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MEETING MINUTES'

Meeting Date: September 21, 2010

Meeting Time: 10:00 A.M.

Meeting Place: State House, 200 W. Washington St.,
Senate Chamber

Meeting City: Indianapolis, Indiana

Meeting Number: 2

Members Present: Rep. William Crawford, Chairperson; Rep. Charlie Brown; Rep.

Timothy Brown; Rep. Suzanne Crouch; Sen. Patricia Miller; Sen.
Ryan Mishler; Sen. Luke Kenley; Sen. Sue Errington; Sen. Vi
Simpson; Sen. Connie Sipes.

Members Absent: Rep. Don Lehe; Rep. Peggy Welch.

The second meeting of the Commission was called to order by Rep. William Crawford,
Chairperson, at 10:15 AM. Chairperson Crawford announced changes to the order of the
agenda and commented that the afternoon session on public assistance issues should be
abbreviated since few complaints regarding the operation of the hybrid eligibility system have
been received. He asked the Family and Social Services Administration to include in their
comments any anticipated increased cost related to the implementation of the hybrid
eligibility system. Chairperson Crawford introduced the long-term care topic for the morning
explaining that presenters were asked to address factors that prevent or impede the delivery
of high quality care in the nursing facility system. '

Long-Term Care Facility Issues

State Department of Health Update on Health Facility Evaluation & Quality Measures

Mr. Terry Whitson, Assistant Commissioner on Health Care Regulatory Services, reviewed
the information contained in the slide presentation and other material distributed. (See
Exhibits A, B, and C.) He responded to Commission questions regarding the inappropriate

! These minutes, exhibits, and other materials referenced in the minutes can be viewed electronically at
http://iwww.in.gov/legislative Hard copies can be obtained in the Legislative Information Center in Room 230 of the State

House in Indianapolis, Indiana. Requests for hard copies may be mailed to the Legislative Information Center, Legislative
Services Agency, West Washington Street, Indianapolis, IN 46204-2789. A fee of $0.15 per page and mailing costs will be
charged for hard copies.
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placement of Alzheimer patients, the desirability of setting minimum nursing facility staffing
requirements, consistency of survey results, nursing facility staffing turnover rates, and
survey deficiency statistics.

Department of Insurance Update on the Long-Term Care Insurance Program and the
Community Living Assistance Services and Supports (CLASS) Act

Ms. Robyn Crosson, Chief Deputy Commissioner, provided the Chairperson with a packet of
long-term care insurance promotional materials. (See these materials at Exhibit D and at:
http://www.in.gov/iltcp/files/What You Should Know 5-2009.pdf and
http://www.naic.org/index Iltc section.htm for “A purchaser’s Guide to Long Term Care
Insurance”.) Ms. Crosson explained that long-term care insurance does not cover medical
services and that policies are purchased from an insurance agent - the Department of
Insurance (Dol) does not sell insurance. The price of a policy depends upon the insured’s
age, gender, and health status, and the policy remains in force as long as the premium is
paid. She added that individuals may obtain information regarding long-term care insurance
through the State Health Insurance Assistance Program (SHIP). The SHIP provides free,
unbiased insurance advice to seniors and pre-retirees statewide. The Dol also administers
the Indiana Long-Term Care Insurance Program, also referred to as the Partnership
Program. Ms. Crosson reviewed activities undertaken to promote awareness of long-term
care insurance, the advantages of Partnership policies, and the level of sales of qualifying
policies sold under the Partnership Program. She stated that 48,218 policies have been sold,
37,965 policies are in force, 67 individuals have exhausted benefits under the policies, and
40 have moved to Medicaid-provided services. There is no information available regarding
the number of nonqualifying long-term care policies sold or in force in the state.

Ms. Crosson explained that at present, little is known about the requirements for
implementation of the CLASS Act provisions within the Affordable Care Act (ACA). The
provisions of CLASS do not become effective until October 2012, and the federal Health and
Human Services Administration has not dealt with the subject yet. She explained that CLASS
is an employer payroll deduction program - not an insurance program and that Dol does not
have statutory authority since CLASS is not an insurance product. The CLASS program has
no underwriting, has no upper payment limits, and persons who are not insurable could
contribute and participate. She added that regulations for the program have yet to be
developed and that the statute requires that the funding for the program must last for 75
years.

Commission discussion followed regardihg the need to encourage younger individuals to
purchase long-term care insurance and whether the Partnership asset protection includes
reciprocity with other states.

- FSSA Update on Health Facility Medicaid Reimbursement

Ms. Faith Laird, Director, Division on Aging, briefly described the Medicaid case-mix
reimbursement system for nursing facilities, reviewed the Phase Il changes to the case-mix
reimbursement system, and how those changes provide incentives to provide quality care.
She discussed potential Phase Il changes, provided an update on the Closure and
Conversion Fund, and defined the amount of additional revenue that could be generated by
maximizing the Quality Assessment Fee (QAF). (See Ms. Laird’s written remarks in Exhibit E
and a summary of the case-mix reimbursement system in Exhibit F.)

Attorney General’s Office, Health Facility Complaint Investigation and Adjudication Process
Mr. Dave Miller, Legislative Liaison, and Mr. Allen Pope, Director, Medicaid Fraud Division,
reviewed the complaint and investigation process within the Attorney General’s Office. Mr.
Pope emphasized that the AG’s Office does not have the authority to impose sanctions;
cases are referred to county prosecutors, licensing boards, the CNA registry, or the federal
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Health and Human Services Office. Attorney General Greg Zoeller presented four
recommendations for legislative or regulatory action. (See Exhibit G.)

Commission questions and discussion followed regarding the Attorney General’s
recommendations.

Mr. Scott Tittle, President, Indiana Health Care Association, referred the Commission
members to the material distributed and explained what documents were included. (See
Exhibit H.) He discussed health facility economic impacts, reviewed statistics, staffing, and
training issues.

Mr. Jim Leich, President /CEOQO, IN Association of Homes & Services for the Aging, pointed
out that the Medicaid reimbursement system is an important public policy tool. He reviewed
the history of the case-mix reimbursement system and the QAF as steps in the process of
rewarding nursing facilities that provide quality patient care. He also discussed staffing and
training issues. (See Exhibit | for Mr. Leich’s written testimony.)

Mr. Vince McGowan, Chairman, Hoosier Owners and Providers for the Elderly, answered
Commission questions regarding the posting of staffing hours, staffing standards, and CNA
turnover.

Chairperson Crawford requested written quality improvement suggestions from the nursing
facility representatives by the end of September.

The Commission recessed at 1:10 PM. Rep. Crawford reconvened the Commission at 2:10
PM.

Long-Term Care Provisions under the Affordable Care Act

Mr. Roger Auerback, representing AARP, reviewed the provisions of the CLASS Act and
other long-term care provisions within the ACA. (See the slide presentation at Exhibit J.)
During his testimony, Mr. Auerbach clarified that under Indiana spousal impoverishment
provisions, applicants for home and community-based services already have parity with
applicants for institutional services. Mr. Auerbach also distributed Exhibit K to Commission
members.

' Ms. Robyn Grant, United Senior Action, discussed staffing levels in nursing facilities. (See
Ms. Grant’s written comments in Exhibit L.)

Administration of Public Assistance, Eligibility Determination

Eligibility Modernization Project Update

Ms. Anne Murphy, Secretary, FSSA, reviewed public assistance enroliment statistics and the
applications backlog. She suggested that the hybrid eligibility appeared to be the driving
factor in decreasing backlogged cases at a time when enroliments were increasing.
Secretary Murphy reviewed statewide system performance statistics presented in her slide
presentation. (See Exhibit M.) She also discussed the roll-out time table and process of
implementing the hybrid eligibility system. (See Exhibit N.) Secretary Murphy discussed
employee training, application options available under the hybrid system, call center
operations, and disability applications. She reviewed the SNAP error rates and remarked that
FSSA staff and long-term employees are due the credit for the improved performance.

Commission discussion followed. Rep. Crouch and Rep. Riecken distributed letters to the
Commission regarding the improvement in performance due to the hybrid system. (Exhibits
O & P) Commission questions followed regarding why the roll-out of the hybrid could not be
done faster, metrics for modernization and previous performance, the cost of the contract,
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litigation with IBM, status of Healthy Indiana Plan enroliments, Indiana Client Eligibility
System (ICES) replacement and cost, and the level of uncompensated care in the state.

- Privatization of Social Services: An Examination of Health Care

Ms. Tia Kolasa and Ms. Katie Harris, students from the Department of Social Work at
Valparaiso University presented a paper prepared by the Senior Social Policy Class. (See
Exhibit Q.) Chairperson Crawford recognized the members of the class in attendance.

Ms. Teresa Torres, Director, Everybody Counts, presented a video containing an interview
with Joey, a young man with disabilities who went to Colorado to receive services that were
unavailable to him in Indiana.

Mr. Fred Gilbert, retired caseworker from Allen County, commented on aspects of the
modernized system that he thought were improvements and weaknesses of the technology.
He recommended starting the conversion of client records in the remaining nonmodernized
counties before implementation of the hybrid system and suggested that funds be used to
hire more state caseworkers, as state employees will make the system work best.

After discussion, Rep. Crawford announced that the next meeting of the Commission would
be Monday, October 25, 2010, at 10:00 AM. The Commission will consider for
recommendation draft legislation and the draft final report. There being no further business,
the meeting was adjourned at 4:00 PM.
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“The Indiana State Department of Health supports Indiana’s
economic prosperity and quality of life by promoting, protecting,
and providing for the health of Hoosiers in their community.

Indiana Nursing Home
Evaluation Process and Quality
Measures

mn Care Facilities

-Long Term Care Facility Types

e Comprehensive care facility - nursing home
~ Skilled nursing facility (SNF)
- Nursing facility (NF)
- Non-certified comprehensive care (State only)
- Residential care beds

e Residential care facility

o Assisted living facility

e Intermediate care facility for the developmentally
disabled (ICFDD) — group home

Previous Next

o Qutline
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+ Nursing Home Evaluation Process
and Quality Measures

+ Healthcare Quality Improvement
Initiatives and Their Qutcomes

Overview of Long Term
Care Facilities

rm Care Facilities
umber of Indiana Long Term Care Facilities

' Certified comprehensive care facilities (nursing
homes) — 502 facilities
o Non-certified comprehensive care facilities - 3

e Comprehensive care facilities with residential care
beds - 110

o Freestanding residential care facilities — 109
Source: ISDH Data September 2010
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)verview of Indiana Long
Term Care Facilities

f s e

Indiana Long Term Care Beds

o Certified comprehensive care facilities (nursing homes) — 48,636
comprehensive care beds

o Cerified comprehensive care facilities with residential care beds
- 8,256 residential care beds

Non-certified comprehensive care - 1165 comprehensive beds
Non-certified with residential beds —~ 304 residential care beds
Freestanding residential care facilities — 8,861 residential beds
Total residential beds: 17,421 beds

Source: ISDH Data September 2010

Previous Naxt

erview of Nursing Home
Survey Process

“Survey Frequency

e State licensing and federal certification
surveys conducted every 9-15 months
— Indiana has met that standard

e State and federal complaint survey conducted
for all complaints based on a priority tier
- Indiana has met that standard

iana Nursing Home
rvey Findings

R

“Most Cited Deficiencies (2010)

e F282: Services provided by qualified persons in
accordance with care plan ~ 43% of providers
F323: Facility is free of accident hazards - 33%
F272: Comprehensive assessments — 33%
F514: Clinical records — 29%

F157: Inform of significant changes — 28%
F441: Infection control — 25%

Source: CMS Casper System

Previous Next

Survey Process and Findings

erview of Nursing Home

umber of Nursing Home

‘Surveys Completed (2009)

o Number of Annual Licensing / Certification
Surveys (2009) —- 533

o Number of Complaint Surveys (2009) — 1,459

o Number of Annual Life Safety Code Surveys
(2009) - 533

Source: CMS Casper Report

a Nursing Home

i R

Cited Immediate Jeopardies (2010)
F323: Facility is free of accident hazards — 5
F224: Facility prohibits abuse, neglect - 3
F441: Infection control - 2

F225: Facility does not employ persons guilty of abuse — 2

F314: Pressure ulcers — 2
F223: Residents right to be free from abuse - 2

Source; CMS Casper System




“Indiana Nursing Home
Survey Findings

Outcomes: Deficiency free surveys

e 2005: 47 facilities
e 2006: 47 facilities
e 2007: 51 facilities
e 2008: 59 facilities
e 2009: 57 facilities
e 2010: 66 facilities (through Sept. 13)

Source: CMS OSCAR quarterly reports

Previous Next

diana Nursing Home

~“Outcomes: Immediate jeopardy findings
e 2006: 91 - Indiana 3¢ highest

e 2007: 106 — Indiana 5™ highest

* 2008: 76 - Indiana 13" highest (68 surveys)
® 2009: 46 — Indiana 17" highest (35 surveys)
e 2010: 25 (through September 13)

Source: CMS CASPER data

Pravicus Next

liana Nursing Home
rvey Findings

Average Number of Deficiencies
Per Survey
Indiana Region V  National
e 2006: 17 1.5 1.5
e 2007: 27 2.4 20
® 2008: 3.0 2.5 21
e 2009: 27 25 2.1
e 2010: 25 2.2 2.0

Source: OSCAR quarterly reports through Sept 13, 2010
Previous Next

" Indiana Nursing Home
-Survey Findings

Outcomes: Deficiency free surveys
(% of facilities with no deficiencies)

Indiana Region V.  National
¢ Q4 2006: 10.60% nfa 8.20%
¢ Q42007: 11.70% 10.41% 8.30%
e Q42008: 10.78% 9.09% 7.60%
e Q22009: 12.25% 8.77% 7.83%

Source: OSCAR quarterly reports
Previous Next

\diana Nursing Home
urvey Findings

Qutcomes: Immediate jeopardy findings
(% of facilities with IJ)

Indiana RegionV  National
e Q4 2006: 4.50% n/a 2.20%

e Q32007: 5.64% 3.36% 217%
e Q22008: 5.08% 3.75% 258%
e Q22009: 2.77% 323% 2.8%%

Source: OSCAR quarterly reports

Previous Naxt

o Percent of surveys timely completed
o Whether state citing all deficiencies
o Whether citing associated tags




' Indiana Nursing Home
Survey Findings

SRR

Differences in Surveys Between
Provider Types

e Acute Care
~ Compliance based on status at time of survey
~ Regulations based on facility policy

e Long Term Care

-~ Compliance determination goes back to previous
annual survey

— Regulations based on descriptive requirements

theare Quality Issues Identified
rough the Survey Process

' Common Root Causes

e Appropriate admissions / placement
e Timely and accurate assessments

e Care transition and coordination

e Staff education, training, & sufficiency
o Negative health care culture

Health Care Staffing

“Indiana Nursing Home
~Survey Findings

N

Reporting of Survey Findings

e ISDH Nursing Home Consumer Report

- All survey reports and plan of corrections will be
added in 2010 to Consumer Report

o CMS Nursing Home Compare

althcare Quality Issues Identified
hrough the Survey Process

Quality of Care Issues

e Pressure ulcers

e Healthcare associated infections
e Medication errors / patient safety
o Falls / wandering

e Behavior management

e Abuse and neglect

Staffing Initiatives

¢ | eadership Conference
Staffing Strategies

September 17, 2009 (funded by Civil Money
Penalty Fund)

e Staffing Study of Long Term Care Facilities
(funded by the ISDH Civil Money Penalty
Fund)

Prévious




 Staffing

S

2009 Long Term Care Staffing Study

e Number of administrator changes per facility
over past three years — 2.5

e Number of director of nursing changes per
facility over past three years — 2.8

w R =
ISDH Senior Staffing for Survey Program

o Three Division Directors (Acute Care,
Health Care Education, Long Term Care)
and all seven long term care area
supervisors are new within the past three
years

alth Care Survey System

53

- Survey Program Quality Improvement

o Implement CMS Quality Indicator Survey
(QIS) system
- Kick-off for QIS system occurred in August 2010

- Training of surveyors for QIS surveys to begin in
January 2011

,- ‘Staffing

RS

2009 Long Term Care Staffing Study

e Turmover rate for Registered Nurses (RN) —
74.1% (46% nationally)

e Turnover rate for LPN — 67% (43% nationally)

e Turnover rate for certified nurse aides (CNA)
- 98.1% (64% nationally)

CMS Quality Indicator
Survey System

U R

ISDH Healthcare Quality
Improvement Initiatives




o Promote health care quality and health
literacy through educational initiatives

e Increase public awareness and focus on a

state health issues

e Protect the public through oversight of
quality of care provided by health care
facilities

_a_lthcare Quality
ympeting Interests

Scientific
Foundation

Heealth Care Cultare

1ality Improvement Themes

“Evidence-based
System-based

e Incorporate care coordination principles
e Incorporate assessment tools
e Incorporate culture change principles
e Include patient and family centered care principles
e Measurable outcomes
e Plan for continuity after the initiative

Healthcare Quality

 Improvement Principles

SRS
Principles for Improvement

& Summarize evidence into checklists

¢ ldentify and mitigate local barriers to
implementation

e Measure performance

e Ensure all patients reliably receive the
intervention

Previous

CESSFUL AGING
e & Kahn, 1998

AVOIDING

DISEASE
Py COGNITIVE

DISABILITY & PHYSICAL

Indiana Health Care Quality
provement Initiatives

Survey-based Initiatives




Survey-based Initiatives

o CMS Special Focus Facility Program
~ Adding a facility in October 2010
~ Will be five special focus facilities
— Funded by CMS and state funds

¢ ISDH Consuitant Program
- Offered to facilities with substandard quality of care findings
~ Funded through ISDH Civil Money Penaity Fund

® CMS Critical Need Nursing Home Project (Through
Quality Improvement Organization — Health Care
Excel)
— Pilot program for 4-5 facilities in northwest Indiana
— Funded by CMS grant to Health Care Excel

Previous Next

nproving Survey Findings

“The Challenge

¢ In 2007, Indiana had the 5t highest
number of immediate jeopardy findings
on nursing homes surveys

roving Survey Findings

Juality Improvement Activities:
e CMS and ISDH consistency workgroups

¢ Review of all immediate jeopardy findings by
provider associations

¢ ISDH implemented a biweekly long term care
newsletter in January 2008 (funded through
ISDH Civil Money Penatty Fund)

e Implemented collaborative healthcare quality
improvement initiatives
Previous. Next

Indiana Health Care Quality

Improvement Initiatives

Addressing Immediate Jeopardy
Level Deficiencies

proving Survey Findings

~ Quality Improvement Activities

e Monthly meetings with provider associations

to review findings

e Quarterly meetings with advocate
organizations to discuss quality of care
concerns

e Collaborative quality improvement initiatives
with healthcare organizations

Préiious Next

liana Nursing Home
rvey Findings
Son DR
Outcomes: Immediate jeopardy findings
® 2006: 91 ~ Indiana 3" highest
e 2007: 106 — Indiana 5% highest
e 2008: 76 - Indiana 13" highest (68 surveys)

e 2009: 46 — Indiana 17" highest (35 surveys)
e 2010: 25 - Through September 13

Source: CMS CASPER data

Previous Next




‘Indiana Nursing Home
Survey Findings

Outcomes: Immediate jeopardy findings
(% of facilities with IJ)
Indiana RegionV  National

e Q4 2006: 4.50% n/a 2.20%
e Q32007: 5.64% 3.36% 2.17%
e Q22008: 5.08% 3.75% 2.58%
0 Q22009: 277% 3.23% 2.89%

Source: OSCAR quarterly reports

e Next

hcare Quality
ership Conferences

oint conferences for long term care
providers, organizations, associations, and
surveyors

¢ Two conferences per year
e Each conference covers one topic

e Conferences serve as kick-off for quality
improvement initiatives

e Funded through the ISDH Civil Money
Penalty Fund

Praos Next

are 'Quality
dership Conferences

Pl néd Conferences

o Alzheimer's and Dementia Care — October 14, 2010
o Nutrition and Hydration —~ March 31, 2011

e Abuse and Neglect — Fall 2011

e Patient Safety / Medical Errors — Spring 2012

Indiana Health Care Quality
Improvement Initiatives

Indiana Healthcare
Leadership Conferences

lership Conferences

R

-Previous Conferences

» June 2007: Falls

o October 2007: Pressure ulcers

e March 2008: Restraints and behavior management
e September 2008: Emergency preparedness

o March 2009: Incontinence

e September 2009: Staffing

e March 2010: Healthcare Associated Infections

hcare Quality
ership Conferences

“Conference Checklist

e Attend conferences

e Use information and resources to develop
education and training program in facility

o Implement quality improvement project in
facility

e Celebrate quality accomplishments




- Indiana Health Care Quality
. Improvement Initiatives

LT

Indiana Pressure Ulcer Initiative

diana Pressure Ulcer Initiative
Indiana incidence of pressure ulcers in long
term care facilities

— Q42003 - 9.5% (Ranked 36" in US)
- Q42004 -9.2%
~ Q42005 - 8.6%
— Q4 2006 — 8.4%
- Q42007 - 8.1%
~ Q42008 - 8.3% (Ranked 36" in US)

Source: CMS GPRA Data

iana Pressure Ulcer Initiative

: Initiative Outcomes: Pressure Ulcer
~Rates for all Indiana Nursing Homes

o Q1 2008: 8.5% (34%)
e Q4 2008: 8.3% (36'")
e Q1 2009: 8.0% (291)
e Q2 2009: 7.6% (28
® Q3 2009: 7.3% (26%)
Source: CMS GPRA Data

Pravious Next

- Indiana Pressure Ulcer Initiative

RS

Participating Facility and Agencies

Phase 1 Phase 2 Total
¢ Home Health / Hospice 27 13 40
o Hospitals 41 7 48
e Nursing Homes 94 62 156
¢ Totals 162 ;74 244

Funded through ISDH Civil Money Penalty Fund

iana Pressure Ulcer Initiative

Initiative Components

e Three In-person Learning Sessions

e Toolkits

o Six Online education modules —
www.in.gov/isdh/24558.htm

e Consumer brochure

ana Pressure Ulcer Initiative

ve Outcomes: Number of Nursing
Home Residents with a Pressure Ulcer

o Q12008 2992
o Q32008: 2867
e Q42008: 2899
e Q22009: 2618
e Q32009: 2506
e Q4 2009: 2664
e Q12010: 2574 - 14% Statewide Decrease

from Q1 2008
Sourc~ MS GPRA Data




- Indiana Pressure Ulcer [nitiative

Initiative Outcomes: One Year Cost
Savings for Indiana Nursing Homes

® 300-400 fewer pressure
ulcers per quarter

e Average cost of over $10,000
per pressure ulcer to heal

e For 300 residents, savings of over $12
million in one year

Soure; CMS GPRA Dafa

ana Pressure Ulcer [nitiative

Pressure Ulcer Deficiencies
. Year Deficiencies [mmediate Jeopardies
® 2007 195 18
e 2008 186 5
e 2009 157 4
® 2010 96 2 (to Sept. 13)

Source: CMS CASPER Data

Year Deficiencies Immediate Jeopardies
* 2009 170 0
©2010 137 2 (to Sept. 13)

Source: CMS CASPER Data

" Indiana Pressure Ulcer Initiative

Initiative Outcomes: One Year Cost
Savings for One Unit of One Hospital
e 2008: 14 pressure ulcers with some stage 3 or 4
o 2009: 0 pressure ulcers

e Average cost of over $30,000
per pressure ulcer to heal

e For 14 patients at one hospital,
savings of over $420,000 over one year

Source: CMS GPRA Data

Previous Next

Indiana Health Care Quality
rovement Initiatives

Indiana Healthcare Associated
Infection Initiative

ana Healthcare Associated
ction Initiative

ealthcare Associated Infections

e Catheter associated bioodstream
o Catheter associated urinary tract
e Clostridium difficile

e Methicillin-resistant Staphylococcus aureus
(MRSA)

e Surgical site
¢ Ventilator associated pneumonia

Previous Next



Indiana Healthcare Associated

~ Infection Initiative

Indiana will focus on two infections

e Catheter associated urinary tract infections

e Clostridium difficile infections

diana Healthcare Associated
ection Initiative

Participating Facilities

¢ Ambulatory Surgery Centers

o Dialysis (ESRD) Clinics

¢ Home Health and Hospice Agencies - 13
e Hospitals - 48
o Nursing Homes -134

Indiana Health Care Quality
iprovement Initiatives

Reducing Restraints
CMS GPRA Target

ndiana Healthcare Associated
Infection Initiative

Goals of Initiative
o Develop a state infection plan

o Develop and implement an infection
surveillance system

¢ Implement a prevention initiative
focusing on two of the infections

1a Healthcare Associated
ion Initiative

tiative Funding
o Centers for Disease Control and
Prevention (CDC) Grant
¢ |SDH Civil Money Penalty Fund

Reduction

® Q4 2003: 6.2% (27 rank)
» Q42004: 5.8% (26%)
o Q42005: 5.8% (30™)
o Q4.2006: 5.4% (30%)
o Q42007: 4.4% (32<)

Source: CMS GPRA Data
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. Restraint Reduction
in Nursing Homes

SR

Quality Improvement Activities

o ISDH Leadership Conference on Restraint
Reduction in March 2008 (funded by ISDH
Civil Money Penalty Fund)

o Quality Improvement Organization (QIO)
focus on restraint reduction (funded by CMS)

ther Civil Money Penalty Fund
uality Improvement Initiatives

- ‘e Alzheimer’s and Dementia Care
Initiative
—Development of 10 education modules

- Creation of Alzheimer’s and Dementia
Certification Program

- Provided scholarships

e Bladder Scanner Study for
Incontinence Care

Indiana Health Care Quality
iprovement Initiatives

Medical Error Reporting System

estraint Reduction

o Q12008: 4.0% (32" rank)
® Q22008: 3.6%

o Q42008: 3.1% (27t

e Q12009: 2.8%

o Q42009: 2.3% (22™)

e Q12010: 2.2%

Source; CMS GPRA Data
Previous Next

lity Improvement
tives in Progress

Aide Curriculum Review Project
o Healthcare Quality Resource Center
¢ Implementation of New Regulations
— Life safety code
- Infection control - Sept 2009
¢ Implementation of MDS 3.0
e Care Transition and Coordination

»‘Based on National Quality Forum’s 27 (now
28) reportable events

e In 2002 NQF identified 27 events that are
serious, largely preventable, and of concern
to the public and providers

e Indiana was the second state to use these
reporting standards

12



Indiana Medical Error
Reporting System

Most Reported Events

o Stage 3 or 4 pressure ulcers acquired after
admission

o Retention of a foreign object in patient after
surgery

e Surgery performed on the wrong body part

o Death or serious disability associated with a
medication error

Indiana Health Care Quality
rovement Initiatives

Patient Protection and
Affordable Care Act

- Long Term Care Initiatives

ordable Care Act Initiatives

" Affordable Care Act Includes Nursing

"Home Quality Improvement Activities

¢ CMS Nursing Home Compare to include criminal
violations

e Improved reporting of staffing

® Sanctions for inadequate notice of facility closure

e Reduced civil money penalties for some self-
reported deficiencies

Previous Next

Indiana Medical Error
Reporting System

Outcomes

» Pressure ulcer data as top reportable event
resulted in Indiana Pressure Ulcer Initiative
and decrease in pressure ulcers

e Increased awareness of medical errors
o Allocation of resources to patient safety

e Increase in number and activity of state and
regional patient safety coalitions

Pravious Next

Affordable Care Act Initiatives

Affordable Care Act Includes Nursing
Home Quality Improvement Activities

o Facilities required to implement a Quality
Assurance & Performance Improvement Program
(QAPI)

o Posting of survey reports and plan of corrections
on consumer-oriented Website

o Disclosure of ownership

Previous Next
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Exhibit B
Select Joint Commission on
Medicaid Oversight
September 21, 2010
Indiana State Department of Health

Health Care Quality and Regulatory Commission

ISDH Presentation to
Joint Select Commission on Medicaid Oversight
September 21, 2010

Nursing Home Evaluation Process and Quality Measures

A.

B.

Overview of Long Term Care Facilities

Survey Process and Findings

e The ISDH continues to complete all licensing and certification surveys
within regulatory timeframe

e Number of deficiency free surveys has increased since 2007 and Indiana is

- above national average for deficiency free surveys

o Immediate jeopardy level deficiencies were 3™ highest in U.S. in 2006.
With a collaborative project, the number decreased by 60% and below
national average in 2009. _

e Number of deficiencies per survey have decreased for past two years

Reporting of survey findings
1. ISDH Nursing Home Consumer Report
e Indiana was one of the early states to create health care facility
consumer reports
e The ISDH will be adding survey reports and plan of corrections to
the online consumer reports by end of 2010
2. CMS Nursing Home Compare

Healthcare quality issues identified through survey process

e Appropriate admissions, timely and accurate assessments, care transition
and coordination are three common root causes of deficiencies

o Significant quality of care issues include pressure ulcers, healthcare
associated infections, and falls / patient safety

2009 ISDH Nursing Home Staffing Study

e Long term care turnover rates for nurses in Indiana facilities is 74%

e Long term care turnover rates for certified nurse aides is 98%

o Number of administrators in a three year period averages 2.5 and director

of nurses 2.8 _
¢ The staffing study was funded with the Civil Money Penalty (CMP) Fund

CMS Quality Indicator Survey System (QIS)

e QIS is a system intended to increase consistency in the survey process

e Indiana began preparations in August 2010 and will begin training and
implementation of the QIS System in January 2011

Page 1 of 2



IL ISDH Healthcare Quality Improvement Initiatives

A. Survey-based Initiatives
1. Special Focus Facilities
o The ISDH will be adding a special focus facility in October 2010
for a total of five special focus facilities
2. Consultant Program
o The consultant program is available to all facilities with
substandard quality of care violations and funded by the CMP fund
3. Critical Need Nursing Home Project
o CMS awarded a grant to the state Quality Improvement
Organization to create a pilot collaborative program to assist 4-5
critical need facilities in northwest Indiana

B. Indiana Immediate Jeopardy Improvement Project
e The ISDH developed a collaborative project with provider associations to
address immediate jeopardy deficiencies
e The number of immediate jeopardy deficiencies has decreased by 60% and
the Indiana rate is now below the national average

C.  Indiana Healthcare Leadership Conferences
e The ISDH has provided seven conferences on healthcare quality issues
e The conferences are funded by the CMP fund

D. Indiana Pressure Ulcer Initiative
e The ISDH developed a large collaborative pressure ulcer initiative
e The nursing home pressure rate decreased from 8.5% to 7.3%
e The decrease results in a cost reduction of $12 million per year for nursing
homes and another $12 million in hospitals
e The Initiative was funded by the CMP fund

E. Indiana Healthcare Associated Infection Initiative
e The Initiative is focusing on a reduction of Clostridium difficile and
catheter associated urinary tract infections
¢ The Initiative includes nearly 200 facilities and is funded by a CDC grant

and the CMP fund
F. Indiana Restraint Reduction Initiative
¢ Indiana nursing homes have reduced the restraint rate from 4.0% in 2008 to
2.2% in 2010

G. Indiana Medical Error Reporting System
e The Medical Error Reporting System has resulted in an increased number
of patient safety coalitions and showed a decrease in pressure ulcers

H. Affordable Care Act Nursing Home Initiatives

Page 2 of 2
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e core four.

the care team know your pressure ulcer risk.
e information about yourself,

ctive in planning your care.
b your caregivers. Let them know what is working and not working.

ak up!l Ask questions. Get help with concerns.

re this brochure with your family and friends.

Copyright @ 2009, Indiana State Department of Health




For further information about:

[t Medicare

[ Medicare Supplement
Insurance

1 Long Term Care Insurance
and the Indiana Long Term
Care Partnership Program

3 Help for low income
Medicare beneficiaries

Call:

1-800-452-4800
1-765-608-2318
STATE HEALTH INSURANCE
ASSISTANCE PROGRAM

www.medicare.in.gov

The State Health Insurance
Assistance Program (SHIP) is a
free, unbiased counseling program

provided by the Indiana State

Department of Insurance

SHIP will answer your questions,
or will refer you to the appropriate
agency or a local SHIP site
for personal assistance.

Nursing
Home
Resident

Spouse At Home

The

Spousal Impoverishment
Protection Law

(07/2010)



UNDER THE SPOUSAL IMPOV

WHAT HAPPENS TO INCOME?

Personal Income
* Income in your hame remains
your own. (Social Security,
Pension, etc.).
* Income from assets in your
name remains your own.

¢ The spouse at home may
keep all of his/her personal
income.

Jointly Owned Income

Income from assets owned by both
spouses is counted by Medicaid ‘as
jointly-owned income. Jointly-
owned income is divided in half,
with each spouse getting a half.

- .

The spouse in the nursing home must use his/her income to pay for nursing
home care, but may keep a personal needs allowance of $52 per month.

Once the income has been split, if the
spouse at home gets less than $1,823
.-.p (Effective 7/2009) each month
when adding the personal
income plus his/her share of the
gd joint income) he/she may keep
part of the nursing home spouse's
income in order to bring his/her total up to
at least $1,823. (Effective 7/2009) If the
spouse at home has living expenses that
are very high, he/she may appeal to keep
more of the nursing home spouse's
income, bringing him/her up to a
maximum of $2,739 (Effective 1/2010)
per month. Appeals are handled at the
Division of Family and Children Services.

If the spouse's personal income plus
his/her share of the joint income is more
than $2,739 (Effective 1/2010) per month,
he/she does not get to keep any of the

LET'S LOOK AT HARRY & SALLY:

Harry is no longer able to take care of
Sally at home. She is being admitted
to a long term care facility. They own
$100,000 in countable assets and
their total monthly income is $1,600.

Harry may keep all of his income
(checks made out in his name, plus his
half of the income that is jointly owned).
Remember, if Harry's income is lower
than $1,823 a month, then he can keep
part of Sally's income.

Checks made out in Sally's name, plus
her half of the jointly owned income, is
considered hers and should be used to
pay for her care. Medicaid would pay
any remaining costs for her care.




ERISHMENT PROTECTION LAW

WHAT HAPPENS TO ASSETS?

Most assets are considered by Medicaid as joint assets between
a husband and wife; it doesn't matter in whose name they are placed.

What amount of the couple's és,sets is the spouse at home able to keep?

- half of all countable assets, up to a total of $109,560

- at least $21,912

A person may appeal to keep more assets.
Figures effective January 1, 2010

WHAT ABOUT THE COUPLE'S HOME?
The home is not counted as an asset |
when the applicant, spouse, or dependent
children live in the home. Special rules
apply when siblings or adult children live
in the home (The home is always counted
if no one intends to live there).

WHAT ASSETS ARE ""COUNTABLE"?
Some examples of assets that are
countable are: checking accounts,
savings accounts, CD's, stocks, bonds,
mutual funds, revocable trusts, cash
value of life insurance policies, and IRAs.

Protection under the
Spousal Impaverishment law applies
to nursing home care, and under the
Medicaid Aged and Disabled Waiver, for

in-home and community-type care
= aprviras

Example: (from Harry and Sally)

Half of Harry and Sally's countable
assets amount to $50,000. Since
$50,000 is less than the maximum
allowed amount under this law
(maximum is $109,560), then Harry
is able to keep all of his portion of
the assets.

Sally and Harry would need to
spend Sally’s $50,000 down to
$1,500 before Medicaid would
begin to help pay for her nursing
home costs.

CAUTION! Transferring of assets:
Persons who transfer assets to get
Medicaid help, may wait longer before
Medicaid will help pay for nursing
home costs. Other penalties may also
be applied. ‘



Have you ever wondered...

~ What would happen if your spouse was not able to live at
home due to poor health or confusion?

~ Would you have to spend all of your resources to pay for
your spouse's nursing home care?

NO! “
Spouses of nursing home
residents have protection from
losing all income and assets
In order to pay for the nursing
home spouse's care

How do you find out more?

1. Review this brochure for a brief explanation of the Spousal Impoverishment
Protection Law.

2. Call SHIP or your local Office of Family and Children (Medicaid) to ask questions.

3. Contact the Office of Family and Children, when your spouse enters a
nursing home, to complete a resource assessment form (also called a
"snapshot"). The assessment will help you find the total value of
combined finances and will help decide the amount of assets the
spouse at home may keep. You must show proof of all assets owned.

- ——— % Contactthe Senior Law Project office nearest you or an elder law attorney. |




Exhibit D

Select Joint Commission on
Medicaid Oversight

September 21, 2010

is just good policy

Thank you for your interest in the Indiana Long Term Care Insurance
Partnership Program (also know as the Indiana Partnership Program).
Hoosiers are fortunate because we have many choices when it comes to purchasing
long term care insurance. These choices include, but are not limited to the
following;:

= [N Partnership policies or traditional long term care insurance policies
= Federally tax-qualified OR non-tax qualified policies
= Comprehensive coverage or Facility only coverage

We hope the enclosed materials (explained below) will help you understand
the Indiana Long Term Care Partnership Insurance Program. We recommend
you read these materials thoroughly.

1. Companies that offer the Indiana Partnership Long Term Care
Insurance policies. This list provides you with the names of the insurance
companies that sell both Indiana Partnership policies and traditional long
term care insurance policies. The list shows the types of Indiana
Partnership policies each company offers, as well as the company’s
financial stability rating from three different reporting services. You can use
the phone number to contact the company for additional information or for
assistance in locating an agent in your area.

2. Consumer Bulletin on Tax-Breaks for Long Term Care Insurance. This
bulletin explains the Federal tax breaks available for owners of tax-qualified
long term care insurance policies, as well as the Indiana tax deduction for
owners of Indiana Partnership long term care insurance policies

- Ny 3 o

Ind%ar;a Department of insurance
311 West Washington Straet. Suite 300, Indianapohs. IN 46204.2787
317-232-2187 866-234-4582 (IN toll free) 317-232-5251 (fax)



3. What You Should Know About Long Term Care — The Most
Commonly Asked Questions About the Indiana Long Term Care
Insurance Program. This booklet answers basic questions about the need

~ Hfor and cost of fong terimicare and about the Indiana Long TermCare

Insurance Program. The unique benefit of Medicaid Asset Protection found
only in Partnership policies is also explained.

4. Self-Assessment Guide for Long Term Care Insurance. This is a
planning document to help you explore factors that affect your decisions
about long term care and purchasing long term care insurance.

5. Nursing Home Resident with a Spouse at Home. This information
pertains to married couples. It explains the Spousal Impoverishment
Protection Law. This is a law that allows the spouse at home to keep some
of the couple’s resources and still qualify the nursing home spouse for
Medicaid assistance.

6. A Shopper’s Guide to Long Term Care Insurance. This booklet explains
long term care insurance policies and its features including shopping tips.

Should you have any questions about the information in this packet, please contact
the Partnership Office at 317/232-2187 or toll free 866-234-4582. Also, visit our
website at www.longtermcareinsurance.in.gov.

