvement, while those facilities that had not
operated at the required levels had incentive to meet the requirement and showed improvement
regarding restraint use but not in resident outcomes or catheter use. A third study cited
undertaken by Colorado, under contract to CMS, reported that they could not draw conclusions
about effects of adequate staffing levels or staff to resident ratios. They did, however, note
effects on short stay residents: for Licensed Staff, staffing levels, turnover, and tenure of RNs
had the greatest impact on the community discharge and re-hospitalization rates. Other types of
licensed staff also had an impact but to a lesser extent. For CNAs, staffing levels, turnover, and
tenure were not associated with improved quality. Longer CAN tenure was related to lower
quality of care. For Long Term Care Residents, this study noted that higher levels of staffing



were associated with lower hospitalization. For CNAs,results suggested that CNAs may help
with pressure sores, catheter use and weight loss. Effects of turnover and tenure for both licensed
staff and CN As were unclear.

Delegate Nathan-Pulliam stated that she continues to get lots of calls from CNAs that
reduction in funding result in poorer levels of care. Susan Eddy, who worked on getting the bill
introduced, expressed her belief that staffing below 4.1 hOUTSper resident per day threatens poor
resident care.

The manner in which costs and staffing per facility units or wings are averaged out.
These measures should be looked at more closely; i.e. some units are understaffed and some are
overstaffed.

In closing, Ms. Chilson noted that she did not do independent research but studied and
reported on findings in the literature.

Office of Health Care Quality Update:

Bill Dorrill reported that his Office has recently been assigned responsibility to oversee
Forensic Labs, a mandate legislated onto OHCQ. This new responsibility will result in depleted
staffing for the medical labs already regulated. The legislation was enacted to address concerns
and requests from Defense Attorneys due to inadequate service from some Forensic labs. This
new regulatory requirement could become a major resource pressure on OHCQ.

Other current issues being addressed by OHCQ include a measurement of abortions
performed in Surgical Centers, creation and implementation of a medical day care assessment
tool, a plan of care determinant, which will be more specific for needs of patients in day care.
Assisted Living Town Halls continue, 12 have been held to date. One issue raised that is being
addressed is allowing a spouse to give medications to an incompetent spouse in assisted living
facilities. Finally, the Medical Orders for Life-Sustaining Treatment form (MOLST) might soon
be moving forward.

Other Business:
Meetings of the Oversight Committee for 2012 are as follows: All meetings will begin at

2p.m.

•• The first quarterly meeting will be the first Monday in February, (February 6)
G The remaining quarterly meetings will be scheduled for the second Tuesday.

Dates are as follows:
e February 6,
•• May 8,
•• September 11, and
•• December 11
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Overview

G Senate Bill (S8) 934 of 2011

Q Statutory and Regulatory Requirements

e Maryland Compared to Other States

e Research
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58 934 of 2011 - Main Provisions

• Require a certain number of hours of direct care per
resident per day

• Require certain minimum staff to resident ratios
I. I

• Specify a method for calculating hours of direct care

• Allow for a waiver and required the Secretary of the
Department of Health and Mental iHygiene (DHMH)
to adopt regulations regarding waivers

• Require nursing homes to submit shift schedules to
Office of Health Care Quality (OHqQ)

• Require OHCQ to approve the schedules before
the nursing homes implement them

,
,

2



S8 934 of 2011 -==

Projected Fiscal Impact

o Increase in general fund expenditures

- Fiscal 2012 - $7.6 million.

- Fiscal 2013 - $17.2 million

- Fiscal 2014 - $23.6 million

- Fiscal 2015 - $24.4 million

- Fiscal 2016 - $25.2 million

e Increase due to:

- Medicaid expenses

- OHCQ staff needs
3



I
I

58 934 of 2011 - Testimony
!

• Support
Family members of nursing home residents and residents
themselves . I

• Lack of staff results in lack of care and increased stress of
Istaff
I

• Lack of staff and increasing nurnber of residents prevents
adequate care from being given .

• Lack of staff prevents intimate care being provided by a
member of the staff that is the same gender as the resident

I
Elder Law Section of the Maryland State Bar Association

• Nursing home residents require 24-ho~r care

• Nursing home residents are often incompetent and cannot
communicate their needs '

4



S8 9,34of 2011 - Testimony (Cont.)

o Support

- Baltimore County Association of Senior Citizens

• Lack of staff is often given as a reason for
appropriate care not being provided

- ..Voices for Quality Care

c Lack of staff results in inadequate care being
provided

G Most of the federal and State minimum standards
are not being met

5



58 934 of 2011 - Testimony (Cont.)·

• Oppose

DHMH
• All nursing homes exceed current State minimum requirements

• OHCQ would not be able to meet the requirements the bill places on it

LifeSpan Network
• State budg~t. shortfalls and other fiscal i conditions would make it

extremely difficult for nursmg homes to meet the bill's requirements

• Proposed reforms at the federal level should be part of these changes
I

Health Facilities Association of Maryland
• Requirements of the bill are cost-prohibitive!

