NURSING HOMES
IN KENTUCKY

RESEARCH REPORT NO. 146

LEGISLATIVE RESEARCH COMMISSION
FRANKFORT, KENTUCKY



KENTUCKY LEGISLATIVE RESEARCH COMMISSION

SENATOR JOE PRATHER REPRESENTATIVE WILLIAM G. KENTON
President Pro Tem Speaker
Chairmen
Senate Members House Members
PAT M. McCUISTON LLOYD CLAPP
Assistant President Pro Tem Speaker Pro Tem
TOM GARRETT BOBBY H. RICHARDSON
Majority Floor Leader Majority Floor Leader
EUGENE P. STUART WILLIAM HAROLD DeMARCUS
Minority Floor Leader Minority Floor Leader
A.D.(DANNY) YOCOM WILLIAM “BILL” DONNERMEYER
Majority Caucus Chairman Majority Caucus Chairman
WALTER A. BAKER HERMAN W. RATTLIFF
Minority Caucus Chairman Minority Caucus Chairman
KELSEY E. FRIEND DWIGHT WELLS
Majority Whip Majority Whip
JOE GRAVES RAYMOND OVERSTREET
Minority Whip Minority Whip

VIC HELLARD, JR., Director

The Kentucky Legislative Research Commission is a sixteen-member committee, comprised of the majority
and minority leadership of the Kentucky Senate and House of Representatives. Under Chapter 7 of the
Kentucky Revised Statutes, the Commission constitutes the administrative office for the Kentucky General
Assembly. Its director serves as chief administrative officer of the legislature when it is not in session.

The Commission and its staff, by law and by practice, perform numerous fact-finding and service functions
for members of the General Assembly. The Commission provides professional, clerical and other employees
required by legislators when the General Assembly is in session and during the interim period between sessions.
These employees. in turn, assist committees and individual members in preparing legislation. Other services
include conducting studies and investigations, organizing and staffing committee meetings and public hearings,
maintaining official legislative records and other reference materials, furnishing information about the
legislature to the public. compiling and publishing administrative regulations, administering a legislative intern
program, conducting a pre-session orientation conference for legislators, and publishing a daily index of
legislative activity during sessions of the General Assembly.

The Commission also is responsible for statute revision, publication and distribution of the Acts and
Joumals following sessions of the General Assembly and for maintaining furnishings, equipment and supplies
for the legislature. .

The Commission functions as Kentucky’s Commission on Interstate Cooperation in carrying out the
program of the Council of State Governments as it relates to Kentucky.



NURSING HOMES
IN KENTUCKY

REPORT OF THE SUBCOMMITTEE ON LONG TERM CARE
OF THE INTERIM JOINT COMMITTEE
ON HEALTH AND WELFARE

Representative Gerta Bendl
Chairperson

Representative Albert Sidney Adams Representative J. R. Gray

Senator Nelson R. Allen Representative Bob Jones

Representative Forest “Aggie” Sale

LEGISLATIVE RESEARCH COMMISSION STAFF

Bruce Simpson

Research Report No. 146
Legislative Research Commission

Frankfort, Kentucky
December, 1977

This Report has been prepired by the Legislative Research Commission and paid for from state funds.






FOREWORD

The Legislative Research Commission, on May 4, 1977, approved
a request by Representative Gerta Bendl that the working mandate of
the subcommittee which she chaired, the Subcommittee on Long Term
Care of the Interim Joint Committee on Health and Welfare, be in-
corporated into a formal Legislative Research Commission study.
The mandate to the Subcommittee from the Chairman of the Interim
Joint Committee on Health and Welfare, Representative Jerry Kleier,
was to review the quality of care provided to patients by long
term care facilities in the Commonwealth; the use of public monies
to support patients residing in such facilities; and the reasonable-
ness and necessity of federal and state statutes and regulations
relating to the health and safety licensing for the purpose of
making any needed recommendations for legislative and administrative
action.

The Subcommittee held eight public meetings where testimony
pertaining to nursing homes and other long term care services was
obtained from health care professionals, state officials, nursing
home operators, and interested citizens. 1In addition, the Sub-
committee made unannounced tours of twenty-two nursing homes across
the Commonwealth.

There were a number of factors which helped to provide the
impetus for nursing homes to become a study of the Interim Sub-
committee on Long Term Care. Among the most prominent of these
were: the uncertainty about the quality of care being provided by
nursing homes; the concern about the amounts of public monies being
spent on long term care facilities; constituent complaints (in-
cluding consumers, nursing home operators, and interested citizens);
the concern about the most appropriate health care alternatives
that should be implemented to meet the demands of an aging society;
and finally, the interest created by various media reports on
nursing homes.

The report was prepared by Bruce Simpson and the Subcommittee
on Long Term Care with assistance from Dianna McClure and William
Wharton. The manuscript was typed by Brenda Stivers and Nancy
Taylor.

VIC HELLARD, JR.
Director

The Capitol
Frankfort, Kentucky
December 1977
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SUMMARY

Long term care refers to one or more services provided on a sustained
basis to individuals whose mental or physical capacities are chronically
impaired. Long term care services vary and can best be viewed along a
continuum of care. These services range from a home delivered meals-on-wheels
program to a skilled nursing facility providing 24 hour a day nursing ser-
vices. There are intermediate care facilities which provide nursing services
to those persons who need nursing care, but not to the level which is given by
skilled nursing facilities. Finally, there are residential facilities such as
family and personal care homes which generally provide custodial services, or
not much more than room and board. For the purposes of this report, the long
term care facilities studied are limited to skilled nursing facilities, inter-
mediate care facilities, and personal care homes. Home health agencies are an
important part of the long term care continuum in that they provide skilled
nursing services to people in their own homes and thereby help prevent unnec-
essary institutionalization. Caretaker and homemaker services can similarly
be utilized to provide assistance to a person in his or her own home and also
help to keep the individual out of an institutional facility.

Most health professionals in the long term care field agree that keeping
people in their own homes should be the long term care service priority.
Unfortunately, there are many individuals who are placed into long term care
facilities, commonly referred to as nursing homes, simply because there are
not sufficient and appropriate in-home services available or they have nowhere
else to go.

The Commonwealth disbursed $70 million in payments to personal care
homes, intermediate care facilities, and skilled nursing facilities in 1976
for residents who were recipients of Medicaid, Medicare, State Supplementa-
tion, and Supplemental Security Income programs. However, the Commonwealth
paid out only $7 million for caretaker and home health services to persons who
needed long term care services and were eligible for these same government
programs.

During the 1976-77 Interim, the Subcommittee on Long Term Care of the
Interim Joint Committee on Health and Welfare held eight open meetings where
testimony pertaining to nursing homes was obtained from various health care
professionals, state officials, nursing home operators, and interested citi-
zens. Four of these meetings were conducted in Lexington, Louisville,
Owensboro, and Covington where the Subcommittee made unannounced tours of 22
nursing homes at the personal, intermediate, and skilled care levels.

The Subcommittee spent approximately one hour visiting each facility.
Upon arrival at the different nursing homes, members of the Subcommittee and
the Legislative Research Commission staff separated and individually talked
with patients, nurses, nurses aides, and administrators. These discussions
and observations were particularly helpful in gaining insight into the
perspectives of those who are a part of a nursing home's day-to-day operation.

The individual Subcommittee members also spoke privately with many people
who had concerns about nursing homes but who were either unable or not willing
to testify before the full Subcommittee. These contributions were especially
helpful in informing the Subcommittee about related areas meriting future
review.

ix



Additional Subcommittee research efforts included an extensive review of
the literature published on long term care and personal interviews with many
state and federal government officials who work in the nursing home field.
Most of the literature which was reviewed came from such sources as the United
States Department of Health, Education and Welfare; United States General
Accounting Office; United States Congress; Kentucky Department for Human
Resources; and the many professional health and aging publications. Simi-
larly, the Subcommittee and its staff had many separate interviews with repre-
sentatives from these different groups.

Since this was the first concentrated efrort by the General Assembly to
examine nursing homes, it was decided that the study would have to encompass
enough of an overview tc provide the Commonwealth's citizens with an initial
basic orientation about Kentucky's nursing homes, but not so general as to
negate any meaningful analyses or recomnendations. The Subcommittee decided
that its findings would include the following topics: definitions and char-
acteristics of nursing homes and their client populations; state and federal
expenditures for nursing home care; descriptions of the regulatory responsi-
bilities for the quality of life in nursing homes shared by governmental and
non-governmental agencies or entities; an examination of the rights of nursing
home residents as specified by state and federal regulations; and a personal
perspective on what the members of the Subcommittee saw and experienced during
their tours of nursing homes.

The Subcommittee made three legislative recommendations and ten recom-
mendations requiring administrative action. In addition, the Subcommittee
recommended that the Subcommittee on Long Term Care be reestablished following
the 1978 Regular Session of the General Assembly for the purpose of following
up its research efforts conducted during the 1976-77 interim.

The three recommendations for legislative action included the enactment
of a comprehensive bill of rights, the establishment of a system for rating
the quality of care given by all long term care facilities, and the require-
ment that the Department for Human Resources annually perform at least one
unannounced inspection of all long term care facilities.

Seven of the ten recommendations for administrative action were directed
toward the Department for Human Resources. Two other recommendations were
directed toward the Kentucky Health Facilities and Health Services Certificate
of Need and Licensure Board. The tenth recommendation was jointly directed to
the Kentucky Board of Licensure for Nursing Home Administrators, Kentucky
Association of Health Care Facilities, and the Department for Human Resources.

It was recommended that the Department for Human Resources take the
following seven administrative actions:

1. Ascertain the health care status of residents in specified long term
care facilities;

2. Undertake a study to determine the role, responsibilities and ade-
quate caseload size for departmental guardianship officers and  limit
the number of wards for which each guardianship officer should be
responsible;



Examine its present policies and procedures for placement in long
term care facilities of mentally ill and mentally retarded persons
discharged from state psychiatric and mental retardation facilities;

Study the feasibility of creating an office of Long Term Care and an
attached Citizen's Advisory Council;

Develop and implement a long term care data collection system;

Examine the feasibility of expanding its financial commitment to
in-home services; and

Annually perform on-site financial audits of long term care facili-
ties receiving Medicaid reimbursement or State Supplementation funds.

It was recommended that the Kentucky Certificate of Need. and Licensure
Board take the following two administrative actions:

1.

The
ment for

istrators

Revoke those certificates of need granted for the construction,
expansion, or modification of personal care homes, intermediate care
and skilled nursing facilities that are more than 18 months outstand-

ing; and

Promulgate regulations requiring personal care home administrators to
have qualifications equal to that of the administrators of intermedi-
ate care and skilled nursing facilities.

final administrative recommendation was directed toward the Depart-
Human Resources, Kentucky Board of Licensure for Nursing Home Admin-
and the Kentucky Association of Health Care Facilities. It was

recommended that these bodies should jointly develop and implement a training
program for specified nursing home personnel.

xi






CHAPTER 1

INTRODUCT ION

Definition of Nursing Home

In this study the term nursing home is used to describe those health care
facilities in Kentucky which are classified as personal, intermediate, and
skilled care facilities. These levels of long term care facilities provide
services to chronically i1l (mentally and physically) persons over an extended
period of time. They are defined below in order of the least intensive level
of care to the highest.