R R T e
=

indiana Department of Insurance
311 Wesl Washington Street, Suite 300. Indianapolis, IN 48204-2787
317232 2187 366234 4582 (IN toll free) 317.232-5751 (fax)



Companies with Indiana Partnership Long Term
Care Insurance Policies (82010)

INSURANCE COMPANY TELEPHONE *POLICY AM MoOODY’S | STANDARD
NUMBER TYPES BEST & POOR’S
Bankers Life and Casualty Co. 888-282- TQ B Baa3 BB-
8252 Comprehensive
TQ Facility-only
800-443- TQ _
Cuna Mutual Group 6003 Comprehensive A Not Rated | Not Rated
Genworth Life Insurance Co. 800-456- TQ A Al A
7766 Comprehensive
TQ Facility-only
John Hancock Life Insurance '800-377- TQ At++ Aal AA+
Co. 7311 Comprehensive :
Massachusetts Mutual 800-272- TQ .
Insurance C 2716 Comprehensive A++ Aal AAA
o TQ Facility-only
Metropolitan Life Insurance 800-308- TQ A+ Aa2 AA-
Co. 0179 Comprehensive
TQ Facility-only
A :
The Prudential Insurance Co. 800-732- TQ A+ Aa3 AA-
of America 0416 Comprehensive
State Farm Mutual Automobile 866-855- TQ A++ | NotRated AA
Insurance Co. 1212 Comprehensive
United Teacher Associates 800-258- TQ A- Not Rated | Not Rated
Insurance Co. 7041 Comprehensive

(Group policies only)

TQ = meets standards for federal tax breaks

Comprehensive = includes coverage for nursing
facility care & home and community care

Your best resource for specific policy information is your local certified Indiana
Partnership agent. When calling the insurance companies, you will be referred to a

local Indiana Partnership agent.




A.M. Best

A++  Superior

A+

A Excellent

A-

B++ Very Good
B+

B Fair

B-

C++ Marginal

C+

C-

D Poor

E Under State supervision
F In liquidation
S Rating suspended
Rating Modifiers:

g Group

P Pooled

v Reinsurance
u Under review

Rating Scales and Definitions

Moody’s Investment Service

Aaa  Exceptional

Aa  Excellent

A Good

Baa Adequate

Ba Questionable

B Poor

Caa  Very Poor

Ca Extremely Poor
C Lowest

Modifiers:

1=High end generic category
2=Middle of generic category
3=Low end generic category

&

Standard & Poor’s

Secure Range:

AAA Superior

AA  Excellent

A Good

BBB Adequate
Vulnerable Range:

BB  May be adequate

B Vulnerable

CCC Extremely vulnerable

Modifiers:

Plus (+) or Minus (-): Relative
standing within major rating
category

Since company ratings can change, you are encouraged to check your local library
or the internet for the most current ratings.



State Tax Deduction for
Indiana Partnership Policyowners

Indiana residents who pay premiums for Indiana Partnership long term care insurance policies
can receive a state tax deduction beginning with tax year 2000. Governor O’Bannon signed the
law authorizing this new deduction on May 13, 1999. The language of this law can be found at
IC 6-3-1-3.5(a)(16) and states:

“For taxable years beginning after December 31, 1999, subtract an amount equal to the portion
of any premiums paid during the taxable year by the taxpayer for a qualified long term care
policy (as defined in IC 1215-39.6-5) for the taxpayer or the taxpayer’s spouse, or both.”

To know if the policy is an Indiana Partnership policy, look for the following box of information
on the outline of coverage, the application, or the front page of the policy:

THIS POLICY {CERTIFICATE} QUALIFIES UNDER THE INDIANA LONG TERM
CARE INSURANCE PROGRAM FOR MEDICAID ASSET PROTECTION. THIS
POLICY MAY PROVIDE BENEFITS IN EXCESS OF THE ASSET PROTECTION
PROVIDED IN THE INDIANA LONG TERM CARE INSURANCE PROGRAM.

Example of the state tax deduction: Mrs. Smith owns an Indiana Partnership policy and pays
$2,100 in premium during the year. On her Indiana tax return, she can take all $2,100 as a
deduction. If Mrs. Smith’s income is $50,000, then her return would look something like:

$50,000 - Income
Minus 2,100 - Partnership policy premium paid during the year
Minus _ 1,000 - Exemption for self :

$46,900 - State taxable income
Times .034 - State tax rate

$ 1,595 - State tax

If the amount of state tax she paid during the year and withheld on her W-2 is greater than the
state tax, then she would qualify for a refund. Her Indiana Partnership policy premium
deduction reduced her state tax by $71 ($2,100 X .034) for that tax year.




Exception for the self-employed: If Mrs. Smith in the above example was self-employed and her
Indiana Partnership was federally tax-qualified, and she took $940 on her federal return, she
would only be able to deduct the difference on her state return.

$2,100 | - Premium paid during the year
Minus 940 - Federal deduction taken
$1,160 - Amount she can deduct on her Indiana tax return

Please read the Indiana State Tax Instruction Booklet for more information.



The 2010
Self-Assessment
Guide For

Long Term Care Insurance

A JOINT PUBLICATION BY:
SHIP

State Health Insurance Assistance Program

And

Indiana Partnership Long Term Care Insurance Program
- Both of the Indiana state Department of Insurance

The Self-Assessment Guide for Long Term Care Insurance may be reproduced,
but only as a complete document. For permission to use individual pages,
contact SHIP or the Indiana Long Term Care Insurance Program.

State Form 45870 (1/2010)



PLEASE NOTE:

Indiana Long Term Care Insurance Policies have asset protection options
however, asset protection does not include income protection. When
an individual applies for Medicaid:

For transactions made before February 8, 2006:

« Medicaid looks back 3 years from the date of application (5 years
for trusts), to see whether any assets were transferred for less
than fair market value.

If it is determined that a less than fair market value transfer has taken
place, the applicant will not be eligible for Medicaid for a specific time
period based upon the dollar amount of the transfer. After this penalty
period, the applicant may re-apply for Medicaid.

For specific guidelines contact Medicaid through your local Department of
Family Resources. Area phone numbers and/or internet addresses may
be obtained by calling SHIP at: 1-800-452-4800.



The Self— Assessment Guide for

Long Term Care Insurance

This guide will not provide an exact answer to what you should do, but it can help you ask
the right questions and make the best decision for your situation. The guide may be
completed by you alone, with a SHIP Volunteer Counselor, or with an insurance agent or
other professional. You may want to work through the guide with family members so these
important issues can be discussed and considered.

Traditional Long Term Care Insurance

Long term care insurance policies are becoming more popular and more widely used by
individuals to pay for some or all of their long term care expenses. This guide will help you
think about your chances for needing long term care and the reasons you may want to buy a
policy. Long term care insurance is not appropriate for everyone. Whether or not you should
buy a policy will depend on your age, health status, overall retirement objective and income.

Indiana Long Term Care Insurance Program

The Indiana Long Term Care Insurance Program gives Hoosiers an option for long term care
insurance. Indiana Partnership policies contain a unique state-added benefit of Medicaid
asset protection. By purchasing an Indiana Partnership policy, you will protect your assets as
the policy pays out for your care. The amount of assets you protect will depend on how
much coverage you buy and use. Should you ever need care beyond the limits of your policy,
Medicaid would act as your safety net. Your income would go towards your care, but you
would not have to spend all of your assets. For information on the Indiana Long Term
Care Partnership Program, call 1-866-234-4582, or visit the Program’s website at:
www.longtermcareinsurance.in.gov

State Health Insurance Assistance Program

The State Health Insurance Assistance Program (SHIP) has certified volunteer counselors
across Indiana to help persons, in their own communities, with their senior-related health
insurance questions and concerns. Counselors can help answer your questions about:

« MEDICARE * MEDICAID * MEDICARE MANAGED CARE
« MEDICARE SUPPLEMENTAL INSURANCE  *LONG TERM CARE INSURANCE

For materiais on the above topics, to get help with questions you may have, or to locate
the nearest SHIP site for individual assistance, call 1-800-452-4800 . You may also visit
us on the Internet at: www.in.gov/idoi/ship

You are under no obligation to share the answers of this guide with anyone else,
including your SHIP counselor or an insurance agent!

State Form 45870 (1/2010) Paae 1



Name:

Date: Current Age:

THE NEED FOR LONG TERM CARE

1.

AGE AND GENDER '

The need for long term care increases as you get older. If family members have lived to ages
over 85, there is a good chance you may live as long or longer. Living longer increases your
chances for needing long term care. If family members have lived to younger ages than 85,
advances in medical technology may allow you to live to be over age 85.

Women tend to live longer than men. They are therefore more likely to develop a disabling
chronic condition and/or to live alone, which increases their likelihood of needing long term
care at some point in their lives.

a. To what age did your parents live?

b. To what age have other family members lived (siblings, grandparents, etc.)?

—_

%[ LIVING ARRANGEMENTS I

For elderly persons living alone, with few friends or family members living close by who could
provide assistance, chances of needing nursing home care at some point in their lives are
increased. If home health care is considered as an option, the person will usually need
someone at their home or nearby, to help them when the home health care aides or nurses are
not available.

a. Do you live alone, with spouse, adult children, friends or relatives, or other?

b. Are your adult children or other family and friends available to provide care for you
should you need it? Do your children live close by?

c. Would your children or other family members be willing and able to provide this care?

Page 2 - State Form 45870 (1/2010)



3.| HEALTHHISTORY

The need for long term care usually results from a disabling chronic condition (such as
diabetes, arthritis, heart condition, stroke, emphysema or other respiratory problems,

Alzheimer’s or cancer). These conditions may be related to your family history or to health
risk factors you may have (smoking, overweight, high blood pressure). If you currently
have a serious chronic health condition, insurance companies may not insure you.

a. General health condition (excellent, good, fair, poor):

b. List medication/s and purpose:

c. Major surgeries or illnesses which resulted in hospitalizations in the past 5 years:

d. Family history of chronic illness (diabetes, heart disease, arthritis, Alzheimer’s,
Parkinson’s disease, cancer, etc.):

e. Do you have any health or life style factors that may put you at risk of needing long
term care (smoking, overweight, high blood pressure, mental health problems)?

f. Are you currently unable to perform activities of daily living without help from others? If
yes, you probably will not be able to purchase a long term care insurance policy.
Common activities of daily living are: bathing, dressing, transferring (i.e. moving from
bed to chair), toileting, and eating.

if you presently have a chronic disabling condition or are unable to perform
activities of daily living,

PLEASE GO TO PAGE 10, “OTHER OPTIONS” SECTION.

State Form 45870 (1/2010) Page 3



- PERSONAL PREFERENCES I
4.

Your feelings and preferences are important to consider, in determining whether to purchase long
term care insurance.

a. How do you feel about your adult children or others providing financial support for you?

How do you feel about relying on help from your adult children or others in order to
remain in your home should you need such help?

How do you feel about living with your adult children or others?

What is your attitude about receiving Medicaid, should you need it?

How important is it to leave an estate to your children or others?

Is there a specific nursing home you would like to use should you need long term care?

How important is it for you to have a single room should you need nursing home care?
The rates for single rooms are higher than the rates for double rooms. Having a LTC
policy may help pay towards this cost.

What are your specific concerns or priorities? Why are you looking into long term care
insurance at this time? ‘

Are you planning to live in another state? If you buy an Indiana Partner ship policy, it
will pay insurance benefits in others states. However, should you move to another
state and need care beyond the limits of your policy and turn to the Medicaid program in
that state, only Indiana’s Medicaid program and any other state with a reciprocal
agreement* with Indiana’s Medicaid will honor the asset protection earned through your
policy.

* States having a reciprocity agreement with Indiana may offer total asset protection,
or protection only on a dollar-for-dollar basis.

Page 4 State Form 45870 (1/2010)



INCOME

Are you currently receiving SS| (Supplemental Security Income) or Medicaid?

Yes  No

IF YOU ANSWERED YES, LONG TERM CARE INSURANCE IN NOT AN OPTION

Monthly Income

|

a. Wages

b. Social Security
c. Pension

d. IRA, Annuities
e. Interest/Dividends
f.
g
h

Rental Income

Other Income

: TOTAL INCOME ( add ‘a’ through ‘g’)

W 665N R A PP P

Monthly Expenses I

a. Mortgage/Rent

Household (utilities, telephone, home maintenance,
insurance)

Food

Clothing

Auto (loan payment, gas, insurance, maintenance)
Medical Expenses and Insurance Premiums

Taxes (estimated income and property)
Miscellaneous (recreation, etc.)

TOTAL EXPENSES ( add ‘a’ through ‘h’)

e I
W €69 0 69 H P hH P £5

Income Left Over

Total Income - Total Expenses = Income Left Over $

Will the income you have left over be enough to pay your long term care insurance
premiums? Yes No

You will need to talk with a long term care insurance agent to find out the policy premiums
for the specific coverage you want to b

State Form 45870 (1/2010) Page 5



FINANCIAL CONSIDERATIONS _
ASSETS

Medicaid considers assets as exempt or non-exempt. Non-exempt assets are usually counted
by Medicaid, when eligibility is being determined. Exempt assets are not counted.

[ The numbers in parenthesis ( ) refer to _details found on the next page.

' Type of Asset l Usually NOT Counted
By Medicaid

Usually COUNTED

By Medicaid

a. Bank Accounts, Money Markets S
b. Certificates of Deposit S
c. Stocks, Bonds S
d. IRAs, other retirement plans (2) S S
e. Cash Value of Life Insurance (3) $ S
f. Burial Trusts (4) S
g. Equity Value of Home; If owned (current

market value minus remaining mortgage

and liens) (5) S
h. Equity Value of Income Producing Property

(current market value of rental or commercial

property minus mortgages and liens (6) S
i. Equity Value of Other Property (current

market value of second home, land, etc.,

minus mortgages and liens) (7) S
ji. Personal Property (8) S S
k. Autos, Recreational Vehicles (9) S S
|. Series EE or | U.S. Savings Bonds (10) S
m. Total Assets (add lines ‘a’ through ') N S

CAUTION! Medicaid eligibility is complex. Consult your local Office of Family and Children, an
attorney familiar with Medicaid law, or your local Legal Services Organization (free or reduced cost
assistance ). You can find these numbers in your local telephone directory.

Page 6 State Form 45870 (1/2010)



Assets that are not counted by Medicaid may change, based on future changes in federal or
state laws. o o

(1)

(2

(3)

(4)

For married couples, the Spousal Impoverishment Protection Law provides some asset
protection when one person enters a nursing home and their spouse is at home. For more
information, please refer to page 12 of this guide, or call SHIP at 1-800-452-4800 for a
brochure.

IRA’s owned by either spouse are usually counted by Medicaid. The $ value of an IRA is
the total IRA amount minus any penalties for early withdrawal of the IRA account. Other
types of retirement funds (pensions, annuities, disability plans, profit sharing plans) would
be counted if the person has the option of withdrawing a lump sum, even if not yet eligible
to receive payments. However, a retirement fund is not counted if employment must end
to receive payments.

The cash surrender value of life insurance is not counted if the death benefit (face value) of
all policies totals $10,000 or less, and the beneficiary is one’s estate or the funeral home.
This does not include term life insurance. The $10,000 limit is reduced by any amount that
is in an irrevocable funeral trust.

Burial or funeral trusts are not counted if irrevocable, regardless of their value, as long as
the dollar amount is tied to specific funeral/burial services.

(5) The home is not counted when it is the principal residence for the applicant, the applicant's

(6)

(7)

(8)

(9)

spouse or children (if the children are under age 21 or are disabled or blind). The home is
not counted until none of the above persons intend to or are able to live there. Special
rules apply when siblings or adult children live in the home. For further details, contact
either your local Office of Family & Children or an attorney familiar with Indiana Medicaid
law.

Income producing property (i.e. rental property, farms) is not counted if it produces more
income than it costs to keep it (taxes, mortgage, etc.).

Other real property (real estate) is counted and must be offered for sale or rent at current
market value. Real estate in the name of the spouse at home is not counted.

Household goods (furniture) and personal effects (clothing/jewelry) are not counted.
Collections, (coin, stamp, etc.) are counted.

One vehicle, regardless of value, is not counted if used for: applicant's employment,
medical treatment, or the vehicle has been modified to accommodate a disability. Other
wise, $5,000 of the current market value of one vehicle is not counted. One car (of any
value) for the spouse at home is not counted.

(10) Series EE or Series | U.S. Savings bonds are counted as assets.

Medicaid has the right to be repaid for medical expenses provided. This payment would
be made by the recipient’s estate upon their death. Currently, Medicaid does not recover
from the spouse’s estate, unless the spouse also becomes a Medicaid recipient. Medicaid
does not recover assets protected by Iindiana Partnership policies.

State Form 45870 (1/2010) ’ Page 7



DO YOU FIT UNDER ANY OF THESE CRITERIA?

1. You are single, your income (minus your medical expenses) is less than $674 and counted

assets are less than $1,500.

You are married, your income (minus your medical expenses) is less than $1.011 and
counted assets are less than $2,250.

If either of the above is true, then you are probably eligible for Medicaid now, and you need
to visit your local Office of Family and Children.

2. You have a disabling health condition or you are over age 84.

3. Your countable assets are less than the cost of one year in a nursing home (around
$40,000), or based on your “left over” income (see p.5), paying for long term care insurance
premiums would be difficult or result in a significant change in your life style, or any future

premiums would also result in these situations.

If you meet any of the above criteria, long term care insurance may not be for you.

SKIP TO THE “OTHER OPTIONS” SECTION ON PAGE 10.
LONG TERM CARE INSURANCE POLICY BENEFITS TO CONSIDER

INSURANCE OPTIONS: Indiana residents have a choice of traditional long term care (LTC)
insurance or Indiana Partnership policies.

1. There are three different options for purchasing LTC insurance. Indiana Partnership policies
offer two options: nursing home only or a combination type policy. Which type of LTC cover

- age do you prefer?

Combination Nursing Home

with Home And Community Care

Nursing Home only '

Home and Community Care Only
(which may include home health care, adult daycare,

Respite care and homemaker services)

Page 8 State Form 45870 (1/2010)



2. Daily Benefit: You choose the amount of benefit you want the policy to pay towards the daily

cost of your care.

A. What is the daily cost of nursing home care in your area? Call and ask two or three
nursing homes in your area.

B. Co-insuring Capability: The lower the daily benéfit selected, the lower the premium.
You need to decide what portion of the daily cost of care you would be able or are
willing to pay.

Will your “left over income” (on p.5) cover $10, $20, $30 or more a day for the
cost of care?

If the above answer is yes, are you willing to pay this amount in order to lower the
cost of your premium, for lower daily benefits?

What would you like your daily benefit to be (based on answers to 2a and 2b)?

3. The cost of care in a nursing home will increase over the years due to inflation. An
option you can buy to protect against this increase is inflation protection. Inflation
protection will increase your policy’s daily benefit and reduce the amount you will pay out
in the future. Inflation protection must be included in Indiana Partnership policies.

Do you want inflation protection? Yes No

4. Elimination Period: You choose how many days you must wait after you are admitted to a
nursing home before your policy will begin paying for your care.

Your choices are: 0, 20, 30, 60, 90, 100, 180, and 365 days.
The 365-day option is not available with Indiana Long Term Care Insurance Policies.
(0 days = most expensive premijum. 100 days = |least expensive premium.

You will have to use your resources ( such as income, interest, or assets) to cover the cost of
care during the elimination period. To determine your costs during this time, choose a daily
nursing home cost from 2a above, multiply it by the number of days you choose for the
elimination period.

Example:

(daily nursing home cost) X (# of elimination days) = (your cost)
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5. Nursing homes may request one month payment in advance, at admission. Insurance
companies pay on a reimbursement basis. This means it could be 30-60 days after you enter a
nursing home, (plus any days under your policy’s elimination period) before your policy begins
to pay. Therefore, you will need enough money to cover these initial days of care.

Example: 60 days x daily cost of care (from 2a, page 9) =

6. Insurance will not cover all of your LTC expenses. For example: policies typically do not
cover prescription drugs. Plan to have extra money to pay for items not covered in the policy.

7. Maximum Benefit: This is the total number of days or total dollar amount the policy will pay.
Choices include a specific number of days (or years), lifetime coverage, or a specific $ amount.

What would you like for your maximum benefit?

OTHER OPTIONS

SELF INSURING l

This option is most appropriate for persons who are able to invest income and assets over a
number of years to cover the costs of long term care. You may wish to speak with a financial

consultant or advisor.

‘ RELIANCE ON MEDICAID I

a. Persons with limited income and assets should not purchase LTC.

b. Persons who do not have or cannot get health insurance )possibly due to a health
condition) may wish to consult an attorney familiar with Medicaid Law.

c. To apply for Medicaid services, call your local Office of Family and Children.

RETIREMENT COMMUNITIES I

a. Continuing Care Retirement Communities offer a range of levels of care from
independent apartments to nursing home care. The monthly fee is based on the level of
care received.

-
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b. Life Care Retirement Communities require a person to pay an entrance fee and a
monthly fee. Some communities refund all or part of the entrance fee upon death or if
the person moves out of the community. The monthly fee does not change even if the
person moves into the nursing home. However, it may increase each year due to
inflation.

c. For more information, look under “retirement communities” in the yellow pages.

HOME EQUITY

CONVERSION MORTAGES

a. Also called reverse mortgages, home equity conversion mortgages allow
homeowners of 62 years of age or older to borrow against acquired home equity.
They receive a loan to generate income to pay for LTC services, LTC insurance

premiums, or to help with any other living expenses.

b. The borrower retains full ownership of their home. There is no repayment of the loan
until the person and/or their spouse no longer lives in the home (due to a move,
admission to a nursing home, sale, or death.

Information about lenders and those loans may be obtained by contacting your local Housing
and Urban Development office or at the HUD internet site:

www.hudhcc.org/agencies/indiana.txt

COMMUNITY SERVICES '

a. Many communities offer services for seniors. These services can range from
assistance with home health care to community-based services, such as: adult day
care, meal sites, transportation services, etc.

b. Funding for these services is generally provided by: Older Americans Act, Social
Service Block Grant, Medicaid Waiver, Cormmunity and Home Options to Institutional
Care for the Elderly (CHOICE), etc.

c. Eligibility requirements may be based on: age, income, need for medical assistance,
or any combination of these.

d. For more information about community services available in your area and/or eligibility
requirements, contact your local Area Agency on Aging at 1-800-986-3505.
Should you have questions about Long Term Care Insurance, Medicare,
Medicare Supplemental Insurance, or Medicaid, call your local SHIP site, or
call: 1-800-452-4800, or visit us at
www.in.gov/idoi/ship
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The Spousal Impoverishment Protection Law

The Spousal Impoverishment Protection Law occurred in 1989. Its purpose is to protect spouses

of nursing home residents from losing all their income and assets to pay for the nursing home
spouse’s care. The law allows the spouse living in the community to keep some assets and
income and still be able to get Medicaid assistance for the nursing home spouse.

- ASSETS

The spouse at home can protect up to half of the couple’s countable assets at time of admission
to the nursing home up to $109,560 but not less than $21,912 in 2010. Some examples of
assets that are countable are: cash, checking accounts, savings accounts, CD’s, stocks, bonds,
money market funds, mutual fund shares, revocable trusts, cash value of life insurance policies,
savings bonds, and IRA’s.

The nursing home spouse’s share should be used towards his/her nursing home care until
his/her assets have been reduced to $1,500. Medicaid will then assist in his/here care.

PERSONAL INCOME '

Income in your name remains your own (Social Security, Pensions, etc). The spouse at home
may keep ali of his/her personal income. If the spouse at home’s income is less than $1,823 per
month, then he/she can keep part of the income of the nursing home spouse’s income to bring
the spouse at home's income up to $1,823. (Changing in July, 2010) If the spouse at home has
living expenses that are very high, he/she may appeal to bring the spouse at home’s income up
to $2,739 (01/2010).

JOINTLY-OWNED INCOME '

The spouse in the nursing home must use most of his/her income to pay for nursing home care.
The nursing home spouse’s income will pay first, then Medicaid will help with nursing home
costs. The nursing home spouse may keep a personal needs allowance of $52 per month.

Income from assets owned by both spouses is counted by Medicaid as jointly-owned
income. Jointly-owned income is divided in half, with each spouse getting a half.
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Exhibit E

Select Joint Commission on
Medicaid Oversight

September 21, 2010

Testimony for SUCMO on September 21, 2010

Thank you Rep Crawford and members of the SICMO. | am Faith Laird, Director of the Division
of Aging and | am pleased to be able to present today some data that we believe will respond to
requests made by Rep Crawford regarding the nursing facility case mix reimbursement system.
This will include a description of the Case Mix (CM) reimbursement system as it functions with
the Phase Il changes incorporated, how that may change with the irmplementation of Phase lil in
the future, and how Phase I and Il provide incentives to improve NF perfbrmance as it relates
to quality. | will also give you an update on the Closure and Conversion Fund, and lastly
discuss the additional revenue that could potentially be generated if the quality assessment was
maximized. Before | get into the CM system, | would like to refresh your memories about what
led to Phase Il. In 2007 and 2008, the Division of Aging began reviewing the cost report data
after nursing facilities had received the initial Quality Assessment (QAF) payments. If you recall,
although the QAF was passed by the legislature in 2003, the plan was not approved by CMS
until 2005, so lump sum payments equivalent to about $100M per year were made beginning in
late 2005; payments for '03 and '04 as well as '05. It became evident as then director Megan
Ornellas reviewed this cost report data, that quality had declined although revenue had
increased significantly. That led to the consideration of what could be done from a
reimbursement standpoint to provide financial incentives for good care, while at the same time
stop paying an enhanced rate, or at least reduce the enhanced rate, to those facilities that were
scoring the worst in terms of quality performance. After many months of modeling and
discussions with nursing home providers, a proposed rule was prepared, and as you may recall
this Commission met almost 1 year ago to consider the recommendation of the proposed rule
that was known as Phase Il. State law prevents changes to the nursing facility reimbursement
system without the recommendation of the SJICMO, and as you may recall the rule was
recommended by this commission on a vote of 10-1. | came across a news article a few days
ago from the Indy Star, published the day after that October meeting. It referred to this rule as
groundbreaking. 1 hope that you share my sentiments that it was so nice to see Indiana
described as doing something “groundbreaking” when so often we are accused of lagging
behind. We were aware at that time that there were only 8-9 states that had undertaken any
kind of a P4P initiative, and that Indiana’s approach was somewhat unique. So we commend
the commission for supporting this step towards improving care in Indiana’s nursing facilities.
That rule did become final, CMS approved the State Plan Amendment, and it was implemented

on January 1.



You have been provided a summary of the case mix Medicaid rate setting system that was
prepared for us by our rate setters, Myers and Stauffer LLC; Keenan Buoy is present with us
today to clarify any questions you may have. First of all | would remind you that prior to a case
mix system of reimbursement, facilities were reimbursed based on whether a resident fit into
one of two categories, either skilled or intermediate. The case mix system creates multiple
categories of reimbursement, ranging from a very low needs resident to one who has highly
skilled, very acute care needs. These categories are called Resource Utilization Groups or
RUGs. The residents are placed into one of these groups by a process that begins with the
completion of the Minimum Data Set or the MDS. We have been using the MDS version 2.0 for
approximately 12 years and the latest version, MDS 3.0, after many delays, goes into effect this
October 1. After the MDS is completed by facility personnel on every resident, both initially as
well as quarterly, annually and at any significant change of condition, that information is sent
electronically to the Federal and State government entities. The primary purpose of the MDS is
for the planning and delivery of care for each individual resident based on the information ‘
gathered. For states that use this information for reimbursement, as we do in Indiana, it is then’
extracted for our rate setters who use the data to modify the direct care component of the case

mix system.

As seen in the diagram, there are four basic components to the CM system: Direct, Indirect,

Administrative, and Capital.

The Direct care component is what it sounds like: it pays for nursing services. It is based on
facility costs and it is case mix adjusted based on the average acuity of each facility’s residents.
While it is subject to an overall component ceiling, it is exempt from the Maximum Allowable
Increase cap. This was a change that was effective with Phase |l implementation as an

encouragement, removing all negatives to a facility to increase staffing hours.

The Indirect Care component includes care that is not nursing: dietary, social services, laundry
and plant operations; again based on facility costs and subject to an overall component ceiling.
The direct and indirect care components have a profit add-on payment that is used to incentivize
facilities to keep costs down; it is paid to providers whose costs are below the ceiling and the
amount of the payment is tied to the facility’s individual report card score. Basing this on the

RCS was a component of the Phase |l changes as another incentive to improve quality.



The Administrative component reimburses for general and administrative costs such as
Administrator and other management salaries. With the implementation of Phése Il this was
changed from a strictly cost based method to a “price”, based on the median allowable cost of
all facilities in the state. This was done in an effort to control the rapid growth in management

salaries that had been witnessed following the implementation of the QAF.

The Capital component pays for the use of the facility and equipment based on a fair rental
value system. It is a statewide price per bed. Property taxes and insurance are also reimbursed
under the capital component and all are subject to the overall component ceiling. This
component also has a profit add-on provision if costs are below the ceiling and are variable

based on the facility’'s RCS—another quality incentive provision of Phase II.

The Therapy component is considered a separate component as costs for Physical,
Occupational, Speech and Respiratory therapies are reimbursed as a direct pass through, and

not subject to the overall rate ceiling and are exempt from the maximum allowable increase cap.

The Quality Assessment Fee add-on reimburses for the costs of the quality assessment fee.
The Medicaid portion of each facility’s QAF costs are reimbursed as a direct pass-through,

which is not subject to an overall component ceiling.

Then come the quality add-on components: Report Card Score, facilities that have Ventilator
units (serving more than 8 ventilator dependent residents, and the Special care Unit add-on for
facilities who meet the qualifications for having a special care unit for residents diagnosed with
Alzheimer’s or other related dementias, While each of these quality add-ons existed in the case
mix system prior to Phase lI, there have been some modifications. Each of these add-ons is not
based on costs, and except for the Special Care Unit add-on, they are exempt from the

maximum ailowable increase (MAI). If you earn them, you get them, in total.

Report Card Score: Prior to Phase I, every facility received an additional payment based on
their RCS; from $1.50 per patient day for facilities in the IoWest quartile (with the highest scores
thus the poorest care), to $2 for the next quartile, $2.50 for those in the quartile with the next
best scores to the highest reward of $3 ppd for those with the lowest scores, thus performing the
best as determined by the survey process. With the implementation of Phase [, the maximum
payment is increased to $5.75 ppd for all facilities ranking in the top quartile, those facilities with
the lowest, or best, scores. The facilities in the lowest quartile will receive NO add-on, and

those in between will receive a graduated add-on based on their individual scores. Not only



does this almost double the reward for good performance, it provides for a more equitable
reward for all those in between. | am happy to report that we believe we have already begun to

see the impact of Phase Il by a drop in the average report card score by about 11 points.

The Ventilator Unit add-on has no new qualifying criteria but was increased from $8.79 to
$11.50 per day which is paid for all residents in the facility, an increase of almost $3 per patient
per day. We have 5 facilities that care for ventilator dependent individuals and these facilities

have large investments in equipment as well as highly trained staff.

The Special Care Unit or Alzheimer’s add-on is the last of the quality component add-ons and it
too has been updated and the reimbursement increased. Facilities that have Alzheimer’s or
Dementia Units are determined annually and the add-on has increased from $10.80 per day to
$12 for each Alzheimer’s patient being cared for. Because this information had not been
updated since 2003, some new facilities since then have SCU’s that are now receiving this add-
on—bringing the total to 174 SCU facilities. Also some facilities have closed their dementia

units and are therefore no longer receiving this add-on.
The Medicaid rate paid to each facility is the sum of all these rate components.

| have referred to some of the changes in the system created by the implementation of Phase Il.
There are a couple of other provisions that were incorporated to assist us in achieving the
State’s goal of balancing the long term care reimbursement system, expanding home and
community based options and of providing care in the most appropriate and least restrictive
setting whenever possible. The minimum occupancy for facilities with more than 50 beds has
been increased to 90% from 85%, hopefully encouraging inefficient facilities to either close or
convert the facility to another use. The rule change also reduced the value of certain RUG
categories that will apply prospectively and only for new resident admissions, thus encouraging
facilities to either not admit or to appropriately discharge residents in the lowest needs

categories to a more appropriate HCB setting.

You also requested information on how Phase Il or any other efforts will be used to serve as
incentives to improve Nursing Facility quality. While the responsibility for the regulatory
process, including on site surveys of facilities to verify compliance with state and federal
regulations and also imposition of any subsequent penalties, lies with the ISDH as previously
presented by Terry Whitson, FSSA will continue to Iook'for ways to improve nursing facility

performance from the reimbursement perspe‘ctive. Before Phase Il was even in place, we had



begun work on Phase lll. A workgroup had been formed in 2008 under my predecessor, Megan
Ornellas, to consider other avenues or methodologies to pay for improved performance.
Sometimes called “pay for performance” or “value based purchasing’, the goal is the same.
Beginning in February of this year, we expanded on the initial work of this group and are
considering what, if any, changes should be made to the quality component. Often heard during
the Phase |l discussions was a concern that the survey proéess, which determines the RCS,
was a flawed or an incomplete methodology to pay nursing facilities for quality. We, as a
Division, recognized that it wasn’t a perfect way, or the only way, to measure or pay for quality.
But it was a valid way and had been used for an add-on since the effective date of the QAF in
2003. The group that is currently refining the old and considering new components upon which
to base the payment is known as the Clinical Expert Panel and were selected for their-clinical
expertise. We have Provider representation in nurses and administrators, advocacy |
representation from USA, AARP and the State Ombudsman office, we have educators and
researchers from the field of gerontology and we have representation from ISDH and from
FSSA, both Aging and OMPP as well as reimbursement expertise provided by Myers and
Stauffer representatives. They have met faithfully on a monthly basis with some subcommittee
work as well. They have reviewed mountains of resource documents and studied P4P or VBP

from multiple states. The following components have been considered:

CMS Quality Indicators or Quality Measures; direct care staffing including hours per patient day,
turnover and retention of direct care staff; tenure of administrators and directors of nursing;
qualifications of Medical Directors and time spent by them on Medical Director duties in the
facility. They have considered satisfaction surveys of residents, families and staff. They have
‘talked about differentiating between quality of care vs. quality of life, e.g., should facilities be
rewarded for implementing culture change programs; and the RCS which is now the only
component. Some of these provisions are going to be recommended for Phase |ll and others
will be held for future modifications. | am very impressed with the work of this group—a look at
quality from some very experienced and qualified professionals. We will be finalizing the
recommendations of the CEP in the next 2-3 months and then we will convene the provider
associations, Aging and OMPP to devélop the final product in preparation for developing a
proposed rule. At this pointin time the expectation is that the new quality measures with Phase
1l will supplement the RCS as the tools to determine the Medicaid reimbursement mechanism

to incent improved quality.



Lastly, unless you would like me to stop now, | can update you on the status of the CCF and

deal briefly with potential maximization of the QAF.

CCF: The CCF is a residual fund that resulits after reimbursing facilities by virtue of the CM
reimbursement formula. While it has been designated to use to either close Medicaid nursing
facilities or to convert them to HCBS such as AL, Adult Family care, or Adult Day Services, there
has been little to no interest shown by providers in participating in this program. The current
balance in the Closure and Conversion fund is $27.8M. Expenditures from this fund include:

e a disbursement of $512,610 to McCurdy Health Care Center for conversion from a
Nursing Facility (NF) to an Assisted Living Facility (Riverwalk Village) participating in the
Assisted Living Medicaid Waiver program.

¢ A transfer of $10.5M at end of SFY10 to offset the state’s portion of a negative variance
in nursing facility expenditures in excess of $40M. FSSA representatives met with
providers who agreed with this transfer.

Maximization of QAF: There has been discussion involving providers, FSSA and some
legislators about the possibility of increasing the assessment on nursing facility providers in
order to generate additional dollars to be used similarly to the current assessment. If the quality
assessment was maximized (5.5% of Medicaid revenue) it would generate approximately
$46.6M in additional state dollars.

Questions?



Summary of Case Mix Medicaid Rate Setting System

Exhibit F

i Select Joint Commission on
A. Direct Care Component Medicaid Oversight

Reimburses nursing services . September 21, 2010
’
Case mix adjusted based of the acuity of residents in the facility

Rate based on each facility's costs, subject to caps
Profit add-on payment available if cost < ceilings; profit % varies depending on ISDH
Report Card Score
B. Indirect Care Component
1. Reimburses dietary, laundry, housekeeping, plant operation and social services

2. Rate based on each facility's costs, subject to caps
3. Profit add-on payment available if cost < ceilings; profit % varies depending on ISDH

Report Card Score
C. Administrative Component
1. Reimburses general and administrative services
2. Rate based on statewide "price" not provider costs

I
D. Capital Component _
1. Fair rental value system based on statewide price per bed reimburses for the use of
facility and equipment
2. Reimburses property taxes and insurance based on each facility's costs*
_Fair Rental value plus cost* are subject to caps
4. Profit add-on payment available if cost < ceilings; profit % varies depending on ISDH
Report Card Score |
E. Therapy component
1. Reimburses Medicaid physical therapy, speech therapy, occupational therapy and

respiratory therapy services
2. No component caps

=
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|

F. uality Assessment Fee F] add-on component
1. Reimburses Medicaid quality assessment fee costs
2. No component caps

G. Nursing Home Report card score add-on component
1. Additional reimbursement based on quality measures
2. Not cost based

3. Reimbursement can range from $0.00 to $5.75 per resident day based on each
facility's ISDH Report Card Score |
H. Ventilator add-on component
1. Additional reimbursement for providing care to more than eight (8) ventilator-
dependent residents
2. Not cost based
3. Reimburses $11.50 per Medicaid resident day
|
I.  Special Care Unit (SCU) add-on component
1. Additional reimbursement for operating a special care unit providing care to
residents with Alzheimer's disease or dementia

2. Not cost based
3. Reimburses $12.00 per Medicaid day for residents in special care unit

[ Total Medicaid Rate = Sum of all rate components above |
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- The Medicaid Fraud Control Unit

Jurisdiction
* Medicaid-Provider Fraud
* Theft of Patient Funds
» Abuse of Medlcald Patients
. Neglect of Medlca|d Patlentssr o

. ‘Theft of Drugs

MFCU Abuse and Neglect Investlgators have an average of 18.4
years of Iaw enforcement experience.

- The MFCU has two Nurse Investigators, one with 22 and one
with 24 years of professional experience.