[

• There are other ways to address concerns regarding quality of care
(e.g. contacting a long-term care ombudsman)

6



58 934 of 2011 -- Outcome

e An amendment was offered to replace the bill
with a task force

o The Finance Committee did not take action on
the bill

7



Federal Requirements

• One Registered Nurse (RN) for at least 8 hours
straight each day, seven days aweek

• At least one RN or Licensed Practical Nurse
(LPN) / Licensed Vocational Nurse (LVN) on
duty 24 hours per day

• Provide enough staff for adequate care

• No federal standard for best nursing home
staffing levels

8



State'Requirements

e All states have some type of requirement regarding
licensed staff

o Only about 15 states have a requirement related to
the number of staff per resident or bed

CD The majority of states have requirements regarding
hours of care per day

& The majority require between two and three hours

G In Maryland, regulations" require two hours of
direct care per day . per resident in a
comprehensive care facility

9



Maryland Compared to O~herStates

Average Licensed Nurse Hours Per Resident Per
Day ,
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Maryland Compared to Other States
(Cont.)

Average Total Nurse Hours Per Resident Day
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Maryland Compared to Other States
(Cont.)

Average Licensed 'Nurse Hours Per:Resident Day
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Maryland Compared to Other States
(Cont.)

Average Total Nurse Hours Per Resident Day
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, Maryland Compared to Other States
(Cont.)

: • American Association of Retired Persons
I

(AARP) Across the States
,

- Maryland was ranked nineteenth based on 2007
data for direct care nursinq hours per patient per
day in 2007 . !

I
- Sixteen percent of nursing facilities in Maryland

had a deficiency for actual hartn or jeopardy of
residents in 2007

• That was twenty-two in the country

• The U.S. average is 18%
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2001 Report for the Centers for
Medicare and Medicaid Services (eMS)

o There is a threshold over which there are no
further benefits of increased- staffing

- 2.4-2.8 hours per resident day for nursing
assistants

-1.15-1.30 hours per resident per day for
RNs/LPNs combined

- .55-.75 hours per day per resident for RNs

8 Quality improves incrementally up to the
threshold

15

..•. --~... -', ..



2001 Report for the CM~ (Cont.)

• Things to consider: : .
I

- Case mix influences the effect a requirement would
have

,

- How costs would be distributed between providers,
public payers, and private payers must be
considered

I

- There needs to be a balance lbetween spending
sufficient money to reach staffinq objectives,
reasonable cost containment, administrative
feasibility, accountability, and equity

- An alternative would be to require minimum
expenditures for nursing staff .

16



Effects of State Minimum Staffing Standards on
Nursing Home Staffing and Quality of Care, Health

Research and Educational Trust (2009)

o Facilities that previously operated at the
required level did not show improvement

e Facilities that had not operated at the required
level had incentive to meet the requirement and
showed improvement regarding restraint use,
but not in resident outcomes or catheter use

17
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Effects of State Minimum Staffing Standards on
Nursing Home Staffing and Qualit~ of Care, Health

Research and Educational Trustl(2009) (Cont.)

• Conclusions
i

- Need an incentive for all facilities

- Broad quality improvements cannot be achieved
merely by type of staffing standards

I

- Additional costs need to be determined and a
plan to fund the costs needs to be developed

- Monitoring and enforcement of regulations are
necessary

18



2008 Report for eMS

.0 The report did not draw conclusions about adequate staffing
levels or staff to resident ratios

CI Effects on Short-stay Residents

- Licensed Staff

e Staffing levels, turnover, and tenure of RNs had the most impact
on the community discharge and rehospitalization rates

41 Other types of licensed staff also had an impact, but to a lesser
extent

Certified Nursing Assistants (CNA)

e Staffing levels, turnover, and tenure were not associated with
improved quality

4) Longer CNA tenure was related to lower quality of care
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2008 Report for CMS (Cont.)

• Effects on Long-term residents

- Licensed Staff

• Higher levels were associated with lower hospitalization

CNAs

• Results suggest that CNAs may helw with pressure sores,
catheter use, and weight loss

I

• Higher levels were associated with red!uced hospitalization
I
I

Effect of turnover and tenure for both licensed staff and
CNAs was unclear

20



The Basics

. III Voluntary for nursing homes

rli Relies on measurement of meaningful goals

III Based.on evidence based practices

aJ Collaborative not punitive

<!mThr.,~~',year~OW (8/2011- 7/2114)
~,;Phase 1"""focused technical assistance
'Ii'Phase 2 ~ Statewide collaborative

}{Iigne'd with other Quality Initiatives

12/12/2011
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Types of lnterventlons used in the 9th S.~W:<·
:" ':. :..'~'',;:'." ."."' .
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; Results-from 9th SOW

\:;t'ijth sow QIO Program Drivers of Cha~g~
. . - ..' .

iii Technical Assistance
. 61 Learnlng and Action Networks

I'lCareReinvention through Information and
.·lnn.ovationSpread (CRISP)

.... -,
;.