1. Personal care homes are establishments with permanent facili-
ties that include resident beds and health related services to
provide continuous general supervision and residential care.
Residents in a personal care home are able to manage the normal
activities of daily living except that they have physical or
mental disabilities or in the opinion of a licensed physician
are in need of residential care. (902 KAR 20:030)

2. Intermediate care facilities are permanent facilities that
include inpatient beds and health related services for the pur-
pose of providing intermittent nursing services on a 24 hour
basis for individuals who do not require the degree of care and
treatment which a skilled nursing home facility is designed to
provide but who, because of their mental or physical condi-
tions, require services and care which are available only on an
inpatient basis and through an institutional facility. (902
KAR 20:050)

3. Skilled nursing facilities are permanent establishments with
medical staffs, inpatient beds, medical services, including
physician services, for the purpose of providing continuous
nursing for individuals who are not in an acute phase of ill-
ness but who have a variety of medical conditions which require
inpatient care of a convalescent or restorative nature. (902
KAR 20:025)

While the focus of this study is on nursing homes as defined above, this
report covers in a limited manner other long term care facilities and services
relating to nursing homes. These include intermediate care facilities solely
for the mentally retarded and developmentally disabled, family care homes,
home health agencies, caretaker services and nursing homes as described in 902
KAR 20:047. These facilities and services are described in Kentucky Adminis-
trative Regulations as follows:

1. "Nursing homes" are establishments with permanent facilities
that include inpatient beds, and with medical services, to pro-
vide treatment for patients who require inpatient care, but do
not currently require continuous hospital services and who have
a variety of medical conditions. (902 KAR 20:047)



This term is a confusing one in light of the names for the other levels

of «care. "Nursing homes" are facilities which provide much the same service
as skilled nursing facilities but are not certified to receive Medicare and
Medicaid reimbursement . "Nursing homes" were grandfathered into the

Commonwealth's nursing home system when the Kentucky Certificate of Need,
Licensure, and Regulation Act of 1972 was signed into law. Since that time,
no permission has been granted for new "nursing home" beds to be built. Ulti-
mately, this level of care will be phased out.

2. Intermediate care facilities for the mentally retarded and
developmentally disabled are establishments which provide on a
regular basis health related care and services to individuals
who, because of their mental or physical condition require care
and services above the level of room and board which can be
made available to them only through institutional facilities at
the level of intermediate care.

Intermediate care of the mentally retarded and developmentally
disabled is defined as a distinct category of care which is
provided by mental retardation specialists and other health
professionals in the treatment of the mentally retarded and
developmentally disabled of all ages whose needs for emotional,
physical, educational, and habilitative services are below the
skilled nursing level of care. (902 KAR 20:085)

3. Family care homes or mini homes are homes operated and main-
tained to provide 24 hour protective and personal care services
in residential accomodations for two or three individuals who
are not related within the third degree of consanguinity to the
licensee and who because of impaired capacity for self care
elect or require a protective environment but who do not have
an illness, injury, or disability for which constant medical
care and skilled nursing services are required. (902 KAR
20:040)

4. Home health agencies are state licensed organizations designed
to provide intermittent medical services in the residence,
including nursing services and other professional and technical
services, required by the treatment, in accordance with the
plan of treatment prescribed by a licensed physician to
patients who have a variety of medical conditions. (902 KAR
20:080)

Caretaker services are not addressed by any Kentucky Administrative Regu-
lation. The Department for Human Resources, Bureau for Social Insurance
defines this service as follows:

Caretaker services cover a broad range of personal care and
chore services necessary to enable an 1ill or infirmed indi-
vidual to remain safely and decently in his own home or other
family setting, thus preventing institutionalization.

The services may be provided by a live-in attendent or by one
or more persons hired to come into the home at regular inter-
vals and may include such personal services as assistance 1in



dressing, bathing, feeding, or performance of essential house-
hold tasks.

The service may be provided for an individual living on room
and board in a family setting, not subject to licensure
requirements, if care needs exceed room and board. If the
individual is living in the home with a responsible relative
(parent of minor child or adult), the service is provided only
if it 1is necessary to hire someone to come into the home to
provide care. (Bureau for Social Insurance, Service Manual,
1977)

This report primarily discusses three segments of a long term care
continuum. (See Figure 1.) Since the study mandate directed that this Sub-
committee examine nursing homes, it was decided after a review of the differ-
ent levels of care in Kentucky, that this term would most appropriately apply
to personal, intermediate, and skilled nursing facilities. This decision was
based on the fact that, with few differences, almost all of the nationwide and
individual state studies on this subject generally define nursing homes as
coinciding with these three levels of care. Also, recommendations received by
the Subcommittee from professionals in the field led it to limit the scope of
this project to the same three types of facilities.

This, of course, does not diminish the importance of the other long term

care service components but rather it is to focus on those areas in the long
term care continuum which have demanded the most immediate attention.

Need for a Nursing Home

Similar to the diversity which exists in regard to the definition of a
nursing home, 1is the uncertainty about which target groups of people in our

society actually need the services of a nursing home. Some of this
irresolution centers on whether or not the mentally retarded and developmen-
tally disabled person should be cared for in a nursing home. Traditionally,

these facilities have been intended for use by the elderly. Most studies
indicate that today the person over 65 years of age comprises between 78% and
90% of the nursing home population in the United States. (HEW, Character-
istics and Social Contacts, 1977, P- 5) However, this still leaves a sizeable
number of persons under 65 years of age being cared for in a nursing home.

Most of the under age 65 residents in nursing homes are mentally impaired
persons. (HEW, Long Term Care Intro Report, 1975, p. 29) Also, many nursing
home residents were previously treated in mental institutions. (U.S. Senate,
Long Term Care Report No. 7, 1976, pp. 706-774) The Subcommittee has dis-
covered that between 1975-77, 811 persons from Kentucky's state supported
psychiatric hospitals were placed into personal, intermediate, and skilled
nursing facilities. (DHR, unpublished data, 1977) Moreover, these are only
the known placements from state psychiatric hospitals made by the placement
agency, the Bureau for Social Services. Since the Bureau generally places
only those persons who have no one else to assist them, there is likely to be
a substantial number of former mental hospital patients who are placed in
nursing homes by their family or friends. The hospital has no way of knowing
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how many former patients eventually are placed in nursing homes. A more
detailed discussion on the mentally impaired nursing home resident is included
in Chapter IV.

The Elderly in Nursing Homes

Since the elderly have the highest incidence of chronic illness, disabil-
ity, and functional impairment, they are the age group most in need of long
term care. (Congressional Budget Office, 1977, p. 3) Due to the age distri-
bution of the population in the United States and Kentucky, it appears that
nursing homes will be a continuing health care resource for the elderly and
others. Between 1900 and 1975 the percentage of the U.S. population aged 65
and over more than doubled (4.1% in 1900 and 10.5% in 1975), while the total
number of aged people increased from 3 million to 22 million. (HEW, Facts
About Older Americans, 1977) This trend toward an older society is expected
to even further increase. It is projected that by the year 2000, in only 23
years, the population over 65 vyears of age will increase another 40% to
approximately 31 million people in the United States. (HEW, "FACTS," 1977)

In Kentucky aged persons constituted 10.9% of the total population, or
about 372,000 people, in 1975. (University of Louisville Urban Studies
Center, unpublished data, 1977) This figure represents a 10% increase in
Kentucky's total elderly population from 1970. The Commonwealth presently
ranks 20th among the other states in population aged 65 and over.

Figure 2 details what the future age groupings will be in Kentucky. It
is evident from observing Figure 2 that those persons who were between ages 10
and 34 in 1975 will make Kentucky a much older society between the years 2006
- 2030.

Today, approximately 5% of the elderly are in nursing homes in the United
States. (U.S. Senate, Long Term Care Intro Report, 1974, p. 15) However,
this number may be somewhat misleading. Research has indicated that while 1
in 20 aged persons is in a nursing home on any given day, 1 out of 5 elderly
persons will probably spend some part of their lives in a nursing home.
(Kastenbaum, 1973, p. 50)
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CHAPTER I1I

PUBLIC MONIES SPENT FOR NURSING HOMES

Among the greatest concerns to many citizens interested in long term care
facilities is the use of public funds to support nursing homes and other long
term care services. Concern has been expressed about the amounts of money
which have been spent as well as the types and quality of the services which
have been purchased. The Medicaid program is often the funding source which
is in the middle of this controversy.

Medicaid

The Medicaid program is the main source of governmental funding for nurs-
ing homes in the United States. (Congressional Budget Office, 1977, p. 7)
Established in 1965 by an amendment (Title XIX) to the Social Security Act,
this federal-state government matching program was designed to provide medical
services to the poor. There has been an increase in national expenditures for
Medicaid programs from $1.5 billion in 1966 to $15 billion in 1976. As Figure
3 indicates, the largest percentage (33.4%) of the 1976 Federal Medicaid Funds
went to nursing homes.

The Medicaid program provides money to Kentucky for three different
levels of nursing home care and one long term care related service. These are
composed of skilled nursing facilities, intermediate care facilities, inter-
mediate care facilities for the mentally retarded and developmentally dis-
abled, and home health service agencies. Each was described in Chapter I.

Table 1 shows a more specific ranking of United States expenditures by
the type of service which was offered under Medicaid during fiscal year
1975-76. It is clear from these figures that the Medicaid money disbursed for
long term care services 1is primarily allotted to nursing homes. Although
expenditures for home health services nearly doubled from the previous fiscal
year, the money spent on this service in 1975 was the same proportion (less
than one percent) of the total Medicaid disbursements as the previous year.

Kentucky paid $51.6 million during calendar year 1976 for Medicaid recip-
ients in intermediate and skilled nursing facilities. (DHR, Public Assistance
Form 264, 1976) This figure represents 30% of the state's entire Medicaid
expenditure for this period. However, since the Commonwealth's matching share
in the Medicaid program was approximately 27.5% of this $51.6 million, state
funds accounted for $14.2 million of the total Medicaid dollars that went to
nursing homes. Not included in this calculation is the $12.8 million in fed-
eral/state Medicaid payments which were paid to intermediate care facilities
for the mentally retarded and developmentally disabled.

The Commonwealth also spent $1.5 million, or .8%, of its total $175 mil-
lion Medicaid expenditure on home health services 1in 1976, (DHR, Public

Assistance Form 264, 1976) This distribution of Medicaid disbursements in
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Kentucky, by the kind of service offered, is similar to the distribution in
the United States.

If long term care services reimbursed under Medicaid are defined as
skilled nursing and intermediate care facilities, and home health care, there
are some interesting trends in Kentucky which emerge between the calendar
years 1972 through 1976. As Table 2 and Figure 4 point out, there has been a
significant and constant increase in the proportion of recipients receiving
long term care services at the intermediate care facility level of care under
Medicaid, while there has been a corresponding relative decrease in the number
of recipients receiving services at the skilled nursing level. The average
monthly number of recipients in intermediate care facilities increased 4767%
between 1972 and 1976.

There appear to be several possible reasons for this movement of Medicaid
patients from skilled nursing facilities to intermediate care facilities.
These are:

1. Many patients who received or who are receiving skilled nursing
treatment may actually not need the services at this higher
level of care. Presently, Kentucky has an average of 450
Medicaid patients a month who are residing in skilled nursing
facilities who have been determined by a Medical Review Team
from the Department for Human Resources to only need treatment
in intermediate care facilities. (DHR, unpublished data, 1977)

2. With the unification of federal Medicaid and Medicare standards
in 1972, a more restrictive set of eligibility criteria for
persons to receive service in a skilled nursing facility was
established. Thus, there were a number of Medicaid patients in
skilled nursing facilities who could no longer meet this more
restrictive Medicare definition for eligibility in a skilled
nursing facility and were forced to be moved to an intermediate
care facility.