MFCU CASE WORKFLOW AND
FIGURES NURSING FACILITY

©Other Sources of Complz

Full Investigation

2005 493
2006 351
2007 344
2008 290
2009 244
2010 288
Total 2010

License Violation————¢
v ‘ R v
Cases Referred Cases Referred Cases Referred Cases Referred Cases Referred
to IPLA to Prosecutor to HHS - OIG to ISDH Other
2005 | 43 2008 | 23 2005 0 2005 | 18 2005 4
2006 | 100 2006 | 47 2006 4 2006 ; 47 2006 10
2007 | 96 2007 16 2007 7 2007 | 52 2007 5
2008 | 22 2008 [ 20 2008 14 2008 | 30 2008 3
2009 | 77 2009 | 19 2009 7 2009 | 36 2009 3
2010 | &7 2010 6 2010 10 2010 ; 17 2010 0
Total | 395 Total | 131 Total 42 Total | 200 Total 26




Other, 5%

Law

Enforcement,

7%

Private
Citizen, 10%

ISDH: Reports
from Nursing

ISDH:
Surveys, 5% _-

Facilities, 10%

Sources

ISDH:
Complaints
from
Public, 63%

Referrals
Assigned 2005 | 2006 | 2007 | 2008 | 2009 | 2010 | Total
Prosecutor 23 47 16 20 19 6 131
HFA Licensing 7 18 14 4 15 5 63
Board
Nurses Board 36 78 81 18 59 51 323
Other Boards 0 4 1 0 3 1 9
Boards: Total 43 100 96 22 77 57 395
CNA Registry 18 47 52 30 36 17 200
Exclusion Requests 0 4 7 14 7 10 42
Other Referrals 4 10 5 3 3 0 25
Totals 88 208 176 89 142 90 793




MEDICAL LICENSING HEALTH

FACILITY WORKFLOW AND FIGURES

- Coniplaints Passed from IPLA R T AT £ .
Includss MFCU Forwarded Complaintsy .~ ComPlaints sz:;blwﬁ - | Suveysfrom |
o PO urses o
Hea % Nuri:; - 42.3% | 2008] 78] 118 2005 27)p
19 183 \ (2008 18] 101 20061 64)p
28] 124 - ' 2007)  12[ 103 2007) 103}
1] 5\ {2008 ) 2008 241
19 59 - | 2009 4| 110] 2009 37|k
8| 57 o [Taot0] 5[ 73] 2010 28l}
108 531 . |Total 65 612(. ;

_Board Designée:

‘Review.and -

Board Hearing 1BV ——Board Hearing

¥ y

S e ~ Informal T
- Formal:Board - - - Formal-‘Board
- . Action - . -Action
o Meeting S
Yr__ 1IBM | [Qpen¥r 2005 | 2006 | 2007 | 2008 20@( 2019 | Total Yr_ HBM | [OpenYr__ [ 2008 | 2006 | 2007 | 2008 | 2009 | 2010 [Total
gia:nexissed 2 | 2 | 4 | 2005 3_1 Case I—
2005 Fine e e i Er T ey 2006 s Dismissed 3 3 3 3 3 2 | 17
F—————1 —1 L S . S 2 ] n
2008 Q—T No Violation 4 4 2007 16 %‘“Tf = 539 520 522 5;5 539 4; 311:
. Reprimand 1 3 5 1 10 "oy C Violation |
2007}, 1 Rewoked |~ 1 1 | 2008} 22 ) Reprimand | 8 | 7 | 7 | & | & | 6 | 45 |
2008] 31 | o2 vanc_| B A
| £ Seffied 1 1 | 2009] 22 Revocation 2 1 1 2 1 8
| 20091 9 f |Suspension R E] 2 |31 8 2010 © Suspension | 54 | 46 | 48 | 51 | 55 | 41 | 296
2010] 4 Pending 1 1 Total eal (Pending 1 1 2 61 | 87
Total 4g) |GrandTotal | 3 | 3 | 7 |14 ] 5 | 2 | Total 120 | 109 | 115 | 122 | 154 | 158 | 787

Dispersion estimated with representative sample of
disposition of nursing cases for same time period
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Recommendations by Attorney General Zoeller to the Select Joint
Commission on Medicaid Oversight

(1) Enact legislation which would require that a health professional applying for a license or
certification to undergo a criminal background check and the results sent to the Indiana
Professional Licensing Agency. It also would require the county prosecutors to notify the
Indiana Professional Licensing Agency if a licensee, such as a health facility administrator or
nurse is convicted of a crime. This proposal has been announced by Senator Miller and will be
heard during the upcoming legislative session.

(2) Quality care in nursing homes is the responsibility of all owners and administrators. To that
end the Department of Health and the Attorney General should continue to refine and

enhance protocols governing the reporting of discipline issues to the responsible licensing
entities.

3) Provide whistleblower protection to nursing home administrators and staff who make reports
of misconduct. Such protection is provided to other individuals and entities by statute and
should be extended to those providing care in nursing homes.

1) Require nursing home facilities to report any termination of an individual licensed by the
Indiana Professional Licensing Agency to their respective licensing board. In addition,

insurance companies should be required to report any settlement or judgment involving
negligence in nursing home care.
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American Health Care Association National Center For Assisted Living

LONG TERM CARE ECONOMIC IMPACT STATISTICS

INDIANA

NURSING FACILITIES, STAFF & PATIENTS
It Indiana

504 Nursing Facilities
48,534 Employees
39,190 Patients Cared for Every Day

16% of patients rely on Medicare; 61% rely on Medicaid; 22% pay for care with private or other funds.

$3.4 billion or 1.4% of state economic activity
(direct effect)
$5.6 billion or 2.3% of state economic activity

(total impact)

Economic Activity Employment

(in millions) (jobs)
Health and Social Services $3,648.8 71,800
Real Estate and Rental 1,539.6 10,900
Manufacturing 173.3 3,100
Finance and Insurance 78.2 100
Retail Trade 38.7 600
All Industries and Sectors $5,611.6 88,100

“Long Term Care Facilities” include nursing facilities, assisted living and other long term care residential facilities.

American Health Care Association ¢ National Center for Assisted Living
1201 L Street NW » Washington DC + 20005
www.ahcancal.org
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Long Term Care (LTC) facilities* support an estimated

$5.6 billion or 2.3% of the state’s economic activity

LTC facilities support $5.6 billion in LTC facilities’ direct economic impact on
revenue... : Indiana represents...

* 1.4% of economic activity

« 1.3% of labor income

g * 1.9% of employment
€ $5.6
LTC facilities’ fotal economic impact on
| Indiana supports...
J BDirect Effect  @Total Effect * 2.3% of economic aCtiVity
LTC facilities support $2.7 billion in labor *  1.7% of labor income
Income... »  2.4% of employment
i
. LTC facilities generate $0.8 billion in tax
§ revenue...
3 * $0.3 billion in state/local taxes
3 $2.7

* $0.6 billion in federal taxes

[P

®Direct Effect @ Total Effect

LTC facilities contribute to approximately
88,100 jobs...

Demographics of Indiana
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& 86,100 State economic activity (2007) $243.6 billion

: i Effect Total Effect
Direct e e Prepared by:

*Long Term Care (LTC) facilities include nursing homes, assisted /—-—\
living, and other residential care facilities. These facilities do not TheL G o
include government-owned or hospital-based facilities. E W IN ROUI
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Summary: Economic Impact of LTC Facilities

' ’ ' ' % of Total
Estimated Impact Direct Indirect Induced Total State Activity
Output (in billions of doliars) $34 $15

Labor income (in billions of doitars) $2.1 $0.2 $0.5 $2.7 1.7%
Employment (jobs) 68,900 5,500 13,700 88,100 2.4%

Estimated Impact

Tax (in billions of doliars)

State/Local

$0.3

Federal

$0.6

$0.8

LTC facilities support other industries and

sectors statewide...

Industry/Sector

Health and Social Services 71,800 $3,648.8

Manufacturing
' l

Estimated Impact

Employment
(jobs)

Professional - Scientific and

Tech Services

Economic
Activity
(in millions)

NAICS: North American Industry Classification System

Note:

Numbers may not add due to rounding.

Sources:

Economic impact analysis: The Lewin Group analysis using

Impact Analysis for Planning (IMPLAN) software, Minnesota

IMPLAN Group, Inc, 2007 data

Population data: U.S. Census Bureau, http:/ /www.census.gov/

Economic Impact Definitions

Direct Effect represents the impact (e.g., change in
employment or revenues) for the expenditures and/or
production values specified as direct final demand

changes.

Indirect Effect represents the impact (e.g., change
in employment or revenues) caused by the iteration
of industries purchasing from industries resulting from
direct final demand changes.

Induced Effect represents the impacts on all local
industries caused by the expenditures of new
household income generated by the direct and
indirect effects of direct final demand changes.

Total Impact is the sum of the direct, indirect and

induced effects.

Labor Income is the sum of employee
compensation and proprietary income.

Prepared by:
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Indiana

2010 Long

Term Care

Health Care Overview

Nursing Facility Resident
Population by Payor (2009)

Facility Characteristics

Facilities Beds/ Employees
Units
Other .
229% Nursing
Facilities: 504 57,450 48,534
(2009)
ICFs/MRDD*: 546 4,181 5,310
(2009)
Government
78%
Assisted
Government - Includes Medicaid and Medicare lemg: 1 90 14’665 N/A
Other - Includes Private, Insurance and Medicare Advantage (2007)
Government Expenditures (2010)
Medicaid Medicare
Estimated Total Nursing Facility Expenditures $1,205,189,000 $823,641,600
Estimated Total ICFs/MRDD* Expenditures $328,564,000 N/A

Medicaid Shortfall

Nursing Facilities (2009)

Average Per Estimated
Patient Day Total
N/A N/A

Estimated Medicare Cuts
FY 2010 - 2019**

Final Health Care
Rule Reform
$358.1 $451.2

**Dollars in millions

*Intermediate Care Facilities for the Mentally Retarded/Developmental Disabilities
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Quality Assessment Fee

!NDEAE‘{A H EAETH
CARE ASSOCIATION

Hﬁsmry of the QAF

The 2003 Indiana General Assembly passed
legislation authorizing the Indiana Office of Medicaid
Policy and Planning (OMPP) to collect a quality
assessment fee (QAF) from nursing facilities and use
the revenue to enhance nursing facility
reimbursement.

In 2004, 2005 and 2006, the Indiana General
Assembly extended the QAF for one year each time,
reaffirming their near-unanimous support for this
initiative. During the 2009 legislative session, the
QAF was extended for two years; it is now authorized
through June 30, 2011.

The QAF could not be implemented, however, until it
was approved by the Centers for Medicare &
Medicaid Services (CMS). Implementation began
July 1, 2005.

Federal Approval

OMPP submitted a State Plan Amendment to CMS
on September 30, 2003. It was approved by CMS on
April 12, 2005. The quality assessment will be
applied retroactively to July 1, 2003.

How the QAF works

An assessment is collected from providers based on
the number of non-Medicare days in their facility.
Providers are assessed the fee, which generates $98
million in state dollars that is paid to the State.

The State then spends the money within the
Medicaid program so it becomes eligible for federal
matching funds (based on every dollar the State
spends, the federal government provides $1.62 back
fo OMPP.

Funds Returning to Facilities*

The $98 million, when matched with federal financial
participation, generates a total of approximately $270
milion (state and federal dollars), 80% of which is
returned to long-term care to help pay for the care of
Indiana’s frail and elderly.

Fundé Returning to State

The state Medicaid program receives 20% of the total
revenue, which generates an estimated $54 million
(state and federal) annually to be used at the State's
discretion in the Medicaid program.

Furthering Policy Goals

The QAF will alsc help further shared policy goals of
IHCA and tfie state such as:
e  Quality care incentives
o Improved funding for specialized care for those
afflicted with Alzheimer's Disease
o Implement a closure/conversion fund, which
will help Indiana address mutual policy goals

- Waiver Exemptions

The quality assessment utilizes a federal waiver (42
C.F.R. 433.68) that allows an assessment to be
levied and at the same time exclude certain providers
from paying the fee while still meeting the federal
requirements to qualify for matching funds.

Indiana’s approved plan exempts Continuing Care
Retirement Communities (CCRCs), hospital-based N
facilities and the Indiana Veteran's Home.




QAF MAXIMIZATION

Current Assessment (4.0%) $98,668,552
R e Ay S oy 7o

Federal Maximum (5.5%) $135,539,576

Additional Revenues

State Share (80/20 Split)

Closure and Conversion Fund $29,000,000

It’s part of the collection of the QAF but set aside to close and convert facilities. No money has been spent from

this account.

Civil Monetary Penalty $9,000,000

Money collected from providers for fines paid from surveys and controlled by Indiana State Department of
Health (ISDH)




Current States with N_FProvi_der Taxes

Annual Tax ! Tax Per Tax Per Non- | Tax as a Percent |At or Close
State Waiver | WaiverStatus | Per Licensed | Occupied Bed | Medicare Day of Revenue to 5.5%

Alabama_ 82,960 L X
Arkansas $9.62 X
(California Yes Approved $11.16 X
Colorado Yes Approved ! ¢+ $7.62 -
Connecticut Yes Approved _ $15.90 X
District of Columbia $4,441 X
[Florida __ _i _Yes 1| Approved B 1 $15.89 X
\Georgia Yes Approved $12.21 X
ldaho $11.74 |
llinois $1.50 o i
Indiana Yes Approved o $10.00
lowa Yes Approved _ $5.26
Kansas Yes Pending $1,500 i
Kentucky Yes Approved $10.60
Louisiana $8.02 X
Maine R N o L 550% X
|Maryland Yes Approved - $14.01
Massachusetts Yes Approved $18.41 X
Michigan | Yes Approved | I 7 x W1 X
Minnesota $2,815 X
(Mississippi | 4 | S S v I | __Lox
Missouri i _ $9.27 . o X
Montana $8.30
Nevada Yes Approved 0l _522.84 x
New Hampshire . _ 5.50% X
New Jersey Yes Approved ~ $11.92
New York o R | 16.0% of Non-T-18, x|
North Carolina Yes Approved $12.75
Ohio $11.95; B
Oklahoma o $6.70]
Oregon Yes Approved o _ $15.38 o
Pennsylvania Yes Approved $23.75 B N
Rhode island 5.50%
Tennessee $2,225
Utah $10.20 X
Vermont $3,963
West Virginia 5.50% X
Wisconsin $1,800 B




Indiana Medicaid
Reimbursement

. ReyiSed August 2009



System Overview

Case Mix Reimbursement Methodology (Rule 14.6 of the
Indiana Administrative Code)

Prospective System of Payment
Medicaid Cost Report is filed annually for the period:
FYE 8/31 =9/1/Yr 1 -8/31/Yr 2

FYE 12/31 =1/1/Yr 1 -12/31/Yr 2

Rates calculated annually based on allowable costs reported
on the filed cost reports

Data from MDS assessments used to determine the facility’s
Case Mix Index (CMI)

Rates adjusted quarterly to reflect changes in the CMI for
Medicaid Residents

Rate is derived from five Cost Components

Each Cost Component (excluding Therapy) is subject to
limitations and profit incentives, which are based on Statewide
Medians



Rate Components

Direct Care

DEFINED BY THE FOLLOWING COSTS:

Director of Nursing

RN’s, LPN’s, CNA's

Medical Director

Other Nursing Staff

Nursing Consultant

Pharmacy Consultant

Medical Records Costs
Pooled Personnel

Routine Nursing Supplies
Non-Routine Medical Supplies
NATCEP Costs (Nurse Aide Training Competency Evaluation Program)

Allocated Employee Benefits for the Above
Salaries



Rate Components

Therapy

DEFINED BY THE FOLLOWING COSTS:

Physical Therapy

Speech & Audiology Therapy
Occupational Therapy
Respiratory Therapy

Allocated Employee Benefits for the Above Salaries

These costs are adjusted to “carve” out the Medicaid
portion of costs based on utilization.



Rate Components

Indirect Care

DEFINED BY THE FOLLOWING COSTS:

Dietary - Wages, Raw Food, Supplies, Dietician
Housekeeping - Wages, Supplies, and Services
Laundry - Wages, Supplies, and Services

Plant Operations - Wages, Utilities

Repairs & Maintenance — Auto, Equipment, Building
Activities - Wages and other Services

Social Services - Wages and other Services
Allocated Employee Benefits for the Above Salaries



Rate Components

Administrative

DEFINED BY THE FOLLOWING COSTS:

Administrator and Assistant Administrator
Allocated Home Office Costs
Office and Clerical Staff

Legal and Accounting Fees

Help Wanted Advertising

Travel

Telephone

Licenses, Dues, and Subscriptions
Office Supplies and Postage
Working Capital Interest

State Gross Receipts Tax
Utilization Review

Liability Insurance

Management Consultant Fees
Other General and Administrative

Allocated Employee Benefits for the Above Salaries



Rate Components

Capital

DEFINED BY THE FOLLOWING COSTS:

Property Insurance

Real Estate Taxes

Personal Property Taxes
and

A Fair Rental Value (FRV)* allowance, which is used
in lieu of the following costs in the calculation of the
rate:

Interest

Depreciation

Building Lease/Rent
Equipment Lease/Rent

Home Office costs of the above

— The FRV allowance is determined in part by the
facility’s number of licensed beds and the historical
cost of allowable patient-related property of the median
bed.



Computation of Rate

Allowable costs reported on the Annual Financial
Report (Cost Report) are adjusted for inflation.

The allowable, inflated costs are then grouped into the
five cost component categories and a cost per patient
day (PPD) is computed for each component based on
the facility’s actual patient days for the cost reporting
period.

The cost PPD for the Direct Care component are
“normalized” or adjusted by dividing the cost PPD by
the Total Facility CMI score. The “normalized” PPD are
then multiplied by the Medicaid CMI score to reflect
only the Medicaid portion of costs.

Each component’s costs PPD (excluding Therapy) are
then compared to the limitations (medians) and
incentive parameters (profit add-ons) and adjusted if
necessary.

The facility’s total Medicaid rate is derived from the sum
of the five component’s adjusted cost PPD.



Limitations & Incentives

Limitations

 Direct Care - 120% of the Median.
 Therapy - No limitation.

* Indirect Care - 115% of the Median.
« Administrative - 105% of the Median.
« Capital - 100% of the Median.

Profit Incentives (if below limit)

« Direct Care - 30% of the Difference.
 Therapy - No Profit Incentive.
 Indirect Care - 60% of the Difference.
« Administrative - 60% of the Difference
» Capital - 60% of the Difference.



General Information

« Non Allowable Costs:

Personal and Federal Income Taxes
Promotional or Public Relations Costs

Bad Debts

Drugs

Non Patient Care Related Costs

Air Fluidized Beds/Mattresses (i.e. Clinitron)

Pet food & supplies (i.e. aviary, fish)

Lobbying expense

Cable television (allowable in common areas but
not in individual resident rooms)



(-]

Bed Changes

Any requests to change a facility’s licensed beds
or certified beds should be submitted to the
State by the Reimbursement Services
Department.

Changes can be done up to twice per year. The first
change must be on January 1 and the second
change must be on either April 1, July 1 or October
1.

Only 1 of the changes per year can be a decrease.
45-day notice must be given for bed change
requests (i.e. for bed changes to be effective
January 1, notice must be given by November 15).



CVS® Senior
Medical Alert
What if you Fall &
Can't Reach the
Phone? Get a
CVS® Alert

System Now!
www.MedicalAlertSysten

Find Nursing
Homes

Find Nursing
Homes Near You.
Free Service with
No Obligation!

www.AssistedLiving.com

«— Technology Grants Announced For New Reinote Monitoring Projects AgeSong and Barnes and
Noble to Hold Elders Prose and Poetry Contest —

New Survey Shows Nursing Homes Are Getting Better
Recommendations All Around

July 28th, 2010 - No Comments

Referrals are the best source of business and nursing homes are no different. The 2009 National
Survey of Consumer and Workforce Satisfaction in Nursing Homes, recently released by My
Innerview, shows a majority (85%) of consumers (residents and their families) report their willingness
to recommend their facility as either “excellent” or “good.” Sixty-eight percent (68%) of employees
recommend their facility as a place to work as either “excellent” or “good.” The recommendation of

)

M’z nursing homes shows incremental improvements every year since
B= My InnerView began conducting research on these trends in 2005.
B The report shows an increase in employees willing to recommend
E the facility as a place to work and satisfaction among nurses and
nursing assistants remains lower than the satisfaction of employees
in other job categories.

, - ¥ “This is by far the largest database ever collected about the
willingness to recommend a facility by residents, families and employees in America’s nursing
homes,” said Neil Gulsvig, president, My InnerView. “This report is useful to consumers — who
want more information when choosing a nursing home — as well as providers and policymakers —
who are warranted to demonstrate value to these consumers and taxpayers. The data allow nursing
home leaders and public policymakers to more precisely target quality issues and workforce retention

efforts.”

Download the 2009 National Report (PDF)

Tags: Nursing Homes 9
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ISDH Long Term Care
Newsletter Issue # 10-12
August 6, 2010

In Today's Issue:
- GPRA Update
- Seasonal Influenza Alert
- Residential Sprinklers
- Recall
- Coming Events

El

As part of the Government Performance Responsibility Act (GPRA), the Centers for Medicare and
Medicaid Services (CMS) in 2005 established pressure ulcers and restraints as their two GPRA goals.
The GPRA data includes all Indiana nursing homes. The Indiana State Department of Health (ISDH)
continues to monitor our progress on preventing pressure ulcers and reducing the use of restraints.

GPRA Pressure Ulcer Rates

The following are events related to pressure ulcer prevention:
- October 2005: CMS began its GPRA initiative on pressure ulcers
- October 2007: ISDH conducted a Leadership Conference on the topic of pressure ulcers
- July 2008: I1SDH implemented the Indiana Pressure Ulcer Initiative
- October 2008: Learning sessions began for first group of 163 Indiana Initiative participants
- August 2009: First group of 163 facilities and agencies completed the Indiana Initiative
- October 2009: Learning sessions began for second group of 80 Initiative participants
- September 2010: Second group of 80 facilities and agencies to complete the Indiana nitiative

GPRA pressure ulcer data for Indiana nursing homes (includes all nursing homes):

Quarter/Year IN Rate IN Rank National Rate Region V Rate

Q4 2008 8.3%  35th 8.0% 7.4%

Q12009 8.0%  29th 8.2% 7.6%

Q2 2009 76%  27th 7.9% 7.2%

Q3 2009 7.3%  26th 7.6% 6.9%

Q4 2009 7.8%  32nd 7.7% 7.1%

Q12010 76%  29th 7.8% 7.1%
Overview:

- Since the beginning of the GPRA pressure ulcer data report going back to 2003, Indiana has had the
highest pressure ulcer rate in CMS Region V.

- The first quarter of 2009 was the first time since the start of data in 2003 that Indiana was below the
national average.

- Since 2003, Indiana has ranked last (6th) in CMS Region V. In the third quarter of 2009, Indiana

improved to 4th but slid back to 6th in the fourth quarter. Indiana currently ranks last in the six state

Region V.

The ISDH is pleased with the progress made by Indiana facilities over the past year. The 1% reduction
translates into approximaiely 250 fewer residents per quarter with pressure ulcers and a cost savings of

2



over $10 million. The ISDH encourages facilities to review their pressure ulcer prevention systems and
implement improvements. The ISDH Pressure Ulcer Resource Center provides useful resources and
best practices and is found at hitp://www.in.gov/isdh/24558.htm.

GPRA Restraint Rates

The following are events related to restraint reduction:
- October 2005: CMS began its GPRA initiative on pressure ulcers
- March 2008: 1SDH conducted a Leadership Conference on the topic of behavior
management and restraint reduction

GPRA pressure ulcer data for Indiana nursing homes (includes all nursing homes):

Quarter/Year IN Rate IN Rank National Rate Region V Rate

Q4 2007 44%  31st 4.8% 4.0%
Q12008 4.0% 4.5% 3.8%
Q2 2008 3.6% 4.2% 3.6%
Q32008 3.4% 4.0% 3.6%
Q4 2008 3.1% 27th 3.9% 3.4%
Q32009 25% 23rd 3.3% 3.0%
Q4 2009 2.3% 21st 3.1% 2.9%
Q12010 22%  25th 2.9% 2.7% =
Qverview:

- The Indiana restraint rate continues o decline.

- Beginning in Q4 of 2008, Indiana improved rom fourth in the region o third  Indiana remains ranked
third in the region.

Congratulations to Indiana nursing nomes on the continued efforts to reduce (astrainis.

Summary

Influenza A (H3N2) virus infections have been recently detected in people in a number of states across
the U.S., including two small localized outbreaks. Sporadic cases of influenza and localized summer
outbreaks from seasonal influenza viruses are detected each summer. Clinicians are reminded to
consider influenza as a possible diagnosis when evaluating patients with acute respiratory illnesses,
including pneumonia, even during the summer months. Treatment decisions should not be made on the
basis of a negative rapid influenza diagnostic test result since the test has only moderate sensitivity.
False positive results also can occur, particularly at times 'when overall influenza prevalence is low.

For patients for whom laboratory confirmation is desired, or to confirm initial influenza cases in a
community in which cases have been tested by rapid influenza diagnostic.fests, it is recommended that
reverse transcriptase -polymerase chain reaction (RT-PCR), and/or viral culture is utilized. Clinicians
should use empirical treatment with influenza antiviral medications for persons hospitalized with
suspected influenza, and for suspected influenza infection of any severity in high-risk individuals,
regardless of influenza immunization status. Early initiation of treatment provides more optimal clinical
responses, although treatment of moderate, severe, or progressive disease begun after 48 hours of
symptoms can still provide benefit.

Background




Overview of CMS Nursing Facility Quality Measures

CMS Nursing Facility Average Quality Measure Scores by State, 1st Quarter 2010

CHRONIC CARE POST ACUTE CARE

High Risk  [Low Risk

Pressure  |Pressure Physical Indwelling Pressure
State |Pain |Ulcer Ulcer Restraint |Depression |Weight Loss [ADL Bedfast |Locomotion |Catheter Incontinence  |UTI Delirum |Pain Ulcer
IL 3.60%)13.10% 1.90% 3.00% 16.30% 8.80% 14.40% |2.00% 11.70% 5.20% 42.80% 8.40% |1.80% 19.30% (13.80%
N 2.50%(10.30% 1.50% 2.20% 16.90% 8.20% 21.00% |3.20% 112.80% 5.50% 49.50% 8.90% |0.70% 17.60% |9.90%
KY 2.70%10.80% 1.20% 4.60% 18.50% 9.70% 17.30% [7.70% 12.40% 6.10% 51.70% 10.60% }0.60% 16.70% {12.00%
Ml 3.00%|10.20% 1.40% 3.30% 13.80% 7.70% 12.10% |3.30% 9.50% 4.80% 52.40% 8.60% (1.40% 19.20% {11.00%
OH 4,70%|10.30% 1.70% 3.80% 18.20% 7.90% 13.00% |4.20% 10.80% 6.10% 47.30% 10.50% |1.30% 23.00% |12.50%
Wi 3.30%(9.00% 2.30% 1.10% 18.30% 7.60% 14.60% |1.90% 11.40% 6.90% 48.60% 8.00% (1.60% 25.80% 19.90%
UsS 3.15% |11.00% 1.70% 2.90% 14.70% 7.80% 14.70% [4.00% 11.30% 5.10% 50.90% 8.80% |[1.30% 18.80% {13.00%

Indiana Ranking Compared to Surrounding States

41 |tied for 3rd |3rd 2nd [5rd [atr llast  [ard liast ~ |and ['4th Jatn  Jond land  [tied forist |




Indiana's preventable medical errors fall | IndyStar.com | The Indianapolis Star Page 1 of 2

INDYSTAR..COM

. ] developing bed sores. Efforts have
Iﬂdlana SPp T@V@Ht&bl@ included in-person and online
medical errors fall prevention training for hospital

personnel.

More than 230 health-care facilities and
agencies have participated in the 1
nitiative, the Department of Health said.

State's report shows incidence of bed
sores dropped by third in '09

By Daniel Lee

Posted: August 31, 2010 The department's Indiana Medical Error
Reporting System is based on 28 serious
reportable errors as defined by the
National Quality Forum, a Washington, D.
C.-based nonprofit group focused on
improving the quality of health care.
Reportable errors include medication
mix-ups, surgery on the wrong body

part, and death or serious injury from a
fall.

Indiana's hospitals and ambulatory
surgery centers reported a decrease in
preventable medical errors last year --
including a 33 percent drop in the
number of bed sores.

Overall, 306 facilities reported 94
preventable medical errors in 2009,
according to a report released Monday by 4 -
the Indiana State Department of Health. 29 instances, was the retention of a

That's down from 105 errors reported foreign object such as a sponge in a
each year in 2008 and 2007. patient after surgery. In 17 instances,
health facilities performed surgery on the

wrong body part.

Last year, the most common error, with

The 22 pressure ulcers, also called bed
sores, reported for 2009 were the fewest
since the state's medical-error reporting Advertisement
system began four years ago. Indiana
health facilities reported 33 bed sores in
2008.

Mom Dilemma #36:
Your daughter insists

on wearing her princess
costume to the grocery
stare, Allow it or not?

The decrease in bed sores likely is linked

to the Department of Health's Indiana

Pressure Ulcer Initiative, according to the
report.

The initiative, which began in June 2008
and runs through September, focuses on
improving hospitals' systems for
assessing risk factors for patients

htin:/karanxr indxsrotar cam /avtinla/INTANRAT /MTTIATNTEQAQ/RAINAN/TnAiana_o_nraventahla mad a/1 /7010



Indiana's preventable medical errors fall | IndyStar.com | The Indianapolis Star

Page 2 of 2

Clarian Health -- with Methodist
Hospital, Riley Hospital for Children and
Indiana University Hospital -- had the
biggest tally of errors last year with 18.
Clarian, with 56,022 inpatient discharges
and 168,689 outpatient visits, also was
by far the busiest hospital system.

Dr. Gene Beyt, Clarian's senior vice
president of Medical Quality and Patient
Safety, noted that Clarian's trauma
centers, cancer center and transplant
programs take care of some of the state's
sickest and most complex patients.

But, he added: "Zero (errors) is what we
want."

Some large local hospitals reported zero

or one preventable error in 2009. Wishard M
emorial Hospital reported a single error,

a surgery performed on the wrong body
part.

St. Francis Hospital in Beech Grove
reported one error, a foreign object left in
a patient after surgery. St. Francis'
Indianapolis hospital, on the
Southeastside, did not record any errors
last year.

Advertisement

Mom Dilemma #36:
Your daughter insists

an weating her princess
costume to the grocery

httn://www.indvstar.com/article/20100831/BUSINESS/8310350/Indiana-s-opreventable-med... 9/1/2010
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STATE QUALITY PROGRAMS
AND PURCHASING MODELS
POINT THE WAY
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My INNERVIEW
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November 2009




OVERVIEW

The pace of state development of new Medicaid quality-and-value strategies
with' respect to nursing home services, including but not limited to value-
based purchasing;- coritinues to accelerate. This :trénd-reflects a wideriing:
recognition’ fha_‘['.rEg_ulatory and enforcement strategies, while necessary,
are not fg‘l_‘ly'effe_c'ti{/_e as the primary mechanism to ensure quality and
" optiimize value. for consumers or taxpayers. At the same time, national
© collaboratives like Advancing Excellense in America’s Nursing Homes
(WWA. nhqualltycampann org) are enabling payers, consumers and providers
to forge a copsensts oi critical mterdependent and multidimensional drjvers
ofq_uallty. avnd_-per,formance. In tmn,,l,,nformatjon technelogy is now aya;lable
to support data’ collection and analyses  of key rhetrics $0 they can be
practically dpplied to poli'cy’and practi:ce' decisions. Becausa of their unique
ievé‘rage,_'statéMe_d'ic‘a'i'd’ programs have ready opportunities to tap into and
help drive progress in this 's'ociglly‘imp(jrtan't arend as the population ages.

[
i
N

PRIy

~ Though only ojné:additional'é’ta’té (-v_(_EoloF?ad'b') was added to the list of Medicaid
L progiams with activé valiie- baé'ed"purchasl'ng‘ features during 2009, several
" other states Have set in motion initiatives désigned- to broaden nursing
home performahce measurement -béyond traditiongl regulatory strategies
'.and motivate improvement through evidence-based approaches and gieatér
public transparency. '

In addition, early state adopters of nursing home performarice-based
purchasing policies — including’ lowa, Kansas, Georgia and Oklahoma —
have continued to refine and focus their efforts based on data accumulated
and lessons learned from early years of experience with these strategies.
These states are providing valuable insights to other siates for their own
development of this policy area. -

© November 2009, My InnerView | Rewarding Quality Nursing Home Care



Background

State Medicaid programs remain the majority
purchasers of nursing home care in the United
States, bearing responsibility for two-thirds of the
nation's 1.5 million nursing home residents and
approximately half of all nursing home expenditures.
Though long-term nursing home utilization rates
" have flattened or declined in the wake of expanded

home- and community-based services, - -~ son. -

and Medicare spending on short-stay
nursing home residents has been
growing, the Medicaid institutional

i
i
!

population continues to be a ' these programs B

significant component of overall
Medicaid expenditures. Importantly,

expansion of nursing home use, in 3o%ofthenursmg

absolute terms, will likely begin to
reappear in the near future under -
demographic forecasts for rapid
growth in the number of “old" elderly
who are most in need of long-term
care. In addition, the nursing-home
resident population will consist of those whose.
functional dependencies and associated healthcare
needs are more severe and complex. Thus, even if
Medicaid programs purchase relatively fewer days of
service than in prior periods, the cost for each day of
care will continue to rise. These facts underscore the
need to focus more intently on both quality and value,
whereas previous purchasing policies responded to
quantity and intensity of services.

These realities help to explain why states have begun
to experiment with “market-based” reforms, which
include offering more actionable information to

Dinall 13 states,
will impact nearly

homes'and 1/

s nationwide,

consumers to induce greater overall system
competitiveness, together with steps to directly align
Medicaid payment incentives with measurable quality
outcomes and demonstrated improvement. Currently,
eight ‘states have some form of pay-for-performance
(P4P); arrangement in place for nursing homes, with
five other states in process of implementation. When
: implemented in all 13 states, these
programs will impact the care
provided by nearly 30 percent of the
nation’s nursing homes and a quarter
of nursing home residents.

Consumers and providers, as well as
legislators, find the idea of matching
incentives to perfermance attractive in
principle, and have been provisionally
supportive of initiatives designed to
bring about such an alignment. As
applied to nursing home care in
particular, an evidence-based reorien-
tation to quality and value, while not simple, poses
fewer complexities and variables as compared with
value-based purchasing programs in acute and
primary care or in managed care contexts. Farly state
initiatives of this kind have been launched and
sustained with investments that are quite small in
relation to the dollar volume of their overall Medicaid
nursing home purchases, and are beginning to
exhibit positive results. Despite current budget woes,
other states (Indiana, Maryland, Massachusetts,
Texas, Virginia) have embarked on the development
of policy frameworks and information systems
necessary for value-based purchasing.

This third in a series of reports from My InnerView summarizes these trends and offers fresh practical guidance drawn from evolving state
practices and My InnerView's unigue field experience and data resources. Our organization currently provides data management and
analytic support for nursing home performance-measurement initiatives across the nation, and collects performance data on nearly half of
U.S. licensed nursing facilities. The company works with state governments,. quality-improvement organizations (QIOs) and other entities
to provide independent research and operational support to promote quality-improvement initiatives.

‘Earlier papers (Value-Based Purchasing in Nursing Homes: Insights from Early Adopters, November 2007, and Value-Based Purchasing For
Senior Care Services: Optimizing Value for Medicaid Systems, Novemnber 2008) provide insights gleaned from the experience of early adopter
states and highlight basic principles to guide the future development of effective value-based purchasing strategies in nursing homes,
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SUMMARY of current state programs

The following is a summary of activity for states with a
current pay-for-performance program:

COLORADO

<SSR

The Colorado Department
of Health Care Policy and
Financing (CDHCPF) began
a nursing home P4P
program on July 1, 2009,
authorized  in  state
legislation passed in 2008.
The program is voluntary

> on,

on the part of nursing homes. In order to apply for

consideration, facilities must satisfy two prerequisites:

(1) . completion of a qualifying resident/family
satisfaction survey by an external entity; and

(2) absence of substandard deficiencies on the
most recent health department certification

Eligible facilities have an opportunity to apply for
program awards via an application supported by
detailed documentation that they have put in place
Quality of Life and Quality of Care programs. The
latter two “domains” are defined in the CDHCPF
application document by rmeans of ten separate
subcategories containing 35 individual program or
performance elements.

Program monetary awards are based on a possible
100 points earned by meeting or exceeding program
elements. At least 21 points are required for the
minimum award of $1 per resident day, with a score of
80 or more points needed for the maximum payment
of $4 per resident day. Available points are divided
roughly equally between the Quality of Life and
Quality of Care domains and their subcategories.

The Colorado program is distinguishable for its broad
emphasis within the Quality of Life domain on
institutional “culture change" focused on person-
directed care and home-like environments, and

consistent staff assignments to residents. Given this
emphasis, the program may prove somewhat less
attractive to nursing homes that are focused on short-
stay patients and have very high admission and
discharge rates. As of this writing, approximately
a third of Colorado nursing homes had applied for
P4P awards through the program.

The Quality of Care domain is comprised of more
commonly-employed metrics such as nationally-
reported clinical measures, staff retention rates and
employee satisfaction.

GEORGIA
The  Georgia  Quality
Initiative is a collaborative
quality measurement and
improvement program for
Georgia nursing homes.
The Initiative was created in
2003 and has been
sustained through the
cooperative efforts of the following agencies and
organizations: >

Georgia Department of Community Health

Alzheimer's Association, Georgia Chapter

American Association of Retired Persons, Georgia

Office of Long Term Care Ombudsman

Georgia Medical Care Foundation

Georgia Health Care Association

The Initiative has served as a unique example of
stakeholder collaboration behind an evidence-based
approach to continuous quality improvement in the
state’s nursing homes. More than g5 percent of the
state’s nursing homes participate in the program.
Analyses covering the 2004-2008 period identified
measurable improvement in customer satisfaction,
clinical outcomes and staff retention.
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At the program’s inception, My InnerView began
collecting data on resident, family and employee
satisfaction; workforce performance; and clinical
outcomes. My InnerView has provided participating
facilities with feedback reports and quality-
improvement training.

In 2007, the Georgia Quality Initiative became the
Quality Incentive Program. This value-based
purchasing program blends My InnerView satisfaction
survey and workforce data with a subset of Centers for
Medicare and Medicaid Services (CMS) clinical
outcomes results as the basis for additional
reimbursement. A point system uses these data to
determine reimbursement eligibility. Facilities must
receive three total points to be awarded an incentive
payment, and one of these points must be awarded
from the CMS data. Reimbursement eligibility is
determined quarterly to encourage facilities to main-
tain a focus on improvement and superior cutcomes.

JOWA

The lowa Accountability
Measures Incentive Program
is the longest-running of
the current state Py4P
programs involving nursing
home care, but is now in
the process of a significant
: makeover. It will be renamed
the lowa Nursing Home Pay for Performance
Program effective July 1, 2010. The program continues
to be mandatory for all nursing homes. Since 2002,
the program offered monetary incentives based on a
schedule of ten measures, consisting of a collection of
regulatory results, nursing hours, resident satis-
faction, staff retention, special licensure, Medicaid
utilization and administrative efficiency. (Specific
clinical quality indicators are absent from this
program, but are among those slated to be added.)

Incentive payments have been available in increments
of $1, $2, or $3 per resident day, tied to a point
allocation for measures met or exceeded.

An early independent analysis of the program showed
improvements on accountability measures for
deficiency-free surveys, nursing hours, resident

satisfaction score and employee retention rate from
state fiscal year 2003 to 2004.

The Accountability Measures Incentive Program was

the target of media and legislative criticism in 2008

tied to the program’s payment to incentive awards to

certain facilities with negative regulatory survey

outcomes. Legislative amendments and agency

actions imposed interim restrictions in late 2008,

and set the stage for a more thorough revamp of

the program next year. Among the suggested changes

likely to be adopted are:

% Redesignate the program as Nursing Home

Pay for Performance

Specify prerequisites facilities must meet to

quality for incentive payments

Increase both performance thresholds and

payment amounts

21 Set fixed performance targets to replace
comparative performance levels

7 Restructure metrics around four domains —
quality of care, quality of life, efficiency
and access

Disseminate best practices

KANSA
The Kansas Nursing Facility

Quality and  Efficiency
QOutcome Incentive Foctor
was added to the state's
Medicaid nursing facility
payment methodology in
2005, and was modified on
July 1, 2009. Among state
programs of this kind, Kansas employs the fewest
number of performance criteria — staffing,
turnover/retention, Medicaid occupancy and
completion of a culture-change survey. A work group
advising the Kansas Health Policy Authority recently
recommended the addition of resident, family and
employee satisfaction surveys to the incentive factors.