12112/2011
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Moving Towards Different Model~

Broadcast
(~~

and Peer-to-Peer -
(not versus)

.. ,tt.itH,, . t ii"'!t",r"
1 Speaking

99 Listening
50 Speaking
50 Listening

Incorporating 9th SQW practices th~r·c
Workedl~to aNew'M6del'"

II Provides free, practical and evidence-based '.. . . '. '.' .. . .. .. ..' -.--..-.-.-.".-..-.'-".~.'-.-..- -. ".", ".. -~".-".'" -'.'"..'-"Ireso urceslostaffaHfieoe(JsiCle-------:------ -~-~---'..---'-
II Assists homes tochoose data driven targets ..
II Promotes open communication and transparenc?
II Drives nursing homes to a cultu're dfQI .....
• Prepares homes for Pay-for-Performance

. II Complements other initiatives such as partner-ship,
forpatients . . c' •.•..

B~iD~s,~ta~~holderstothe table
~uPJJortsthe.~qy~n·cihfr~Xc~ll~hce Campaign
19·r.f:,~.~WtH·~/0.~rY!:~;9.~.·0~E.···.·;.:

';.' ;:-.:.: :.\,..;::.' / ;..,...'..

12112/2011
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"'CHA'LlENGES

•• Nursinghomes collect data but.do.notalways knOw,h60.r
to use it to drivethE!irImprovel1lent,C" ..';:'··

ra Fearofsurveyorcitihg ifdevicenotbeingusedas'~?':.:,•.~~7.ZirJ%~i;!~f$~~~1\#~S~\~!\~;;i\ib~;~si:!i~~~\,~..}·'··.·
-. i-

>

,:':.:';

·..Nilt~oniltQ~aHtyStrategy
1. BErtER HEALTHCARE: Improve the

overall quality by making health
caremore patient-centered,
reliable,acc~ssible, arid safe.
BEITER HEALTH FOR PEOPLE AND'

..C()JI!IrViUNITIES:lrnpr()'jethe '
health of the U.S. population by
supporting proven interventions
to'address,behavioral; soclal,and

····~~"irb·~rilenMd'eter~lna'nts of I---'/"~
.h7.al,~?ina~di,tio,ntd 'deiiv~dng' ;~,.,~
hlg~e~7ql!allty care;, ..• ! .'' . . .

.' lO\yE~COSTS Tt:lilOUGH IMPROVEMENT: Reduce the~ost6f
qiJa.litYheaith care for Individuals, families, ernployersand .. ' .'.

. gqv~riiri\'~iit;',;:;::"; ...• ....~....• ..... "; ','

z,

______ ..B!P..0rt.CJ Conrt.rvsll

NAllon,,1 St'I'lJ.gy rer awdlry
Implovom"n' '" H•• lln C ••.a

".
".",

.Avaiinble.;: .h"P:J;Wwwh""'th';""gOv/centc;/reporWnationnlqUali~;~~j~~{j':pJf

12/12/2011
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Strategic Aims:
"What Will Be Done"

Beneficiary and Family-Centered Care
•• Case review
.• Patient arid familyengageinent
I,mpro",eindividual Patient Care, ..

· • patlents~My:- Reduce HACs by.40%
· a'Re~ucin'g adverse drug events (pSPC) '.
·...• Quality iepcl'rti'ng and improvement .

'~t~g;'ate Care for Populations .' '. -.

i;:::'·'~·:':·5~~~i~~~i~6-~dti~78';:~~f~·i~:r~~s:~~~t~~~·~~rnu~iti~S'·,··.•'
Ifriwp"eHealth·fof,p()pulationsand Commuhities ..

J" ,~\V~~~~~:l;~;~rJgri~~~~~i~;;,un;"t;ons
...... :... ':. .
," .

"

'.

";.,;;

RECOMMENDATIONS

_.1iI Greationandadopti()n:of-:a.formal.transfer ..---~'·- "'-"-~-I

communication form or process
II Adoption of electronic health records/personal

health records '.
GI Reporting of HAISand HACsin nursing homesand

assisted living facilities' .'

.11 Reporting of unplanned emergency department
.,.··Vjsj·tS\'·':i"'~":·'.:,.,·..' .. ' . ',:.

~~/{i.:-:·:i\~;\~·:.1:~:(::\:/;~i::':;:.:'~:':_..: :.~\E".':~.: .: .<:.:~::,'. ';.;":';>. ,;.,:' .:: e ".:;: .; ",IY' ~taJ,~",ide registryof HAlsiHA~~;" "

!~';,j,,~~~;~:P,~I~,W~t~~~f;~~~cN:~~rnent,proje<t0!tt'\;(}

1211212011
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