3. The Medicaid reimbursement formula for intermediate care
facilities possibly provides more profit for nursing home oper=
ators than does the skilled nursing reimbursement formula.
Consequently, many operators have sought to convert their per-
sonal and skilled care beds into intermediate care.

4. There is a substantial difference in cost savings to the fed-
eral and state governments between paying for an intermediate
care facility as opposed to a skilled nursing facility. Cur-
rently, a month's stay at a skilled nursing facility in Ken-
tucky costs $827.86, while at an intermediate care facility the
amount is $466.93. Thus, there is a potential incentive for
government to push for treatment in an intermediate care facil-
ity when residential or institutional care is deemed necessary.

In light of the increased utilization of intermediate care facili-

ties, it is not surprising that they have consistently received a
greater share of the total Medicaid long term care payments between 1972

10
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PERCENT OF MEDICAID LONG TERM

CARE RECIPIENTS

FIGURE 4

DISTRIBUTION OF MEDICAID LONG TERM CARE RECIPIENTS
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and 1976, while skilled nursing facilities have continued to receive
proportionately less and home health agencies about the same. In 1972,
when Medicaid reimbursement for intermediate care facilities was first
implemented, intermediate care facilities received 9% of the total
Medicaid long term care disbursements. In 1976, however, intermediate
care facilities received 52% of these payments. On the other hand,
expenditures for skilled nursing facilities absorbed 88% of the total
Medicaid long term expenses in 1972, but only 45% in 1976. (See Figure
5.) Payments for home health agencies under Medicaid, although annually
increasing in total dollars spent, have consistently made up only 3% of
the total amount of the Kentucky Medicaid long term care monies dis-
bursed between 1972 and 1976.

Medicare

Medicare, also created as an amendment (Title XVIII) to the Social
Security Act in 1965, is a federal government health insurance program
designed to provide physicians' services and services of other suppliers
of medical services to persons who meet the following eligibility cri-
teria:

1. Persons aged 65 or over and receiving or entitled to receive
Social Security or railroad retirement benefits either as an
insured worker or eligible survivor of an insured worker;

2. Persons who are not yet 65 years old but who have been entitled
to Social Security or railroad disability benefits for at least
24 consecutive months; or

3. Persons under age 65 who are suffering from permanent kidney
failure.

Medicare benefits are considered adjuncts to the acute care hospital
system and are not designed for long term chronic care. (Congressional Budget
Office, 1977, p. 9) Medicare provides up to 100 days of inpatient care 1in a
skilled nursing facility during a benefit period. The first 20 days in a
skilled nursing facility are reimbursed in full. The patient 1is responsible
for coinsurance payments for the remaining 80 days. Services in a skilled
nursing facility are not covered by Medicare unless they are preceded by the
recipient being hospitalized three or more days. Also, the skilled nursing
facility admission must occur within 14 days of the hospital discharge.

Home health services are also covered under Medicare, but 1like skilled
nursing services, are designed to be an acute rather than a chronic care bene-
fit. Up to 100 home health visits per benefit period are reimbursable under
Medicare.

Due to the time constraints placed on services paid for wunder Medicare,
this program is not a major source of financing for nursing homes or other
long term care services. 1In fact, the $255 million Medicare expenditure for
nursing homes in fiscal vyear 1975 represents only 5% of the federal
government's nursing home payments and just 2% of the total Medicare disburse-
ments. (Congressional Budget Office, 1977, p. 9)
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PERCENT OF LONG TERM CARE
MEDICAID EPXENDITURES

FIGURE 5

DISTRIBUTION OF MENDICAID LONG TERM CARE EXPENDITURES

BY LEVEL OF CARE, 1972-76
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There has been a trend in Kentucky since 1971 toward more recipient util-
ization of home health agency services reimbursed under Medicare than there
has been for use of skilled nursing facilities. (HEW Regional Medicare
Office, unpublished data, 1977) 1In 1971 skilled nursing facilities took 78%
($2.5 million) of the Medicare long term care dollar spent in Kentucky. But
four years later in 1975, the Medicare reimbursement to skilled nursing
facilities had decreased to 59% ($3.8 million). The proportionate share of
the Medicare long term monies spent during this same period for home health
services was 22% ($700,000) in 1971 and 41% ($2.6 million) in 1975. Table 3
further details Medicare's long term care payments in Kentucky for calendar
years 1971-1975. 1In 1975 Medicare paid $6.4 million for both skilled nursing
and home health agency services.

Supplemental Security Income and State Supplementation

The Supplemental Security Income (SSI) program implemented in 1974 is a
federally supported cash grant program that provides financial assistance to
needy aged, blind, and disabled persons. Many of these people use their SSI
incomes to obtain nursing home care and other long term care services. (DHR,
Public Assistance Form 264, 1976) Generally, those SSI recipients who spend
their allotments for long term care services utilize family care homes, per-
sonal care homes, nursing homes as defined by 902 KAR 20:047, and caretaker
services.

Amendments to the Social Security Act (Title XVI) created SSI to provide
a guaranteed annual income for those persons who attain the age of 65 or are
blind or totally disabled. Previously, these persons had been provided income
maintenance assistance by the federal/state financed, Aid to Aged, Blind, and
Disabled program. Under SSI, states were required to use their own funds to
pay any difference between an SSI payment and the payment for persons who were
receiving Aid to Aged, Blind and Disabled benefits before the implementation
of SSI. This funding is made by the Mandatory State Supplementation program.
Kentucky elected to provide this same type of payment through the Optional
State Supplementation program to those persons who became eligible for SSI
benefits after SSI went into effect. Table 4 breaxs down the number of SSI
and State Supplementation recipients who were using their grants for long term
care services in personal and family care homes or were receiving caretaker
services during 1976.

State Supplementation and SSI payments totaling over $15 million went to
persons who used these monies for residential services in personal or family
care homes during the calendar year 1976. (DHR, Public Assistance Form 264,
1976) Approximately $5.7 million from other sources such as Railroad Retire-
ment funds, pensions, Title II of the Social Security Act dollars, and private
sources bring the total to nearly $21 million which was spent through the SSI
and State Supplementation program for residential long term care services in
Kentucky.

15
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Veterans' Programs

The federal goverument also pays for long term vare Lo veterans i nurs-
ing homes. The Veterans' Administration ccntracts for cosmmunity nursiag Lome
care and contributes to the cost of caring f{or veterans iu state institultions.
(Congressional Budget Office, 1977, p. 9) It also gives cash allowances to
disahled pensioners who need aid and attendance at home, although it is not
wnown whether these supplementary payments are in fact used to purchase such
assistance. Nationwide, the Veterans' Administration in 1975 spent 5240 mil-
lion for institutional care, $234 miilion in cash payments to veterans needing
aid and attendance, and $5 million for health care in the home. (Congres-
sional Budget Office, 1977, p. 9)

Private Sources

Although both federal and state governments allocate a substantial amount
of their monies for nursing home services, over half of all long term care
costs are paid for privately. (Congressional Budget Office, 1977, p. 11)
Nationwide, private expenditures for nursing homes totaled §$5.9 billion to
$7.7 billion in 1976. Approximately 85% of this amount was paid for out of
pocket rather than by insurance or through philanthropy. According to an
analysis by the United States Congressional Budget Office on the incidence and
cost of catostrophic 1illness, nursing home care is the principal cause of
catostrophic expenses among the aged. (Congressional Budget Office, 1977, p.
23)

Summary of Government Expenditures for Nursing Homeés in Kentucky

During the calendar year 1976, approximately $70 million was disbursed in
payments 1in Kentucky by the federal and state governments to recipients in
personal care homes and intermediate care and skilled nursing facilities.
State funds alone were approximately $23 million of this amount. These monies
encompass only the payments that were made to the facilities or the persons in
them. The money that was spent for administering these and other inter-
related programs is not included in this compilation. Salaries and other
administrative costs would substantially inflate this total for both the state
and federal governments.

An additional $6.8 million in federal and state monies was expended in
payments during 1976 for in-home services, caretaker and home health. This
represents 8.7% of the total $79 million in payments that were made for long
term care services in Kentucky. Not included in the budget analysis for long
term expenditures in Kentucky are funds from Title XX of the Social Security
Act, the Older Americans Act, Medicaid monies for recipients in mental retar-
dation centers and p-ychiatric hespitals, and local dellars at the county
government level. ’

Table S details more fully the 1976 state and federal govermment expendi-
tures for long term care service alternatives, in-home services versus resi-
dentizl services. Resilential or institutional services, that is family care

qomes, werscnal care homes, intermediate care facilities, and skilled nursing
facilitg , received 91 3% cof ~.ae long term care dollars disbursed in payments

ies
under the Medicaid, Medicare, SSI, and State Supplementation programs, and
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clearly have been the long term care service priority of state and federal
government.
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CHAPTER I1I1

PROFTLE OF NURSING HOMES IN KENTUCKY
Number of Homes and Beds
As of July, 1977, there were 424 licensed nursing homes in Kentucky, at

the personal, intermediate, and skilled nursing levels of care. (DHR, unpub-
lished data, 1977) Together, these facilities had a total of 22,112 nursing

home beds. This represents a 249% increase in the total number of beds since
1972. The majority of the increase can be attributed to the influx of inter-
mediate care beds. Therefore, it is useful to examine the five year growth

trend for each level of care. This information is provided in Table 6.

The data supplied by Table 6 indicates that the preponderance of the
increase “in both the number of facilities and number of beds added since 1972
comes from intermediate care facilities. During this period, the number of
intermediate care facilities increased by 208%, skilled nursing facilities
increased by only 17%, and the number of personal care homes decreased by 6%
Similarly, total beds increased by 2639% for intermediate care facilities, 27%
for skilled nursing facilities and decreased by 17% for personal care homes.
(See Table 6.) In summary, the number of intermediate care facilities and
intermediate care facility beds has more than doubled in the last five vyears.

Most of the same reasons can be given for the increase in the number of
intermediate care beds as were given for the consistent increase in Medicaid
expenditures for intermediate care facilities. Those explanations, which were
discussed in Chapter I1, are: (1) some persons in skilled nursing facilities
may have only needed treatment in intermediate care facilities; (2) the merg-
ing of the Medicare and Medicaid regulations for skilled nursing facilities in
1972 made it more difficult for a person to qualify for skilled nursing facil-
ity care; (3) intermediate care facilities have possibly become more profit-
able for nursing home operators than the other levels of care; and (4) due to
the cost savings to the federal and state governments, there has been a poten-
tial incentive to push for treatment in intermediate care facilities rather
than skilled nursing facilities when residential or institutional services are
deemed  necessary. The intermediate care facility level of nursing home care
has only been operative since 1972.

Certificate of Need

An overview of the certificate of need process is important in under-
standing how nursing homes come into existence and where they locate.

Before building or significantly altering a nursing home in Kentucky, one
must first obtain a certificate of need from the state's Certificate of Need
and Licensure Board. (KRS 216.405-216.485) A certificate of need is an
authorization by the Board to an applicant to construct, expand, or modify a
health facility or to initiate, expand or modify a health service. Upon such
authorization, the Board in essence declares a proposed facility appropriate
for its location and its services. The decision 1is to be based upon the
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health care needs and demands of the region and the considered opinion of the
respective local health care planners, providers, and consumers. A major pur-
pose of the Certificate of Need and Licensure Board is to act as a controlling
mechanism over the number, type, quality, and location of nursing homes in the
Commonwealth.