Currently, facilities have the opportunity to earn a
maximum annual payment add-on of $2.60. Most of
the available incentives are tied to case-mix-adjusted
staffing levels and staff turnover thresholds.
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The Minnesota Quality
Add-on was first introduced
in 2003 and continues to be
a work in progress as the
original  recommended
design has not been fully
implemented.  Currently,

: the add-on payments are
calculated with reference to seven measures — staff
retention, staff turnover, use rate of temporary staff, a
wide spectrum of MDS-based clinical quality
indicators, resident quality of life, consumer
satisfaction and deficiency-free surveys relative to
certain care-related regulatory items.

A quality score grounded in the clinical indicators is
the most prominent feature of the program.
Allocation of add-on payments is pursuant to a 100-
point system, with the heaviest allocation {40 points)
made to the clinical quality score. In 2007, additional
payments of up to 2.4 percent of the daily operating
rate were possible, but median awards weré much
smaller. However, Minnesota has implemented a
separate program that allows facilities to earn medical
assistance payments of up to 5 percent of the
operating payment rate. Facilities can submit
proposals to implement programs that seek to
improve quality and efficiency, and contribute to the
rebalancing of the state’s long-term care system.

The Ohio Department of
Jobs and Family Services
administers that state's
Quality Incentive Payment
program.  Implemented
pursuant to legislation in
state fiscal year 2007, the
program provides additional
payments to Medicaid-participating nursing facilities
that meet specific performance on these factors:

i Deficiency-free on the most recent standard
survey results
Resident satisfaction survey results above the
statewide average

Famnily satisfaction survey results above the
statewide average

Number of nursing hours per resident
day above the statewide average

Employee retention rate above the average
for the facility’s peer group

Occupancy rate above the statewide average

Medicaid utilization rate above the state-
wide average
'+ Annual case-mix score above the statewide average

Though designed to offer additional payments for
performance, industry sources indicate that the ability
of facilities meeting the criteria to access additional
payments is dependent on factors lying within the
basic payment methodology. This methodology has
been in the process for several years of transitioning
from a cost-based to a price-based model. The
number of facilities qualifying for add-on payments
which actually receive those paymentsis unclear.

OKLAHOMA

Focus on Excellence is the
name given to Oklahoma’s
three-pronged program to
drive  nursing  home
improvement. The program
employs multiple perfor-
mance measures  to
support P4P, a consumer
Web site and star rating system, and continuous
feedback of performance data to nursing facilities for
their use in tracking and improving quality. It is the
only state program designed to support each of these
reinforcing components by use of a single,
consolidated base of evidence.

Though voluntary, Focus on Excellence has attained
participation of more than 9o percent of the state’s
nursing homes. Early provisional data for the program
indicate measurable improvement on most included
performance factors. Like Georgia's program, Focus
on Excellence emphasizes a broad and balanced set of
metrics, and assesses perfermance frequently.
Incentive payments are calculated and revised on a
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quarterly basis, as are nursing home ratings on the
consumer Web site.

The state is in the process of making a number of
refinements to Focus on Excellence based on lessons
learned in the first two years. An independent analysis
of the program by the Pacific Health Policy Group was
recently completed and is viewable at
http://www.ohca.state.ok.uS/about.aspx?id=1o323&p
arts=7447 along with other reports by the program
data-management vendar, My [nnerView.

For the past five years, Utah
has maintained a quality-
improvement  program
through Medicaid under
which  facilities  could
receive  payments  for
voluntary  improvement
- efforts that meet a set of
prerequisites. The program is not always listed by
analysts as a true pay-for-performance undertaking,
inasmuch as it has not yet included specific
performance requirements. However, the state agency
anticipates adding a feature which would require
facilities to demonstrate above-average performance
on selected measures through their quality-
improvement programs in order to qualify for
financial awards in future years.

Programs in developiment

Beyond the programs described, at least five
additional states are known to be in active processes
to establish new quality-measurement or P4P
programs for nursing homes.
i Maryland and Texas are proceeding based on
legislation enacted or revised during their
2009 legislative sessions.

G Indiana has recently proposed new rules as
the first action in a multi-step development
leading to a well-rounded P4P regime
by 20m.

! The Virginia Department of Medical
Assistance Services issued comprehensive
recommendations in 2007 for creation of a
public nursing home Web site, followed by
implementation of a performance-based
Medicaid payment feature. Action on the plan
has been delayed due to budget considerations.

Massachusetis has initiated a pay-for-reporting
process as a means of acquiring information
on several measures antecedent to a possible
P4P arrangement in future years.
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CRITIGAL CONSIDERATIONS

As leaders evaluate the approach of paying for performance in Medicaid nursing home programs, there are a
number of critical considerations that must be carefully assessed prior to and during implementation:

CHOOSING THE RIGHT PERFORMANCE MEASURES

Superior performance is the result of getting the predicates of superior performance right. States
recognize that nursing home performance is multi-dimensional. Consequently, they are assembling a
core of measures which encompass clinical and non-clinical outcomes, and similarities are emerging
across states on specific measures used (see Table 1, page 9). This trend results from both stakeholder
consensus and the improvement of empirical knowledge of what elements of performance are
meaningful and possess explanatory and predictive value in the nursing home context.

Gain experience — The most logical and first step is to acquire the necessary low-cost data infrastructure
and devote an initial period to data collection of provisional metrics in order to gain experience with the
system. This step will lay a solid foundation on which to erect a value-based purchasing policy, as well
as more effective public reporting to consumers.

Inputs versus outputs -— Certain input and process measures (e.g., workforce stability and engagement)
are very strongly correlated to outcomes and merit inclusion in programs designed to be quality-
sensitive. Workforce characteristics — due to their strong correlation to performance on quality
Indicators and consumer satisfaction — are virtually synonymous with those outcomes and merit
: inclusion with significant weight within P4P and public reporting programs. Others (e.g., raw measures
b : of staffing levels) are popular with some stakeholders but are ambiguous as predictors of consistent

o i good outcomes.

My -l«nv-n‘e

s ' Regulatory and certification surveys — Though a number of states have incorporated elements of a
facility's regulatory history as measures for incentive payments, the recent trend is to use those results
as prerequisites for initial and continued participation by nursing homes in P4P programs.

Sensitivity to change — Metrics must be sensitive to change so that they capture subtle, but real,
A improvements or declines in performance occurring over the short term. The more sensitive to change,
= . the more likely providers are to adopt “best practices” to improve performance.
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PRIORITIZING THE MEASURES

Because not all of the performance measures are equally important, they should be appropriately
weighted for use by the Medicaid program, the public and the providers. Either at the outset of P4P, or
after a year or two of experience, states will typically incorporate some type of differential weighting of

the program performance measures.

Differential weighting — An approach that assigns different numerical weights to each metric or
domain of metrics to balance the value of each can be useful and justified if: (a) the weighting scheme
accurately represents the balance of values within the metrics, (b) if the application of the weights does
not distort the distribution of results unnecessarily, and (c} if the weights do not unfairly or systema-
tically create winners and losers among groups being evaluated.

Stakeholder consansus — Adequate input should be gained from key stakeholders to ensure that

metrics are meaningful.

Statistical correlation — There should be evidence of predictive strength of each metric in relationship

to overall performance.

ENCOURAGING DATA-DRIVEN BEHAVIOR

The data used in this endeavor — both the data gathered from the providers as well as the derivative
reimbursement information — are powerful motivators of facility behavior. In order to maximize this
potential, the data should be gathered frequently and in a timely fashion, be reported in a way that is
easily related and understood by all stakeholders, and be completely transparent.

Frequency and tiineliness of reporting — The more tightly coupled incentive payments are to real-time
performance, the more success providers can achieve in changing operational processes to improve
performance. Performance improvement efforts are far more likely to succeed when performance data
are available in realtime than when these data are reported retrospectively after many months have
elapsed, and that currently demonstrated improvement will result in higher reimbursement within a few

months and vice versa.

Data transparency — The data should be supplied back to the nursing homes utilizing a reporting
vehicle that is easily understood and readily available. The results should also be made available in
summary form to consumers to allow them to find facilities in their geographic area that are high quality
and performing in areas that are important to the consumer. Such public visibility would also hold
facilities accountable in a very open fashion — another powerful driver of behavior.
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SETTING STANDARDS FOR PERFORMANCE AND IMPROVEMENT

Programs should incorporate fixed standards and designs to reward significant improvement as well
as comparative performance as early as practical in the life of the program. Both are priorities that will
benefit all parties under P4P programs and represent important second-step refinements to be
undertaken with early performance data as the primary reference point. Those data will enable states to
set static standards; periodically review and adjust them going forward; and define degrees of
improvement suitable for year-to-year financial rewards.

Comparative performance — Comparative targets based purely on relative performance such as
median or percentile rankings might be a good way to start a program until there is enough data
available to be evaluated. ;

Fixed performance targets — The accumulation of new data makes it easier to develop fixed
performance targets. Since fixed targets are known in advance, providers can further focus their quality-
improvement efforts on what matters most. Fixed targets are also easier for consumers to interpret and
understand. Program managers can also review fixed targets annually to determine from actual data
how key performance thresholds should be adjusted over time. This strategy creates greater flexibility
for program managers to better direct future program priorities.

ENSURING DATA INTEGRITY
To address data integrity and validity in self-reported programs, stakeholders should consider:
Medicaid provider agreemeni — The nursing facility Medicaid provider agreement is amended if

necessary to bring any self-reported data that will implicate provider payments under the purview of
federal and state Medicaid penalties for willful false reporting.

Audit programs — Provider record retention requirements and audit programs are extended to
documentation pertinent to P4P participation.

Data quality — Processes must be in place to ensure, to the highest degree possible, that data used
for determining incentive payments are accurate, valid, complete and timely. This may involve steps
such as outlier analysis and anomaly detection, or working with original source data providers to
improve the quality of their data-creation processes.
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Medicare volume (1)

Special licensure (1)

Case mix score (1)

Avoided re-hospitalization (1)

Staff vaccinations (1)«

Infection control (1)

TABLE 1

Contributors to this report include: BRUCE THEVENOT, My [nnerView Senior Vice President of Strategic Relationships; JOHN MABRY,
M.P.H., My InnerView Vice President; ERIC LEWERENZ, M.S., My InnerView Director of Information Quality; and LESLIE GRANT, Ph.D.,
Associate Professor of Healthcare Management in the Division of Health Policy and Management in the School of Public Health at the

University of Minnesota.

Contact us at www.myinnerview.com to receive an electronic version of this or previous reports. Other related information (including the
2008 National Survey of Consumer and Workforce Satisfaction in Nursing Homes)' can be found in the Resource Center of our Web site.

© November 2009, My InnerView | Rewarding Quality Nursing Home Care

MIAIBUU] K. o



MY INNERVIEW

BECAUSE KNOWING MORE MATTERS MOST~

www.myinnerview.com

500 Third Street - Wausau, W 54403
715~848-2713



onsumer and Workic

g National Survey of
'ce satistaction

ursing Homes

OVERVIEW

BACKGROUND AND FINDINGS
RESPONDENT COMMENTS
METHODOLOGY

28 o

My INNERVIEW

BECAUSE KNOWING MORE MATTERS MOST=

myinnerview.com




In this report:

Dverview

Satisfaction as a predictor for recommendation
&l Why satisfaction matters

B Beyond guantitative data

B Key findings

Bl Conclusion

Part one: Background and findings

Survey respondents 2005 to 2009

&

Consumer and workforce demographics

H

Consumer and workforce recommendation

Factors that drive consumer recommendation

Consumers identify strengths and opportunities

B E

Factors that drive workforce recommendation

23]

Workforce identify strengths and opportunities

reT)
B

Interdependence of consumer and workforce satisfaction

Part two: Respondent comments

Words that matter to residents
Words that matter to families

Bl Words that matter to workforce

Part three: Methodology

Workforce satisfaction
Consumer satisfaction
B Predictive validity

Weighting procedures



OVERVIEW

An applied research company,
My InnerView has been

Satisfaction as a predictor
for recommendation

measuring and  reporting 1INS
the level of consumer and NURSING HOMES: This year's report underscores
workforce  satisfaction in TNATIA the important fact that consumer

nursing homes since 2005. This
multi-year series of national

accountability in the use of public
and private resources for
long-term  care  services.
It also offers greater trans-
parency to help consumers make informed
decisions when seeking nursing home care.

This is the fifth and most in-depth annual report
published by My InnerView. It is the most compre-
hensive voluntary survey ever taken of nursing home
consumers (residents and families) and staff in
the United States. Encompassing one in three
nursing homes, the 2009 report represents the
largest national database of nursing homes
and the opinions of 82,473 residents, 150,829
family members and 283,404 employees.

My [nnerView’s database provides robust longitudinal
estimates and describes trends in consumer and
workforce satisfaction in nursing homes across
America. Our estimates are based on a methodology
that My InnerView researchers developed to assign
weights that adjust for facility characteristics on a
state and national level.

NATIONWIDE
CONSUMER:  Famiy members 150,829

reports helps foster greater Residents
WORKFORCE:  Fmplojees 283404 consumer satisfaction tend to do

Total voices 916,706

and workforce satisfaction are
positively correlated — meaning
82473 that facilities that do well on

well on workforce satisfaction.
The repott analyzes key consumer-

and workplace-related factors that influence overali
satisfaction, such as:

) Consumer and workforce demographics

SEE FIGURES 2-3, PAGES 89

L% Resident and family concerns
SEE FIGURE 7, PAGE 12

4 Staff issues
SEE FIGURE 9, PAGE 14

L1 Pay-for-performance systems
SEE FIGURE 6, PAGE 11

The data reveal a strong interdependence of resident
and family satisfaction, and family and employee
satisfaction. SEE FIGURES 1112, PAGE 16
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My InnerView | Overview

Why satisfaction matters

Demonstrating value to key stakeholders, such as
consumers and payers, is paramount in discussions
about how to set priorities in the allocation and
expenditure of state and federal resources. Policy-
makers, payers, regulators, consumers and providers
need to reach a consensus as
to how quality can be redefined
to better align their interests as
important stakeholders. This report
suggests that input from nursing
home residents, family members
and employees is important in any
comprehensive system of quality
measurement and improvement.

Satisfaction measures are critical
dimensions of quality where
the interests of consumers, payers and providers
are aligned. For the field of practice, this year’s
report contains very positive results. The
level of satisfaction in the country’s nursing homes
shows incremental improvements every year
since these data were first collected by My InnerView
in 2005.

Consumers and payers are demanding more.
Renewed efforts by the long-term care profession are
warranted to demonstrate value to consumers and
taxpayers, especially when it comes to the expendi-
ture of state and federal taxpayer dollars.

Beyond quantitative data

For the first time, we have gone beyond reporting
quantitative data, and have identified and rated key
words in the comments (or answers) respondents
provided to open-ended questions. These comments
were analyzed based on a word count and content
analysis. The gualitative data are especially useful
because these data were coded to reflect a “positive
versus a negative versus a mixed (both positive
and negative)” meaning from the perspective of the
respondent. Using content analysis, we were able to
identify those factors that matter most to consumers
and workers, and at the same time determine how

Measuring satisfaction
is a critical dimension | consumer and staff recom.
of quality where the
interests of consSUMers, performance programs.
payers and providers
are aligned.

positive or negative these factors are perceived to be.
SEE FIGURES 1315, PAGES 19-21

Key findings

The 2009 National Report s part of an expanding series
of My InnerView reports that are helping to guide the
development of more systematic
approaches to quality improvement
in America's nursing homes.

mendation is above the national
average in states with pay-for-

“i The care and services provided
by the employee — and the
employee/resident relationship —
are the most consistent predictors of consumer
recommendations.

i Competent and caring staff is a consistent
predictor of resident and family recommendation.

Although resident and family perspectives are not
identical, both families and residents are important
stakeholders who are able to provide valid feed-
back about nursing home care. Input from both
groups can help improve nursing home care overall.

We have seen an increase in satisfaction of consumers
and employees from 2005-2008. This high level
of satisfaction remains stable since 2008. The
increases are consistent across sectors (such as
nonprofit and privately owned facilities) and across
many geographic areas (states, urban, suburban
and rural).

Conclusion

To better align financial incentives, reimbursement
systems (especially new value-based reimbursement
systems) should take into account consumer and
workforce satisfaction. A more balanced set of
metrics should be incorporated into value-based
reimbursement systems and consumer report
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cards to place greater emphasis on consumer and
workforce satisfaction to complement basic metrics
related to state surveys and clinical outcomes.

In recent years, Medicaid agencies in more states have
added workforce and/or consumer satisfaction metrics
into their value-based payment systems to provide
financial incentives to facilities that demonstrate
progress in implementing practices that improve
consumer and workforce satisfaction.

National collaborative partnerships such as the
Quality First initiative, CMS’ Nursing Home Quality
Initiative and the Advancing Excellence in America’s
Nursing Homes campaign? promote a broader,
more systematic definition of long-term care quality
that views consumer and workforce satisfaction
as critical indicators of organizational excellence.
This report underscores the fact that providers
of senior care services in the United States are
responding to those initiatives, and are paying
attention to the voices of consumers and the
workforce. My InnerView data lend support to the
view that incremental progress is being made, in
part because greater attention is now being paid to
these matters.

There is growing recognition that the definition of
nursing home quality must continue to evolve to
make it more congruent with the needs and
preferences of many older Americans and their
families who are seeking long-term care. This
My InnerView series of national reports contributes
to an expanding body of research demonstrating the
value of benchmarking consumer and workforce
satisfaction as a basic parameter of nursing home
quality. Gradual progress is being made, but much
work remains to be done to support the improvement
of consumer and workforce satisfaction in America's
nursing homes.

' Quality First is a commitment to performance excellence in
quality of care and quality of life by the long-term care community.
The CMS Nursing Home Quality Initiative, launched in 2002,
provides information to consumers about the quality of care
provided and offers important resources available to improve the
quality of care in facilities. The Advancing Excellence in America’s
Nursing Homes campaign is a broadly-based initiative that includes
government and other stakeholders. Provider participants select up
to eight performance outcomes, including consumer satisfaction,
as part of their quality-improvement program.
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My InnerView | Background and Findings

Background and findings

More nursing homes participated in My InnerView's
consumer and workforce satisfaction survey in 2009
than in any previous year. SEE FIGURE 1, PAGE 7 The
continued growth of our database suggests that the
long-term care profession is gradually redefining
organizational excellence using a balanced set of
measures that supports the interdependent interest of
diverse stakeholder groups such as residents, family
members, workers and payers.

Consumer and workforce demographics

Consumer and workforce demographics play a key
role when measuring recommendations. Only by
understanding each group individually can facility
owners begin to fully define where to invest their
improvement efforts.

Consumer demographics

Consumer respondents total 233,302: 65% are families
of residents and 35% are residents. Results are broken
down by resident’s age, length of stay, how often the
residentis visited, and who the visitors are: grandchild,
friend, sibling and other. SEE FIGURE 2, PAGE 8

Workforce demographics

Employee respondents total 283,404. Results are
broken down by employees' age, job category,
hours worked and length of employment. SEe FIGURE
3, PAGEQ

Key findings

High levels of satisfaction among nursing home
consumers and employees is indicative of their

likelihood to recommend a facility to others. The
probability of recommendation among these two key
groups is measured by the combined percentage of
“excellent” and “good" responses, and continues to
be stable since 2005. SEE FIGURES 4—5, PAGES 10—11

t1 Recommendation among nurses, nursing
assistants and overall workforce has steadily risen
every year since 2007.

1 Consumer recommendation was at 85% in 2008
and essentially unchanged in 2009.

States with pay-for-performance systems
have higher degrees of consumer and workforce
satisfaction when compared to the national average.
SEE FIGURE 6, PAGE 11

L1 Care and competency of staff are the two top
factors that drive consumer recommendation.
SEE FIGURE 7, PAGE 12

“1 Primary opportunities for improvement differ
between residents and families. SEE FIGURE 8, PAGE 13

The top four factors that drive workforce
recommendation are the same for all workforce
groups. SEE FIGURE 9, PAGE 14
"% The caref/concern of supervisors is seen
as a primary strength by employees; job stress
and management issues are the main areas for
improvement. SEE FIGURE 10, PAGE 15

17 There is a strong interdependence of resident
and family satisfaction as well as family and employee
satisfaction. SEE FIGURES 11—12, PAGE 16
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Survey respondents 2005 to 2009

Surveys returmed and percent of total

146949 73%
BATIT 7%

2B

4040, 9%
87315 33%
94090 49%
22349

ST/

0 656
4T3 36,
233302 .

S4B 19
14490 40%
114800 4%

CONSUMERRESPONDENTS

Family members 3160 8% | . 7749t B | 118985 81%
Residents 1806 1% ¢ 14942|B% 27397 19%
Total responderts 0966 | S2Am | MG
WEORKFIRCE RESPONDENTS |

Nurses Sl | 20060196 | 30300 19%
Nursing assistants 41465 3% | 53157 39%
Al e taff L .
Total espondents | 10688 ¢ | 161908
Sl CETIR

Figure 1 * “Facility count" is unduplicated total of facillties completing consumer and/or workforce satisfaction surveys

As more providers recognize the value of national
benchmarks for consumer and workforce satisfaction,
participation in My InnerView's voluntary satisfaction
surveys continues to increase.

The total number of respondents has grown
tremendously from 70,966 in 2005 to 516,706
in 2009.

F¥ 2,867 more facilities participated in 2009 than
in 2005.

1 There were 228% more consumer respondents in

2009 (233,302) than in 2005 (70,966).

i There were 165% more workforce respondents in
2009 (283,404) than in 2006 (106,858).

More than one-third (35%) of consumers surveyed
in 2009 are nursing home residents (as opposed to
their family members).

From 2006 to 2009, My InnerView surveyed a total of
775,619 nursing home employees from all 5o states
and the District of Columbia. These respondents
include 306,427 nursing assistants, 146,595 nurses
(RNs, LVNs and LPNs in non-administrative
positions) and 322,597 other staff. During these years,
the overall distribution of workers in various job
classifications remained constant. Nurses account for
19%, hursing assistants for 36—40%, and other staff
for 41—42% of the workers surveyed each year.
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Consumer demagraphics

233,302 respondents: 856 families of residents: 35% [Bsidﬁnts

Resident’s age
62% gver 80

Less than B0 years ———— 01

60-69 years——F

10-79 years

Length of stay

B4% gver 1 year
4%: < 1 month
1-3 months

3-8 months

6 months-1 year

Figure 2 May not total 1009 due to rounding

Resident and family demographics are stable across
survey years. These characteristics remain essentially
the same since 2005. Response rates are improving
and the representation of residents has increased
every year. Despite that, the other demographic
characteristics of respondent groups are comparable
across years, suggesting that the underlying
demographic characteristics of respondents partici-
pating in these voluntary surveys over time is stable.

£3  In 2009, My InnerView collected surveys from
5,091 nursing homes, 82,473 nursing home residents
and 150,829 family members.

The number of resident respondents continues
to rise. Residents represented 19% of consumer
respondents in 2007, but 35% in 2009.

Resident visited

19% at least weekly

Less than 3% ———————
Once a year or less

49%: Dnce every 3 months
Once a month-or mare

Visitor is actult child

2% of time
29%: Srandchild

Friend —
Other
Brother/Sister

"t Nearly two-thirds (64%) of residents had been
in the facility for more than one year at the time of
the survey.

i1 62% of residents responding are over 8o years
of age.

't The number of residents less than age 6o and
60-69 are nearly equal, 9% and 10% respectively.

i The overwhelmingly majority of residents (79%)
are visited in the nursing facility at least weekly. Family
members represent 82% of visitors.

"I The most frequent visitor (52%) is the resident's
adult child.
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Workforce dem

1

graphics

283,404 fBSDDﬂdG[]’[S_I“m% nursing assistants; 19% nurses; 419% other

Employee’s age
H3% aver 40

50-59 years

Joh category
59% nursing staff

Soclal Services/Activities I ™
Administration/ =
Nursing Administration —TI%

All other positions
Housekeeping, Laundry,
Maintenance

Food Service et

Figure 3 May not total 100% due to rounding

My InnerView collected 283,404 surveys from
nursing home employees in 200g9. Of those
respondents, 54,004 are nurses and 114,490
are nursing assistants.

#ii  The data continue to point out the importance of
an aging workforce, with 53% of employees being over
the age of 40.

4 23% of employees are age 30-39; 25% are less
than 30 years.

#! The data continue to indicate a fairly stable
workforce: 71% of all employees report working in the

Hours worked

81% 30+ per week .
3%: Less than 10 hours— 7,
10-20 hovrs—————
20-30 hours -

Leﬂg’ih,of'emp[nymem -; ‘-‘
1 1 year+ ‘ ;

Less than 3 months

3 months to 1 year

same facility for one year or more. However, recent
data from My InnerView and other sources indicate
that overall staff turnover has declined during the
present economic downturn.

i3 There are twice as many nursing assistants
(40%) than nurses (19%). The next largest groups are
food service (11%), and housekeeping, laundry and
maintenance (10%).

i 81% of employees work more than 30 hours
a week.
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\o

s3ulpuld pue punosdyoeg | malpiauug AW



]

Background and Findings

My InnerView |

Consumer: Recommendation to others

Combined percentage “excellent” and "good” recommendations. of the nursing home to others

Figure 4

Consumer and workforce recommendation are
becoming broadly recognized as important dimen-
sions of nursing home quality. Although there is
more work to be done, monitoring the state
of consumer and workforce satisfaction in the
nation's nursing homes is an important step towards
improving nursing home care in general.

Overall, the number of consumers who would
recommend a long-term care facility remains high
at 85%, four percentage points higher than 200s.
The number of residents who would recommend
a nursing home increased by one percentage point
over 2008. The fikelihood of families to recommend
a facility remains essentially unchanged, just one
percentage point lower than in 2008. SEE FIGURE 4

Resident satisfaction was relatively stable between
2007 and 2009, but the overall trend has been
an increase in satisfaction since 200s, indicating
that more providers are implementing practices
recommended by national quality-improvement
initiatives and accepting satisfaction metrics as
important dimensions of quality.

Impact of value-based purchasing
on recommendation

Consumers and payers are demanding more
comprehensive information about nursing home
quality than ever before. As a consequence, states
are exploring how to add more meaningful informa-
tion to consumer Web sites, and payments systems
for nursing homes are adopting components
of value-based purchasing (also referred to as “pay
for performance”).

Reimbursement systems for nursing homes are likely
to continue evolving toward value-based purchasing
due to pressures for greater fiscal accountability and
transparency in programs such as Medicare and
Medicaid.

States with value-based purchasing programs
have higher degrees of consumer and workforce
satisfaction compared to the national average.
SEE FIGURE 6, PAGE 11
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Workforce: Recommendatio

n to others

Combined percentage “excellent” and “good” recommendations of the nursing home as a place to work

70%

0 ¢
65% — /
60%
55%

Figure 5

Workforce satisfaction increased in every job
category between 2007 and 2009. Satisfaction
among nurses and nursing assistants remains
lower than the satisfaction of employees in
other job categories; however, both types of workers
have become more satisfied with their facilities
since 2006, showing a sustained upward trend.
SEE FIGURE 5

Workforce and consumer satisfaction are correlated
positively. Facilities with higher workforce satisfaction
also have higher family satisfaction. SEE FIGURE 12,
PAGE 16 An effective strategy for quality improvement
must include an intense and sustained focus on the
skills, commitment and satisfaction of the workforce,
particularly those staff who directly care for residents
and communicate with family members.

In pay-for-performance states:

The seven states listed below.— Colorado, Georgia, lowa, Kansas, Minnésota; Ohio and Oklahomia — have
had pay-for-performance programs for at least: the' past two years. Although these data don't tell us why
these- differences  in. consumer and workforce: satisfaction exist between states with- and

without  ‘pay-for-perférmance
systems, they lend support to-the.
proposition that alighing financial
incentives with better performance
is. ah effective:strategy for-quality
improvement in nursing:ﬁome's-.

Figure 6

CONSUMER
i

00, GA IA KS,MN,OH,0K 8% 85% 8% 6% 65% 68%
All other states (fotal) 8% 84% 8% | 61% B% B4%
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Factors that drive consumer recommendation

ltems ranked by correlation with recommentation to others

RESIDENT

bare (concern) of staff

Care (concern) of sfaff ~

Competengy of staff

Gompetency of staff

- Cholces/preferences . . . - - -

Nursing carg -

Nursing care

Nursing assistant care

Management résponsiveness:

.~ Respectfilnass of staff

" . Respectiulness of stalf - .

" Choloes/piefrences

Safaty of facility

Safety of facility

Nursing assistant care

_Managénient responslvaness .. -

Resident/famlly updates

Staffing adequacy

Resident-to-staff friendships .

Grooming

Quality of dining experlence

Cleantiness of premises

Grooming

Resident-to-staff [rendships

Cleanliness of premises

Resident/family updates

Secarity of personal belongings

Respect for privacy

Quality of meals

Security of personal belongings

Staffing adequacy

Quality of dining experience

Respect for privacy

Meaningfulness of activities

Meaningfulness of activities

Resident-to-rasident friendships

Figure 7

Five of the top ten family and resident survey items
most correlated to recommending the facility are
related to staffing issues. How residents perceive
the concern and competency of staff are the two
highest predictors of both resident and staff
recommendation. SEE FIGURE 7

The third highest predictor among residents
is the availability of choices or preferences to the
resident within the facility. Of the top five drivers of
resident recommendation, three are in the quality
of care domain: care (concern) of staff, competency
of staff and nursing (RN/LYN/LPN) care.

Family members also perceive care or concern of
the staff as the top predictor of how they would
recommend the facility to others. Three of the top
five predictors of whether a family member would
recommend the facility relate to quality care.

Most of the top ten predictors of resident and family
recommendations of the facility are the same for
both groups.

The most powerful drivers of whether a resident or
family member would recommend a nursing facility
are workforce issues: care or concern shown by
staff, competency of staff, attention to the resident's
choices or preferences, and nurse and nursing
assistant care.

Differences exist in terms of how residents and
family members experience care, as well as in the
factors that are most strongly correlated with the
recommendation of a facility to others. In planning
quality-improvement initiatives, providers need to
look carefully at their results to better understand
how the responses of families and residents are
interrelated. SEE FIGURE 8, PAGE 13
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Consumers identify strengths and opportunities

|tems ranked by bath correlation and performance

e

STRENGTHS

STRENGTHS
Competency, of staff Nursing assistant care
Care (cancern) of staff Competency of staff
Resident/family updates " Care (concern) of staff
Resident-to-staff friendships Nursing care
Nursing care Safety of facility
Respecfuiness of staff Respectfilness of staff
Safety of facllity
OPPORTUNITIES OPPORTUMITIES
Cholces/preferences Staffing adequacy
Management responsiveness - Groaming
Quality of dining experience Management responsivenass
Nursing assistant cara Choices/preferences

Cleanliness of premises

Fiqure 8

Survey items that are important drivers of
recommendation, yet have a low score, are potential
areas that providers should prioritize forimprovement.
We call these “primary opportunities.” SEE FIGURE 8
For residents and families, two factors that represent
primary opportunities for improvement are: meeting
resident choices and preferences, and responsiveness
of management. For residents, nursing assistant
care and dining — the most personal issues they
face — are primary opportunities for improvement.
Families see staffing levels, cleanliness of premises
and grooming as primary opportunities, gravitating
their attention to those things visible to them during
their visits.

Survey items that are important drivers of satisfaction
but are also high scoring are called “primary

strengths.” For families, nursing assistant care is
seen as a primary strength. Although we find
similarities in the overall rank order of items that
predict global satisfaction among residents and
families, there are differences in how residents
and families rate certain items. Nursing assistant
care is rated as a strength by families, but as an
opportunity by residents.

Three of the top four predictors of whether
a family member would recommend the facility
to others relate to care: nursing assistant care,
care (concern) of staff and nursing care.
Both residents and family name respectfulness of
staff as a facility's strength.

© July 2010, My InnerView | 2009 National Survey of Consumer and Worktorce Sattsfaction in Nursing Homes
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Factors that drive workf

WRSE

T WIRSHG ASSSTANT

rce recommendation

N
e'l
8

[tems ranked by correlation with recommendation as a place to work

Management cares -

Management listens

Management listens

[
burnout |

_ Workplar .saf_ety

- Workplace safety

Adequate equipment/suppliss

Supervisor cares Adgquaté"equlpment/supplIes
Supervisor appreciates - Training to deal vith Supervisor cares
Tralning to deal with - difisult residents Respestfulness of staff

difficult residents Supervisor cares

Suprvisor appreclates

Supervisor Informs -

Supervisor Informs

Supervisor Informs

- Traning'to dealwih -~ , Supenisa ,app:r‘ecléte’bs:"‘ , Staff communication
E difficult family membars” - 7 - e ‘[n'g_-tp..de'a_il:""' h PRI between shifts
Adequate equipment/supplies U difloglt family members -

Figure 9

Nurses and nursing assistants comprise the majority
of the workforce in nursing homes. Nursing staff
are responsible for providing most of the hands-on
care to residents. They interact daily with residents
and family members. Nurse and nursing assistant
recommendations of a facility as a place to work
are critical indicators of the quality of the work
environment.

Each item on the workforce satisfaction survey was
ranked in order of the strength of its correlation with
the respondent’s recommendation of the facility as a
place to work. SEE FIGURE g

Nurses and nursing assistants are very consistent
in their ratings of management attention, stress
management and safety as items that are predictive of
recommending the facility as a place to work.

ltems with stronger correlations are given higher
ranks because they are more predictive of global
job satisfaction. Higher ranked items have stronger
effects on worker recommendations, while lower
ranked items have weaker effects. The top ten
predictors of nurse and nursing assistant
recommendations are quite similar.

Four of the top ten drivers of recommendation for all
three sectors of the workforce represent items related
to effective supervision and management. Care
{concern) of management and management who
listens are the top two predictors of favorable
recommendations of the facility as a place to work for
both nurses and nursing assistants. Help dealing with
job stress is the third strongest predictor of recom-
mendations for nursing staff. These top three items
have ranked consistently as the strongest predictors of
positive recommendations of the facility since 2006.

© July 2010, My InnerView | 2009 National Survey of Consumer and Workforce Satisfaction in Nursing Homes



Workforce identify strengths and opportunities

Items ranked by both correlation and performance

STRENGTHS STRENGTHS STRENGTHS
SUpBHVIsDr cares Supervisor cares Supérvisor appreciates
Workplace safety Supervisor informs Workplace safaty
Supervisor informs - Workplace safely Respectfulnass of staff
Suparvisar cares
Supervisor informs
OPPORTUNITIES ﬂPPI]RTUNITIES OPFORTUMITIES

Help with job stress and burnout

Help with Job stress and burnout

Help with job stress and burnout

Management listens

~ Management listens

Management listens

Management cares

Managament cares

Management cares

Training to deal with difficult residents

Adequacy of equipment/supplies

Adequacy of equipment/supplies

Training to deal with difficult residents | Training to deal with difficult residents

Supervisor appreciates

Supervisor appreclates

Figure 10

This year's survey expands on workforce ratings to
encompass the opinions of all employees, including
nurses, nursing assistants, administration/nursing
administration, food service, social services/
activities and other support staff. This provides
additional data owners can use to ascertain the
quality of their facility.

Survey items that are important drivers of
global satisfaction based on the respondent’s
recommendation of the facility as a place to work,
but are fow scoring, represent potential areas that
providers should target for improvement, referred to
as "opportunities.”

Help with job stress is the top priority item for all
sectors of the workforce, followed by management
listens, and management cares. SEE FIGURE 10

Survey items that are important drivers of satis-
faction but are also high scoring are called “strengths.”
For employees, the care/concern of the supervisor,
workplace safety, and supetvisor informs are seen as
strengths. Both strengths and opportunities are quite
consistent between nurses and nursing assistants.
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Interdependence of resident
and family satisfaction

% 80
=
5
=
=
Z
==
50 ) | 218
Ist 2nd 3 4h
quartile goartile quartile guartile
FAMILY SATISFAGTION
Figure 11

On average, facilities that score higher on family
satisfaction also score higher on resident satisfaction.
This phenomenon is shown graphically by dividing
facilities into quartiles based on their family satisfaction
scores. Both family and resident satisfaction scores
are highest in the fourth quartile and lowest in the first
quartile. SEE FIGURE n

Facilities that score higher on employee satisfaction
also score higheron family satisfaction. The interdepen-
dence of workforce and consumer satisfaction is
shown graphically by dividing facilities into quartiles
based on their employee satisfaction scores. Both
employee and consumer satisfaction scores are highest
in the fourth quartile and lowest in the first quartile.
SEE FIGURE 12

Interdependence of family

FAMILY SATISFACTION

18 nd

d
quartile quartile quartile quartile
EMPLDYEE SATISFACTIDN
Figure 12

The quartiles clearly demonstrate that as families are
more satisfied, residents are more satisfied. Conversely,
as employees are more satisfied, families are more
satisfied. It is not often that satisfied employees result
in dissatisfied families or vice versa.

When selecting a nursing home, families place
tremendous value on assessing quality based on
the recommendation of other consumers.2

The same factors that predict a resident's recom-
mendation to others also predict a family's
recommendation to others.

2 Shiverick, Bradley N.; Moon, Rajean P.; and Mabry, Samantha
(2009). “What Consumers Want to Know When Selecting a Nursing
Home; 2008 Study on Consumer Choice.” My InnerView.
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Respondent comments

It is important to understand the meaning of words
when used by residents, families and employees.
Because they are subjective, the same word can have
entirely different meanings for each group or an
individual depending on the context. For the first time
in a national survey of nursing homes, My InnerView
developed a way to measure the significance of
respondents’ replies as it applies to their likelihood to
recommend a nursing home.

To capture the data, respondents were asked three key
questions about the facility:

1 What do we do best?
What can we do to improve?

-1 Any other comments or suggestions?

Responses were analyzed based on a word countand a
content analysis. The qualitative data presented below
are especially useful because they were coded to reflect
a "positive versus a negative versus a mixed (both
positive and negative)” reply from the perspective of
the respondent. Because these open-ended questions
elicited such a broad array of responses, key words or
themes were identified based on a word count. Major
themes were also identified based on their predictive
value by evaluating how they related to each other.
Words that occurred with a high frequency in the
word count and those that had at least a moderate
predictive value were retained. Each occurrence of
these words was coded and rated to signify a positive,
negative or mixed reply based on the meaning of the
word within a given context.

Resident comments

Themes identified among residents are generally
positive or mixed. Positive themes (or words) that are
most predictive of resident recommendations of the
facility to others include aspects of staff treatment,
clinical care and caring. Themes with a mixed reply
include staff showing concern for the resident and
staff listening to the resident. Factors that predict
resident satisfaction such as nursing care, care and

concern among staff or listening to the resident also
were factors.