The Certificate of Need and Licensure Board was established in 1972 pur-
suant to passage of the Certificate of Need and Licensure Act. The intent of
this law was to provide for the orderly development of all health facilities
and health services in accordance with the needs of the various regions in
Kentucky through a certificate of need program. (KRS 216.415) Further, it was
the intention of this statute to coordinate the licensure and regulation of
health facilities and health services in order to insure the availability and
delivery of quality health care to the citizens of the Commonwealth.

The specific functions of the Certificate of Need and Licensure Board are
described in KRS 216.415(4) through (11).

(4) The board shall have three (3) separate and distinct func-
tions:

(a) To issue certificates of need in accordance with the
provisions of KRS 216.584.

(b) To 1issue licenses, regulate, and inspect health facili-
ties and health services.

(c) To enforce, through legal actions on its own motion, the
provisions of such certificates, licenses, and regula-
tions.

(5) The board shall develop, establish, enforce, and may repeal
standards, rules, and regulations for care, health, safety,
welfare, and comfort of patients in health facilities and
health services covered by KRS 216.405 to 216.485 and for the
maintenance and operation of health facilities and health ser-
vices which shall be designed to insure that the quality of
care offered by the facility or service is satisfactory and
that the facility or service receives a license appropriate to
its function. This shall include but not be limited to the
classification and categorization of health facilities and
health services according to character, size, range of ser-
vices provided, type and level of care required. Further, the
board shall develop and enforce standards relative to each
classification or category of health facilities and health
services which must be met in order to receive a license to
operate and maintain health facilities and health services.

(6) The board shall adopt, establish, and enforce criteria and
procedures as developed by the state health planning council
for determining the need for construction, expansion or imple-
mentation of health facilities and services.

(7) Members of the board, or its representatives, are hereby
authorized to enter upon the premises of any health facility
or health service as covered by KRS 216.405 to 216.485, for
the purpose of inspection, at any reasonable time.
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(8)

(9)

(10)

(11)

The composition of the board and the rules and regulations
thereof shall conform to any federal law or regulations per-
taining to the licensing of health facilities.

The board may appoint such technical advisory committees as
are deemed necessary to administer the provisions of KRS
216.405 to 216.485.

The board may, by regulation, prescribe and collect reasonable
fees and charges for processing applications for certificate
of need and licensure. All fees and charges collected under
the provisions of KRS 216.405 to 216.485 shall be paid to the
state treasurer and credited to a trust agency account to be
used in the administration of KRS 216.405 to 216.485.

The board shall coordinate the requirements of all other state
agencies which may have regulatory power over health facili-
ties and health services covered by KRS 216.405 to 216.485 in
such manner that the applicant is assured of having met the
requirements of the other agencies when issued a license by
this board.

Obviously, this law gives the Certificate of Need and Licensure Board much
determining the type, size, location, and quality of the nursing
homes in the Commonwealth.

power in

The

1.

2.

membership of the Board is composed of 16 representatives of the
following groups of health care providers and consumers:

Two members from the Kentucky Hospital Association;

Two members from the Kentucky Medical Association;

Two members from the Kentucky Nursing Home Association;
One member from the Kentucky Nurses Association;

One member from the Kentucky Dental Association;

One member from the Kentucky Pharmaceutical Association;

Four members who are consumers with an interest in education,

reha-

bilitation, mental health, home care program, or ambulatory care ser-

vices; and

Three members who are consumers not associated with any health facil-

ity or delivery of health services.

Complementing the Certificate of Need and Licensure Act is Public Law
93-641, (The National Health Planning and Resource Development Act).
law, passed by the United States Congress in 1974, was designed to

facilitate the development of recommendations for a national health

planning policy, to augment areawide and state planning services,

manpower, and facilities, and to authorize financial assistance for

the development of resources to further that policy.
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Public Law 93-641 divides the country into health service arecas. Health
service areas are designated on the basis of geographic factors, population,
and the availability of health resources. Health service areas are required
to meet the following criteria.

1. The area shall be a geographic region appropriate for effective
planning and development of health services, determined on the
basis of factors including population and availability of
resources;

2. The population must be between 500,000 and 3 million;

3. Each area must contain all health resources including, if prac-
tical, one center providing highly specialized health services;

4. The boundaries of the area shall be appropriately coordinated,
to the extent practicable, with the boundaries of Peer Standard
Review Organizations, existing regional planning areas, and
State planning and administrative areas. Standard Metropolitan
Statistical Areas are not to be split, unless governors agree
in cases in which these cross state lines. Guidelines for Area
designation suggested that generally area development dis-
tricts, the 15 governmental regions in Kentucky, should not be
divided.

The health service areas are respectively served by health systems agen-
cies. In terms of nursing home responsibilities, the health systems agencies
are primarily involved in bed planning for each level of care and in reviewing
and monitoring the Certificate of Need program. The overall purposes of
health systems agencies as defined by Public Law 93-641 are:

1. To improve the health of residents;

2. To increase accessibility, continuity, and quality of the
health services;

3. To restrain increases in the cost of health services; and
4. To prevent unnecessary duplication of health resources.

In Kentucky, there are three health systems agencies: East Kentucky
Health Systems Agency, which is responsible for the health planning needs of
68 eastern Kentucky counties; Kentucky Health Systems Agency West, which has
similar responsibilities for 49 counties in western Kentucky; and the Central
Ohio River Valley Association, which conducts health planning for the three
northern Kentucky counties of Kenton, Campbell, and Boone. The map in Figure
6 shows the respective boundaries of the health sytems agencies in Kentucky.

Additionally, Kentucky's three health systems agencies have formed
subarea advisory councils which correspond to the boundaries of the area
development districts. (See Figure 6) East Kentucky Health Systems Agency
has nine subarea councils (ADD Nos. VII - Xv), Kentucky Health Systems Agency
West has six (ADD Nos. I - VI), and the Central Ohio River Valley Association
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has incorporated the three counties in the Northern Kentucky Area Development
District (District VII) into a subarea council which is located in Ohio. The
remainder of the counties in ADD VII form a subarea council within East Ken-
tucky Health Systems Agency. Part of the job responsibilities of these
subarea councils is to do nursing home bed planning and initial certificate of
need review.

As a result of Public Law 93-641, the previous nursing home bed planning
mechanism was replaced. The regional health planning councils were replaced
by the subarea councils. By the end of 1977 the State Comprehensive Health
Planning Council will be replaced by the State Health Coordinating Council.
Serving as staff to the State Health Coordinating Council will be the State
Health Planning and Development Agency (presently called the Center for
Comprehensive Health Systems Development in the Bureau for Health Services
which has been serving as staff to the State Comprehensive Health Planning
Council). The functions of these two new organizational units in the health
planning system are described below.

The functions of the State Health Coordinating Council are:

1. Review annually and coordinate the health systems plan and annual
implementation plan of each health systems agency;

2. Prepare, review, and revise the state health plan (made from plans of
each health systems agency);

3. Review annually the budget of each health systems agency;

4. Review applications for grants submitted by each health systems
agency;

5. Advise the State Health Planning and Development Agency on its func-
tion; and

6. Review annually and approve or disapprove of any state plan and
application for receipt of federal funds under specific acts.

The functions of the State Health Planning and Development Agency are:

1. Conduct health planning activities of the state and implement those
parts of the state and health systems agencies' plans which relate to
state government.

2. Prepare, review, and revise the state health plan which is made up of
the health systems agencies. This shall be approved or disapproved
by the State Health Coordinating Council.

Prepare a State Medical Facilities Plan and assist the State Health
Coordinating Council in reviewing this plan.

-

Serve as the planning agency of the state for Section 1122 of the
Social Security Act.

i~
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5. Administer the state certificate of need program. The state mustl
consider the recommendations of the health systems agencies. (East-
ern Kentucky Health Systems Agency, Instructional Material, 1977)

The steps required to obtain a certificate of need in Kentucky are out-
lined in detail in Appendix TT, the review process generally takes four months
to complete before a certificate of need is granted. Many banks will not make
loans to prospective nursing home operators until the operator receives his
certificate of need.

Location of Present Beds

while nursing homes are scattered throughout the Commonwealth, there are
some counties which do not have certain levels of nursing home care. (See
Appendices V, VI, VII for maps depicting these shortages.) As of September,
1976, there were 24 counties without personal care homes, 57 counties with no
intermediate care facilities, 65 counties which had no skilled nursing facili-
ties, and five counties that had none of these levels of nursing home care.
(DHR, unpublished data, 1976) Those counties which lacked a particular level
of care are noted in Table 7. Also, most of the counties which do have nurs-
ing homes actually maintain multiple levels of care located in the same facil-
ity. That is, one nursing home may be permitted to have personal, intermedi-
ate, and skilled care bed units all housed in the same building.

The fact that not all counties have every level of nursing home care
means that those persons who are in need of a level of care which is absent
must then go to another county which has the available and appropriate level
of care. Moreover, an adjacent county may not have an available bed in the
particular level of care which is required and the person needing this service
may have to travel even further. This forced movement is likely to exacerbate
the frustration and difficulties that both the patient and his family are
likely to already be experiencing as a result of having to utilize a nursing
home as a long term care alternative.

Certificates of Need Outstanding, or "Paper Beds'

Although there is considerable review and scrutiny which takes place
throughout the certificate of need process, some serious problems have emerged
since the Certificate of Need and Licensure Act was passed, in regard to
certificates of need which are outstanding. These are sometimes referred to
as "paper beds," or nursing home beds which have been granted a certificate of
need to be built, but are not yet operating. There are certificates of need
which were granted in 1973 for 805 nursing home beds in personal care homes
and intermediate care and skilled nursing facilities which are still not oper-
ating and serving patients.

A certificate of need, when issued, is valid for six months. At the end
of this time the holder must submit a progress report to the Certificate of
Need and Licensure Board pertaining to the completion of his project. This
report passes through the same levels of review as does the certificate of
need application, with the Certificate of Need and Licensure Board making the
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TABLE 7
COUNTIES IN KENTUCKY WHICH LACK NURSING HOMES,
BY LEVEL OF CARE: 1976

NO NO NO INTER- NO SKILLED
COUNTIES FAMILY CARE} PERSONAL MEDIATE CARE] NURSING
HOMES CARE HOMES |FACILITIES FACILITIES

| ATTen X X
Anderson X

' Ballard X
| _Bath
Bell X

2yl o

. Boone X X

Bourbon X
Boyd X
|..Bracken X X

_Breathitt X
Breckinridge

bt

Bullitt
Campbell X

B

Carlisle

Carroll

carter X

X b B4

Casey
Ciay X X
Clintaon

Crittendon

ke

Cumberland X
kdmondson X

Elliott X

Pé1d B | a4l | B R

still
Fleming X
Flovd

Franklin
tulton X

hgalla%¥l; X
“Garra

Grant
Graves
Grayson X
| Green
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Hancac
Harlap
Harrison X
Hart > ¢
Henderson
- Hickman
Hopkins
Jackson
essamine
Johnson
Knott
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COUNTIES

NO

FAMILY CARE

HOMES

NO
PERSONAL
CARE HOMES

NO INTER-

FACILITIES

MEDIATE CARH

NO SKILLED
NURSING
FACILITIES

Lee

Leslie

X

Letcher

Lewls

bt b

B B P

Livingston

Lyon

IS Atk ke

Magoffin

-

arion

Martin

%

5] 3¢ vl 54

arshall

bt

Mason

Meade

Menitfee

Mercer

Metcalife

cClean

Mc(Grearvy

bl td A R B

vonroe

Ll

Montgomery

Nelson.

KX

Ohio

wix

Oldham

- Owen

Owsley

XX

Pendleton

MIMEX ML X

Perry

Pike

Powell

Robertson

ockcastie

bk

] g

owarn

Russell

kg

Scott

Shelby

Simpson

Spencer

MR

Todd

Trige

Trimble

x!x Y R V1N VTR B B P I T I

- _Union

IR

i Wasbinzton

Wayne

b

" Webster

Whitley

Wolle

Wi | xL b

Wood ford

bl
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SOURCE:

and Operations, 1976

Department for Human Resources, Bureau
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final decision as to whether the holder should be granted a six month exten-
sion. Such a report is required every six months until the project is com-
pleted. Most nursing home facilities should be operating within 12 to 18
months after obtaining a certificate of need. (Interviews with Health Care
Planners, 1977) However, as Table 8 illustrates, there are many beds which
have taken much longer to become operable.

As of May, 1977, there were 1,837 beds at the personal, intermediate, and
skilled care levels which had been holding a certificate of need between 18
and 42 months. This represents 31 % of the 4,017 certificates of need which
are presently outstanding. Also, these figures do not include those "paper
beds" which exist in the Jefferson subarea. The 'paper beds'" located in the
remaining 14 subareas, and which are between 18-42 months outstanding are
broken down as follows: personal care, 438 beds; intermediate care, 1,249
beds;  and skilled nursing, 150 beds. These are beds which, in the opinion of
many health planners who spoke with the Subcommittee, should be providing ser-
vices to patients.

What makes '"paper beds" a problem is that each subarea through its own
bed plenning formula (based on a percentage of people over age 65) establishes
a limited number of beds that can be operating at any one time in each level
of nursing home care. This is done to insure that there will not be surplus
of nursing home beds 1in operation. However, once a certificate of need is
granted for beds in a particular level of care, these beds can no longer be
made available to other potential nursing home operators. They can be made
available only if a certificate of need is returned by the hearer or revoked
by the Certificate of Need and Licensure Board. Thus, depending on the number
and types of beds allocated and certificates of need granted, 'paper beds" can
be more of a problem in some subareas of the state than in others. A holder
of a two-ycar-old certificate of need for 100 intermediate care facility bheds
in a subarea that has a limit of 600 intermediate care facility beds available
would not «create the problems for prospective operators and patients that a
similar certificate of need bearer would produce in a subarea where only 30
such beds were available for a certificate of need.

Table 9 and Table 10 include information on the number of "paper beds" in
each subarea and subareas experiencing significant problems due to paper beds,
respectively.

Number of Homes Accepting Medicaid Patients

Most of the intermediate care and skilled nursing facilities will accept
persons whose care is paid for by the Medicaid program. Ninety-eight percent
of the intermediate care facilities and 89% of the skilled nursing facilities
in Kentucky are certified by the Department for Human Resocurces to be reim-
bursed for Medicaid patients. (DHR, unpublished data, 1977) Moreover,
Medicaid recipients occupied 68% of all available intermediate care beds that
existed as of March, 1977. Thirty-five percent of all skilled nursing beds
were being used by Medicaid clients at this same time. (See Table 11.)
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TABLE 10

SUBAREAS EXPERIENCING SIGNIFICANT PROBLEMS DUE TO ""PAPER BEDS"

Data as of May, 1977

Purchase - There were no personal care/intermediate care

Pennzrile -

Barren River -

Lake Cumberland -

facility beds available for new construction in
this 8-county area, vet there were 138 inter-
mediate care facility beds that had held a cer-
tificate of need between 18 and 42 months.

There were only 10 personal care/intermediate
care facility beds available for new comstruc-
tion in this J-county area, but there were 2738
intermediate care facility beds which had held

5 certificate of need between 18 and 42 months.
Also, 3 skilled nursing facility beds were avail-
able while 50 beds had held a certificate of
need between 18 and 42 months without being
constructed.

There were 63 personal care/intermediate care
facility beds available for new construction

in this lO-county area while there were 93 in-
termedicate care facility beds that had held a
coertificate of need between 18 and 42 months.
There were 65 personal care beds which had held
certificates of need between 18 and 42 months.

There were 156 personal care/intermediate care

Green River -

Lincoln Trail -

Facility beds available in this 10-county area,
but there were 148 intermediate care facility
beds and /7 personal care beds which had held
certificates of need between 18 and 42 months.
Also, this subarea was 44 over its 1imit for
skilled nursing facility beds and had certifi-
cates of need for 20 more of these beds which
were outstanding between 18 and 42 months.

There were 51 personal care/intermediate care
facility beds available for new construction

in this 7/-county area. However, there were 43
Thtermediate care facility beds and 69 personal
care beds which had held certificates of need
between 18 and 42 months. Additionally, there
were 30 skilled nursing facility beds available,
but there were 38 certificates of need outstand-
ing for 18 to 42 months.

There were 82 personal care/intermediate care
facility beds available for new construction

in this 8-county area, but there were 44 inter-
mediate care facility beds and 26 personal care
beds which had held certificates of need out-
standing between 18 and 42 months.
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Table 10 (contd.)

7. Kentucky River - There were 112 personal care/interemediate care
facility beds available for new construction in
this 8-county subarea. However, there were 57
intermediate care facility beds that had held a
certificate of need between 18 and 42 months.
Also, this subarea was 83 over its skilled
nursing facility bed limit and had an additional
50 beds which had held certificates of need
between 18 and 42 months.

8. Bluegrass - There were 185 personal care/intermediate care
facility beds available for new construction in
this 17-county subarea. But, there were 176
intermediate care facility beds and 36 personal
care beds which had held certificates of need
between 18 and 42 months.

*Nine of the 15 subareas presently have more skilled nursing beds
than their bed formulas permit, and the remaining 6 subareas are
fast approaching their allotted number of skilled beds.

SOURCE: ?gpartment for Human Resources, Bureau for Health Services,
77.
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Obviously, intermediate care facilities in Kentucky acquire much of their
revenue from the Medicaid patient. Skilled nursing facilities also depend
upon Medicaid reimbursement, but not as greatly as do intermediate care
facilities.

There are also many family and personal care homes which accept people
whose care is paid for through the Supplemental Security Income (SSI) and the
State Supplementation programs. However, the total number of family and per-
sonal care homes that will accept these recipients is unknown.

Lack of Appropriate Beds for Medicaid Patients is Costing State Money

Even though 98 % of all intermediate care facilities have been certified
to accept Medicaid patients by the Department for Human Resources, there is
still a substantial number of Medicaid recipients who need intermediate care
facility beds which are locally unavailable. Some of these patients are pres-
ently receiving services at a higher level of care than they need. This, of
course, is an expensive burden to both the state and federal governments,
since they must reimburse the facilities for the level of care which is pro-
vided and not the level of care which is needed.

As of August, 1977, there were 425 Medicaid patients receiving services
at skilled nursing facilities who actually needed the services of an inter-
mediate care facility. (DHR, unpublished data, 1977) This number has been
estimated to range between 400-500 per month over the past two years. In 1976
the average monthly Medicaid reimbursement for a skilled nursing facility was
$828, while the similar rate for intermediate care facilities was $467. (DHR,
Public Assistance Form 264, 1976) Thus, based on the current number of
Medicaid recipients in skilled nursing facilities who need intermediate care,
the state is spending approximately $153,000 per month in Medicaid monies it
would not have to spend if these intermediate care facility beds were avail-
able.

Additionally, there were 213 Medicaid recipients residing in intermediate
care facilities for the mentally retarded and developmentally disabled who
were also determined by a DHR medical review team to need less intensive
levels of care. These are broken down in Table 12.

From Table 12, it can be seen that the Commonwealth is spending approxi-
mately $273,000 per month that it could be saving if the present alternate
levels of nursing home care were available to those qualified Medicaid recip-
ients who are presently residing in intermediate care facilities for the men-
tally retarded and developmentally disabled. This amount is based upon the
1976 average monthly difference between the cost for the level of inappro-
priate care which is provided and the cost of the level of care which is
needed but not available. Also, this cost projection utilizes only personal
care homes as the non-Title XIX (Medicaid) supported level of care when cost
differences are analyzed. The average monthly payment to personal care homes
during 1976 was $310. Kentucky could reduce its Medicaid Program expenditures
by a total of approximately $426,000 per month if the appropriate levels of
nursing home care were available.
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Why Appropriate Levels of Care Are Not Available

There are several reasons why appropriate levels of care are not avail-
able to all qualified Medicaid recipients in skilled nursing and intermediate
care facilities for the mentally retarded and developmentally disabled.
First, for the recipients in skilled nursing facilities who need the inter-
mediate care facility level of care, there may be no beds available in their
particular locale. Policies issued by the Department for Human Resources'
Bureau for Social Insurance state that an extension of Medicaid payments to
skilled nursing facilities for persons who have been determined to need the
intermediate care facility level of care can be made if all the following cri-
teria are met.

1. There are no intermediate care facility beds available in
participating facilities within the normal placement area. The
normal placement area is defined as

a. the client's home county,
b. any county adjoining the home county, or

c. any other nearby county if the ICF is within 50 miles of
the client's home address; and

2. The client refuses to move to an intermediate care facility
outside the normal placement area. (DHR, Bureau for Social
Insurance, Service Manual, 1977)

Additional placement problems for Medicaid recipients who need lower
levels of care occur when a facility certified to participate as a Medicaid
vendor refuses to accept a recipient. These facilities are not required to
accept every Medicaid recipient who needs their services. Those Medicaid
recipients who require more nursing services than normal or exhibit abnormal
behavior, risk the chance of being refused admittance.

Finding available and appropriate intermediate care facility and skilled
nursing facility beds for Medicaid recipients is also made more difficult when
"private pay" individuals utilize needed beds even though these beds may be in
a higher level of care than they need. Persons who pay for their own care in
an intermediate care facility or skilled nursing facility can reside in
whichever level of care they desire.

It would appear, however, that if the 1,249 intermediate care facility
beds in the 14 subareas across the state and an unknown number of "paper beds'
in the Jefferson Subarea which have held certificates of need between 18 and
42 months were made available to nursing home operators who would make these
beds become operative, then some of this costly expense for providing inappro-
priate care to 425 Medicaid recipients in skilled nursing facilities might be

eliminated.

The placement of the 213 qualified Medicaid recipients from intermediate
care facilities for the mentally retarded and developmentally disabled into
appropriate levels of «care poses different types of difficulties. There is
the argument supported by some professionals in the field of mental retarda-
tion that nursing homes are not appropriate for providing care to mentally
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retarded persons at all. This position is discussed in more detail in Chapter
IV. Aside from the issue of whether nursing homes are appropriate or not for
the treatment of the mentally retarded, many of the extensions which have been
granted for Medicaid recipients in intermediate care facilities for the men-
tally retarded and developmentally disabled to stay in a higher level of care
than they need are due to nursing homes not wanting these particular individu-
als in their facilities. (Interviews with DHR placement workers, 1977) Some
owners feel that these mentally retarded persons exhibit such abnormal behav-
ior that they are unsuitable for nursing home facilities.