Family comments

Positive themes that are the most predictive of family
recommendations of the facility to others include staff
treatment of the resident, staff caring for the family
member, and staff showing respect for the resident.

Mixed themes include cleanliness, nursing issues
related to clinical staff (RNs, LVNs or LPNs), and
employee concerns for family members.

Negative themes among family members include lack
of communication with administrator or other staff,
and odor perceived by the family member. Predictive
factors include care and concern of staff (especially
for family members), quality of clinical care, good
communication (keeping the family informed about
the resident) and cleanliness of the facility.

Workforce comments

Positive themes that predict worker recommenda-
tion of the facility to others include patient care,
clinical care provided to the resident, and caring or
friendly staff.

Mixed themes among workers include administrator
issues, and staff showing appropriate consideration
or concern for residents and for fellow staff.

Negative themes among workers include not listening
or paying attention to staff issues, poor resident
treatment or negative staff behaviors, and lack
of respect or negative attitudes among staff. It is
interesting that several factors identified as being
important, such as workplace safety and helping staff
cope with job stress/burnout, did not consistently
emerge in all data. On the other hand, factors such
as listening to employee concerns and caring among
managerial or supervisory staff were predictive of
the recommendation of the facility to others as seen
in all data.
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Words that matter to residents

Recurring themes predict recammendation

Figure 13

To determine which words matter to residents, family
and staff, we looked at the strength of the overall
correlation between the meaning of the word and
overall recommendation of the facility to others.
Note that all of these words have predictive value
in the sense that they are at least moderately
correlated with the recommendation of the facility.

For residents: SEE FIGURE 13

{7 The word “treat” is very predictive of the
willingness to recommend, and is usually associated
within positive comments.

'} The words "listen” and “concern” are somewhat
predictive, but are generally associated with positive
comments.

The meaning behind these words are mostly
associated with positive comments.

- Mixofpositive = .
and negative comments” -

treat

concern
take care

listen | nursing _
staff clean caring

|
|

Residents are the only group in which all predictive
words are mostly positive. While there were some
negative comments, none were of sufficient sample
size to report.

Words and predominant meaning

Caring: Demonstrated concern by staff for
the resident
Clean: State of facility or resident's
garments ot hygiene
Concern: Awareness and consideration
(usually for resident)
Listen: Pay attention and remember con-
versations and issues from staff
Nursing staff. Clinical staff, usually RNs, LVNs or
LPNs and CNAs or NAs
Take care: Render personal clinical care
to resident

Treat: How staff cares for resident
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Words that matter to families

Recurrinig themes predict recommendation

communication smell

problems
employee

Figure 14

The occurrence of certain words in family comments
are alse predictive of the family's recommendation
of a facility. SEE FIGURE 14

Words on the left side of the chart represent
primarily negative comments; words on the right
primarily positive comments. Words in the middle
are associated with both negative and positive
comments. The higher the correlation or predictive
value, the higher the placement on the vertical axis.

For families:

t1 The words “treat” and “respect” are very
predictive of the willingness to recommend, and are
usually used within a positive context.

.3 The words “communication” and “smell” are
somewhat predictive but usually associated with
negative comments.

Mix of positive -
“and negative comments

cleanliiess nursing staff

nurse clean

treat respect

canceri

inform
caring

Word and predominant meaning

Caring:
Clean:

Cleanliness:
Communication:

Concern:
Inform:
Nurse:
Nursing staff:
Problems:
Respect:

Smell:
Treat:

Demonstrated concern by staff for
family member

State of facility or resident’s
garments or hygiene

{Same as “clean”)

Information passed to family
from administrator or staff
Awsareness and consideration
{usually for family member)

Tell family something, typically
about resident

Clinical staff, usually RNs, [VNs
or LPNs

Clinical staff, usually RNs, LVNs or
LPNs and CNAs or NAs

Any negative situation relating to
care of the resident or the facility
Due consideration for resident
Odor{s) noticed by family

How staff cares for resident
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Words that matter to workforce

Recurring themes predict recommendation

treat ||Ster|

attitude .
respect.

Figure 15

The occurrence of certain words in employee
comments predicts the employee's willingness to
recommend the facility. SEE FIGURE 15

For workforce:

4 The word “administrator” is used in both positive
and negative contexts, and is the most predictive
word for employees.

i1 The word “attitude” is also somewhat predictive,
but is usually associated with negative experiences
among workers.

1 Words associated with positive comments include
“friendly,” “patient care” and “caring.”

The words “listen,” “treat” and “respect” tend to
carry a negative meaning for workers.

administrator

concern

Mix of positive
"and negative comments

patient care

caring
take|care f['\endly

Word and predominant meaning

Administrator:
Attitude:

Caring:
Concern:
Friendly:
Listen:
Patient care:
Respect:

Take care:

Treat:

Senior manager in nursing home
Predominant manner and disposition
exhibited, usually by staff
Demonstrated concern and action
for staff and residents

Awareness and consideration for
resident or staff

Outgoing and cheerful to staff

and residents

Pay attention and remember con-
versations and issues from staff
Personal clinical service rendered to
a resident

Due consideration for resident

or staff

Render personal clinical care to a
resident or act in the best interests
Take care of a resident, or how one
behaves toward residents or staff

© July 2010, My InnerView | 2009 National Survey of Consumer and Workforce Satisfaction in Nursing Homes

NI
—

| maipsauul Ap

sjuawwo) apuodsay



Part Three
METHODOLOGQGY

/ Workforce satisfaction
Consumer satisfaction
Predictive validity

Weighting procedures



| Meth I N
| Methodology N

My InnerView

Methodology

This section provides an overview of research
methods used to gather information about consumer
and workforce satisfaction. Data sources, survey
instruments and survey distribution, as well as
weighting, imputation and analytic procedures,
are described.

My InnerView solicited feedback between 2005
and 2009 from over 3.5 million residents, family
members and employees in nursing homes across
the United States. Of those solicited, over one million
returned the questionnaire, for a total response
rate of more than 44%. In all, over 6,540 nursing
facilities have participated in the data collection.
In 2009 alone, the surveys were completed with
283,404 employees, 82,473 residents and 150,829
family members in 5,091 nursing facilities to produce
this report. This represents fully one in three nursing
facilities in the United States.

Members of My InnerView's research team — Leslie
A. Grant, Ph.D. and Vivian Tellis-Nayak, Ph.D. —
designed the survey instruments. Initial survey
design was based on reviews of the literature and
existing surveys; in-depth interviews with residents,
family members and staff; and focus groups and
corresponding content analyses. These instruments
have undergone extensive field testing and have
outstanding psychometric properties. SEE FIGURES
16—17, PAGE 25

Workforce satisfaction

These data come from confidential surveys completed
by nursing home employees and returned directly
to My lInnerView during 2006, 2007, 2008 and
2009. The workforce satisfaction survey consists
of 18 content questions and three global
satisfaction questions  (overall satisfaction,
recommendation for care and recommendation
as a place to work) along with eight categorical
“demographic” questions. Facilities have the option
to include additional questions on the survey.

In most cases, workforce satisfaction surveys were
sent to the participating nursing fadilities, where
individual survey packets were distributed to all
non-agency staff. To protect respondent privacy and
ensure confidentiality, survey questions do not ask
for personal identifying information. The surveys
were completed by individual employee respondents
and mailed directly to My InnerView using a self-
addressed, postage-paid envelope included in the
survey packet.

A four-point scale (“excellent,” “good,” “fair" or
“poor”) is used to rate job satisfaction in five areas:
(1) training, (2) work environment, (3) supervision,
(4) management and (5) global satisfaction. The
workforce survey includes 21 questions corresponding
to five sub-scales. Figure 16 (page 25) shows the
internal consistency of these measures. Cronbach’s
coefficient alpha is a special application of construct
validity. In general, a Cronbach’s alpha of 0.80 or
greater is considered excellent. All coefficients for
these measures exceed the 0.80 threshold.

Observations with missing or skipped items are
excluded from the reliability analysis. Sample sizes
are reduced because Cronbach’s alpha coefficients
are calculated by excluding imputed values to avoid
spurious correlations.

Consumer satisfaction

These data were gathered through mail surveys
completed by residents and family members in
participating facilities. This report includes data from
satisfaction surveys that were completed and returned
to My InnerView during 2005, 2006, 2007, 2008
and 2009. The survey consists of 22 items and two
global satisfaction questions (overall satisfaction and
recommendation of the facility to others).

Respondents were asked to rate nursing facilities
using a four-point scale (“excellent,” “good,” “fair”
or “poor”). An additional eight questions gather
demographic and  background information, but
no personally identifiable data are collected.
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The consumer survey includes 24 questions
encompassing four sub-scales: (1) quality of life,
(2) quality of care, (3) quality of service and (4) global
satisfaction. Figure 17 shows the internal consistency
of these measures.

Observations with missing or skipped items are
excluded from the reliability analysis. Sample sizes
are reduced because Cronbach’s alpha coefficients
are calculated by excluding imputed values to avoid
spurious correlations.

Predictive validity

Grant3 found strong positive correlations between
consumer and workforce satisfaction assessed using
My InnerView's satisfaction survey instruments.
Data from other sources, including clinical outcomes
(e.g., CMS' quality indicators or Qls), workforce
performance (e.g., tracked by My InnerView’s Quality
Profile™), and state survey data (e.g., collected in
the federal OSCAR system) are predictive of these
consumer and workforce satisfaction metrics. Because
these data elements are taken from independent
sources, there is strong empirical evidence for
the predictive validity of My InnerView's survey
instruments.

Weighting procedures

This report represents a convenience sample of
U.S. nursing homes. The sample of facilities is not
randomly selected nor is it stratified by state or other
facility characteristics. In order to make our national
estimates more robust, we use a standard weighting
methodology to adjust for facility characteristics such

Cronbach’s alpha coefficients for workforce
satisfaction scale and sub-scales

=

87 25058

Training

Work enviranment 88 239,691
Supervision 30 213,064
Management 92 213,101
Blobal satisfaction 91 212,184
Workforce ' '
satisfaction scale A 96. 223,163

Figure 16

Grnnbach’s alpha cosfficients for consumer
satisfaction scale and sub-scales

Vig| On]
N TE Ch 3 AIL. G Ll
Quality of iife 10 92 180,275
Quality of care B 92 159,669
Quality of service 4 19 179,083
Global satisfaction 2 n 222,646
Consimer ' .
Satisfaction scale 24 97 12409
Figure 17 :

as ownership type, location (MSA/non MSA}, bed-
size and census within each state and nationally. To
address missing data for individual survey items,
missing values are imputed based on selected
demographic and facility characteristics for each
respondent using the standard hotdeck procedure
available in Stata@ software.4

3 Grant, LA. (2004).
4 Ford, B.L., (1983).
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My InnerView is an applied research company.that currently works with over 9,000 senior care. providers throughout
the United States to promote. quahty improvement ‘throlgh evidence-based management.

Cantributions to this teport were-made by. the fo[lowmg mermbers of My-InnerView's research team: Leslié A. Grant,
PH.D.;: Eric Lewerenz; M.S.;.and John Mabry, M.P. H.

An electroiic version of this report and other related information (including the 2005, 2006, 2007 and 2008 consumer
and 3606, 2007 and 2008 workforce repotts) can be found at www.myinnerview.com,

soo Third Street
Wausau, Wl 54403

(715) 848-2713
myinnerview.com

N
My INNERVIEW

BECAUSE KNOWING MORE MATTERS MOST~



Ore North Capitol TOLL FREE 800 466.1HCA
Suite 100 PHONE 317 636.6406
Indianapolis, IN 46204 FAX 877 298.3749

g IHCA

INDIANA HEALTH
CARE ASSOCIATION

Value Based Punmh@sﬁmg@hm@ A

1. The Patient Protection and Affordable Care Act (PPACA) requires the Centers for Medicare -
& Medicaid Services (CMS) to submit a plan to Congress by 2012 fo implement value-based

purchasing (VBP) for skilled nursing facilities (Facilities), among others.

Indiana’s Family and Social Services Administration (FSSA) has convened a Clinical Expert

2.
Panel for the purpose of identifying specific quality measures that would be used to create a
VBP program for the Indiana Medicaid Program. The Indiana Heahh Care Association
(THCA) 1is represented on the Panel.

3. The IHCA believes that any VBP program instituted by CMS or FSSA Should incorporate

_ihe following principles:
7. All Facilities shall receive a stable and Sustamable base rate 101 servmes rendered.

b. Any Facility that meets or exceeds certain predetermined quality measures adopted
by the VBP program during a particular one-yeal oycle shall 1eceive ah “add on”
incentive VBP payment. ' .

c. The VBP payments shall be finded by “new money ﬁza; _1_;_@ /

ﬂnough QA_F maximization or eivil money penahles -

gble to FSSA.

at show strong

ata memum the followmg
i. Direct Care (Nuzsing and Therapiss) S*affing Hours Pel

ii. Direct Care Staffing Refention Rates -

© iil. Administrator and Director of Nursing Tenure
iv. Results of Resident and Family Satistaction Surveys (Condumed by My Inner

View)
v. Results of Direct Care Saﬁsfac‘ion Suweys (Conducced by My Inner View)

Quality indicators derived from MDS should not be used at this time.

www.ihca.org
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Table 1
Summary of Quality Measures Used in States’
Nursing Home Medicaid Pay-for-Performance (P4P) Programs

Clinical
Quality Regulatory Consumer Medicaid Culture
State Measures Staffing? Deficiencies® Satisfaction Occupancy Efficiency Use® Change

Existing Medicaid P4P in nursing homes

Colorado X X X X X X
Georgia X X X X
Towa X X X X X X
Kansas X X X X
Minnesota X X X X
Ohio - X X X X X X
Oklahoma X X X X X X
Utah X X X
Vermeont X X X X
Planned Medicaid P4P in nursing homes®
Maryland X X X X

a. Staffing includes staffing levels, staff retention, and/or staff satisfaction.

b. Regulatory deficiencies are based on state inspections {i.e., from Online Survey, Certification and Reporting or OSCAR).

¢. Medicaid use is the number of Medicaid resident-days as a proportion of all resident-days; facilities with higher Medicaid use receive higher bonuses.
d. The structure of planned programs is subject to change.



Table 2
Summary of Clinical Areas Covered by Clinical Quality Measures
in States With Nursing Home Pay-for-Performance (P4P)

Clinical Area of Quality Measures  Colorado  Georgia ~ Minnesota  Oklahoma  Maryland®

Resident behavior X

Depression or anxiety X

Physical restraints X X X X X
Bowel or bladder incontinence X

In-dwelling bladder catheters X X X
Infections X X
New falls X X

Burns, skin tears, or cuts X

Unexplained weight loss X X

Moderate to severe pain X X X

New pressure sores X X X X X
Inappropriate antipsychotics use X

Change in functional status X

Change in walking or mobility X

Vaccination rates X

a. The structure of planned P4P programs is subject to change.



Table 3
Summary of the Size of Financial Incentives
Used in State Nursing Home Pay-for-Performance (P4P) Programs

Total Paid P4P Bonuses
Maximum Average in P4P as Percentage
Per Diem Per Diem Bonuses of Nursing

Add-On Rate® {in millions) Home Budget
Colorado $4.00 $143.75 —° —*
Georgia 1.0%" $119.31 $5.0 0.4
lowa $3.68 $102.56 $6.7 1.4
Kansas $3.00 $101.81 $2.4 0.7
Minnesota 2.4%F $137.01 $12.0 1.4
Ohio? $6.16 $157.00 $18.4 0.6
Oklahoma $5.45 $96.20 $12.7 1.8
Utah $0.60 $105.55 $1.0 0.7
Vermont —* $147.24 $0.1 0.1

a. Based on 2004 estimates in Grabowski, Zhanlian, and Mor (2008).

b. In Colorado, where the P4P program was initiated in 2009, bonuses have not yet been paid out.

c. Bonuses are a percentage of the facility’s per diem rather than an absolute amount.

d. Receipt of bonus payment is contingent on having costs that are below established price points.

¢. Bonuses are not based on per diem add-ons. Each nursing home that qualifies for a bonus payment
receives $25,000,



Figure 1
States With Existing or Planned Nursing Home Pay-for-
Performance {P4P) Programs in 2009, In States With Existing
P4P Programs, the Year of Implementation Is Also Displayed

. Existing P4P program e

! Pilanned P4P program




Contact: Scott Tittle
(317) 616-6406

FOR IMMEDIATE RELEASE

INDIANA HEALTH CARE ASSOCIATION EXPRESSES SUPPORT
OF SENATOR’S PROPOSAL ON BACKGROUND CHECKS

INDIANAPOLIS — The Indiana Health Care Association (IHCA) went on record today
(Sept. 20) in support of a legislative proposal that would require criminal background
checks on nurses and other health care professionals. :

State Senator Pat Miller (R-Indianapolis) indicated last week she would introduce a bill
in the upcoming General Assembly session requiring background checks by law
enforcement on health care workers who have regular contact with patients. “It is
essential,” she said, “that Indiana’s public policies protect patients and do so at little or no
cost to the state.”

The THCA, Indiana’s largest trade association for the long term care profession, thanked
Senator Miller for her concern and commitment and indicated it would work with her to
achieve her legislative objective.

[HCA President Scott B. Tittle said: “Our members are committed to ensuring the safety
of nursing home residents....Consistency in obtaining criminal background information
on all health care professionals is an important public policy objective. We look forward
to working with Senator Miller in seeking efficient and effective legislation.”

-30-



Summary of Issues Affecting Long Term Care in

the Health Care and Education Affordability Act of 2010 (H.R. 4872)
March 19, 2010

Regarding next steps on health care reform, AHCA/NCAL understands that House Democratic
Leadership plans to hold two votes over the weekend. The first vote will be on legislation
governing the rules of debate for the reconciliation bill, which if it passes, will also “deem” the
Senate health care reform bill, the Patient Protection and Affordable Care Act (H.R. 3590), as
having passed the House. The second vote will be on the reconciliation bill itself, the Health
Care and Education Affordability Act of 2010 (H.R. 4872).

On March 18, the House Rules Committee released the text of a substitute amendment, which
will replace the entire contents of the reconciliation bill passed earlier in the week by the House
Budget Commiitee, whose action was required to start the reconciliation process by current law.

This document summarizes the changes made to the Senate bill by the reconciliation bill, as
contained in the substitute amendment, expected specifically to affect skilled nursing facilities
(SNFs) and assisted living residences (AL).

Medicare
Medicare Prepayment Medical Review Limitations (Section 1302)

In order to streamline procedures for conducting Medicare prepayment reviews to facilitate
additional fraud and abuse reviews, Section 1847A of the Social Security Act is repealed. That
section permits the Secretary of Health and Human Services (HHS) to enter into contracts with
any eligible entity to serve as a Medicare Administrative Contractor (MIAC) and process

Medicare Part A and B Fee for Service (FSS) claims.
CMS-IRS Data Match to Identify Fraudulent Providers (Section 1303)

Allows the Secretary of Treasury to share Internal Revenue Service (IRS) data with the
Secretary of Health and Human Services (HHS) and HHS employees on taxpayers who have
applied to enroll, or reenroll, as a provider of services or supplier under the Medicare program.
The information includes the taxpayer identity information; the amount of the seriously
delinquent tax debt owed by that taxpayer; and the taxable year to which the seriously
delinquent tax debt pertains. The HHS Secretary may use this data to help screen and identify
fraudulent providers or providers with tax debts, and can use this information either to deny
applications to enroll or reenroll in Medicare or to apply enhanced oversight to providers of

services with serious delinguent tax debt.
Funding to Fight Fraud, Waste and Abuse (Section 1304)

Increases funding for the Health Care Fraud and Abuse Control Fund by $250 million through
FY 2016. [ndexes funds to fight Medicaid fraud based on the increase in the Consumer Price

Index.



pilot. The posi-acute care quality measures must be site neutral. The Secretary would develop
policies to ensure the traditional fee-for-service program provides payment for posi-acute care
(PAC) services in the appropriate setting for those patients who reguire continued PAC services
after the 30th day following the discharge. The pilot must be conducted for five years, and if it
improves patient outcomes, reduces costs and improves efficiency, then the Secretary would be
required to submit a plan to Congress to make the program permanent. Before January 1, 2016,
the Secretary is also required fo submit a plan to Congress to expand the pilot program if doing
so will improve patient care and reduce spending.

Value-Based Purchasing (Section 3008)

By October 1, 2011, the HHS Secretary is required to submit to Congress a Medicare value-
based purchasing implementation plan for Skilled Nursing Facilities. The plan must consider the
following: (1) the development, selection, and modification process of measures to the extent
feasible and practical of all dimensions of quality and efficiency; (2) the reporting, collection, and
validation of quality data; (3) the structure of proposed value-based payment adjustments,
including the determination of thresholds or improvements in quality that would substantiate a
payment adjustment, the size of such payments, and the sources of funding for the value-based
bonus payments; {(4) methods for publicly disclosing performance information on performance;
and (5) any other issues as determined by the Secretary. In developing each plan, the Secretary
would be required fo consult with relevant stakeholders and take info consideration experiences
with demonstrations that are relevant to value-based purchasing in SNFs.

MedPAC Must Consider Medicaid Info Account in Certain Circumstances (Section
1681(b)(3))

The bill includes language offered as an amendment by Senator Ron Wyden (D-OR) that
requires MedPAC fo report Medicaid data as fo frends in spending, utilization, and financial
performance for those providers having a significant portion of either revenue or services from
Medicaid. The section also expands MACPAC’s mission to include assessment of adult services
in Medicaid including those for dual eligibles in conjunction with MedPAC.

Assisted Living Part D Copay Partial Elimination (Se’cﬁon 3309)

This provision of the bill would eliminate Medicare Part D cost-sharing for institutionally eligible
dual eligible beneficiaries receiving setvices under Sec. 1115 or 1915 waivers or under a
1915(i) state plan amendment, as well as for duals receiving services in a Medicaid managed

care organization.

Reducing Wasteful Dispensing of Outpatient Prescription Drugs in Long-term Care
Settings (Section 3310)

For plan years beginning on or after January 1, 2012, the bill would require Medicare Part D
prescription drug and Medicare Advantage prescription drug plans to employ utilization
management techniques, such as weekly, daily or automated dose dispensing, when providing
medications to beneficiaries residing in long-term care facilities in order to reduce waste

associated with 30-day fills.




Independent Medicare Advisory Board (Section 3403)

An independent Medicare Advisory Board would be established, comprised of 15 members
appointed by the President and confirmed by the Senate, to develop and submit proposals to
Congress aimed at extending the solvency of Medicare, slowing Medicare cost-growth, and
improving the quality of care delivered to Medicare beneficiaries. Qualifications for members of
the Board would be similar o the qualifications required for members of the Medicare Payment
Advisory Commission (MedPAC). Members would serve six-year, staggered terms and would
continue fo serve until replaced. The Board is tasked with presenting proposals to Congress that
would reduce Medicare spending by targeted amounts.

Congress would take up the recommendations under an expedited procedure. Congress would
have the option of modifying the recommendations of the Board but would have to achieve the
same level of savings. If Congress fails to act on the recommendations of the Board, the
recommendations would go into effect by an established deadline.

MedPAC would continue to exist in its current form as an advisory body to Congress. °
Payment Adjustment for Conditions Acquired in Hospitals (Section 3008)

Starting in FY 2015, hospitals in the top 25th percentile of rates of hospital acquired conditions
for certain high-cost and common conditions would be subject to a payment penalty under
Medicare. This provision also requires the Secretary to submit a report to Congress by January
1, 2012 on the appropriateness of establishing a health care acquired condition policy related to
other providers participating in Medicare, including nursing homes, inpatient rehabilitation
facilities, long-term care hospitals, outpatient hospital departments, ambulatory surgical centers,

and health clinics.
Maximum Period for Submission of Medicare Claims (Section 6408)

Beginning January 2010, the maximum period for submission of Medicare claims would be
reduced fo not more than 12 months.

Recovery Audit Contractors (Section 6411)

Medicare Parts C and D, as well as Medicaid, would be included in the Recovery Audit
Contractors (RACs) Program, which collects and identifies underpayments and overpayments

currently for Medicare Parts A and B.
Ability of Physician Assistants to Certify Need for Post Acute Care (Section 3108)

Provides the authority for physician assistants to certify the need for post-hospital extended care
services.

Establishment of Center for Medicare and Medicaid Innovation within CMS (Section 3021)

Establishes within the Centers for Medicare and Medicaid Services (CMS) a Center for
Medicare & Medicaid Innovation. The purpose of the Center will be fo research, develop, test,
and expand innovative payment and delivery arrangements to improve the quality and reduce
the cost of care provided to patients in each program. Dedicated funding is provided to allow for




testing of models that require benefits not currently covered by Medicare. Successful models
can be expanded nationally.

Medicare Shared Savings Program (Section 3022)

Rewards Accountable Care Organizations (ACOs) that take responsibility for the costs and
quality of care received by their patient panel over time. ACOs can include groups of health care
providers (including physician groups, hospitals, nurse practitioners and physician assistants,
and others). ACOs that meet quality-of-care targets and reduce the costs of their patients
relative to a spending benchmark are rewarded with a share of the savings they achieve for the

Medicare program.
Hbspital Readmissions Reduction Program (Section 3025)

Beginning in FY 2012, this provision would adjust payments for hospitals paid under the
inpatient prospective payment system based on the dollar value of each hospital’s percentage
of potentially preventable Medicare readmissions for the three conditions with risk adjusted
readmission measures that are currently endorsed by the National Quality Forum. Also,
provides the Secretary authority to expand the policy to additional conditions in future years and
directs the Secretary to calculate and make publicly available information on all patient hospital
readmission rates for certain conditions.

Community-based Care Transitions Program (Section 3026)

Provides funding to hospitals and community-based entities that furnish evidence-based care
“transition services to Medicare beneficiaries at high risk for readmission.

Extension of Gainsharing Demonsfration (Section 3027)

The Deficit Reduction Act of 2005 authorized a demonstration to evaluate arrangements
between hospitals and physicians designed to improve the quality and efficiency of care
provided to beneficiaries. This provision would extend the demonstration through September 30,
2011 and extend the date for the final report to Congress on the demonstration to September
30, 2012. Additional funding would be provided for this purpose.

immediate Reduction in Coverage Gap for 2010 (Section 3315)

The bill contains language that, beginning on January 1, 2010, the initial coverage limit for
Medicare Part D plans would be increased by $500.00. Procedures would be established for
retroactive reimbursement of beneficiaries for the costs incurred before implementation.

MedPAC Study of Payment Adequacy for Rural Providers (Section 3127)

The Medicare Payment Advisory Commission {MedPAC) must examine the adequacy of
payments for items and services provided under Medicare in rural areas and report to Congress
by January 1, 2011 on any recommendations for administrative or legislative action. The study
must analyze the following: any payment adjustments; access to ifems and services; the
adequacy of payments to providers and suppliers serving rural areas; and the quality of care

furnished.



Independence at Home Demonstration Program (Section 3024)

Creates a new demonstration program for chronically ill Medicare beneficiaries to test a
payment incentive and service delivery system that utilizes physician and nurse practitioner
directed home-based primary care teams aimed at reducing expenditures and improving health

outcomes.

Face-to-Face Encounter with Patient Required Before Physicians May Certify Eligibility
for Home Health Services or Durable Medical Equipment Under Medicare (Section 6407)

Requires physicians to have a face-to-face encounter with the individual prior to issuing a
certification for home heaith services or DME. The Secretary would be authorized to apply the
face-to-face encounter requirement to other items and services based upon a finding that doing

so would reduce the risk of fraud, waste, and abuse.

Adjustments to the Medicare Durable Medical Equipment, Prosthetics, Orthotics, and
Supplies Competitive Acquisition Program (Section §410)

Requires the Secretary fo expand the number of areas to be included in round two of the
competitive bidding program from 79 of the largest metropolitan statistical areas (MSAs) to 100

of the largest MSAs, and to use competitively bid prices in all areas by 2016.

Medicaid
Medicaid Presumptive Eligibility Determinations by Hospitals (Section 2202)

Starting on January 1, 2014, this provision would allow any hospital the option, based off
preliminary information, to provide Medicaid services during a period of presumptive eligibility to
members of all Medicaid eligibility categories.

Federal Coverage and Payiment Coordination for Dual Eligible Beneficiaries (Section
2602)

Requires the Secretary to establish a Federal Coordinated Health Care Office (CHCO) within
CMS by March 1, 2010. The purpose of the CHCO would be to bring together officials of the
Medicare and Medicaid programs to (1) more effectively integrate benefits under those
programs, and (2) improve the coordination between the Federal and State governments for
individuals eligible for benefits under both Medicare and Medicaid (dual eligibles) to ensure that
dual eligibles have full access to the items and services, including long term care, to which they

are entitled.
Medicaid Bundled Paymenis Demonstration Project (Section 2704)

A Medicaid bundled payment demonstration project would be established in eight states to
begin on January 1, 2012 through December 31, 2014. Services included would encompass
acute care hospital, concurrent physician, and post acute care services. Hospitals would receive
a single bundled payment from Medicaid for such services.




Changes to the Medicaid and CHIP Payment and Access Commission (MACPAC)
{Section 2801)

In FY 2010, MACPAC is to receive $11 million in funding, $9 million from Medicaid funds and $2
million from CHIP. The proposal expands MACPAC’s mission fo include assessment of adult
services in Medicaid, including dual eligibles. Issues to be examined by MACPAC include
payments, access to services, quality of care, and interactions with Medicare and Medicaid. The
hill also requires MACPAC to consult regularly with MedPAC and other stakeholders such as

states.
Medicaid Reimbursement for Health Care Acquired Conditions (Section 2702)

As of July 1, 2011, Medicaid would no longer provide payments to states for services related to
health care acquired conditions (HCACs). The HCAC definition under Medicaid would be
consistent with the Medicare definition, but will be expanded to include conditions acquired in
facilities other than hospitals. Differences between the Medicare and Medicaid programs, and
their beneficiaries, would also be considered in the HCACs definition, as would current state
practices. No denial of care must resulf from enforcement of this section.

Provider Participation Termination Under Medicaid if Terminated Under Medicare or
Other State Plan (Section 6501)

This provision would require States to terminate individuals or entities from their Medicaid
programs if the individuals or entities were terminated from Medicare or another State's

Medicaid program.

Medicaid Exclusion from Participation Relating to Certain Ownership, Control, and
Management Affiliations (Section 6502)

Individuals or entities are temporarily excluded from participating in Medicaid if the entity has
unpaid overpayments. This exclusion extends to affiliated entities under management, control,
or ownership of entities that are excluded from participation.

Billing Agenis and Other Alternate Payees Required to Register Under Medicaid (Section
6503)

Requires any agents, clearinghouses, or other alternate payees that submit claims on behalf of
health care providers to register with the State and the Secretary in a form and manner
specified by the Secretary.

Medicaid Overpayments {Section 6506)

Extends the period for States to repay Medicaid overpayments to one year when a final
determination of the amount of the overpayment has not been determined due to an ongoing
judicial or administrative process. When overpayments due to fraud are pending, State
repayments of the Federal portion would not be due until 30 days after the date of the final

judgment.




Mandatory State Use of National Correct Coding Initiative (Section 6508)

Medicaid claims filed on or after October 1, 2010 will be subject to compatible methodologies of
the National Correct Coding Initiative (NCCI} currently administered by CMS. The current
program is designed to promote correct coding methodologies and to control improper coding
leading to inappropriate payment in Medicare Part B claims. This new initiative would apply
these same principles to Medicaid claims.

Elimination of Exclusion of Goverage of Certain Drugs (Section 2502)

As of January 1, 2014, the following pharmaceuticals will be removed from Medicaid’s
excludable drug list: barbiturates, benzodiazepines, and smoking cessation drugs.

Medicaid Global Payment System Demonstration (Section 2705)

A Medicaid Global Payments demonstration project would be established in up to five states
from 2010 to 2012, under which a large, safety net hospital system participating in Medicaid
would be permitted to alter its provider payment system from a fee-for-service structure to a
global capitated payment structure. The CMS Innovation Center would conduct an evaluation of
each demonstration project examining any changes in health care quality outcomes and
spending. The Innovation Center would be exempted from budget-neutrality requirements for an
initial testing pertiod. The Innovation Center also would be given the authority to terminate or
modify the demonstration project during the testing period. The Secretary would be required to
conduct and analysis of the demonstration project and report her findings to Congress.

Nursing Home Transparency

Required Disclosure of Ownership and Additional Disclosable Parties (Section 6101)

The bill requires SNF/NFs to disclose information on their organizational structures as well as
information on officers, directors, trustees, or managing employees, including names, titles, and
start date of service. The term “managing employee” means an individual (including a general
manager, business manager, administrator, director, or consultant) who directly or indirectly
manages, advises, or supervises any element of the practices, finances, or operations of the

facility.

The bill requires disclosure of owners of a whole or part interest in any morigage, deed or other
obligation exceeding 5 percent of a facility’s tofal property/assets. Additional disclosable parties
include entities that provide policies or procedures for any of the operations of the facility,
provide financial or cash management services, or provide management or administrative
services, management or clinical consulting services, or accounting or financial services to the
facility. However, the provision was amended in this bill, and in eatlier iterations of the Senate
Finance bill, to exclude a requirement for facilities fo disclose parties that lend funds or provide
financial guarantees of any amount to facilities. The bill also requires disclosure of limited
liability company information and any limited partners of the limited partnership who have an
ownership interest in the limited partnership, which is equal to or exceeds 10 percent.

The bill requires a facility to make all disclosable parties’ information available to the public upon

request and update the information as necessary to reflect changes. Facilities are required to
certify to the Secretary, the Inspector General that the information submitted upon request is, to
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the best of the facility’s knowledge, “accurate and current”, and the Secrefary must develop a
standardized format for the information within fwo years of date of enactment.

Compliance Program (Section 6102)

The bill requires nursing facilities/skilled nursing facilities have a compliance and ethics program
in operation 36 months after enactment of the concept paper. The compliance/ethics program
must be effective in preventing and detecting criminal, civil, and administrative violations and in
promoting quality of care. Three years after the date of the promulgation of regulations under
this section, the Secretary shall complete an evaluation of the compliance and ethics programs
required to be established under this subsection and will submit a report o Congress on this

" evaluation.
Nursing Home Compare Medicare Website {Section 6103)

The legislation requires Secretary to ensure that information provided for comparison of nursing
homes be posted on the Nursing Home Compare website in a manner that is prominent, easily
accessible, updated on a timely basis, readily understandable to consumers of long-term care
services, and searchable. The website must also include summary information on the number,
type, severity, and outcome of adjudicated instances of criminal violations by a facility or the
employees of a facility that were committed inside the facility and the number of civil monetary
penalties levied against the facility, employees, contractors, and other agents.

The bill would also require that additional information on the Special Focus Facility Program be
posted on the Nursing Home Compare website. States must also maintain a consumer-criented
website providing info on SNFs/NFs in the state including State inspection reports, facilities plan
of correction, and any other information that the state or the Secretary considers useful to the

public.

In reviewing and modifying the website, the Secretary must now consult with State long-term
care ombudsman programs, consumer advocacy groups, and provider stakeholder groups.

Reporting of Expenditures (Section 6104)

The bill would require SNFs/NF's to report expenditures separately for direct care services,
indirect care services, capital assets, and administrative costs on cost reports for cost reporting
periods beginning on or after two years after date of enactment. The Secretary, in consultation
with private sector accountants experienced with Medicare and Medicaid nursing facility home

cost reports, shall redesign such reports.

Standardized Complaint Form (Section 6105)

The bill requires the Secretary to develop a standardized complaint form for use by a resident
(or a person acting on the resident's behalf) in filing a complaint with a State survey and
certification agency and a State long-term care ombudsman program,

Ensuring Staffing Accountability (Section 6106)

]

The bill requires the Secretary to develop a program for facilities to report staffing information in
a uniform format based on payroll data, including information on agency or contract staff.
Effective two years after date of enactment. :




GAO Study and Report on Five-Star Quality Rating System (Section 6107)

The bill directs the Comptrolier General to conduct a study of the CMS 5-Star system. The study
will evaluate how the system is being implemented, and problems associated with the system,
and how the system may be improved. The Comptroller must issue a report of the sfudy’s
findings to Congress two years after enactment of this bill.

Civil Money Penalties (CMPs) (Section 6111)

The bill states that Secretary may reduce civil money penalties (CMPs) up to 50 percent in the
case where a facility self-reports and promptly corrects a deficiency within 10 days. Reductions
would not be made for self-reported deficiencies citing an immediate jeopardy or actual harm
violation. With respect to repeat deficiencies, the Secretary can not reduce these penalties if the
Secretary had reduced a penalty imposed on the facility in the preceding year.

Thirty days after imposition of civil penalty, the bill gives the facility an opportunity to participate
in independent formal dispute resolution, but this opportunity does not affect the responsibility of
the State survey agency for making final recommendations for penalties.

The Secretary would have the authority to place CMPs imposed, for deficiencies citing an
immediate jeopardy or actual harm violation, in an escrow account following completion of the
informal dispute resolution process, or the date that is 90 days after the date of the imposition of

the CMP.

The Secretary would be authorized fo use a portion of collected CMPs to fund activities that
benefit residents. Such funds would also be used for facility improvement initiatives approved by
the Secretary, including joint training of facility staff and surveyors and technical assistance for
facilities implementing quality assurance programs.

National Independent Monitor Demonstration Project (Section 6112)

The bill requires HHS Secretary along with the Office of the Inspector General to establish a
demonstration project to develop, test, and implement use of independent monitoring program
to oversee interstate and large intrastate chains of skilled nursing facilities and nursing facilities.
Chains would be responsible for a portion of the costs associated with appointment of

. independent monitors. HHS OIG would evaluate the demonstration project after two years.

Notification of Facility Closure (Section 6113)

The bill imposes sanctions for a facility’s failure to comply with the Facility Closure Notification
requirements, including CMPs of $100,000 as well as possible exclusion from participating in
any federal health care program.

National Demonstration Project on Cultuial Change and Use of Information Technology
{Section 6114)

The bill requires the Secretary to conduct two demonstration projects, one for the development
of best practices in skilled nursing facilities and nursing facilities that are involved in the culture
change movement and one for the development of best practices in skilled nursing facilities and
nursing facilities for the use of information technology to improve resident care. The
demonstration projects will be implemented no less than 1 year after the enactment of the hill.
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The Secretary will award one or more grants to facility-based setiings for the development of
best practices

Dementia and Abuse Prevention Training {Section 6121)

Requires facilities to include dementia management and abuse prevention fraining as part of
pre-employment initial training for permanent and contract or agency staff, and if the Secretary

determines appropriate, as part of ongoing in-service training.
Nationwide Program for Background Checks (Section 6201)

The bill also includes the entire text of the Patfent Safety and Abuse Prevention Act (S. 631).
The Secretary must establish a nationwide program for national and State background checks
on direct patient access employees of certain long-term care (LTC) facilities or providers and
provide Federal matching funds fo States fo conduct these acfivities. States that enfer into an
agreement with the Secretary would be responsible for monitoring compliance with the
requirements of the nationwide program and have specified compliance procedtres in place.
The HHS Inspector General would be required fo conduct an evaluation of the nationwide
program and submit a report to Congress no later than 180 days after completion of the national

program in FY 2012,

LTC providers (including assisted living/residential care providers) that participate in either the
Medicare or Medicaid programs would be required fo obtain state and national criminal history
and other background checks on their prospective employees through such means as the
Secretary determines appropriate. To conduct these checks, states would utilize a search of
state-based abuse and neglect registries and specified state and federal databases and
records, including a fingerprint check. There is a 60-day grace pericd during which newly hired
staff may be given provisional employment, pending the completion of the criminal background

check.

Quality
National Strategy to Improve Health Care Quality (Section 3011)

The HHS Secretary is directed to create a national quality improvement strategy addressing the
following priorities: delivery of health care services, patient health outcomes, and population
health. This strategy must be submitted to Congress for review by January 1, 2011. The
Secretary is tasked with identifying national priorities and must consider: high-cost chronic
diseases; patient safety improvements and medical errors, preventable hospital admissions and
readmissions, health care-associated infections; reduce health disparities across health
disparity populations and geographic areas; and other areas as determined appropriate by the
Secretary. Once the priorities are established, a strategic plan must be created taking into
account the following: coordination among agencies to minimize duplication and utilization of
common quality measures; agency-specific strategic plans; a regular status reporting process;
establishment of annual benchmarks for each participating agency; strategies to align incentives
among public and private payors for quality and patient safety efforts; incorporating quality
improvement and measures for HIT. A website must be created so that the public may access

the details of the strategy.
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inferagency Working Group on Health Care Quality (Section 3012)
A “Working Group” with the following goals would have to be convened. Goals include:

1) Collaboration, cooperation, and consuliation between Federal departments and
agencies with respect to developing and disseminating sfrategies, goals, models and
timetables consistent with the national priorities under the Public Health Service Act.

2) Avoidance of inefficient duplication of quality improvement efforts and resources, where
practicable, and a streamlined process for quality reporting and compliance
requirements.

3) Assess alignment of quality efforts in the public sector with private sector initiatives.

The Working Group would be composed of senior level representatives from HHS, CMS, HRSA,
AHRQ, etc. Not later than December 31, 2010, and annually thereafter, the Working Group
must submit to the relevant Committees of Congress, and post on a public website, a report
describing the progress and recommendations of the Working Group in meeting its goals.

Quality Measure Development (Section 3013)

As part of the National Strategy to Improve Health Care Quality, the term quality measure is
defined as “a standard for measuring the performance and improvement of population health or
of health plans, providers of services, and other clinicians in the delivery of health care ‘
services.” At least every three years, the Secretary must do an analysis to identify where there
are nao existing quality measures or where existing ones need improvement, updating, or
expansion. The results of the analysis must be posted on a publicly available website. Grants
will be awarded to: improve, update, or expand quality measures with priority given fo those
assessing health outcomes, functional status, coordination across episodes of care and
transitions; meaningful use of HIT; safety, effectiveness, patient centeredness, appropriateness
and timeliness of care; efficiency of care; health disparities; patient satisfaction; and other areas

as determined by the Secretary.
Quality Measure Endorsement (Section 3014)

Grants will be awarded to a consensus-based entity to make annual recommendations to the
Secretary on the aforementioned national priorities and identify gaps. In the process of making
these recommendations in a fransparent way, the entity must convene voluntary “multi-
stakeholder groups”, which must involve representatives from a broad range of interested
parties including; post acute providers, health care professionals, hospitals, quality alliances,
health plans, labor, employers and public purchasers, licensing and credentialing organizations;
government agencies and consumer representatives. These multi-stakeholder groups will
provide guidance on the selection of quality measures and must provide information to the
Secretary by February 1 of each year beginning in 2012, such as whether the group has
endorsed a particular quality measure. A pre-rulemaking process also will be established for
these activities. The Secretary takes the endorsement of such measures under advisement, and
may only use a non-endorsed measure in certain circumstances and by following a specific
procedure, which includes publication of the rationale in the Federal Regisfer. The Secretary
must also disseminate these quality measures so that they may be used in workforce programs,

training curricula, and payment programs among others.
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Quality Data Colieciion and Public Reporting (Section 3015)

The Secretary is required fo collect and compile consistent data on quality and resource use
measures from information systems used fo support health care delivery to implement the pubiic
reporting of performance information. Grants may be awarded to conduct this activity. The
collection, aggregation, and analysis systems must encompass a wide variety of patient
populations, providers, and geographic areas. The Secretary must make this data publicly
available in addition to performance information, tailored for the needs of individual types of
providers. The data must include clinical conditions and be provider-specific, although

disaggregated.

Medicaid Adult Health Quality Measures (Section 2701) Directs the Secretary of HHS {o
develop a core set of quality measures for Medicaid eligible adulis similar to that in place for the
Children’s Health insurance Program. The Secretary and the States will report on the
development of and improvements to the quality measurement program on a regular basis.

Quality Reporting for Long Term Care Hospitals, inpatient Rehabilitation Hospitals and
Hospice Programs (Section 3004) The bill contains language that, for each of these providers
for the rate year 2014 and each subsequent rate year, if the provider does not submit quality
data to the Secretary, any annual update to a standard Federal rate for discharges shall be
reduced by 2 percentage poinis. Not later than October 1, 2012, the Secretary shall publish the
quality measures to be used. Quality measures would be reported on the CMS web site.

Health Care Delivery System Research: Quality improvement Technical Assistance
{Section 3501) :

The Center for Quality Improvement and Patient Safety of the AHRQ (referred to as the
“Center”) would conduct or support activities related to best practices for quality improvement in
delivering health care services; assess research, evidence, and knowledge about what
strategies and methodologies are most effective in improving health care delivery; and build
capacity at the State and community level to lead quality and safety efforts through education,
training, and mentoring programs. The Center may establish a Quality Improvement Network
Research Program that would develop practice recommendations applicable fo a variety of
settings. Recommendations would include practical methods o address health care associated
infections, reducing preventable hospital admissions and readmissions, ete.

Fraud, Waste and Abuse — Medicare, Medicaid Program Integrity Provisions

Provider Screening (Section 6401)

The bill would require that the Secretary, in consultation with the OIG, to screen all providers
and suppliers before granting Medicare, Medicaid, and CHIP billing privileges and at time of
revalidation. At a minimum all providers and suppliers would be subject to licensure checks.
Certain groups of providers and suppliers would be subject to additional screening meastres
according to risk, as defined by the Secretary. The additional types of screening measures
could include: submission of fingerprints, criminal background checks, multistate data base
inquiries, and random or unannounced site visits. The screening requirement would begin one

year from the date of enactment.
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An application fee of $200 for individual practitioners, adjusted for inflation beginning in 2011,
and $500 for institutional providers and suppliers adjusted for inflation beginning in 2011, would
be imposed to cover the costs of screening each time they re-verify their enroliment (every five

years).

States failing to create effective screening programs would be subjected to a financial penalty
through a reduction in their Federal Medical Assistance Percentage (FMAP). A hardship
exception to the fee would be permitted, as would waiver of the fee for Medicaid providers for
whom the state can demonstrate the fee would impede beneficiary access to care.

Disclosure Requirements {(Section 6401)

The bill would also impose new disclosure requirements on providers and suppliers enrolling or
re-enrolling in Medicare or Medicaid. Applicants would be required to disclose current or
previous affiliations with any provider or supplier that has uncollected Medicare or Medicaid
debt, has had their payments suspended, has been excluded from participating in a Federal
health care program, or has had their billing privileges revoked. The Secretary would be
authorized to deny enroliment in Medicare if these affiliations pose an undue risk to the

program.
Compliance Programs (Section 6401)

By a date determined by the Secretary, certain providers and suppliers would be required to
establish a compliance program. The requirements for the compliance program would be
developed by the Secretary and the HHS OIG.

Enhanced Medicare and Medicaid Program Integrity Provisions (Section 6402)

» Integrated Data Repository Requires CMS to include in the integrated data repository
(IDR) claims and payment data from the following programs: Medicare (Parts A, B, C,
and D), Medicaid, CHIP, health-related programs administered by the Departments of
Veterans Affairs (VA) and Defense (DOD), the Social Security Administration, and the
Indian Heaith Service (IHS).

» Access to Data The Secretary would be required to enter into data-sharing agreements
with the Commissioner of Social Security, the Secretaries of the VA and DOD, and the
Director of the IHS to help identity fraud, waste, and abuse. The Committee Bill would
grant the HHS OIG and the Department of Justice (DOJ) access to the IDR for the
purposes of conducting law and oversight activities consistent with applicable privacy,
security, and disclosure laws.

e Overpayments In the bill, the Secretary would have increased authority allowing for
suspensions of payment during creditable investigations of fraud; and new procedures
for disclosure and repayment of overpayments. Further, the 60 days providers and
suppliers have to repay Medicare overpayments would be modified to either 60 days
after the date on which the overpayment was made or the date the corresponding cost
report is due. Providers and suppliers would be required to repay any Medicare or
Medicaid overpayment identified through an internal compliance audit. The bill requires
that overpayments be reported and returned within 60 days from the date the
overpayment was identified or by the date a corresponding cost report was due,
whichever is later.
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National Provider Identifier Requires the Secretary to issue a regulation mandating
that all Medicare, Medicaid, and CHIP providers include their NP| an enrollment

applications.

Medicaid Management Information System Authorizes the Secretary to withhold the
Federal matching payment to States for medical assistance expenditures when the State
does not report enrollee encounter data in a timely manner to the State's Medicaid
Management Information System (MMIS).

Permissive Exclusions Subjects providers and suppliers to exclusion for providing
false information on any application to enrol! or participate in a Federal health care

program.

Civil Monetary Penalities Expands the use of Civil Monetary Penalties (CMPs) to
excluded individuals who order or prescribe an item or service, make false statements
on applications or contracts to participate in a Federal health care program, or who know
of an overpayment and do not return the overpayment. Each violation would be subject

to CMPs of up to $50,000.

Testimonial Subpoena Authority The Secretary would be able to issue subpoenas and
require the attendance and testimony of witnesses and the production of any other
evidence that relates to matters under investigation or in question by the Secretary.

Surety Bonds Requires that the Secretary take into account the volume of billing for a
DME supplier or home health agency when determining the size of the surety bond. The
Secretary would have the authority to impose this requirement on other providers and
suppliers considered fo be at risk by the Secretary.

Payment Suspensions Authorizes the Secretary to suspend payments to a provider or
supplier pending a fraud investigation.

Health Care Fraud and Abuse Confrol Account Increases Health Care Fraud and
Abuse Control (HCFAC) funding would by $10 million each year for fiscal years 2011
through 2020. The provision would also permanentiy apply the CPI-U adjustment to

HCFAC and Medicare Integrity Program (MIP) funding.

Medicare and Medicaid Integrity Programs Requires Medicare and Medicaid Integrity
Program contractors to provide the Secretary and the HHS OIG with performance
statistics, including the number and amount of overpayments recovered, the number of
fraud referrals, and the return on investment for such activities.

Elimination of Duplication Between the Healthcare Integrity and Protection Data Bank
and the National Practitioner Data Bank (Section 6403)

Requires the Secretary fo maintain a national heaith care fraud and abuse data collection
program for reporting certain adverse actions taken against health care providers, suppliers,
and practitioners, and submit information on the actions to the National Practitioner Data Bank
(NPDB). The Secretary would also be required to establish a process to terminate the
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Healthcare Integrity and Protection Databank (HIPDB) and ensure that the information formerly
collected in the HIPDB is transferred to the NPDB.

Enhanced Penalties (Section 6403)

Subjects persons who fail to grant HHS OIG timely access to documents, for the purpose of
audits, investigations, evaluations, or other statutory functions, to CMPs of $15,000 for each day
of failure. Also, persons who knowingly make, use, or cause to be made or used any false
statement to a Federal health care program would be subject to a CMP of $50,000 for each
violation. The violations that could be subject to the imposition of sanctions and CMPs by the
Secretary would include Medicare Advantage (MA) or Part D plans that: (1) enroll individuals in
a MA or Part D plan without their consent, (2) transfer an individual from one plan to another for
the purpose of earning a commission, (3) fail to comply with marketing requirements and CMS
guidance, or (4) employ or contract with an individual or entity that commits a violation.
Penalties for MA and Part D plans that misrepresent or falsify information

Medicare Provider Self-Disclosure Protocol (SRDP) (Section 6409)

The Secretary would be required to establish, within 180 days, a mechanism for providers to
disclose voluntarily specific information regarding actual and potential violations of the physician
self-referral law. The mechanism would be similar to the Provider Seif-Disclosure Protocol

(SRDP) operated by the HHS OIG.

The Secretary shall post information on the public Internet website of the Centers for Medicare
& Medicaid Services to inform relevant stakeholders of how to disclose actual or potential
violations pursuant to a SRDP.

The mechanism would be available to all health care providers and would not be limited to a
particular industry, specialty, or service. The mechanism would also offer an incentive to
encourage providers to participate, such as a damage calculation near the lower-end of the

statutory spectrum.

The Secretary would not be required to resolve all matters disclosed in this manner. However,
the Secretary would be required to work closely with providers that come forward in good faith
seeking a resolution. Neither the HHS OIG nor the DOJ would be precluded from opening an
investigation into a provider while the disclosure protocol is being implemented. Any resolution
entered into by the Secretary and the provider would not be binding on the DOJ or other Federal

or state agency.

Tort Reform
Sense of the Senate Provision (Section 6801)

The bill would express the Sense of the Senate that health care reform presenis an opportunity
to address issues related to medical malpractice and medical liability insurance. In addition, it
states that Congress should consider establishing a state demonstration program to evaiuate
alternatives to the current civil litigation system.
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Workforce
National Health Care Workforce Commission (Section 5101)

Establishes a national commission tasked with reviewing health care workforce and projected
workforce needs, with the goal of providing comprehensive, unbiased information o Congress
and the Administration about how to align Federal health care workforce resources with national
needs. Congress will use this information when providing appropriations to discretionary
programs or in restructuring other Federal funding sources.

State Health Care Workforce Development Grants (Section 5102)

Competitive grants are created to enable State parinerships to complete comprehensive
planning and to carry out activities leading to coherent and comprehensive health care
workforce development strategies at the State and local levels. Grants will support innovative
approaches to increase the number of skilled health care workers such as health care career

pathways for young people and adults.
Health Care Workforce Assessment (Section 5103)

Codifies the existing national center and establishes several regional centers for health
workforce analysis to collect, analyze, and report data related to Title VII (of the Public Health
Service Act) primary care workforce programs. The centers will coordinate with State and local
agencies in collecting labor and workforce statistical information and provide analyses and

reports on Title VIl to the Commission.
Worltforce Demonstrafion Project (Section 5507)

A new HHS demonstration project would be established for low-income individuals who would
like to obtain education and training for those health care occupations that are in high demand
or are experiencing shortages. Grants would be made to states, local workforce investment
boards, or community based organizations. The demonstration will determine the efficacy of
developing core training competencies in the following areas: the role of the personal or home
care aide; consumer rights, ethics, and confidentiality; communication, cultural, and linguistic
competence and sensitivity, problem solving, behavior management, and relationship skiils;
personal care skills; health care support; nutritional support; infection control; safety and
emergency fraining; training specific to an individual consumer's needs; and self-care. The
project will also evaluate the methods used to implement these competencies including: length
of training; appropriate student to trainer ratio; time spent in the classroom compared to on-site;
trainer qualifications; content for hands-on training and written cerfification exam; and continuing
education requirements. A personal care aide is defined as one “who helps individuals who are
elderly, disabled, ill, or mentally disabled (including an individual with Alzheimer’s disease or
other dementia) to live in their own home or a residential care facility (such as a nursing home,
assisted living facility, or any other facility the Secretary determines appropriate) by providing
routine personal care services and other appropriate services to the individual.”

Graduate Nurse Education Demonstration Program (Section 5509)
The bill would establish a graduate nurse education demonstration program under Medicare in

order to increase the supply of highly skilled advanced practice nurses. Participating hospitals
would receive reasonable costs reimbursement from Medicare for the educational costs
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(including faculty salaries, any student stipends, clinical instruction costs, and other direct and
indirect costs) of a hospital and affiliated schools attribuiable to the training of advanced practice
nurses. The demonstration aims to provide these nurses with skills necessary to provide
primary and preventive care, transitional care, chrenic care management, and other appropriate
nursing services through affiliation with one or more accredited nursing schools and in
partnership with two or more non-hospital community-based patient care settings where at least
half of all clinical training occurs. The Secretary would be able to waive the requirement for
affiliation with accredited nursing schools for clinical training of advanced practice registered
nurses in rural and medically underserved areas. The term "advanced practice nurse” under this
section would include a clinical nurse specialist, nurse practitioner, certified registered nurse

anesthetist, and certified nurse midwife.

Geriatric Education and Training; Career Awards; GComprehensive Geriatric Education
(Section 5305)

Authorizes funding to geriatric education centers to support training in geriatrics, chronic care
management, and long-term care for facuity in health professions schools and family caregivers;
develop curricula and best practices in geriatrics; expand the geriatric career awards to
advanced practice nurses, clinical social workers, pharmacists, and psychologists; and establish
traineeships for individuals who are preparing for advanced education nursing degrees in

geriatric nursing.
Training Opportunitics for Direct Care Workers (Section 5302)

The bill would establish grants to institutions of higher education to provide training opportunities
to direct care workers employed in long term care settings, €.g. ALFs, SNFs, ICFs/MR, HCB
settings, efc. Once an individual has completed the training, he/she must work in the field of
geriatrics, disability services, long term services and supports, or chronic care management for

at least 2 years.
Protection for Employees (Section 1558)

Amends the Fair Labor Standards Act fo ensure that no employer shall discharge or in any
manner discriminate against any employee with respect to his or her compensation, terms,
conditions, or other privileges of employment because the employee has received a premium

tax credit or for other reasons.

Other Issues of Specific Interest fo Long Term Care, Post Acufe Care, and Assisted
Living
Elder Justice Act Amendment (Sections 1911 — 1913)

The legislation includes the entire text of the Efder Justice Act (S. 795), which amends the
Social Security Act to establish an Elder Justice program under Title XX Block Grants fo States
for Social Services. [t also establishes within the Office of the Secretary of Health and Human
Services (HHS) an Elder Justice Coordinating Council (EJCC) as well as an Adviscry Board on
Elder Abuse, Neglect, and Exploitation. The HHS Secretary is directed to make grants to eligible
entities to establish stationary and mobile forensic centers, to develop forensic expertise ‘
regarding, and provide services relating to, elder abuse, neglect, and exploitation. In addition,
the Secretary must provide incentives for individuals to train for, seek, and maintain employment
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providing direct care in a long term care (LTC) facility. Grants will be made to LTC facilities to:
(1) offer continuing fraining and varying levels of certification to employees who provide direct
care to LTC facility residents; and (2) provide bonuses or other benefits to employees who
achieve certification. Other grants also will be made to assist LTC facilities in offsetting the costs
for standardized clinical health care informatics systems designed fo improve patient safety and
reduce adverse events and health care complications resulting from medication errors. HHS
must not only provide funding fo state and local adult protective services offices that investigate
reports of elder abuse, neglect, and exploitation; but also collect and disseminate related data in
coordination with the Department of Justice. A program of annual adult protective services
grants to states must also be created. Moreover, the Secretary must make grants to eligible
enfities to improve the capacity of state LTC ombudsman programs io respond to and resolve
abuse and neglect complaints; and conduct pilot programs with state or local LTC ombudsman
offices. Programs must be established fo both provide and improve ombudsman training for
national organizations and state LTC ombudsman programs. Additionally, each individual
owner, operator, employee, manager, agent, or contractor of an LTC facility receiving certain
federal support must report to the Secretary and local law enforcement entities any reasonable
suspicion of crimes occurring in such facility. Additionaily the owner or operator of such an LTC
facility must notify the Secretary and the appropriate state regulatory agency of a facility's
impending closure, as well as establish a plan for the fransfer and adequate relocation of facility
residents. The Secretary must also study and report to the EJCC and appropriate congressional

committees on establishing a national nurse aide regisfry.

Establishment of a National ¥Yolunfary Insurance Program for Purchasing Community
Living Assistance Services and Support (CLASS Program) (Section 8002)

Like the House reform bill, the Senate bill establishes a new, voluntary, public long-term care
insurance program called the CLASS Independence Benefit Plan, so that individuals with
functional limitations can purchase community living assistance services and supporis. The
Secretary must make sure that the Plan is actuarially sound and that it ensures solvency for 75
years; allows for a five year vesting period for eligibility of benefits; creates benefit friggers that
allow for the determination of functional limitation; and provides cash benéefit that is not less than
an average of $50 per day. For institutionalized eligible beneficiaries enrolled in Medicaid, the
beneficiary shall retain 5% of the cash benefit (in addition to the Medicaid personal needs
allowance) and the rest shall be applied toward the facility’s cost of providing care. Medicaid
shall be secondary payor. For beneficiaries receiving home- and community-based (HCB)
services, they refain 50% of the cash benefit and the remainder shall be applied to the cost of
the state of providing Medicaid assistance. Medicaid provides secondary coverage subject to
various condifions. The definition of HCB services includes HCB services under Medicaid

waivers and 1815(i) HCB State Plan Option.

Unlike the House bill, in the Senate bill there is a requirement to establish a Personal Care
Attendants Advisory Panel no later than 90 days after the Act is enacted. The Panel will
examine and advise the Secretary and Congress on workforce issues related to personal care
attendant workers, including the adequacy of the number of such workers, and access by

individuals to the services provided by such workers.

HIPAA Administrative Simplification (Section 1104)
Accelerates HHS adoption of uniform standards and operating rules for the electronic

transactions that occur between providers and health plans governed under the Health
Insurance Portability and Accountability Act (HIPAA). Establishes a process to update regularly
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the standards and operating rules for electronic fransactions. The goal of this section is to make
the health system more efficient by reducing the clerical burden on providers, patients and

health plans.

Long Term Care Services and Supporis

A series of amendments discussing long term care services and supports were included in the
bill language.

[ 4

Community First Choice Option (Section 2401) —The bill would establish the
Community First Choice Option, which would create a state plan option under section
1915 of the Social Security Act to provide community based attendant supports and
services to individuals with disabilities who are Medicaid eligible and who require an
institutional level of care. These services and supports include assistance to individuals
with disabilities in accomplishing activities of daily living, instrumental activities of daily
living, health related tasks and additional supports such as voluntary training on how to
select manage, and dismiss attendants. Services and supports may be provided by
family members, agencies and others. States would be required to provide these
services under a “person-centered” plan and services would be “consumer confrolled,”
meaning that the individual or his/her representative would have maximum control of
HCB attendant services, “regardiess of who may act as the employer of record.” States
would have to establish Development and Implementation Councils. Under the
Community First Choice Option, services must be provided without regard to age, type
or severity of disability or form of HCB services required to lead an independent life.
States who choose the Community First Choice Option wouid be eligible for enhanced
federal match rate of an additional six percentage points for reimbursable expenses in
the program. The Community First Choice Option also would require data collection.

Spousal Impoverishment (Section 2404) — The bill would protect against spousal
impoverishment in all Medicaid home and community based services programs by
requiring states to apply the same spousal impoverishment rules currently provided to
the spouses of nursing home residents in Medicaid. The provision would sunset after

five years.

Removal of Barriers to Providing Home and Community-Based Services (Section
2402) This would remove barriers to providing HCBS by giving states the option to
provide more types of HCBS through a state plan amendment to individuals with higher
levels of need, rather than through a waiver, and to extend full Medicaid benefits to
individuals receiving HCBS under a State plan amendment.

Money Follows the Person Rebalancing Demonstration (Section 2403) This
provision would extend the current Money Follows the Person Demonstration grant
program for an additional 5 years until 2016. |t would change the requirement that a
gualifying individual has been in an institution from not less than 6 months to not less
than 90 consecutive days and it also excludes rehab stays.
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Clarification of Definition of Medical Assistance (Section 2304)

The bill would clarify the original intent of Congress that the term “medical assistance” as used
in various sections of the Social Security Act encompasses both payment for services provided
and the services themselves.

Sense of the Senate Amendment on Long Term Services and Supports (Section 2406)

The bill expresses the Sense of the Senate that this Congress should address long-term
services and supporis in a comprehensive way that guarantees elderly and disabled individuals
the care they need and that long term services and supporis should be made available in the
community in addition to in institutions.

State Option to Provide Health Homes for Enrollees with Chronic Conditions (Section
2703)

The bill states that, beginning January 1, 2011, under a State plan amendment a state may
provide medical assistance to eligible individuals with chronic conditions who select a
designated provider, a team of health care professionals operating with such a provider, or a
health. team as the individual's “health home” to provide individual with health home services.
Services may include comprehensive care management; comprehensive transitional care,
including appropriate follow-up, from inpatient to other settings; referral to community and social
support services, etc. Providers may include physicians, physician practices, community health
centers, home health agencies, or other entities deemed by both the HHS Secretary and the
State that have the infrastructure in place to provide home health services. Payments made to
the provider shall be treated as medical assistance except that, during the first 8 fiscal year
quarters that the State plan amendment is in effect, the FMAP applicable to such payments
shall be equal to 90 percent. The fotal amount of payments made to States shall not exceed

$25,000,000.00.
Hospital Wage Index Amendments {Section 3137)

By December 31, 2011, the Secretary is {o submit a report to Congress that includes a plan to
reform the hospital wage index system. Changes to the hospital wage index that are not hospital
specific, are generally adopted in the SNF and other PAC settings the following year. The bill
includes additional hospital-specific language that may indirectly have an impact on nursing
homes. Since these changes are implemented in a budget neutral manner, there will not be an
overall gain or loss for the industry, but various geographic areas may be somewhat affected

positively and others negatively.

Hospice Reform (Section 3132)

The bill states that beginning no later than January 1, 2011, the Secretary shall collect additional
data and information [than as is currently collected] as appropriate fo revise payments for
hospice care. Data may include information on charges and payments; the number of hospice
visits; the type of practitioner providing the visit; etc. Hospice programs and the Medicare
Payment Advisory Commission (MedPAC) will be consulted regarding the data and information
to be collected. Not earlier than October 1, 2013, the Secretary would, through regulation,
implement revisions to the methodology for determining the payment rates for routine home
care and other services included in hospice care. Revisions may include adjustments fo per
diem payments that reflect changes in resource intensity in providing care and services during
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the entire episode of care. MedPAC’s hospice program eligibility recertification
recommendations would be adopted.

Removing Barriers and Improving Access to Wellness for Individuals with Disabilities
(Section 4203)

The bill would require that no later than 24 months after enactment of the Act that the
Architectural and Transportation Barriers Compliance Board consult with the Commissioner of
the FDA to create minimum technical criteria for medical diagnostic equipment. The equipment
would have to be accessible to, and usable by, individuals with accessibility needs and allow
them independent entry to, use of, and exit from the equipment.

Program to Facilitate Shared Decision Making (Section 3506)

Establishes a program at HHS for the development, testing, and disseminating of educational
tools to help patients, caregivers, and authorized representatives understand their treatment

options.

Nondiscrimination {Section 1557)

Protects individuals against discrimination under the Civil Rights Act, the Education
Amendments Act, the Age Discrimination Act, and the Rehabilitation Act, through exclusion from
participation in or denial of benefits under any health program or activity.

Oversight (Section 1559)

The Inspector General of the Department of HHS shall have oversight authority with respect to
the administration and implementation of this title as it relates to such Department.

Rules of Construction (Section 1560)

Nothing in this title shall be construed to modify, impair, or supersede the operation of any
antitrust laws.
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Summary of Issues Affecting Long Term Care in

the Patient Protection and Affordable Care Act
December 16, 2009

On November 18, 2009, Senate Majority Leader Harry Reid (D-NV) released a biil that merged
the provisions of the two bills reported by the Senate Finance Committee and the Senate
Health, Education, Labor and Pensions Committee. For technical reasons of parliamentary
procedure, the bill was released as an amendment to H.R. 3590, which is unrelated fo health
care. Note that this document highlights only those issues expected specifically to impact skilled
nursing facilities (SNFs) and assisted living residences (AL).

Medicare

Skilled Nursing Facility (SNF) Market Basket Productivity Adjustment (Section 3401)

Beginning in Fiscal Year (FY) 2012, the Skilled Nursing Facility (SNF) market basket will be
reduced by a productivity adjustment equal to the 10-year moving average of changes in annual
economy-wide private non-farm business multifactor productivity as projected by the Secretary.

Note that although the Congressional Budget Office did nof provide a specific figure for SNF
cuts for this bill, in previous versions of the bill, it estimated the cuts to be $14.6 billion over 10

years.
Therapy Caps (Section 3103)

The current exceptions process for Medicare Part B outpatient therapy services is extended
through December 31, 2010.

National Pilot Program on Payment Bundling (Section 3023)

By January 1, 2013, the Secretary will implement a national, voluntary pilot program fo
coordinate care for Medicare beneficiaries not covered under Part C during an entire episode of
care for eight condifions to be specified by the Secretary. Services to be included in the bundle
are: acute care inpatient hospital services; physician services delivered inside and outside of the
acute care hospifal setting; outpatient hospital services, including emergency department visits;
services associated with acute care hospital readmissions; post acute care services including
home health, skilled nursing, inpatient rehabilitation, long term care hospital; and other services
that the Secretary determines appropriate. The Secretary must take the following info account:
whether the specified conditions include both chronic and acute; whether there is a mix of
surgical and medical conditions; whether a condition allows providers and suppliers to improve
the quality of care while reducing total expenditures; whether there is significant variation in the
number of readmissions, the amount of expenditures for post-acute care; whether a condition
“has high volume and high post acute care expenditures; and which conditicns the Secretary
decides are most “amenable fo bundling across the spectrum of care given practice patterns”.
The episode of care established in the pilot program would start three days prior to a qualifying
admission to the hospital and span the length of the hospital stay and 30 days following the
patient discharge, unless the Secrefary determines another timeframe is more appropriate for
purposes of the pilot. The Secretary must decide which patient assessment tool as well as
which quality measures, for both episodes of care and post acute care, are fo be used in the



Medicaid

FMAP (Section 1201)

Eliminates the provision of the Senate bill providing for a 100% federai matching rate just for
Nebraska to cover the costs of newly eligible individuals to the Medicaid program. Substitutes in
its place, federal Medicaid matching payments to all states, except expansion ones, for the
costs of services to newly eligible individuals at the following rates: 100% in 2014, 2015, and
2016; 95% in 2017; 94% in 2018; 93% in 2019; and 90% thereafter. For expansion states, the
state share of the costs of covering nonpregnant childless adults is reduced by 50% in 2014,
60% in 2015, 70% in 2016, 80% in 2017, 90% in 2018. Beginning in 2019 and thereafter,
expansion states would revert {o the same state share for newly eligible individuals as

non-expansion states.

Other Issues

Employer Mandate (Section 1003} _

Changes the fee that an employer with more than 50 employees must pay per employee if
health insurance is not offered to all for full time equivalents (FTEs) from $750 to $2000.
However, for employers with 50 or more FTEs that do not choose to offer insurance, they are
allowed to subtract the first 30 full time employees from the payment calculation (e.g., a firm
with 51 workers that does not offer coverage will pay an amount equal to 51 minus 30, or 21
times the applicable per employee payment amount). The assessment for workers in a waiting

period is eliminated, although the 90-day limit on the length of any waiting period is retained

beginning in 2014.
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INDIANA ASSOCIATION OF HOMES AND SERVICES FOR
THE AGING

Medicaid Nursing Home Cuts Preceding the Implementation of the
Quality Assessment

Indiana’s Nursing Home Cuts - 2001

e Utilize the RUG-III version 5.12, 34-grouper resident classification system with new case

mix indices based on recalculated supply components.

The therapy change noted above (adds $6.85 million);

Move repairs and maintenance costs to the indirect care component. This was a public
policy initiative that all parties agreed would be an improvement to the system. This will
increase the indirect care median. (adds $3.76 million)

e No longer pay for Medicare Parts A and B co-payments and deductibles. It is estimated
that most of these costs would be recoverable on a facility's Medicare cost report as bad
debt. However, subsequent Medicare changes mean that facilities will not be able to
recoup all of these funds. ($17.19 million savings)

o Reduce the “profit” incentive for facilities with costs below the median in the direct and
indirect care components from 60% to 52%, while keeping the incentives at 60% for the
administrative and capital components. (cuts $5.32 million)

¢ Eliminate bed hold payments for therapeutic leave days for facilities with occupancy
rates below 90%. ($4.97 million savings)

e Reduce the inflation rate for setting medians to the HCFA (now CMS) SNF index minus
3.3%. The medians will still reflect the inflation represented in actual cost reports but the
inflation forward into the next rate period will be reduced by this amount. ($29.61 million
savings) (scheduled as temporary for two years)

e A $1 million adjustment to three ventilator units' rates since they are projected to lose $2
million because Medicaid is concerned about accessibility of these services. The losses
are directly attributable to the therapy changes and indicate that the RUG system does not
effectively account for these services.

Indiana’s Nursing Home Cuts — 2002

e Eliminate Medicare therapy costs included in the indirect care and administrative
components

¢ Eliminate the profit add-on payment for direct care (scheduled a temporary for two years)

e Establish a minimum occupancy requirement of 65% for the direct care, indirect care,
and administrative components

e Recalculate nursing facility rates every two years instead of every year
Indiana Nursing Home Cuts - 2002

Indiana Association of Homes and Services for the Aging
April 26, 2004



Make permanent the elimination of the profit add-on for direct care
Make permanent the cut of 3.3% in the inflation rate used in calculating rates
Return to rebasing annually

Indiana Nursing Home Cuts — 2003

Move to an 85% occupancy standard but give facilities an opportunity to de-license beds

Apply occupancy standard to only fixed costs (25% of direct care, 37% of indirect care,
and 84% of administrative)

Indiana Association of Homes and Services for the Aging
April 26, 2004



INDIANA ASSOCIATION OF HOMES AND
SERVICES FOR THE AGING

QA Nursing Home Reimbursement Changes

The Quality Assessment was authorized by statute in 2003. However, the state needed
CMS approval of their state plan amendment for implementation of the QA. The state
plan amendment was submitted in 2003 which established the starting point for the
collection of the Assessment and the resulting reimbursement changes. It was not until

April 2005 that CMS approved the plan amendment and the QA could be implemented
retroactively to 2003.

The QA raises about $100 million from facilities which is matched by the federal
government bringing about $170 million in federal dollars. Of this amount, 80% is to be
used for nursing home reimbursement. The remaining 20% was made available to the
state for other Medicaid purposes. The plan exempts hospital based skilled units,
continuing care retirement communities registered with the Secretary of State’s office,
and the Indiana Veteran’s Home from payment of the QA.

Use of the Enhanced Nursing Home Funding: During the first three years of the
decade, nursing homes had received a series of cuts in reimbursement caused by state
budget issues related to the recession. These cuts were to a system which was already
seriously underfunded. By the time the QA was approved, many nursing homes were
facing serious financial problems.

The QA was a means to obtain additional dollars to enhance reimbursement. However,
Medicaid clearly intended that these funds would not come as simply an add-on to
facility rates but would be distributed based on solid public policy objectives.  The

following describes the changes in the reimbursement system to utilize these additional
funds:

e Increase the upper limit on direct care to allow more facilities to get their costs
covered for this quality of care component which pays for nursing staff and
medical supplies;

e Increase the upper limit on indirect care to allow more facilities to get their costs
covered for this quality of life component which pays for social services,
activities, food, housekeeping, and maintenance costs;

o [Establish an add-on for facilities with special care units for persons with
dementia. When the case mix system was first established, it became clear to
IAHSA that the indices did not fully cover the time it took to appropriately care
for persons with dementia in specialized settings. Medicaid agreed to conduct a
time study where caregivers were given handheld devices to track the time it took
to care for residents. The study clearly showed that the case mix system
underfunded these services. However, until the QA there was no additional new



funding to address this issue. The QA provided an add-on per day for facilities
with special care units.

o Establish the first pay for performance component of the rate system through the
quality add-on. This add-on was based on the facilities survey report card score
which is a weighted average of the last three annual surveys focusing on the 46
deficiencies most closely related to quality of care.

¢ Restore the inflation factor to the HCFA (CMS) SNF Index. Rates are based on
cost reports from the previous years where costs are inflated forward to the next
rate year to incorporate cost inflation. During the 2000 — 2003 rate cutting period,
the inflation factor had been reduced by 3.3%, significantly limiting the
percentage of a facility’s costs covered by the Medicaid rate.

¢ Remove the administrator’s salary from the owners and directors compensation
limitation. This salary would now become part of the administration component
and not capped. This should raise the administrative median and allow more of
these costs to be covered.

¢ Increase the profit add-on efficiency incentive which had been cut significantly
during the 2000-2003 period. This allows a facility to keep a portion of the
difference between their costs and the median as an incentive for efficiency. The
profit add-on is much less for direct care than for the other components.

e Increase the upper limit on administration and capital components. Capital had
been historically underfunded that the increased proved helpful.

Retroactive Payments: As noted above, the state plan amendment was submitted in the
third quarter of 2003 but CMS approval didn’t come until the second quarter of 2005.
State Plan Amendments are effective on the first day of the quarter in which they are
submitted, even if CMS approval occurs much later. Once the state plan amendment was
approved in 2005, retroactive payments were made to facilities back to 2003. These
payments were based on cost reports from this period and reflected the changes noted
above. The accountability for these funds was based on the cost reports and the policies
on how the funding was to be distributed. Much of these funds were to reimburse
expenditures already made — inflation, increases in upper limits, and the special care unit
add-on.

TAHSA nonprofit members used these one-time funds to replenish reserves depleted by
years of underfunding and cuts, to address deferred maintenance on their buildings, and
get caught up on vendor payables.



INDIANA ASSOCIATION OF HOMES AND
SERVICES FOR THE AGING

Phase 2 Nursing Home Reimbursement Changes

CMS approved the state plan amendment for the Phase 2 reimbursement changes in May
of 2010 and these changes were retroactive to January 1, 2010. The following is a
summary of these changes:

Ventilator Add-on: Increases the per diem add-on for Facilities with Ventilator
units to $11.50 from $8.79. This change was designed to provide a greater
incentive for facilities to develop ventilator units to serve this underserved
population.

Special Care Unit Add-on: Increases the per diem add-on for Facilities with
Dementia Care units to $12.00 from $10.80 and annually determine the facilities
that qualify. This change brought the add-on up to date regarding which facilities
had such units and how many residents they served and to provide a greater
incentive to serve persons with dementia in special care units.

Report Card Score Add-on: Increases the per diem add-on for ISDH Report
card Scores to $5.75 for scores less than 83. Eliminates the per diem add-on for
scores greater than 265. Scores from 83 to 265 receive an add-on equal to $5.75
less $.03125 for every point the score is greater than 83. The purpose of this
change was to update the add-on to current report card scores, eliminate any add-
on for the poorest performing facilities, and to increase the rate incentive for the
best performing facilities.

Minimum Occupancy: Increase the minimum occupancy standard from 85% to
90% for the Direct, Indirect and Administrative components of the rate. Facilities
with 50 or fewer beds are exempted from this increase. This changes was
designed to improve efficiency and occupancy rates for Indiana facilities.
Administrative Component: Reimburse administrative costs at 100% of the
weighted median. This change increased the incentives for efficiency in this rate
category which did not directly impact patient care.