Proprietary and Non-Profit Nursing Homes

Like the other nursing homes 1in the United States, almost 80% of
Kentucky's nursing homes are proprietary, that is, a home which 1is operated
under a private commercial ownership. (DHR, unpublished data, 1977) A
non-profit home, on the other hand, is one which is operated under voluntary
or non-profit auspices, including churches, as well as local, state, and fed-
eral governments. Kentucky does not have a federal or state government oper-
ated nursing home. There are a few local government supported facilities.

Proprietary facilities were recently criticized by a nationwide AFL-CIO
study on nursing homes. This report, issued in February, 1977, concluded

that:

Most of the problems in nursing homes can be traced to the
profit motive, which is incompatible with social programs. Ulti-
mately, in order to correct the problems of nursing homes, profit
must be eliminated from the nursing home industry.

This is not to state that there have not been some problems
uncovered 1in non-profit homes; the most frequent being pressure on
relatives to make donations. But the facts are that non-profit
nursing homes spend more on patient care and more on staffing than
profit making institutions, and the results are evidenced in better
care for nursing home residents. (AFL-CIO, 1977, p. 18)

There are other studies which have also found non-profit nursing homes to
provide a better quality of care. A study done by N. N. Anderson in 1969
found that more physician hours per patient were provided in the non-profit
than in the proprietary facilities they surveyed. (Anderson, 1969, pp.
519-524) Five years prior to this research effort, Beattie and Bullock rated
the social milieu, staff attitudes, and other features of 80 nursing homes in
St. Louis which differed by level of care offered. (Beattie and Bullock,
1964, p. 251) They reported that non-profit homes rated higher in these
different areas than did proprietary facilities.

However, similar research efforts into this field have established no
significant difference in the quality of care given when a comparison is made
between profit and non-profit nursing home care. A study of 129 Massachusetts
nursing facilities by Levey concluded that there was no significant relation-
ship between quality of care and facility ownership. (Levey, 1973, pp.
222-229) Compounding this problem in documenting which type of ownership is
better for the patient is the difficulty which health care professionals have
experienced over the years in measuring quality of care. Thus, the Subcommit-
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tee understands that while the weight of the available evidence suggests that
nonprofit making nursing homes may deliver a better quality of care to the
patient, more substantial information is needed before a conclusion can be
drawn as to the preferred type of ownership.

Reimbursement Policies

Since state and federal government monies account for such a substantial
proportion of the revenue obtained by both proprietary and non-profit nursing
homes, reimbursement policies which implement these public funded programs are
of great concern to providers, government officials, and the taxpayers. As
has already been mentioned, the Medicaid program provides funding for inter-
mediate care and skilled nursing facilities. Medicare also supports a limited
number of days in a skilled nursing facility. The State Supplementation and
the Supplemental Security Income programs indirectly fund family and personal
care homes.

Unfortunately, the Subcommittee was not able to devote the time needed Lo
fully explore the adequacy or viability of the various government reimburse-
ment mechanisms. As a result, the Subcommittee could not reach a conclusion
as to whether or not nursing homes are making reasonable or unreasonable prof-
its from tax dollars.

Chapter Summary

The number of nursing homes and nursing home beds has increased markedly
during the past five years. However, most of this increase can be attributed
to the intermediate care facility level of care which was implemented in 1972.
The number of intermediate care facility homes and beds have increased by 208%
and 263%, respectively, between 1972 and 1977. The other levels of care have
not even approached this growth rate. In fact, there has been an actual

decline in both number of homes and beds at the personal care level.

Geographically, nursing homes are disbursed throughout the state; but
there are some counties which lack particular levels of care. Skilled nursing
facilities, for instance, are absent in more than one-halt of Kentucky's coun-
ties, while there are no intermediate care facilities in 57 counties. This
condition is likely to produce added hardships on families and patients who
live in these areas, since the forced movement of a loved one to a distant
county is likely to increase the frustration which already exists.

Although there are many levels of review which take place before a nurs-
ing home can serve patients, there have been some problems in forcing certif-
icate of need bearers to get their projects completed in a reasc.able amount
of time. In order to obtain a certificate of need to build or add beds to an

existing facility, an applicant must have the proposal reviewed on nine
different occasions within a four month period. Only after a certificate of
need is granted can actual construction take place. The problem has been that
a number of applicants have been holding their certificates of need ftor an

unreasonable amount of time. As a result, this may be unnecessarily costing
the taxpayers money.
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Even though the great majority of the intermediate care facilities 1in
Kentucky accept Medicaid patients, there is a significant monthly number
(400-500) of Medicaid recipients in skilled nursing facilities who need inter-
mediate care facility beds that are not available. The Commonwealth must
still pay for the much more costly skilled nursing facility care until an
appropriate placement can be made. There are also over 200 Medicaid recip-
ients in intermediate care facilities for the mentally retarded and develop-
mentally disabled who need an alternate level of care which is not available.
Each month these inappropriately placed recipients remain in their present
levels of treatment, the Commonwealth is spending approximately $426,000 per
month in its Medicaid program which could be saved if appropriate beds were
available.
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CHAPTER 1V

PROFILE OF THE NURSING HOME PATIENT

Introduction

Due to the lack of a comprehensive data collection system for nursing
homes or long term care services in Kentucky, adequate information regarding
the characteristics of nursing home patients in the Commonwealth is not avail-
able. There is no designated agency in Kentucky state government that is
mandated the task of collecting, analyzing, monitoring, and disseminating all
relevant information which pertains to nursing homes, their patients, or other
long term care services. Therefore, most of the data which is discussed in
this chapter on characteristics of patients in nursing homes must come from

national sources.

The problem in using national data and attempting to apply it to Kentucky
is that most national studies on nursing homes group all levels of care
together when research is performed. There are exceptions, of course.
Skilled nursing facilities seem to be singled out more for individual study
than either personal care homes or intermediate care facilities. Addition-
ally, all states do not adopt the same eligibility «criteria for patients
placed 1in the different levels of care, nor do all states adopt precisely the
same labels for these levels. While it is true that there are specific fed-
eral requirements for the intermediate care and skilled nursing facility
levels, there is some flexibility for the states to use their own discretion
in establishing patient eligibility criteria. The result of this lack of
nationwide uniformity in nursing home levels of care is a lot of confusion for
the interested citizen, legislator, or researcher.

Age of Nursing Home Residents

Most nationwide surveys of patients in nursing homes estimate their aver-
age age to be 79 years. (HEW, Characteristics, 1977, p. 3) Nearly 83% of the
patients are over age 75, indicating for the most part a very old population.
(HEW, Characteristics, 1977, p. 6) However, these age distributions may vary
depending upon the level of care which is examined. A 1975 study by HEW of
6,591 skilled nursing facilities across the country reports that 22% the
patients in this level of nursing home care were under 65 years of age. (HEW,
Intro Report, 1975, p. 18) Finally, no matter what the age, the average
length of stay will probably be 2.6 years (HEW, Characteristics, 1977, p. 4),
and approximately 50% of all nursing home patients are likely to die in these
facilities. (U.S. Senate, Special Committee on Aging, Intro Report, 1974, p.

17)

Sex of Nursing Home Residents

Women outnumber men in nursing homes almost three to one. (HEW, Char-
acteristics, 1977, p. 2) Men comprise approximately 30% of nursing home
patients. Much of this difference can be accounted for by the fact that there
are more women in the general population age 65 and over. Females have an

eight year longer life expectancy than do males in the United States. (u.s.

43



FIGURE 7

///

/70/

81 years old
Female

White
Widowed

Less Than High School
Education

Annual Family Income of
Less Than $3000

3.4 Separate Chronic
Conditions

Average Length of Stay in
Nursing Home is 2.6 years

Half are likely to die in
the facility

NATIONAL CHARACTEPISTICS OF AN

AVERAGFE, NURSTNG HOME RESIDENT

44



Census, Statistical Abstract, 1976, p. 59) A 1974 report by the U. S. Public
Health Service found that a woman over age 65 has a much greater chance of
being placed in a nursing home than does a man of similar age. Their data
reveal that while there were 75 men per 100 women aged 65 and over in the gen-
eral population, there were only 40 men per 100 women aged 65 and over in the
nursing home population. (HEW, Measures of Chronic Illness, 1974, p. 6)

Race of Nursing Home Residents

Most studies indicate that almost 94% of nursing home patients are white,
5% are black, and the remaining 1% are composed of such groups as
Mexican-Americans, Asian-Americans, and Indians. Although there have not been
many research efforts into the reasons for the lower utilization of nursing
homes by minorities, it has been postulated by some that generally, non-whites
have a greater inability to pay for costly long term care when compared with
whites. (HEW, Measures of Chronic Illness, 1974, p. 6)

Marital and Other Relationships of Nursing Home Residents

Slightly more than 60% of nursing home residents are widowed. (HEW,
Characteristics, 1977, p. 4) Approximately one out of every eight residents
in nursing homes is married. Nineteen percent of all the nursing home
patients have never married and most persons in this group are composed of
individuals under age 65.

Data regarding nursing home patients' relationships with persons outside
the nursing home has been conflicting. The U. S. Senate Special Committee on
Aging reports that a 1972 New Hampshire study discovered that 58% of the nurs-
ing home patients in their sample had no weekly visitors. (U.S. Senate, Spe-
cial Committee on Aging, Intro Report, 1974, p. 18) By contrast, a report by
the National Center for Health Statistics states that about 61% of the nursing
home residents receive visitors at least once per week. (HEW, Character-
istics, 1977, p. 11) However, both of these studies agree that more than 66%
of the nursing home residents never leave the facility for overnight wvisits
with family or friends. Also, only 25% of the nursing home residents who were
former patients of mental hospitals receive weekly visitors. (HEW, Character-
1977, p. 12)

1st1csz

Education, Occupation, and Family Income

Information obtained from a 1975 nationwide HEW study on skilled nursing
homes reveals that 63% of these patients had less than a high school edu-
cation, 78% had held jobs in skilled, semiskilled or unskilled work, and 699
had family incomes of less than $3,000 per year. (HEW, Intro. Report, 1975,
P- 20) A Congressional Budget Office report on long term care concluded that:

Many families not on welfare and therefore ineligible for
Medicaid deplete their resources in providing or purchasing long-
term care for their elderly relatives. Only by 'spending down' to
income levels that make them eligible for Medicaid payments do they
in effect get government assistance for long-term care. This
impoverishment of the disabled is suggested by the fact that 69

45



percent of nursing home residents have incomes under $3,000 and
that over 47 percent of nursing home patients whose costs are paid
by Medicaid were not initially poor by state definitions but
depleted their resources and became qualified as 'medically needy.'
(U.S. Congressional Budget Office, 1977, p. xi)

Health Care Status

Most studies on nursing home patients have found that on the average,
each resident has 3.4 separate chronic conditions. (HEW, Measures of Chronic
Illness, 1974, p. 8) Chronic conditions are those which are listed below:

1. Senility

2. Mental illness

3. Mental retardation

4. Arthritis or rheumatism

5. Paralysis or palsy due to stroke

6. Paralysis or palsy not related to stroke, arthritis, or rheu-

matism

7. Glaucoma or cataracts

8. Diabetes

9. Any chronic trouble with back or spine
10. Amputation of extremities
11. Heart trouble

The U. S. Public Health Service reports that senility, mental illness, heart
trouble, and arthritis or rheumatism are the most common chronic conditions.
(Kovar, 1977, p. 19) However, the types of chronic conditions appear to be
different for those under age 65 as opposed to those who are over this age.
Available data on patients under 65 years of age in skilled nursing facilities
indicates that two out of three patients have chronic conditions relating to
pathology of the nervous system, such as neurological disease, mental retarda-
tion, neuroses and psychoses, stroke, and chronic brain disease. (HEW, Intro.