Profit Add-on: Year 1 - Facilities with a report card score less than 83 retain
100% of the add-on. The add-on will be eliminated for facilities with a score
greater than 357. Facilities with scores from 83 to 357 receive a proportional add-
on equal to 100% less .36232% for every point above 83. This change was
designed to penalize facilities which sacrificed quality in order to increase profit
by squeezing costs, particularly staffing costs.

Direct Care Maximum Annual Increase: Beginning on the effective date of the
rule, the Direct Care Component will no longer be subjected to a Maximum
Annual Increase (MAI). This change was meant to address an unintended
consequence of the rate cap established in FY 2008 which unfairly penalized
facilities which were serving a sicker, more acute resident population.



Low Needs Residents: Reduce the case mix indices for the lower 4 RUG
categories to 65% of current indices for residents admitted to a facility after
January 1, 2010. The indices are reduced to 55% in the second year and to 45%
in the third year. This change was designed to provide incentives to move

residents with limited needs to more appropriate community settings.

IAHSA and HOPE met extensively with the Division of Aging as the Phase 2 program
was being developed. These discussions focused on the policy objectives of Phase 2 and
the most effective means of achieving these objectives while limiting unintended
consequences for nursing facilities.

Based on these changes, a number of changes were made. These are summarized in the

following table.
Original Proposal Final Rule |
Ventilator Add-On $382,787 $382,787
Special Care Unit Add-On $3,613,273 $3,613,273
Report Care Score Add-On $3,737,249 $3,737,249
Minimum Occupancy ($18,364,163) ($10,124,243)
Administrative Component ($12,180,293) ($1,857,817)
Profit Add-On (8$9,271,922) ($16,087,341)
Direct Care MAI 0 $11,290,842
Low Needs Residents ($12,751,292) 0
' Total ($44.,834,421) ($9,045,301)

The following describes the changes made due to these discussions and their rationale:

Minimum occupancy — the state’s original proposal was to increase the occupancy
standard from 85% to 95%. The occupancy standard is used to adjust the cost per
resident in the various cost categories for facilities with occupancy below the
standard. For these facilities, their cost per resident day would be adjusted to
assume the occupancy minimum, significantly lowering their cost per day and
subsequent reimbursement. IAHSA and HOPE argued that 95% was too high a
standard. The average occupancy rate in the state is around 85% and the change
would have a significant impact on rates. In addition, it is difficult for facilities to
maintain 95%+ occupancy given the rapid turnover in residents from the
increasingly important Medicare residents. It would be particularly difficult for
small facilities (50 beds of less) to maintain this rate since the change of only one
resident significantly impacts occupancy. The final agreement was to raise the
standard to 90% except for facilities of 50 beds or less which remained at 85%.
The reduction of the occupancy level reduced the impact of moving to a price for
the administrative component.

Profit add-on — the purpose of this Phase 2 change was to penalize facilities which
squeezed expenses (particularly staffing expenses) at the expense of quality.
Facilities have been able to keep a portion of the difference between the median
and their costs per day for the various cost components as an efficiency incentive.



Please

This change said that you would progressively lose your ability to obtain this
“profit” if being efficient meant quality suffered based on the facility’s survey
report card score. Through our discussions with the state, we suggested making
this penalty more significant.

Direct care maximum annual increase — Several years ago, the nursing home
profession agreed to a limit on individual facility rate increases proposed by
FSSA Secretary Mitch Roob. The state was concerned about expenditure growth
and the state budget. This cap had an unintended impact of limited rate growth
based on increases in the facility’s case mix index. In other words, facilities
would not receive credit for serving sicker residents which was a state policy goal.
This change allowed these facilities to obtain this needed increased while
continuing to limit growth in other rate components.

Low needs residents — the state’s original proposal was to decrease the case mix
index on residents in the four Resource Utilization Groups representing the lowest
needs residents. This change did not impact residents with dementia or
incontinence. The policy goal was to provide incentives for facilities to find
home and community based placements for these residents. However, we were
concerned that it would apply to residents who had been in the facilities for many
years and would be very difficult to place in the community. They were admitted
because no community placements or funding was available and now had not
home or community support system to make this transition possible. Based on
our discussions, the state agreed to apply this change only to residents admitted
after the date of implementation (January 1, 2010).

contact Jim Leich, IAHSA President/CEO at 317-733-2380 or

jimleich@jiahsa.com if you have any questions.




INDIANA ASSOCIATION OF HOMES AND SERVICES
FOR THE AGING

Quality Initiatives in Indiana

The following reflect quality initiatives that have been undertaken in Indiana in recent
years. Indiana is unusual in that the various stakeholders in nursing home quality have
worked closely together in implementing various effective quality improvement
initiatives. This strong working relationship between the Indiana State Department of
Health, the three associations representing nursing homes, the federally funded Quality
Improvement Organization HealthCare Excel, and consumer advocates has also lead to
opportunities for additional federal funding for these initiatives.

In 2007, the nursing home associations noted that the scope and severity of survey
findings had increased significantly between 2005 and 2007. We noted:

e Indiana had significantly higher percentages of G and above citations (actual
harm), substandard quality of care, and immediate jeopardies (IJs) than
surrounding states and the national averages.

o The number of Gs and above and IJs have skyrocketed over the last six to nine
months.

Significant disparities exist between survey districts on these statistics.
Many of the immediate jeopardy citations appeared to be complaint surveys
triggered by self-reported incidents.

A review of the actual 1J survey findings by the associations and found that many
reflected significant care breakdowns and serious harm to residents. The associations
initiated a meeting with Dr. Judith Monroe, State Health Commissioner, where we
discussed the fact that there was little trend and data analysis currently being performed
by ISDH on the survey process and that the data indicates that Indiana is an outlier. We
felt it was important to determine the scope of the problem and to jointly work to address
the issues.

This led to four related activities.

Monthly meetings between the three associations and ISDH: The three nursing home
associations and ISDH initiate monthly meetings where we discussed survey issues,
evaluated trends, and planned quality improvement activities. These meetings have been
ongoing since early 2007and have resulted in a strong working relationship and led to
joint quality improvement efforts. ISDH also initiated quarterly meetings with consumer
advocates and the state ombudsman.

ISDH initiated internal efforts to improve survey consistency across survey districts
and between states.



ISDH Long Term Care Leadership Conferences: ISDH initiated a series of leadership
conferences and activities around care issues identified by the survey process. These
efforts brought in national speakers for large conferences and ongoing quality
improvement activities. Subjects included pressure ulcers, falls, emergency
preparedness, health care associated infections, incontinence, staffing, restraints, behavior
problems, and Alzheimer’s and dementia. These efforts are ongoing and have
demonstrated significant impact in improving outcomes.

IAHSA and HOPE Quarterly Compliance Training: JAHSA and HOPE initiated a
series of education and training events occurring quarterly since January of 2007. Each
session looked at specific 1J citations and looked at what went wrong at these facilities
and provided training on systems and quality improvement activities that could be

utilized to prevent these types of events. Attendance at these events has typically been
150+.

Results: We have seen significant survey improvements based on these activities. In
2007, the percentage of facilities with 1Js was 160% higher than the nation as a whole.
By the second quarter of 2009 (most recent data), Indiana’s percentage was below the
national average. IJs declined from 107 in 2007 to only 31 in 2009. The percentage of
facility surveys with IJ findings decreased from 4.3% in 2007 to 1.3% in 2009.

The pressure ulcer initiative involved facilities in long term quality improvement
activities. Twenty percent of Indiana’s nursing homes participated and participating
facilities saw an almost 30% decline in pressure ulcers. The second phase of this effort is
underway.

In addition, the percentage of facilities with surveys with no deficiencies in 2009 was
56% higher than the national average.

Other Initiatives:

Advancing Excellence in America’s Nursing Homes: Advancing Excellence is a
national voluntary effort initiated by CMS but sustained by voluntary efforts of coalitions
of nursing homes, consumers, and nursing home staff at the state level. The goal is to
promote and implement quality improvement efforts at the facility level. There are eight
goal areas and facilities are encouraged to select several goal areas, set facility goals,
implement quality improvement programs, and measure results. Tools, best practices,
and evidence-based resources are available. In Indiana, IAHSA is the convener of the
Local Area Network of Excellence (LANE) for Indiana.

35% of Indiana nursing homes are registered for Advancing Excellence but others
utilized the materials. A total of 120 consumers are participating.

Indiana Culture Change Coalition: Culture change is about changing the culture of
nursing homes to de-institutionalize the environment and operations of nursing homes. It



involves the transformation of nursing homes from the traditional model to a more
resident-centered model.

Some characteristics of a culture change nursing home:

e Care is truly resident-centered: tailored to each resident to meet his/her needs as
an individual, based on the individuals needs and preferences;

e Care is delivered by caregivers who have a meaningful and valued role in the
residence;

e The environment is truly home-like, with residents having privacy of their own
room and bathroom and the functioning of the nursing home - such as nurse
stations, resident lounges and dining rooms - being small in scale and close in
proximity to the residents' room,;

Indiana has a very active group of nursing homes, consumer advocates, and ombudsman
working on culture change. Our efforts have been recognized nationally and Indiana
recently hosted the national Pioneer Network conference, the national culture change
organization, attracting over a thousand attendees from across the country, including
more than 100 from Indiana.

Critical Access Nursing Home Project: Due to the strong working relationship
between stakeholders in Indiana, we have been asked to participate in a national effort in
only three other states to address health care disparities in urban nursing homes. The
focus will be on urban facilities in Lake County which will receive special assistance to
improve.

HealthCare Excel: HealthCare Excel is the Quality Improvement Organization for
Indiana. The QIOs are funded by CMS to implement quality improvement programs
with a variety of health care organizations. Their focus in recent years is assisting
nursing homes with reducing pressure ulcers and restraints, promoting culture change,
and improving care transitions between various levels of care.

Indiana Nursing Homes, EMS, and Emergency Department Transfers of Care Task
Force: The three nursing home associations have been working with a physician with IU
and Regenstrief on a effort to improve the coordination in transfers of residents to and
from the hospital and to reduce the unnecessary use of the emergency room by nursing
home residents.
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Selected LTC Provisions of the
Patient Protection and
Affordable Care Act of 2010

<+ CLASS

+ Provisions Affecting Home and Community-
Based Services (HCBYS)

<+ Provisions Affecting Nursing Facility
Residents and Consumers

Auerbach Consulting{ Inc.
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Community Living Assistance
Services and Supports (CLASS)

< New national, voluntary insurance program to
help individuals plan and pay for LTC

+ Financing options that allows people to choose
the setting of their choice and delay or avoid
impoverishment to qualify for Medicaid

< Private sector opportunity to address financing
for LTC that helps government and individuals

: ~-‘@erbach Consulting] Inc. BT e e




CLASS: Who Can Participate?

+ Individuals 18 and older who are working
enough to qualify for a quarter of Social
Security (about $1100 a year in 2010)

<+ Employers, including states, can participate by
providing payroll deduction of premiums

+ Premiums have yet to be determined, but
younger enrollees would pay less




CLASS: What are the benefits?

% Cash benefit average likely between $50-75 a
day, indexed to CPI; must have paid premiums
for 5 years

+ Must have functional limitation; higher
benefits for higher disability levels

< No lifetime benefit limit
+ Plan required by October 2012

% Auerbach Consulting] Inc. s




ICLASS: What aré some of the
impacts on States?

< CLASS enrollees who qualify for Medicaid may
retain a portion of CLASS benefits; states must
establish links between CLASS and Medicaid

systems to ensure primary payor rules

<+ Benefits do not affect eligibility for federal, state
or local assistance programs

+ States should assess intersection between LTC
Partnership program, CLASS and Medicaid; must
assure counseling and ﬁscal agent adequacy

%A erbach Consulting] Inc.




Balancing Incentives Payment
Program

< Incentives for states to offer home and
community-based services (HCBS) as a LTC
alternative to nursing homes

+ Indiana could qualify for a 2% increase in
tederal Medicaid match for HCBS over a four
year grant period ($60 million) for new and
expanded service offerings beginning 10/2011

S % Auerbach Consulting| Inc.




Balancing Incentives (2)

< Indiana would commit to a target of 50%
spending on Medicaid HCBS by 2015

Agree to make structural changes:
< No wrong door-Single entry point
< Conflict-free case management services
< Core standardized assessment instruments

% Auerbach Consulting| Inc.




Balancing Incentives (3)

Indiana could use the additional money to |
make structural changes to improve its system:

+ Options counseling in hospitals and nursing
facilities |

2 Expanded opportunities for consumer-directed
care

+ Optional presumptive eligibility for HCBS




Community First Choice
Medicaid State Plan Option

<+ New option to provide choice of consumer-
controlled personal attendant care services
instead of institutional care

< Not a waiver service; must offer statewide to
all Medicaid enrollees who need this service

+ 6% 1ncrease 1n federal match beginning
October 2011

’ %Auerbach Consulting] Inc.
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Revised Medicaid HCBS State
Plan Option

+ States may offer the same HCBS to people as
it does 1n a waiver

+ It can target specific groups with distinct
- services, but must serve all medically eligible

+ Income eligibility 1s up to150% of Federal
Poverty Level ($1354/mo for a single person),
but states can offer these services to those

eligible for a waiver to 300% SSI ($2022/mo)

1
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Money Follows the Person
Rebalancing Demonstration

< Program extended to October 2016 with an
additional $2.2 billion allocation

+ Population served still must be Medicaid-
enrolled, but only have to have facility stay of
90 days rather than 6 months

<+ New states can apply for the demonstration in
January 2011; existing states like Indiana are
eligible for more mone
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Spousal Impoverishment
Protections

< Current law allows the spouse of a nursing
facility resident with Medicaid to keep a
certain level of income and assets to protect

against impoverishment and allow him/her to
live at home

<+ New law requires states to extend the same

protections to spouses of individuals receiving
Medicaid HCBS begmmng J anuary 2014

% erbach Consulting| Inc e
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Community-Based Care
Transitions Program

< Grants for hospitals with high readmission
rates, 1in partnership with community
organizations to deliver post-discharge
interventions to “high risk” Medicare
beneficiaries to prevent hospital readmission

% 5 year program, $500 million starting 2011
with priority for Administration on Aging care
transition grantees, medically underserved
latlons small commumtles and rural areas

Auerbach Consulting] | R
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Nursing Homes: Information and
Disclosure

< Nursing homes must disclose ownership and
organizational structure, staffing data

< CMS Nursing Home Compare web site will
include expanded staffing data, with
explanations on how to interpret the data

+ CMS web site to link with State web sites that
have 1spection reports, plans of correction,
standardized complaint forms, information

t complaint resolutlon,crmal violations

Inc. :
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Nursing Home Quality
Assurance/Improvement

<+ By 12/11 there will be a new quality assurance
- and performance improvement program;
within a year later, facilities must submit plans
to meet standards and implement best practices

+ States must create a new process for facilities
to challenge deficiencies (Independent
Informal Dispute Resolution)

<+ New requirements for closure/relocation

% Auerbach Consulting| Inc,
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Questions?

After today’s presentation:

Roger Auerbach
rogerauerbach(@yahoo.com
718.448.7854

’ 1@ Auerbach Consulting| Inc.,
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EXECUTIVE SUMMARY

Striking a Balance:
Recommendations to Improve Indiana’s
Long-Term Care System

AARP Indiana commissioned a study examining the status of Indiana’s long-term care
(LTC) system for older adults and adults with physical disabilities, analyzing “best practices” from
other states’ LTC systems and recommending actions to improve Indiana’s system.

Over the past few years, AARP has conducted opinion research of its members and others
in a variety of states and the findings are very similar regardless of the state: older adults want to be
able to have a choice of what type of LTC services they receive and where those services are deliv-
ered. A huge majority wants to receive services in their own homes or in a residential setting such as
an assisted living residence; very few want to receive services in a nursing facility. A recent AARP
survey of Indiana AARP members and the general population confirmed that having choices of LTC
services and settings should be Indiana’s top or high priority. Eighty-four percent (84%) said that if
they or a family member needed LTC services, they would prefer to receive those services at home
or in a.home-like setting such as an assisted living facility; only 2% said they would prefer care in a
nursing facility.

Indiana’s Current System and Opportunities for Change

The State of Indiana offers a variety of long-term services and supports aimed at keeping
older adults healthy and independent. In addition to vital supports supplied by family, friends and
community organizations, Indiana government has a wide range of programs that can support older
adults needing long-term care services. However, Indiana spends a disproportionate percentage of
its public LTC funds on nursing facility care (95% of its Medicaid LTC spending in Federal Fiscal
Year 2007) with Tennessee being the only state that spent a smaller percentage on its Medicaid home
and community-based services (HCBS) for older adults and adults with physical disabilities. Al-
though Indiana has made good progress since 2003 with the passage and implementation of Senate
Enrolled Act (SEA) 493, it still has a long way to go to achieve a system that provides the timely,
affordable and quality LTC services that its residents prefer.

Access to Long-Term Services and Supports

Information and Assistance

Individuals and families need to have understandable, comprehensive, unbiased informa-
tion about the wide range of long-term care services generally available in most areas across the
United States. They need to know where to get this information and very often need the information
on an urgent basis. For a state to meet the long-term care needs of its residents, it needs not only to
supply this information in a helpful and supportive manner, but also ensure that people know that it
is available and how to access it.

4% Auerbach Consulting, inc.




The Indiana Division of Aging (IDOA) and each area agency on aging (AAA) provide
such information through web sites and toll-free telephone numbers. Indiana has developed a state-
wide network of Aging and Disability Resource Centers (ADRCS) in its sixteen (16) AAAs that al-
lows all people to get unbiased information about services choices and help with accessing those ser-
vices. Since the AAAs assess the need for services for a variety of both state and federally-funded
long-term care programs, the ADRCs, with adequate resources, should be able to assist people with
both counseling about available options and streamlined access to services. However, determining
program eligibility and starting needed services does not always begin quickly.

Counseling

Giving people comprehensive and helpful information at crucial times should be a goal for
all state long-term care (LTC) systems. Most often, the need for information and counseling happens
immediately preceding a hospital discharge or after discharge when an individual’s condition is more
stable. This is the point when people need to know where to go for unbiased information and have
someone knowledgeable and available to help them explore available options. LTC options counsel-
ing is crucial and should be available in people’s homes, hospitals and nursing facilities. It should
include an assessment of people’s capacities, where they may need help and how they can access that
help. Where needed, it can also assist in making sure that successful contact is made with appropri-
ate service providers.

Indiana’s ADRC:s are designed to provide an options counseling function for all who
need it. However, this crucial function is available only to those who know about it. There is no
organized statewide attempt to reach people at the time of hospital discharge or soon after a nursing
home admission, two crucial times when options counseling is needed. While the required nurs-
ing home pre-admission screening process provides a mechanism for options counseling, funding is
inadequate to devote proper time and attention to such counseling. Targeted options counseling for
individuals and families in nursing homes and hospitals should be implemented statewide to give
people the vital information they need at a crucial time.

Program Eligibility

Individuals and families requiring long-term services and supports need to know, on a
timely basis, about programs and services available to them and whether they will be eligible. Unless
people have that information, they cannot make an informed choice about what services and settings
are the most appropriate to meet their needs. People often move to nursing facilities because they
are unaware of the alternatives, cannot afford those alternatives without public financing or cannot
piece together disjointed community services into a coherent plan that could help them remain at
home.

Local AAAs can determine eligibility for and authorize both federally-funded Older
Americans Act (OAA) and Social Services Block Grant services, as well as state-funded CHOICE
services. They also perform assessments for medical eligibility for the Medicaid Aged and Dis-
abled Waiver. However, financial eligibility for the Waiver is determined by the Division of Family
Resources and people must wait a significant time before they are informed of their eligibility for
Medicaid Waiver services. In a recent letter, the Division of Aging said it took just under 55 days
on average for the AAAs to assess need and develop a care plan and for the state to approve that

fé Auerbach Consulting, Inc.



] 3 . b d g

plan. This is far better than the over 200 days average it took in June 2008, but still leaves people
not knowing whether they will have access to these vital services. Of course, there are other factors
that may also create delays in determining financial eligibility, also lengthening the total eligibil-
ity process. While these timeframes could still likely be shortened with additional efficiencies and
resources, Indiana should consider allowing the AAAs to make “presumptive” eligibility decisions,
as some other states have done, that would allow services to begin very quickly.

Opportunities to Improve Access

There are many positive actions Indiana has taken to improve access to its long-term ser-
vices and supports system and specifically to its home and community-based services (HCBS) over
the last number of years. However, despite this progress, Indiana still lags behind most states in the
resources it dedicates to HCBS. A number of key actions need to be taken to dramatically improve
this part of Indiana’s system.

1. Provide more base funding for the ADRCs

While it is very positive that the State has made a commitment to establish ADRCs state-
- wide, ADRCs need adequate and dedicated funding to properly serve an ever-increas-

ing work load of people needing assistance with long-term care services. The additional
funding will especially be necessary with continuing outreach efforts to give people vital
information and counseling at crucial times. The Division of Aging should also be clear
about the outcomes it wants the ADRCs to achieve. The Division has done a good job re-
porting data on timeliness of Medicaid assessments and costs of care plans. It should also
collect and publicly report data in other areas of focus that relate to consumer satisfaction
and provider quality.

2. Publicize and promote the ADRCs through a statewide media campaign and

regional outreach
Hoosiers need to know about this valuable resource and also need regular reminders about
the need to plan for their long-term care needs and those of their families. The Division
of Aging should develop and implement a statewide publicity campaign to publicize and
promote the ADRC:s, the statewide toll-free telephone number and the statewide web site,
which needs to be operational as soon as possible. The Division should also require the
ADRC:s to submit annual regional outreach plans and the Division should fund specific
budgets to implement those plans.

3. Develop and implement a Targeted Options Counseling Program for people

recently admitted to nursing facilities
While it is very positive that the ADRCs have developed and implemented options coun-
seling programs, targeted counseling needs to be accomplished for those recently admitted
to nursing facilities. This is the time when individuals and families need to know and un-
derstand all the options that are available and start planning for future needs. Many people
understand they are only in the facility for short-term rehabilitation and then they will re-
turn home. Others however may not know that their need for services could be met in their
homes and these individuals must be made aware of those options. This is why there must
be a specific effort to counsel people at this crucial time.
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4. Develop and Implement a Targeted Options Counseling Program for people being

discharged from a hospital to a nursing facility
The Indianapolis area AAA, with Administration on Aging funding and in partnership
with the Division of Aging and Wishard Health Services, is developing and implementing
a pilot program to work with hospital discharge planners and others to use interventions
to avoid unnecessary long-term care placements and hospital readmissions. This project
should be supported and carefully evaluated for replication. During this project, there
should be a priority focus on appropriate timing for an initial counseling session about
long-term care options.

5. Implement presumptive eligibility determination procedures for the Medicaid Waiver
The Division of Aging has placed great focus on making the Medicaid Waiver eligibility
process more efficient. Both the Division and the AA As have reduced the time needed to
make such a determination. However, it still takes a long time for individuals and families
to know whether they will be eligible for these services. The AAAs should be given the
responsibility for making presumptive eligibility decisions, with appropriate safeguards,
and immediately authorizing the start of Waiver services to people who are “at risk of
institutionalization.” The Division could choose to narrowly define the circumstances
where this presumptive eligibility could be allowed or could pilot presumptive eligibility
in a few AAAs before statewide implementation. The Division could also require, as some
states have, a statement by the individual and family that attests to their income and assets
and notifies them that they could be liable for those service costs if found ineligible for
Medicaid. As in other states, Indiana would proceed with a formal eligibility determina-
tion for the individual and would not be able to receive federal matching funds for people
ultimately not found eligible. As detailed below, states using presumptive eligibility have
found their error rates to be extremely small while cost-savings are significant by avoiding
unnecessary nursing facility care.

— See page 25 for Successful State Models for Improving Access —

Financing Long-Term Services and Supports

State Budgeting

Many individuals and families have no real choice about where they receive needed long-
term services and supports unless timely decisions are made about the availability of public financing.
If people decide that they want to receive services in their own home, arranging for those services
should proceed efficiently without professionals wondering if there are enough dollars in the home-de-
livered services budget to support that choice. A number of states have adopted “unified” or “global”
budgets where both institutional and home and community-based services (HCBS) are combined in
one budget and managed by one entity so that the question is whether there is money in the entire
long-term care budget rather than whether there is enough money in any one specific line item.

Indiana has different budget lines for nursing facility services, waiver services, Medicaid
State Plan services, and non-Medicaid services. However, these budgets are all tracked and man-
aged by the Indiana Division of Aging (IDOA) and the IDOA produces financial reviews on a regu-
lar basis, keeping all stakeholders aware of budget issues.
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Separate program budgeting is a challenge, however, at the local level where AAAs are
trying to provide needed services across a variety of federal, state, and federal-state programs. Al-
though it is very positive that the AAAs perform nursing facility pre-admission screening and make
the initial level-of-care determination for Medicaid long-term care eligibility, the Division of Aging
has been very clear that it wants Medicaid dollars utilized before state-only funding. While not sur-
prising that the state would want to maximize federal funding, people needing care quite often need
services prior to finding out whether they qualify for Medicaid. The AAAs, working directly with
individuals and families, are in the best position to know which programs offer the best and most
efficient services. The state should allow the AAAs to have maximum flexibility in arranging HCBS
across various programs and funding streams. Indiana must also establish a clear policy that allows
use of the state CHOICE program to fund services while Medicaid eligibility is being determined,
and allow for a presumptive Medicaid eligibility determination.

Managed Care

Some states have chosen to adopt a managed care approach to long-term care service de-
livery. Most have chosen to contract with organizations to manage all or part of the Medicaid long-
term care (LTC) benefit and some have worked to have the same entity manage both the primary and
acute care Medicaid and Medicare benefit. The reasons for implementing these programs have been
both for improved care delivery and cost savings. Although most of the managed LTC programs are
still relatively small, there are a number of them that have grown enough to represent a large per-
centage of that state’s population receiving Medicaid L'TC benefits.

Indiana has not initiated any managed LTC prograrris. However, with the AAAs having
such broad responsibility for developing care plans and contracting for and managing services, the
state does have the basis to effectively expand both the authority and accountability of the AAAs for
LTC management. For example, the Division of Aging could give each AAA a yearly budget for
all long-term care enrollees in their region and set both financial and program outcomes in utilizing
that funding. It could give incentives for exceeding financial and program goals such as keeping
people healthy for as long as possible and avoiding unnecessary hospitalizations and nursing facility
admissions. While this approach would not necessarily follow most of the other state managed L'TC
programs, Wisconsin did use its established local networks as a basis to implement its managed LTC
program, FamilyCare.

Individualized Budgets

Many states have adopted systems of individualized budgets where Medicaid LTC enroll-
ees have control over a specified amount of money allocated for their needs. Adequate safeguards
have been adopted to ensure financial integrity and the health and well-being of the individuals in
the programs. For many years, the Centers for Medicare and Medicaid Services (CMS) has facili-
tated the adoption of individualized budgeting and consumer self-direction of services in Medicaid
waivers. Although it clearly still requires a good deal of work by a state to design and implement an
individualized program, it is not difficult to obtain CMS approval.

Indiana offers a self-directed attendant care option for both its Aging and Disabled Waiver
and its CHOICE program. In each of these programs, individuals receiving services can choose an
attendant and direct their own care. A fiscal intermediary is hired to pay the personal attendants,
file tax and labor reports and provide program participants with reports on how authorized units of
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service have been spent and the amount of taxes paid. However, program participants do not have
actual budgets of their own and the flexibility to decide whether to spend resources on other items
they may need. This type of arrangement, prevalent in many states, allows individuals more inde-
pendence to control their services within a fixed budget. In addition, Indiana’s program is relatively
small given the number of people receiving Medicaid waiver and CHOICE services. There is almost
no information about the details of this program available on the Department of Aging web site.

Opportunities to Improve Indiana’s Financing of the LTC System

Indiana has consolidated the management of its long-term care programs for older adults
and adults with physical disabilities within its Division of Aging. The Division and its stakehold-
ers are able to analyze trends and measure the impact of changes to the system. However, at the
local level where the AA As are working to meet individual care needs, there is a lack of flexibility
to manage funding across programs that could delay getting the right services to people at the right
time. In addition, there are a number of actions Indiana could pursue to make self-directed care
more attractive to a larger group of individuals and families. Finally, public funds are not limitless
and the state needs to develop an ongoing campaign to educate its residents, beginning in secondary
school, that everyone will likely need long-term care in the future, and that people must plan for how
they will pay for that care. Below are some actions that can improve the system.

1. The Division of Aging should give more flexibility to the AAAs to manage the LTC programs at

the local level, with appropriate program rules and performance standards.
Currently, the ADRCs do a needs assessment for people seeking LTC services. The AAAs
then begin an eligibility determination process for those who appear to qualify for public
support. The result is that a person may qualify for a number of programs and services.
Questions then arise about which program should be accessed to serve their needs. Once
a person is assigned to a specific program, there is only one defined set of services and
providers to meet their needs. Although it is important that services be allocated to spe-
cific budgets, systems should be developed to give more flexibility to meet people’s needs
across all programs for which they are eligible. For better customer service and improved
outcomes, the Division should work with the AAAs to design a more flexible local system
which could include a single allocation for all LTC enrollees, that meets defined standards
and outcomes.

2. Indiana should make it clear that CHOICE funds are permitted to be utilized pending

Medicaid eligibility. A
The Division of Aging has been very clear that it wants the AAAs to utilize federal funds
before using the state-funded CHOICE program and has made it a requirement that peopl
cannot receive CHOICE services unless they first apply for Medicaid. While it is under-
standable why a state may decide to maximize a federally-financed program, it needs to
use its state funds to ensure that people can receive appropriate HCBS to avoid unneces-
sary institutionalization or a decline in their health condition. Since it can take months fo
Medicaid Waiver approval, people needing services and public support should be able to
access needed CHOICE services in the interim. State policy must be clear that this is an
appropriate use of state funds.
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3. The Self-Directed Attendant Care program should be enhanced to allow spouses and

parents to serve as caregivers, with defined limits, provide people with individualized budgets,

and deliver education and training programs for participants and caregivers.
While it is very positive that Indiana has established a self-directed attendant care program,
it should promote its usage by establishing individualized budgets for people to manage and
allowing a broader definition of who can be a caregiver. Most states that have established
self-directed programs in recent years have utilized a model of individualized budgets based
on assessment of need. The enrollees manage that budget with the assistance of a fiscal
intermediary. Indiana already has contracted for fiscal intermediary services and this would
not be difficult or expensive to design and implement. States have also delegated authority
and responsibility to enrollees to choose their own care providers, including spouses and par-
ents. Indiana could allow for these additional categories of caregivers under limited circum-
stances and where there is a shortage of qualified in-home workers. In addition, participants
and caregivers in these programs need education and training in the principles of self-direc-
tion and how this program could benefit them. The results for these programs have demon-
strated at least cost neutrality, satisfactory quality and high consumer satisfaction.

4. Indiana should develop and implement a LTC educational campaign targeted to all resi-

dents, beginning at the secondary school level and focused on younger working-age adults,

that encourages planning for and financing their LTC needs.
This important educational campaign would focus on making people aware of their poten-
tial need for long-term care and encourage them to make a plan for how to pay for that care.
One state entity should be designated to coordinate this effort. It would certainly involve
the education system and also the insurance department, as facilitating the purchase of LTC
insurance should be part of this campaign. Building on the work done with the Indiana
Long Term Care Partnership Program, this is a long-term effort where Indiana could dem-
onstrate its leadership.

— See page 33 for Successful State Models for Improved Financing —

Providing Needed LTC Services and Supports

Services are a vital component in any balanced long-term care (LTC) system. There must be a
sufficient variety of available services offered and enough providers to deliver those services. In analyzing
service adequacy, it is important to look at both publicly-funded services and privately-financed services.

Indiana has a broad array of services available under its Medicaid Aged and Disabled
Waiver, the federally-funded Social Services Block Grant (SSBG), the federally-funded Older
Americans Act and its state-funded CHOICE (Community and Home Options to Institutional Care
for the Elderly and Disabled) program. However, it should be noted that there continues to be a sig-
nificant waiting list for the CHOICE program and as of December 2009, there is now a waiting list for
the Aged and Disabled Waiver.-

Informal Caregivers

When discussing service providers, one should really start with the “informal” caregiver.
This term usually refers to unpaid individuals such as family members, friends and neighbors who pro-
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vide care and can live with the person cared for or live separately. There have been many studies over
the past number of years which estimate both the number and economic value of family caregivers.
AARP research estimates that Indiana had an estimated 1.1 million family caregivers at some time
during 2007 at a total economic value of $7.8 billion.

Most caregivers are employed and many provide care for many years. Not surprisingly,
there are numerous studies that demonstrate the impact on caregivers’ employment status and physi-
cal, mental and emotional health. Approximately two-thirds of working caregivers caring for some-
one over 65 reported having to rearrange work schedules, decrease their hours or take unpaid leave
in order to meet caregiving responsibilities. Caregivers may also have an increased risk of cardio-
vascular disease among other adverse health outcomes and 40% of caregivers caring for people with
dementia report depressive disorders.

It is vital for states to develop ways to support this valuable and much-needed caregiving re-
source. In Indiana, money is used for counseling support groups to assist caregivers in understanding
issues that arise in the areas of health, nutrition, financial literacy, decision-making and problem-solving,
and training and education that allows them to provide better care. There is also money for respite (relief)
care, home modifications, assistive technologies, emergency response systems, and incontinence supplies.

Many state Medicaid programs are now also compensating family members for providing
HCBS. They are utilizing both their Medicaid waivers and their “individualized budget” programs
to accomplish this. This has proven a viable method for a number of states to increase the number
of reliable in-home caregivers. In Indiana, individuals receiving services under the Medicaid Waiver
or the CHOICE program may choose to participate in a Self-Directed Attendant Care program where
they have the right to choose their own attendants including family members, but not spouses or
parents and do not control an individual budget.

It is difficult to assess whether Indiana has an adequate supply of providers of all types of
services. Provider supply was not an issue noted as problematic by Indiana state and local officials
or consumer advocates. However, one can assume that there are provider supply issues for certain
services in specific areas of the state due to a variety of pay rates and other 1ssues. However, with
the overall population aging and the demand for HCBS growing, provider supply is an issue worthy
of additional focus in the near term.

Workforce Initiatives

The strategies employed by states to ensure an adequate supply of trained workers are
diverse, but can be grouped into broad areas: improving wages and benefits; improving the work
environment; reforming the training and credentialing systems; and engaging the public workforce
and education systems in recruitment and training. Indiana does not appear to have a comprehensive
workforce strategy to support the LTC needs of older adults and adults with physical disabilities.

Housing

Housing 1s a serious issue for states that seek a balanced LTC system for a variety of rea-
sons. Many individuals who need care and want to remain at home often need their home modified
after a fall, stroke or progressive illness, but either do not have the resources to make these modifica-
tions or cannot get permission from a landlord to do so. In Indiana, the Medicaid Aged and Disablec
Waiver will pay for environmental modifications if necessary to ensure the health, welfare and safety
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of the individual and without which the individual would require institutionalization. Maintenance
is limited to $500 a year and there is a $15,000 lifetime cap on these modifications. The CHOICE
program has a similar benefit without a lifetime cap, with similar requirements to avoid institutional-
ization, and will finance modifications in rental homes or apartments with permission of the landlord.

Many state Medicaid programs also pay for “housing with services” programs such as as-
sisted living and adult foster care. While states vary in how they define these services and what they
will pay for, they are all similar in that they have a community-based group housing arrangement
where long-term services and supports are delivered to those who need them. Indiana’s Aged and
Disabled Waiver covers both adult foster care and assisted living services.

Additionally, state services programs have been working with their state housing coun-
terparts to address these issues in a variety of ways including new construction, rehabilitation, and
rent subsidies with preferences for older adults and individuals with disabilities. The Indiana Hous-
ing and Community Development Authority, in partnership with the Indiana Division of Aging,
implemented a new program called Home Again targeted to people moving out of institutions which
makes existing subsidized housing units accessible and even more affordable. This is a good ex-
ample of a state partnership which should become the basis for other affordable, accessible housing
development targeted to older adults and individuals with disabilities.

Opportunities to Improve Indiana’s LTC Services and Supports System

1. Indiana should develop and implement a variety of methods to encourage and sustain family

caregivers such as providing more opportunities for respite care, education, training and other

forms of health and emotional support.
Indiana has made progress in expanding the amount and type of HCBS. However, the
state needs to put caregiver support higher on its priority list. No one denies how vital
families are in supporting their loved ones who need long-term services and supports.
One of the major reasons individuals are forced to leave their homes to get needed ser-
vices is because there is not sufficient family support. Those family caregivers need to be
encouraged to keep supporting their loved ones and know that their unpaid work is being
acknowledged and supported. Education, training and time off from caregiving are all
proven methods to accomplish this goal. A number of localities across the country are also
focusing on the health and well-being of the caregiver. Indiana should assess caregiver
needs and develop programs to address them.

2. Indiana should designate a lead entity to take responsibility for recruiting and training
needed LTC workers. AAAs should be charged with identifying gaps in services and be re-
sponsible for provider recruitment and retention, but the state must take responsibility to
develop a sufficient, quality workforce to meet the state’s LTC needs now and in the future.
Although worker and provider shortages were not major issues identified in this study,
there was no clear understanding what entity had responsibility for provider recruitment
and retention. While some acknowledged that identifying gaps in services was an AAA
responsibility, there was no clear authority or responsibility given for local provider re-
cruitment and retention. The AAAs are in the best position to know about gaps and short-
ages and, with appropriate resources, should be clearly given responsibility for provider
sufficiency. However, the state must have a coordinated LTC workforce strategy, espe-
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cially in the recruitment and training of in-home workers, given projected demographic
changes. Workforce and education entities must work with human services entities to
develop and implement that strategy.

3. Indiana must focus its workforce strategy on recruiting and retaining in-home care

providers to meet the need for services where people want them. This must include a focus

on increased pay and benefits as well as education and training.
The Indiana Division of Disability and Rehabilitative Services (DDARS) has developed
and implemented a solid program to develop the direct support professional workforce
that serves its clients and others. While there was no evaluative work discovered on the
outcomes of this program, this is exactly the type of program that needs to be considered
for other parts of the workforce. Consumers want quality services and are willing to pay
reasonable amount for those services. A trained and well-compensated in-home workfor«
not only supports the individual needing care at home, but also supports family caregivin
Developing and implementing a thoughtful strategy is vital for the sustainability of a LT(
system into the future.

4. Affordable, accessible housing for individuals with disabilities and those needing long-tern

services and supports must be a priority for the state. A lead entity must be designated and

given the responsibility of ensuring that a specific number of units are developed.
The Indiana Housing and Community Development Authority, in partnership with the
Division of Aging, appears to have developed a solid program of subsidized financing an
accessibility modification through its Home Again program. This appears to be a good
concept which is being implemented, but much more needs to be done. Whether new un
are developed and/or existing ones are modified, there needs to be a coordinated focus or
“housing with services” models. There are many ways to develop these models, but they
all begin with affordable, accessible housing where people can receive the care services
they need. Assisted living is just one model. Indiana needs to research and implement
models that work for its state and give one entity responsibility for design and developmen

— See page 43 for Successful State Models Jor Improving Needed Services —

Ensuring Quality LTC Services

Everyone wants to have quality LTC services. However, there are no absolute standards
by which all agree on what constitutes quality. The Centers for Medicare and Medicaid Services
(CMS) has been focused on quality in nursing homes for decades and has more recently been
focused on quality in HCBS. There are clearly-defined federal laws and regulations that states
enforce for nursing home quality. However, states continue to have great latitude to design their
quality assurance (QA) program for HCBS. CMS has adopted an HCBS “quality framework” for
states to follow for the quality management of its quality assurance and improvement program. It
also requires that a quality management strategy be defined in a Waiver application.