Report, 1975, p. 29)

On the other hand, this same data shows that those skilled nursing
facilities patients age 65 and older suffer most commonly from chronic condi-
tions relating to heart disease, stroke, fractures, and generalized
arteriosclerosis. Thus, most nursing home patients under age 65 are more
likely to be suffering from pathology of the nervous system while those
patients over 65 years of age are more likely to have a diagnosis pertaining
to cardiovascular or cerebrovascular disease. This later diagnostic grouping
is more often associated with the normal characteristics of aging.

The U. S. Public Health Service further notes that the most significant
implication of the conditions noted above are the effects that they have on
the activities of daily living such as bathing, dressing, eating, toileting,
and walking. (HEW, Intro. Report, 1975, p. 22) In Kentucky, the number of
chronic conditions and their resulting implications should increase in sever-
ity as one compares the respective differences that exist between personal,
intermediate, and skilled care facilities.

National data on the health care status of nursing home patients which
has been correlated to conform as much as possible with the three levels of
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7.

8.

TABLE 13

HEALTH CARE STATUS OF PATIENTS IN
SKILLED NURSING FACILITIES, INTERMEDIATE CARE FACILTIIES
AND PERSONAL CARE HOMES: UNITED STATES

Health Care Status of Skilled Nursing Patients

Number of chronic conditions

per patient:
Bathing:

Dressing:

Eating

Toileting:

Mobility:

Bladder and Bowel Functions:

Condition of the Skin:

3.6

Sixty percent of all skilled nursing patients
require partial assistance with their baths,
while 34% of them require complete assistance.

Approximately 72% of the patients require the
services of another individual in putting on
or taking off all items of clothing which are
worn daily.

Patients are almost evenly divided between
those who require assistance of some kind to
eat (50%) and those who were able to eat
unaided (48%). Two percent are required to
be fed parentally.

Toileting is the act of getting to and from
the toilet room for bowel and bladder func-
tions, transferring on and off the toilet,
cleansing self after elimination, and ar-
ranging clothes. Sixty-eight percent of
these patients need assistance of some kind
in their toileting.

Approximately 86% of the skilled nursing fa-
cility patients are non-ambulatory or require
some assistance in walking, moving their

wheel chairs, standing, climbing, or func-
tional ability to move about. Fifty-seven
percent are totally bedfast. However, two
separate studies reveal that between 14% and
38% of the skilled nursing facility patients
are fully ambulatory and able to walk outdoors
at will.

Fifty-five percent of these patients are in-
continent of urine at least occasionally.
Likewise, 50% are incontinent of feces.

STightly more than 9% of the patients have
decubitis ulcers, bed sores.
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9. Sensory Perception (Sight, The majority of these skilled nursing fa-
Hearing and Speech): cility patients, 70%, have sight impairments.
Of this 70%, 3% are legally blind, 51% wear
glasses, and 16% are not users of glasses
at all.

Sixty-seven percent of the residents have
no hearing impairments, while 31% have at
least one impairment in one or both ears.
Less than 2% are deaf.

Sixty-eight percent have no speech im-

pairments, while there are 32% who have at
least one speech defect.

Health Care Status of Intermediate Care Patients

1. Number of chronic conditions: 2.9

2. Mobility: Sixty-three percent of these residents were
found to be ambulatory, while 14% were bed-
fast.

Health Care Status of Personal Care Patients

1. Number of chronic conditions: 1.9
2. Mobility: None of these residents were found to be

bedfast, and 80% are ambulatory.

SQURCE: HEW, Intro Report, 1975, pp. 23-29; HEW, Measures of Chronic I11ness,
1974, pp 18, 40-41.
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nursing home care that exist in the Commonwealth are noted in the profiles
described in Table 13. Unfortunately, almost all of this information is
restricted to skilled nursing facilities as little data is available on inter-
mediate or personal care homes or their patients.

It is not too difficult to determine from the national patient profile in
Table 13 what some of the health care needs might be for persons in skilled
nursing facilities. However, the intermediate care facility and personal care
home patient profiles are grossly inadequate and do not give enough informa-
tion about the types of problems and needs of these individuals.

Obtaining a comprehensive profile on the problems and needs of nursing
home resident's would seem to be mandatory before the state can do any meaning-
ful long term care planning or appropriate resource allocation to this group
of Kentucky's citizens. During 1976 the Commonwealth made $70 million in pay-
ments for its citizens to receive care in nursing homes. Yet, it is not known
how many of these people could have remained in their own homes if appropriate
"in-home" services were available. It seems illogical for federal and state
governments to continue to promulgate administrative regulations that require
nursing homes to offer certain services to their residents when the collective
needs of these individuals at the various levels of care are not known.

Mentally Retarded, Developmentally Disabled,
and Mentally T11 Nursing Home Residents in Kentucky

While the exact number of mentally retarded, developmentally disabled, or
mentally ill persons who currently reside in Kentucky's nursing homes is not
known, there is evidence which indicates that a significant number of these
people are being placed in nursing homes each year. A recent U. S. General
Accounting Office report on this subject stated, "it appears that more men-
tally ill persons reside in nursing homes than in public mental health hospi-
tals." (U.S. General Accounting Office, Returning the Mentally Disabled, 1977,
p- 10)

Table 14 contains data supplied by the Department for Human Resources
indicating the number of mentally retarded and developmentally disabled per-
sons living 1in family care homes, personal care homes, intermediate care
facilities and skilled nursing facilities as of 1974.

TABLE 14

Number of Mentally Retarded and Developmentally
Disabled Nursing Home Residents, Kentucky, 1974

Family Care Homes 350
Personal Care Homes 500
Intermediate Care Facilities 100
Skilled Nursing Facilities 120
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Total number of known mentally

retarded and developmentally

disabled persons in the above

noted facilities in Kentucky

as of 1974 1,070

Source: Department for Human Resources,
Office of Administrative Services, 1977

Between January, 1975 and June, 1977, 998 patients from state psychiatric
hospitals were placed in family care homes, personal care homes, and inter-
mediate care and skilled nursing facilities. (DHR, unpublished data, 1977)
(See Table I5) This figure does not include the 1975 River Region Hospital
data, nor does it include those patients from state psychiatric hospitals who
were not directly placed into nursing homes upon their discharge, but even-
tually were placed in one. Finally, in addition to the 998 patients from
state psychiatric hospitals who have been placed in nursing homes, there have
been another 80 persons during the same time period who have been placed in
nursing homes from state mental retardation facilities. (DHR, unpublished
data, 1977)

The Bureau for Social Services in the Department for Human Resources has
the responsibility for locating a placement for those patients discharged from
psychiatric hospitals and mental retardation facilities who have no family or
friends to assist them in finding an appropriate place to live. Consequently,
data on the number of placements in nursing home facilities made from psychi-
atric hospitals and mental retardation facilities is only kept for those per-
sons who are placed by the Bureau for Social Services. There is no informa-
tion available on the number of patients discharged from psychiatric hospitals
or mental retardation facilities who are placed in a nursing home by a family
member or friend. However, estimates from those directly involved in the
placement of these mentally retarded, developmentally disabled, and mentally
ill patients suggest that the number who are eventually placed in nursing
homes from psychiatric hospitals or mental retardation facilities may double
the number which the Bureau for Social Services places each year.

Most of those placed in nursing homes from psychiatric hospitals and
mental retardation facilities are put in personal care homes. Table I5 notes
that almost 62% of all placements from state psychiatric hospitals made by the
Bureau for Social Services were to personal care homes. Family care homes
were the second most frequently used alternative, having nearly 20% of these
placements.

Appropriateness of Nursing Home Placements for the Mentally Retarded,
Developmentally Disabled, and Mentally I11

The placement of mentally retarded, developmentally disabled, and men-
tally ill persons into nursing homes has been a continuing source of debate
about whether or not this is appropriate. In 1972 the Kentucky Governor's
Advisory Council on Mental Retardation, after a study on personal care homes
in the Commonwealth, recommended that
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personal care facilities should be used only as interim resources
for placement of the mentally retarded until such adequate facili-
ties become available and in the future used only in selected cases
when aging is the primary diagnosis. (Governor's Advisory Council,
1972, p. 24)

Similarly, a 1973 report by the Health and Social Service Facilities Review
Commission of the Legislative Research Commission recommended that "until the
placement of the mentally retarded into personal care homes, nursing homes,
and other inappropriate private facilities becomes appropriate, any future
placements should be prohibited." (Health and Social Services, 1973, p. 42)

Another study published by the Legislative Research Commission in 1974,
entitled Society's Stepchildren: The Mentally Retarded, concluded that

the placement of the mentally retarded in personal care homes is
inappropriate.... Placement of the mentally retarded in personal
care homes should cease until such time that personal care homes
become appropriate for the mentally retarded. (Society's Step-
children, 1974, pp. 27-32)

The findings of the Health and Social Services Facilities Review Commission
and this 1later study did not state how personal care homes could ever become
appropriate.

The Subcommittee on Long Term Care of the Special Committee on Aging in
the U.S. Senate recently reported its findings on the role of nursing homes in
caring for discharged mental patients. This report stated:

There is a distinct lack of programs to help nursing homes care for
discharged mental patients;

Nationwide, thousands of former patients have been 'returned to the
community' and then shuttled back again to state hospitals;

The end result is that the states play musical chairs with the
frail and impaired elderly, moving them away from home, away from
town, from mental hospital to nursing home, from nursing home to
mental hospital to boarding homes, from floor to floor, and from
room to room in whatever direction will save the most money. (U.S.
Senate Special Committee on Aging, Report No. 7, 1976, p. 771)

The U. S. General Accounting Office reported in 1977 that many of the
nursing homes which kept patients who have been discharged from mental hospi-
tals and institutions for the retarded are not staffed or prepared to handle
the developmental or psychiatric needs of the mentally disabled. (U.S. Gen-
eral Accounting Office, Returning the Mentally Disabled, p. 10) This report
also pointed out that nursing homes are frequently the only alternative to
continued inpatient or residential care in a public institution, rather than
the most appropriate setting.

Kentucky statutes and administrative regulations do not require personal
and family care homes to provide psychiatric services, habilitation plans, or
that other restorative treatment regimen be instituted for the residents. Nor
do these same statutes and regulations allow for these respective facilities
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to be reimbursed by state or fedecal dollars should they choose to provide
such services to indigent residents. Thus, the end result for the poor and
mentally retarded, developmentally disabled, or mentally ill residents in a
personal or family care home is little more than a custodial arrangement.

Those who would argue against prov:ding these rehabilitative measures
state that 1if these services were required without the necessary reimburse-
ment, it would create an unbearable expense to the owners of these facilities.
The Subcommittee received testimony from various providers and health care
professionals who stated that the current reimbursement rates for personal and
family cire homes are so inadequate that these facilities have much difficulty
in even roviding for the daily nourishment of their patients. Reimbursement
rates tc ; °rsonal care homes inr SSI and State Supplementation recipients who
are residents of these facilities is presently $320 per month or slightly over
$10 per day. Family care homes receive $258 per month, or $8.60 per day for
the same type of residents.

As was stated previously, due to time constraints, the Subcommittee was
unable to ascertain the degree to which operators of nursing homes made or
lost money at any particular level of care. However, the Subcommittee
strongly believes that given the types of individuals who are currently being
placed into personal and family care homes, there must be much more done by
these homes to provide appropriate services to their residents.