In reviewing Indiana’s Aged and Disabled Waiver application, Indiana has developed a
credible quality management strategy, on paper, for the operation of its Waiver program. It has ide
tified areas that it will monitor, how it will monitor and methods it will utilize to remediate issues.

% Auerbach Consulting, inc.
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has assigned specific roles and responsibilities for the Office of Medicaid Policy and Planning, the
Division of Aging, the AAAs and its outside contractors. It is less clear how the system improve-

ment process will work, but there are entities assigned to review and analyze data. One could as-

sume that improvements would be made based on those evaluations.

The Division recently reported that it had begun field testing a plan of care review and
a consumer outcomes and satisfaction survey for the Aged and Disabled Waiver. These activities
should reveal data about whether individuals’ plans of care are meeting their identified needs and
whether program participants are satisfied with their services. This is part of the QA management
strategy outlined in the waiver. In addition, the Division will begin surveying non-licensed providers
on a random basis that have not been surveyed in the last three years. Again, this is part of the QA
strategy outlined in the waiver.

Nursing Facility Quality

While all states take responsibility, and are funded, to monitor and enforce federal law and
regulation applicable to nursing facility quality, it should be noted that Indiana is one of a few, but
growing number of states that have worked to structure their payment system to account for quality.
The current reimbursement system, which is in the process of being changed, rewards all facilities
based on quality from $1.50-$3.00 per resident day. The proposed system would eliminate a qual-
ity payment for those facilities scoring in the bottom quartile and would increase the payment in the
top quartile from $3.00 to $5.75. This would clearly make a bigger distinction in paying for quality.
The proposed new system would also eliminate the “profit add-on” for facilities in the bottom quar-
tile, maintain the benefit for the top quartile and reward others on a graduated basis. Indiana is plan-
ning for further revision to take effect in 2011 based on a series of measures modeled on Minnesota
and Iowa’s current programs. This will continue its strategy to clarify its expectations for nursing
facility quality.

Opportunities to Improve the Quality of Indiana’s LTC System

1. Indiana must define specific measures of HCBS quality related to the health, wellness and

satisfaction of the program participant.
Indiana has done good work defining a quality assurance management strategy for par-
ticipants in its Medicaid Waiver program. It clearly defines expectations and roles and
responsibilities and is implementing a monitoring system that could ensure quality sys-
tems. However, it needs to adopt specific quality measures as they relate to the program
participant. First, these need to include standards for consumer satisfaction, especially as
it relates to supporting the independence of the individual and the dignity and respect each
deserves in how services are delivered. Additionally, certain measures such as avoidable
hospitalizations and nursing facility admissions, and emergency room visits ought to be
considered.

2. The Division of Aging should ensure that appropriate consumer stakeholders are involved
in designing-the quality measures and quality incentive program utilized to reward nursing
facility quality.
State and local consumer advocacy organizations, AAAs, LTC ombudsman program staff
and other consumer advocates have direct experience in assessing quality and advocating
for improvements in nursing home care. As such, they should be included in a formal and

‘t Auerbach Consulting, Inc.
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ongoing process to monitor nursing facility quality and make recommendations for contin-
ued improvements.

CONCLUSION

Indiana has made good progress developing a long-term care system that gives more
people choices of services and setting with the passage and implementation of SEA 493 of 2003.
However, it still ranks near the bottom of all states in the percentage of public resources it spends
on home and community-based services, those services people want the most and are most cost-ef-
fective, compared to money spent on nursing facilities. Indiana has developed a good base from
which it needs to continue to build in order to meet the current and projected demand for HCBS. As
outlined in this paper, there are many steps it could take to improve its ability to deliver the quality,
cost-effective home and community-based services that Hoosiers want and deserve. )

Indiana needs to make sure that its residents understand their individual and family re-
quirements for future long-term care services and how to plan and pay for them. It needs to ensure
that people needing long-term care have comprehensive, understandable and unbiased information
at crucial times and places, and counseling when needed, to make proper choices for themselves and
their families. Indiana must make rapid decisions on eligibility for public resources so that families
have meaningful choices to address their long-term care needs. It should give its AAAs the resourc-
es and funding flexibility at the local level to address a growing population of individuals need-
ing counseling and services. Indiana must support family caregiving in new and expanding ways
and ensure there are an adequate number of qualified paid caregivers, especially those who deliver
services at home. It needs to give clear authority and direction to its AAAs in developing sufficient
provider resources and delivering quality, cost-effective services options. It also needs to ensure that
services are delivered according to individual needs and desires and that they reach desired consum-
er and system outcomes. Reaching these goals will take a focused effort, but with the commitment
of consumer advocates, individuals and families, providers, government and non-profit organiza-
tions, Indiana can meet the needs and preferences of its residents for quality, affordable long-term
care services and supports.

1% Auverbach Consulting, Inc.
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I am Robyn Grant, Long Term Care Policy Director, with United Senior Action of
Indiana, a statewide senior citizens advocacy organization. I want to thank Chairman
Crawford and members of the Commission for their interest in the issue of nursing home
care in Indiana and for this opportunity to speak today about the terrible problem of
understaffing in our state’s nursing facilities.

I’m sure that you are all aware of the articles in the Indianapolis Star that revealed that
the staffing levels in our nursing homes are appallingly low. You’ve probably also seen
the articles that highlighted the poor quality of our nursing home care.

It is no surprise that our care is poor and our staffing is low because the two are
‘inextricably linked.

RELATIONSHIP BETWEEN STAFFING LEVELS AND QUALITY OF CARE
Countless studies have shown that staffing levels in nursing homes are linked to quality
care. In fact, a major study conducted by the Centers for Medicare and Medicaid Services
- (CMS) provided strong and compelling evidence of the relationship between staffing
ratios and quality of nursing home care and concluded that h1gher staffing levels improve
the quality of care.!

RECOMMENDED STAFFING MINIMUMS ,
The federal government study found that without at least 2.8 hours a day of nurse aide
-care and 1.3 hours of licensed nurse care, including at least .75 hours of care by
Registered Nurses (RNs), residents are much more likely to experience poor outcomes.
This is a total of 4.1 hours of direct care for long-stay residents.” The study also

Appropnateness of Minimum Staffing Ratios in Nursing Homes:- Phase I Fmal Report,” Centers for Medicare &
Medicaid Services, December 2001.

? Nursing Home Staffing: A Guide for Residents, Families, Friends, and Caregivers. The National Consumer Voice for
Quality Long-Term Care.
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determined that if residents receive less than 2.0 hours of nursing assistant time per day,
they are at serious risk.?

In Indiana, the most recently audited cost report data show that nursing homes only
provide an average of 2.94 hours of direct care nursing hours per resident per day,
and the average amount of certified nursing assistant time per resident is 1.72.*

Of course, there are good nursing homes that staff above these levels. But our average
number of nursing hours are dangerously below the recommended level of 4.1 nursing
hours per resident per day.

" THE EFFECTS OF UNDERSTAFFING ON RESIDENTS ~
The effects of inadequate numbers of nursing staff on residents are physically and
emotionally devastating.

1. Residents experience egregious care, neglect and abuse that result in:
e Horrendous and painful pressure sores
+ Contractures
e Malnutrition
e Dehydration
e Infections
e Incontinence
e Avoidable declines in functioning
e Loss of mobility
e Abnormal weight loss
e Preventable hospitalizations
~» Avoidable pain and suffering
» Injuries — including hip fractures - from falls due to lack of supervision
e Actual harm or immediate jeopardy (a situation in which residents have suffered
or are likely to suffer serious injury, impairment, or death). In Indiana, 44.66% of
the state’s nursing facilities were cited for causing residents actual harm or
- immediate jeopardy in 2008.”
e Death -

2. Residents experience avoidable declines and decreased quality of care due to high
staff turnover rates. Work overload often forces nursing staff to leave their positions
due to stress and an inability to perform their job adequately. Nationally, the turnover
rate for nursing assistants is 64%. In Indiana it is an astounding 98.1%.°

3 Appropriateness of Minimum Nursing Staff Ratios in Nursing Homes. Phase 1 Report. Health Care Financing
Administration. July 2000.

* Nursing Facility Statistical Report, Section 2. Myers & Stauffer. 7/19;/10. Note: direct care nursing staff includes the
amount of time from cach type of nursing staff, excluding the Director of Nursing whose job is administrative in
nature.

3 Nursing Facilities, Staffing, Residents and Facility Deficiencies, 2003-2008. Charlene Harington, Ph.D. et al. p.81.

Study of Turnover and Training in Indiana’s Long-term Care Facilities. Prepared by the University of Indianapolis
Center on Aging and Community for the Indiana State Department of Health. October, 19, 2009.
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Turnover reduces quality of care because:
e Caregiving relationships between staff and residents are disrupted, affecting
staff’s ability to recognize resident decline and consistently address care needs’
e Newer, less experienced workers are brought in
e Residents are cared for in a rushed, unsafe manner
. Opportumtles for mistakes increase (over 800 000 preventable medlcatlon eITorsS
- occur in long-term care settmgs every year )

3. Residents suffer emotionally and psychologically due to:
o Lack of ongoing, trusted and valued relationships stemming from staff turnover
e Unmet emotional needs and sense of isolation because staff don’t have time to
connect with or even talk to residents
e Dehumanizing and appalling lack of dignity when residents have to sit or lie in
their own waste for hours on end

REAL HARM TO REAL PEOPLE _
Understaffing results in'real harm to real people. The following stories illustrate the
impact that lack of staff had on three Hoosiers.

Mrs. C.

Mrs. C. was alert and oriented throughout her nursing home stay. When she entered the
nursing home she was able to walk with assistance and was continent, but needed help
getting to the bathroom and getting on and off the toilet.

From the very beginning, understaffing was a problem for Mrs. C. Here’s what she
experienced:

e When Mrs. C. needed help, it would take staff 45 minutes or even an hour to
respond when she pressed her call bell. At times no one came at all.

» Instead of replacing underpads soiled with feces and/or urine, staff would put
another underpad on top of the old one because it took less time.

e  When Mrs. C.’s daughter asked nursing staff to give her mother a shower, she
was told, “We don’t have time. We’ll give it to her later.” Later never came. At
best Mrs. C. got one shower a week.

* Because there were too few staff on the day shift, certified nursing assistants
(CNAs) on the night shift would wake Mrs. C. up at 4:30 am, which was not Mrs.
C’s usual time to wake up. Staff would then dress her and take her to the dining

7 . .
“A Case for Consistent Assignment,” Provider Magazine, June 2006
8 National Academies press release, July 20, 2006



- room, where she would sit for hours - without as much as a cup of coffee - until
breakfast was served around 7:00 am.

e Mrs. C. was not taken to the bathroom when she needed to go. Mrs. C. told her
family that when she had to go to the bathroom, nursing staff told her to “go in
her brief,” and they would change it later when they had time. '

e Mrs. C’s daughter reported that she usually observed only two - three CNAs for
approximately 48 residents during the day and one aide at night.

This chronic lack of enough staff had a profound effect on Mrs. C.

e She lost the ability to walk even with assistance because staff didn’t have time to
ambulate her on a regular basis. Her family was told that the restorative aides,
whose job it was to provide assistance with ambulation, were needed on the floor
instead. Mrs. C. became more and more bedfast and chairfast.

e When Mrs. C was in her wheelchair and asked to be put in bed because her back
was hurting her or she was tired, staff didn’t have the time to do so. As aresult,
Mrs. C. would frequently have to spend all day in her wheelchair in pain or
discomfort. Often she was in her wheelchair from 5:00 am until 6:00 pm.

e Mrs. C’s family reported that they found her wet from urine almost every time -
they came to visit. Mrs. C. herself said that she was left wet for long periods of
time. The family had been told there would be a toileting program for Mrs. C., but
that never materialized. Mrs. C. became incontinent.

e Mrs. C was placed on a pureed diet — not because she had swallowing issues — but
because there weren’t enough staff to cut up her food.

e Heartbreakingly, Mrs. C.’s family observed that as she lost her dignity, she lost
her spirit. :

Mr. G

Mr. G., who had dementia, entered a nursing home after a major stroke left him paralyzed
on the left side. Mr. G. was completely dependent on staff for all his needs. He required
assistance with dressing, bathing, and eating. He also needed to be kept clean and dry due
to incontinence, and to be repositioned regularly and to have his skin inspected on a
regular basis because he was identified as being at risk of pressure ulcers.

Because Mr. G. could not communicate his needs to staff, his daughter visited frequently
so she could monitor his care. Below are examples of understaffing that she experienced:




When Mr. G.’s daughter found her father in need of assistance, she would try to
find a nurse or an aide to help him. She would look for 30 - 45 minutes without
finding anyone who was available to help.

Because Mr. G. was a big man, it took two staff members to move him. When his
daughter came in and discovered him wet, she would go to the nurse’s station to
ask staff to clean him up and change him. However, the staff person at the =
nurse’s station would often tell her that there weren’t two staff people available,
so her father couldn’t be changed.

Staff constantly told Mr. G’s daughter, “We got behind. We don’t have enough
people.”

This ongoing and constant lack of staff severely affected Mr. G.

Mr. S.

Mr. S

He was left in urine and feces. His daughter said her father stank. On one
occasion when she walked onto her father’s unit, she could hear him yelling from
all the way down the hall. The door to his room had been shut. She found him
slouched over in bed, unable to right himself, with both feces and vomit on him.
When Mr. G.’s daughter asked why the door had been shut, staff told her it was
because they didn’t want to hear him scream. His daughter had no idea how long
her father had been in that condition prior to her arrival.

Mr. G was hospitalized for dehydration and acute renal failure.

The oral care Mr. G. received at the nursing home was so poor that the emergency
room nurse noted it in the records at the time of his hospitalization.’

Mr. G., who had been admitted to the nursing home with only one very small
Stage 1 pressure ulcer, developed at least 9 new pressure ulcers, 6 of which
were not even found until they were either Stage 4 - the worst stage possible - or
necrotic. One of the nurses actually admitted that nurses and CNAs did not
having enough time to do all the turning, repositioning and skin inspections he

required. :

daughter wrote the following account:

“We trusted that Dad’s needs would be met in an Alzheimer’s unit of a Medicaid-
certified nursing home where he could be safe and closely monitored. However, we soon
realized during daily visits that the woefully inadequate staffing levels and his dementia
made him extremely vulnerable to neglect. My mother, sister and I observed the
following situations:



CNAs provided the majority of daily hands-on care. During the evening shift,
‘typically only 2 CNAs were assigned to care for a total of 25-30 residents, a ratio
of 12-15 residents for each aide..... sometimes only one aide worked the evening
shift. Because I was at my job during the day, I cannot comment on the number of
staff present during the day shifs. ... Weekend staffing was even worse.

Usually there was only one nurse during each 12-hour shift to dispense
medications and respond to medical needs; often a QMA... was on duty instead of
a nurse.

There were not enough CNAs to feed everyone at the same time. Therefore a
family member helped my father with nearly every noon and evening meal,;
otherwise his food would become cold, or it would end up on the floor when he
Jfed himself. Often residents waited unsupervised in the dining room for long
periods of time before their meals arrived, and as a result, became agitated,
disruptive, and tired.

1t was not unusual for Dad to wait 30 minutes or more for assistance to the
bathroom or to be placed in bed. Because he required two aides to transfer him
(he was wheelchair bound and unable to bear his own weight), it could take even
longer for two aides to become available. Before admission, we were told that
residents receive assistance every two hours; however in reality, that was
humanly impossible with the staff-to-resident ratio....

- Dad’s personal grooming and dental care were not provided on a regular basis.
His hands were never washed prior to mealtime. Personal hygiene was
compromised, because the CNAs didn’t have enough time to cleanse him
thoroughly after bathroom visits and incontinence episodes.

He experienced muscles contractures in his arms and legs, because he did not
receive restorative therapy on a frequent basis.

He developed painful pressure sores on his buttocks due to lack of movement.

He was not properly monitored and experienced several falls, which required
 emergency trips to the hospital to examine him for injuries.

Staff did not check on Dad in his room frequently throughout the day. Sometimes
he was in acute pain and distress for long periods of time without anyone noticing
until I arrived. Iwondered if he would have received any medications for his pain
if I hadn’t been there.

Poorly trained and insufficient CNAs put Dad and the other dementia residents at
risk of injury to themselves and others when behavioral problems occurred.

Nurses and CNAs were forced to decide on a daily basis which resident to ignore
so that they could attend to another resident’s needs....



This is my father’s own story, but it could be anyone’s story. All of these problems are a
direct or indirect result of understaffing.”
Sadly there are many, many more stories like this.

RECOMMENDATIONS

If the state of Indiana wants to improve the quality of its nursing home care, we must
increase our staffing levels by requiring minimum staffing standards, and base those
standards on what the evidence shows will prevent poor resident outcomes. As stated
earlier those evidence-based standards are as follows:

e 2.8 hours of certified nursing assistant time per resident per day

e 1.3 hours of licensed nurse time per resident per day, including at least 0.75 hours
of RN time’

In addition, nurse experts recommend: 1) staffing at these levels every day (and not
averaging over a certain period of time); 2) adjusting staffing levels upward based on
resident need and acuity level; and 3) spreading the hours for certified nursing assistants
over three shifts so there is a countable ratio of nursing assistants to residents on the day,
evening and night shifts.

These staffing levels could be implemented incrementally over a five-year period.

CONCLUSION

Study after study indicates that staffing is a key indicator for nursing home quality. Yet
Indiana nursing homes are not required to have minimum staffing levels. As a result, too -
many nursing home residents — oftentimes our most frail and vulnerable citizens — suffer
needlessly, not from the conditions they came in with, or the naturally occurring frailties
of old age, but from the poor care they receive in the nursing home when there are not
enough staff to attend to even their most basic needs.

Staffing standards are not a silver bullet. There are certainly other factors that play an
important role in achieving quality, like sufficient training, good supervision, and
consistent assignment, to name just a few. But we can’t even begin to provide quality
care if there aren’t enough CNAs and nurses on the floor to provide that care.

If we are serious about improving nursing home care in our state, we must require
minimum staffing levels. Without such a mandate, there will continue to be nursing
homes that cut their staffing levels to the point where residents are harmed in order to
increase profits. Good nursing homes don’t need minimum standards — they always have
and always will have levels high enough to provide quality care. Unfortunately, other
nursing homes will only do the bare minimum. If we want to protect all Indiana nursing

Licensed nurse time includes only those nurses providing direct care. This would exclude the Director of Nursing,
the Assistant Director of Nursing, and any training personnel.



home residents, we must ensure that the bare minimum is enough to prevent poor
outcomes, indignity and suffering. .

United Senior Action thanks you again for this opportunity to provide testimony on this
important issue.
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Number of Hoosiers Receiving Benefits Increases Since 2002

With the economic downturn, FSSA program enroliment has
increased by 39% since 2005.

Enrollees by Program (as of June 30 annually)

2002 2003 2004 2005 2006 2007 2008 2009 2010
Medicaid* 756,904 777,170 822,344 847,625 857,599 877,933 920,332 1,017,571 1,088,637
Fooc! S_tamp 428,089 487,197 532,402 557,206 575,602 586,156 639,470 721,155 828,604
Recipients
Food Stamp 180,457 205,208 228,218 241177 249,914 253,443 273,876 306,562 355,626
Households
TANF 151,269 146,783 148,788 141,055 135,206 117,311 122,743 119,912 104,004
Number of
Hoosiers
enrolled in at 776,121 810,694 866,103 899,701 922,434 | 943,343 | 1,013,429 | 1,114,950 1,250,774
least one
program**

* Medicaid increase in 2008 & 2009 affected by addition of HIP program (18,903 members in 2008 & 50,115 members in 2009).
** Program totals are comprised of only unique cases, and not a sum of individual program data.

Source: “IN diana Fact” report; ICES




SFY 2010 Enroliment

FSSA saw over a 12% enrollment increase, which compares to a 2%
enroliment increase from SFY2006 — SFY2007.

Enrollees by Program (as of the end of the month)

Hoosiers enrolled in at

Month Medicaid* Food Stamps Recipients least one program**
June 2009 1,017,571 721,155 1,114,950
August 1,034,343 751,530 1,170,844
October 1,045,097 766,230 1,101,441
December 1,054,276 796,662 1,206,594
February 1,066,346 805,572 1,220,026
April 1,076,522 811,061 1,232,061
June 2010 1,088,637 828,604 1,250,774

*Medicaid numbers do not include retroactive coverage, as this report is compiled from ICES data at the end of the month. Actual
Medicaid enrollment is slightly higher.

** Program totals are comprised of only unique cases, and not a sum of individual program data.

Source: ICES




Applications
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New Applications for Assistance Groups Received in ICES
Statewide

1,177,228
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Regional Application Backlog 12/5/09 — 9/18/10

Applications Pending and Late Excluding HIP

Lake [St.Joseph| Allen Grant Marion Vigo Vanderburgh| Clark State
Week
Ending | Region1 | Region2 | Region3 | Region4 | Region5 | Region 6 Region 7 Region 8 Total
12/05/09 1,309 830 3,941 3,468 8,653 2,338 2,427 3,053 26,019
09/17/10 397 204 1,583 2,580 4544 241 418 341 10,308
Increase/

Decrease

-70%

-75%

-60%

-26%

-47%

-90%

-83%

-89%

-60%




DFR Regions

Hybrid Conversion:
Vanderburgh — January
Vigo — June

Clark — September

Indiana has been working
closely with the Federal
government. FNS requires two
months of data prior to giving
the State approval to expand to
another region.

URRE SMOEH EURKT | LAGRANGE | sTeeeR

WE R ¢
________________ NOBLE 0aMB
SSURE  MARSHALL
1,»\ Ps ,) oSS0 |
NEWTON - jasptn
]
BENTON
WARREN
< HOUNTAIN
'
{
)
'
1) PRKE
L7
L !
(', |
Wi

~ Asis
—; Modernized
e SO Hybrid
- WHSHINGTON SO
! Region 1 = Lake
7 Region 2 = Saint Joseph
************ N e Region 3 = Allen

¥ S Region 4 = Grant
pd T Regiion 5 = Marion

: \ Region 6 = Vigo
Region 7 = Vanderburgh
Region 8 = Clark




o piemiod

//

"8nunpuo?d 0) jouod
CQEYMYO4 ey ol

Me
“Me e
oy M 7

‘UO()EZILISPOLWU JO SJUILUIDUBARE
21013933 ay} Bujulejulews SjIYM ‘) SISAP OYM SJUBIID PUE SIIHIOM UIIMIA( JIBJUOD BDR}-0)-908) PISedIoul 10} MO[Je ||im waysAS plLOAH ayy -

sa)ap ssaiboag




piemiod

[SN204

NVl

‘anunuod o} |0NIU0d QHVMYOA 24l ¥I1D

“19}UdD |jed pazyenuad
e ueyy Jayjes aoayjo fjunos 1220} J12y) 0} paLiajsues >=musz2=m S{IeD J|3Y) IARY J|IM EEEmE Eaﬂ 41343 jo auo o} Hiey o} sm_i oym mEm._o ’

Jajop ssaibosd

oo




# Calls Offered

3,000
2,500 T Qmemempm—=__
\‘\\./" _/\
2,000
\. B
1,500
1,000
J_.——O—-‘

500 '—h’hw P .F=._ #— e w ] I
o

% R R R R R Ry ., COU

% % % < % % % % % % %

Week Of

- # of Calls Offered === % Calls Abandoned

Weekly Local Office Call Statistics

10.00%

- 8.50%

- 7.00%

5.50%

- 4.00%

2.50%

1.00%

-0.50%

% Calls Abandoned

10



# of Calls Offered

6,000

5,000

4,000

3,000

2,000

1,000

10.00%

- 9.00%
- 8.00%
- 7.00%
- 6.00%

5.00%

- 4.00%
- 3.00%
- 2.00%
- 1.00%

0.00%

=t #f of Calls Offered =—8- % Abandon Rate

ajey uopueqy o



Medicaid Disability Applications Pending
Over 90 Days with State Delay
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Hybrid Performance: Key Metrics

FNS Validated, Cumulative Food Stamp Error Rates*

Positive April 2009 9.82%
Positive April 2010 3.44%
Positive April National Average 2010 3.65%
Negative April 2009 14.58%
Negative April 2010 2.61%
Negative April National Average 2010 7.66%

o Al Programs Timeliness
Modernized Counties August 2009 52.1%

Modernized Counties August 2010 59.9%
As-is Counties August 2010 81.3%
Hybrid Counties August 2010 82.8%

*The most recently available SNAP error rates validated by FNS are for the month of April 13



Contract Costs to Date

Total Paid State share paid Federal share paid
IBM Disengagement Services 4,388,470 1,949,797 2,438,673
IBM Contract Costs (through termination) 437,550,488 196,938,821 240,611,667
[Eligibility Vendor Contract Costs (as of 8/31/10) 58,760,315 26,107,208 32,653,107
TOTAL COSTS $500,699,273 $224,995,826 $275,703,447
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United States
Department
of
Agriculture

Food and
Nutrition
Service

Midwést Region

77 W. Jackson Bivd.
20" Floor
Chicago, IL
50604-3591

siiot

Cathy Boggs, Director

Division of Family Resources

Indiana Family and Social Services Administration
402 W. Washington Street, Room W392
Indianapolis, Indiana 46204

Decar Ms. Boggs:

The Food and Nutrition Service (FNS) received your letter dated May 17, 2010 in which the
State requested approval to expand the Indiana Eligibility Modernization Project Hybrid
service delivery model to the Vigo Region (Region 6) in late June 2010. The letter included
the Hybrid Regional Roll-Out Vigo Region Readiness Assessment report and other documents
justifying the request to expand.

Based on IF'NS’ recent site visit to the Vanderburgh Region (Region 7) where the hybrid pilot
has been operating since late January 2010, and careful review of the documents provided in
your letter, FNS is approving the requested hybrid expansion. Approval is contingent upon
the Vigo Region and the State completing all of the readiness criteria prior to the June 21
cutover.

Further expansions beyond Region 6 will not be allowed without prior approval from FNS.

- Please let us know if there are any changes to the go/no-go or readiness criteria. Region 6

must be operating successtully for at least two months before any further areas can be added.
We will continue to monitor the Vanderburgh and Vigo hybrid regions and analyze data prior
to allowing any additional roll out.

We look forward to working closely with you on this effort. If there are any questions, please
contact Tim English at (312) 353-1533 or tim english@fns.usda.gov.

Sincerely, .
OLLICE HOLDEN

Regional Administrator

USDA IS AN EQUAL OPPORTUNITY PROVIOER AND EMPLOYER



United States
Department of
Agriculture

Food and
Nutrition
Service

Midwest Region

77 W.Jackson Blvd.

20" Floor
Chicago, IL
60604-3591

Anne Waltermann Murphy, Secretary

Indiana Family and Social Services Administration
402 West Washington Street, Room W461
Indianapolis, Indiana 46204-7083

September 3, 2010

Dear Ms. Murphy:

The Food and Nutrition Service (FNS) received your report dated August 23, 2010, in
which the State requested approval to expand the Indiana Eligibility Modernization
Project Hybrid service delivery model to the Clark Region (Region 8) in late September
2010. The request is included in the Hybrid Regional Roll-Out Clark Region Readiness
Assessment report and other documents justifying the request to expand.

‘Based on FNS’ recent site visits to the Vanderburgh Region (Region 7) and Vigo Region

(Region 6) where the hybrid model has been operating, meeting State management staff
in Indianapolis on August 25", and careful review of the documents provided by
Indiana, FNS is approving the requested hybrid expansion to the Clark Region. Approval
is contingent upon the Clark Region and the State completing all of the readiness criteria
prior to the September 20, 2010 cutover.

Further expansion beyond Region 8 will not be allowed without prior approval from
FNS. Please let us know if there are any changes to the go/no-go or readiness criteria.
The two remaining modernized regions, Allen (Region 3) and Grant (Region 4), are
tentatively scheduled for a January 2011 roll-out. This will allow Region 8 three months
of operating under the hybrid model and should allow for solid data to be gathered and
provided to FNS. It will also provide additional time for Indiana to gather and share
performance data with FNS from the three hybrid regions to utilize in making decisions
regarding future rollouts. We will continue to monitor the Vanderburgh, Vigo and Clark
Regions and analyze data prior to allowing any additional roll-out. '

We look forward to working closely with you on this effort. If there are any questions,
please contact Trish Solis at (312) 353-1533 or patricia.solis@fns.usda.gov.

Sincerely,

(Picer. & Moo

OLLICE C. HOLDEN
Regional Administrator

cc: Mike Carr, Interim Director, DFR, IFSSA, Indianapolis, IN

USDA IS AN EQUAL OPPORTUNITY PROVIDER AND EMPLOYER



July 2010 All Programs Denials and Appeals

Region Applications Received Denials  |Appeals*

Lake 11,017 5,472 287
St. Joseph 12,456 5,370 217
Allen 10,607 4,824 514
Grant 15,066 8,950 471
Marion 32,044 16,446 822
Vigo 7,301 3,703 325
Vanderburgh 6,743 3,853 229
Clark 9,803 3,698 494

*Includes all appeals received and not solely appeals for the denial of an application. This could include
appeals regarding changes in benefits, prior authorization, etc.



Daugherty v. Murphy

- -

Court/ Judge: U.S. Dist. Court, S. D. of Indiana, Indpls. Div./ Judge Barker, Magistrate J udgé L)}nch.
Case number: 1:06-cv-00878
Date filed: June 2006.

Summary: Daugherty is a class action lawsuit filed on June 2, 2006. It involves two classes. Class 1 is the
group of persons who applied for Medicaid and did not qualify due to the spend-down policy, which showed
their respective spend-down amounts were too high to qualify for Medicaid. Class 2 is an undefined group of
Medicaid reciptents who received notice of reduction or termination of benefits and appealed before the date of
the adverse action but did not have their benefits continued at the same level as before the date of the adverse
action.

Perdue (formerly Gibson) v. Murphy

Court/ Judge: Marion County Civil Court 10/ Judge David Dreyer
1

Case number: 49D10-0803-PL-013340
Date filed: March 2008

Summary: This case is related to denials of benefits based upon the use of the failure to cooperate codes.



Exhibit O
Select Joint Commission on

Welfare Modernization/Medicaid Issues/Comments from Providers sMedicaid Oversight
September 21, 2010 eptember 21, 2010

Emails were sent to St. Mary’s Medical Center, Deaconess Health System, Deaconess Women’s Hospital
and all of the United Way Agencies in the Evansville area. The following comments were made re:
Welfare Modernization and/or Medicaid Processes:

From Lynn Kyle — Lampion Center (lkyle@lampioncenter.com):

“} am not hearing anything in particular about privatization anymore. | hope that means things are
running relatively smoothly.

Our issues with Medicaid are really still the same as before: The MCOs use different procedures,
different forms, different everything — which makes keeping up with them very difficult. Then just when
you think you have it all going, an MCO changes their procedures. Or they change their psych services
provider which makes all credentialing and procedures start over. Having the state require MCOs to
have more consistent timelines and paperwork would be a huge asset.

FYi, Medicaid currently pays about % of the cost of each therapy hour, reguiring us to fund raise the
rest.”

From Lynn Hert — Deaconess Health System {Lynn_Hert@deaconess.com):

“Issue 1: Concern again that patients are not getting communication regarding their Medicaid phone
interview. If they do not have the date, they cannot be at home to receive the call. The process is then
terminated and patient must reapply and begin the process all over again.

Issue 2: Cancern regarding MCO assignment after Presumptive Eligibility. Patients who complete the
Presumptive Eligibility process are getting reassigned to another MCO when they get their pregnancy
Medicaid. Process should be seamless--

they should automatically be assigned to the MCO they were originally linked to.

Thank you for the opportunity to provide feedback.”

From Cindy Baudendistel — St. Mary’s Hospital (CBaudendistel@stmarys.org):

“We have found with the new Hybrid system, the process is more user friendly. The application process
is much smoother for the patient and the autharized representative. if a patient has questions we have
confidence that the local office can answer the question with correct information. We have also found
that the appeals and MRT processes have a much quicker turnaround time.

We do still have a concern with e-mail responses on case inquiries. We do not always receive a
response back. If we do get a response it is timely and much appreciated. Authorized representatives
are not receiving correspondence on patients. We have been told that this is a manual process and is
only happening about 60% of the time.”
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Exhibit P
September 21, 2010 Select Joint Commission on
Medicaid Oversight
September 21, 2010

The Honorable William Crawford
200 West Washington St.
Indianapolis, IN 46236

Re: Select Joint Commission on Medicaid Oversight
Dear Chairman Crawford:

Please accept this letter as a comiment about the status of services provided to clients of
Family and Social Services Administration in my district, District 77. With the reform of
FSSA to include more local decision making in a regional structure, the quality of
services constituents receive should have improved over time. I've noted comments
relative to improved services from those who contacted my Indianapolis phone number or
the Statehouse website.

One main concern exists in the 17 or so complaints we have worked through since April.
FSSA answers the constituent’s questions, but doesn’t seem to address additional issues.
In other words, there isn’t any intent to look at barriers that may impede a successful
relationship with FSSA for the person. This causes the same case to arise many times,
before it is finally resolved. '

Here is an example: A Medicaid patient with mental health issues failed at being
responsible with medication and attending doctor’s appointments, yet there were still
expectations that FSSA wanted them to adhere to. No requirement that an authorized
representative of the patient be added to assist the process, until my office was finally
contacted. We made the request, and only then was extra pressure added for the
caseworkers to make sure all angles were addressed. This took months of repetitive
inquiring, until it was finally granted.

Instead of a policy of case by case where the caseworker looks at the entire picture, the
present policy is question by question. This type of policy leads to unresolved issues and
multiple contacts between FSSA and the client. Our legislative office still act as
caseworkers, asking all of the questions ourselves and not getting all of the answers.



The system failures can be summed up this way; the system is not designed to help the
neediest. It is designed to help those who can navigate the system whether they are the
neediest or not. : :

Respectfully,
ail Riecken

State Representative
House District 77

Cc: Rep. William Crawford, Chairperson
Rep. Charlie Brown
Rep. Peggy Welch
Rep. Timothy Brown
Rep. Suzanne Crouch
Rep. Don Lehe

Sen. Patricia Miller
Sen. Ryan Mishler
Sen. Luke Kenley
Sen. Sue Errington
Sen. Vi Simpson
Sen. Connie Sipes




Exhibit Q

Select Joint Commission on
Medicaid Oversight

September 21, 2010

The Privatization of Social Services:

An Examination of Healthcare

Prepared By:
The Senior Social Policy Class
Under the Supervision of Dr. Matthew Ringenberg
Valparaiso University Social Work Department

Valparaiso, Indiana



In wake of the IBM crisis in Indiana over the privatization in healthcare, it is necessary to
examine other states that have been involved in the privatization process and to gauge their level
of success and failure. The two states examined were Texas and Louisiana. Texas like Indiana,

struggled with the process, whereas Louisiana proved to be more successful in this realm.

Texas’ initial intentions in privatizing social services were to efficiently assess thousands
of applications for state support (e.g. Medicaid, food stamps, TANF, long-term care, and CHIP),
and to save taxpayers’ money (Vestal, 2006). In 2005, Texas funded 899 million dollars to the
consulting firm, Accenture to run the state’s food stamp eligibility program (Rahamatulla, 2010).

Unfortunately, the pilot program failed almost immediately due to computer malfunctions and

procedural issues.

The new contractor left many applicants waiting too long for service or left many without
much needed service at all. According to state officials, 27,000 children applying for CHIP
(Children’s Health Insurance Program) were mistakenly marked “expired”. When calling in,
applicants such as the poor, elderly, and handicapped were left on hold for over twenty minutes,
leading more than half of them to hang up before even speaking to a representative
(Rahamatulla, 2010). Even worse, thousands of urgent applicants waited longer than federal
rules to be accepted into services. One of the most preventable mistakes involved over one

hundred applicants’ Social Security numbers and medical information being accidentally faxed

to a Seattle Warehouse (Rahamatulla).

Privatizing social services left its most significant dent on food stamp applicants.
According to Kevin Concannon, member of the USDA, the application process is in a “five year

decline” due to mistakes in the new system (Vestal, 2006). If the application screenings had gone



more effectively with the new system, 650,000 more applicants could be receiving food stamp

services. Clearly, these mistakes were proof that the new method of privatization in Texas

needed to be changed.

In order to lessen the negative effects of privatization on the Texas welfare system, Texas
took steps to work towards a system that allows Texans to choose their method of application
towards welfare services. The system is built on modem technology and makes the most of
limited state resources.

Improvements on the previous system included decreasing telephone wait times to less
than two minutes, reinstating the coverage of the 27,000 kids before they lost their services, and
a takeover of processing new applications by state workers.

Mildred Warner a privatization expert at Cornell University explains how privatization
makes sense in theory but not in practice. He concludes that the reason for the failure of the
majority of projects is a deteriorating quality of service. “In more than half the cases, the
projects did not save taxpayer dollars (Vestal, 2006).”

The state of Louisiana, however, may offer a solution that could remedy Texas’s
problems with the system as well as our own. The Department of Children & Family Services in
the state of Louisiana follows a process known as Continuous Quality Improvement (CQI) or
sometimes referred to as Performance and Quality Improvement (PQI). It is a name for a
process whereby both management and workers strive to improve quality of service to individual
clients. CQI is a theory-based management system, driven by data, that looks at
processes/outcomes in order to track the quality of services at agencies such as the Louisiana
Department of Children and Family Services. CQI holds agencies accountable through good

management, input from all levels of staff, teamwork, and a continuous review of progress. In



Louisiana, there is a state level Continuous Quality Improvement team and a team for each
individual region of the state. The teams include staff from all levels within the agency
representing all programmatic service areas as well as community stakeholders. Continuous
Quality Improvement keeps all people involved in the agency involved in the process, including
persons/families served, employees, volunteers, and consultants, members of advisory boards,
consumer advocates, and all levels of agency staff. There are six steps to the process of

Continuous Quality Improvement.

1. Identify a need/issue/problem and develop a problem statement
2. Define the current situation, break it down into parts

3. Analyze the problem, identify the root cause

4. Develop an action plan

5. Look at the results, confirm that the problem and its root causes have
decreased

6. Start over with a new problem

This process could be utilized by an agency as a model. Agencies could use this model to
determine if they are meeting their goals and if the policies and practices they are implementing

are actually working.

The Council on Accreditation is an international, independent, not-for-profit, child and
family service and behavioral healthcare accrediting organization. It was founded in 1977 by the
Child Welfare League of America and Family Service (now the Alliance for Children and

Families). The council views accreditation as a catalyst for change that builds on an



organization's strengths and helps it achieve better results in all areas. Although COA was
originally known as an accrediting body for family and children's agencies, it currently accredits
38 different service areas and over 60 types of programs. Perhaps by utilizing this agency to
oversee what is going on at private agencies, it would help the various agencies achieve better

results and hold everyone accountable for what goes on (Continuous Quality Improvement).
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