Guardianship of the Mentally TIncompetent Nursing Home Patient

Many of the mentally retarded, developmentally disabled, and mentally 111
nursing home patients have court appointed committees or guardians who are
empowered to make necessary legal decisions and other transactions 1in their
behalf. The Commonwealth, through the Department for Human Resources, pres-
ently has guardianship responsibilities for 2,810 persons. These people are
primarily residing 1in state psychiatric facilities, mental retardation cen-
ters, and nursing homes. The exact number of npersons residing 1in nursing
homes who have court appointed guardians is not known, but it is estimated to
be substantial.

The roles and responsibilities of these guardians or committees, however,
have not been specifically defined by statute; and this may result in some
problems for both the guardian and his ward. KRS 3567.230(1) provides:

The power and duty of the committee of a person of unsound mind
shall, in all respects, be the same as those of the guardian of a
minor, except as to education.

Accordingly, the powers and duties of a guardian for a minor or ward are set
forth by KRS 387.060(1) below:

A guardian shall have custody of his ward, and the possession, care
and management of the ward's property, real and personal. He shall
provide for the necessary and proper maintenance and education of
the ward out of the estate.

It is difficult to ascertain from these statutes what specific responsi-
bilities are entailed in guardianship. It is not clearly stated whether or
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not guardianship is solely a fiduciary role or if it also encompasses broader
responsibilities for the ward's wellbeing.

Nor have precedent court decisions helped to clarify the responsibilities
of guardians. In Baker vs. Thomas, 272 Ky. 605, 114 §.W.2d 1113, (1938) the
court ruled that ''the committee has no power other than to have possession,
care and management of the estate of the person of unsound mind. However, in
Makemson vs. Commonwealth, 292 Ky. 634, 167 S.W.2d 313, (1942) the court
decided that the committee has charge of the incompetent person or will or his
estate. In Williams vs. First National Bank and Trust Co., 328 S.W.2d 152,
(1959) the court ruled that, "A court appointed committee for an incompetent
has the duty of caring for the incompetent person and the property of the
incompetent person.'

This guardianship dilemma was emphasized in 1975 by the Special Committee
on Mental Health Facilities of the Interim Joint Committee on Health and Wel-
fare. This committee reported that:

The role of the court appointed committees acting in guardianship
roles needs to be specified. Traditionally, these committees have
concerned themselves primarily with fiduciary matters, but how far
does and should their role extend toward overseeing the on-going
welfare of their charges. (Special Committee on Mental Health,
1975, p. 12)

The potential difficulties that this lack of clarity in guardianship and
committee roles may cause would seem to be exacerbated when a guardian or
committee is placed in charge of several hundred people. The current average
monthly caseload of the four guardianship officers in the Department for Human
Resources is approximately 700 persons. Broken down by individual guardian-
ship officers who have offices located at the three state psychiatric hospi-
tals and in Frankfort, the monthly caseloads are detailed in Table 16.

TABLE 16

DHR GUARDIANSHIP CASELOAD

1. Eastern State Hospital 1,200
2. Western State Hospital 660
3. Central State Hospital 350
4. Office of Administrative

Services (all mentally
retarded clients) 600

Total Number of Incompetent

Persons who Have Guardianship

Officers from the Department

for Human Resources 2,810

Source: Department for Human Resources,
Office of Administrative Services, 1977
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The Kentucky State Hospital closed in the spring of 1977 and approximately 400
of its clients were assigned to the guardianship officer at Eastern State
Hospital. This accounts for the significant difference in caseload size for
the Eastern State Hospital guardianship officer.

During calendar year 1976, slightly over $7 million was disbursed by the
four guardianship officers on behalf of their clients. This figure includes
data for Kentucky State Hospital, which was operating during 1976, but does
not include the monies that were disbursed by the guardianship officer at Cen-

tral State Hospital. Additionally, another $359,000 was kept in a savings
account during 1976 for the then 2,400 clients. Again, this does not include
Central CState Hospital data. The average amount of money which has been

placed i» savings for each of these clients is $147. Finally, the four guard-
ianship officers during this period had a total average monthly cash balance
of §913,000, which represents the total average monthly amount of uninves®ed
money that was left over after the bills were paid for all of the clients ecach
month. Thus, each client had an average of $374 placed in what could be
termed a '"checking account" that was managed by the guardianship officer.

With so many clients assigned to each guardianship officer, it is not
surprising that most of the guardianship officer's time must be consumed in
trying to manage financial affairs. However, if one of their charges, who may
live 125 miles away, requires emergency surgery in the middle of the night,
the guardianship officer is the cre who is called by the attending physician
in order to obtain permission to perform the operation. Similarly, when a
nursing home operator wants to relocate a guardianship officer's client
because of the "trouble" that particular patient is causing, the guardianship
officer is the one from whom action is demanded. Other examples can be <cited
where the broad implications of the guardianship statutes sometimes place
these designated officers in the positi»n of being a parent to their wards.

This problem was alluded to by the 1975 Special Committee on Mental
Health Facilities, which examined the guardianship program for the mentally
retarded. It stated in its report that:

It seems inappropriate for one person carrying a caseload of 500
mentally retarded individuals to make decisions which may greatly
affect the future of such persons, even when the guardianship offi-
cer is extremely competent. Many decisions 1in this area are
extremely complex and to require one person to bear such a grave
and awesome responsibility for so many individua'ls is unfair...This
caseload seems unwieldy and the committee questions the extent of
interest and guardianship which can actually be provided under
these circumstances. (Special Committee on Mental Health, 1975, p.
12)

The Interim Subcommittee on Long Term Care strongly endorses these conclu-
sions.

Chapter Summary

The most substantial barrier in trying to obtain an adequate prefile on
the personal characteristics of individuals who reside in Kentucky's nursing
homes is the lack of a data collection mechanism designed to gather such
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information. There is no comprehensive up-to-date information available on
the age, sex, race, education, income or marital status of patients who reside
in the Commonwealth's nursing home. Even more important, there is no data
available on the health care status and physical and mental needs of the resi-
dents in the different facilities. It is not known, for example, how many or
what type of chronic conditions exist for patients in the different levels of
care. Nor is it known how many and to what degree these patients require
dental, eye care, podiatric, physical therapy, or mental health services.
Finally, it is not known how many present residents in nursing homes could
remain in their own homes if appropriate in-home services such as home health,
caretaker, or homemaker, were available. This lack of information would
appear to severely hinder any long term care planning or resource allocation
done on behalf of Kentucky's nursing home population. The Subcommittee does
not see how the Commonwealth can continue to make $70 million or more a Yyear
in payments for nursing home services when the health care status or the long
term care needs of the citizens who use these facilities is not known.

Many studies of nursing home patients have been primarily concerned with
the characteristics of residents at the skilled nursing level and have gener-
ally neglected the intermediate and personal care homes. Still other research
efforts have grouped all levels of care together in developing their patient
profiles. Some of the general findings of these studies reveal the portrait
of the personal care home, intermediate care, and skilled nursing facility
patient as is described below:

1. The average age of nursing home residents is 79 years. Over 80% of
the nursing home population is over age 75. However, between 12% and

22% of the residents are under age 65.

2. The average length of stay in a nursing home is approximately 2.6
years.

3. About 50% of all nursing home patients eventually die in these
facilities.

L. Women outnumber men in nursing homes almost three to one.
5. Ninety-four percent of the nursing home patients are white.
6. Approximately 60% of the residents are widowed.

7. Most nursing home residents rarely leave the facility for an over-
night visit with family or friends.

8. Most residents have less than a high school education and an annual
income of less than $3,000.

9. Almost 50% of those patients whose costs are now paid by Medicaid
were not initially poor by state definition. Thus, these people had
to deplete their resources in order to become eligible.

10. Approximately two-thirds of the residents in Kentucky's intermediate
care facilities are on Medicaid. Similarly, almost one-third of the
skilled nursing facility patient care is being paid for by this pro-
gram.
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11. Most residents under 65 years of age have a primary diagnosis relat-
ing to mental disorders, while those over age 65 are affected by such
physical ailments as heart disease, fractures, and arteriosclerosis.

This profile is the result of all nursing home levels being grouped together.
If data were available on patients for each level of care in Kentucky, several
different types of patient profiles should emerge.

Since it is apparent that nursing homes in Kentucky and the rest of the
country are being increasingly utilized to place large numbers of former
patients of psychiatric hospitals and mental retardation centers, it is impor-
tant that information be obtained on the needs and health care status of this
group. Presently, this data is not available on an estimated 1,100 to 2,200
persons who have been moved from Kentucky's psychiatric and mental retardation
institutions into nursing homes and other long term care facilities during the

past two and one-half years.

Eighty-two percent of the placements made from psychiatric hospitals and
mental retardation facilities are to personal and family care homes. These
homes are not equipped to provide necessary rehabilitative or restorative
treatment programs to this group of Kentucky's citizens. Neither are they
required or paid to provide these services or programs for indigent residents.
Yet, they are continuing to be repositories for a significant number of per-
sons who usually have no other place to live.

An additional problem for some of the mentally retarded, developmentally
disabled, and mentally ill nursing home residents is that some of them have
had guardians appointed to represent their interests who have extremely large
guardianship caseloads. There would appear to be much difficulty in giving
appropriate 1individual attention when each guardianship officer in Kentucky
averages approximately 700 clients. For example, guardianship officers do not
have time to visit with their wards for a first hand observation of their
well-being. Also, reimbursement requirements for those nursing home residents
whose care 1is paid for by SSI or Medicaid mandate that a certain portion of
money (between $19 and $25) be set aside each month for each resident's per-
sonal wuse. The guardianship officer mails to the nursing home operator a
check for each ward's care each month. Included in this check is an amount
that is to be used by the ward for his or her personal use. Due to the size
of their caseload, guardianship officers are not able to check to see if each
ward is receiving his personal fund money or how it is being used. Finally,
the Kentucky Revised Statutes pertaining to the responsibilities of guardians
are so imprecise and incomplete that the result is a client or ward may have
varying degrees of supervision or none at all.

Certainly, there needs to be much more work done by the Commonwealth in
more comprehensively assessing and meeting the real needs of its citizens who

are in need of long term care services.






CHAPTER V
KENTUCKY STATE GOVERNMENT'S NURSING HOME RESPONSIBILITIES

The organizational response of state and federal government to long term
care has traditionally been very fragmented. The Department for Human
Resources is Kentucky's largest administrative agency and the state agency
most involved in long term care. Within the Department for Human Resources,
three of the four existing bureaus and one former bureau (now attached to the
Office of the Secretary) have substantive responsibilities in the nursing home

area. Also, within these 4 bureaus are 11 divisions and a number of branches
within the divisions which have 1 or more functions devoted to nursing homes
or their patients. As Figure 8 reveals, there is not one centralized state

governmental unit that has been mandated the assignment for coordinating,
implementing, and monitoring all of the Commonwealth's programs that pertain
to nursing homes, nursing home patients, and long term care in general.

Likewise, at the federal government level, the principal cabinet level
department which has nursing home responsibilities, the U. S. Department of
Health, Education and Welfare, has 9 separate agencies and 21 individual offi-
ces that have some responsibility for nursing homes or their patients.

The fragmentation phenomenon at the federal agency level was noted by a
1977 Congressional Budget Office report. This study, entitled Long Term
Care for the Elderly and the Disabled concluded that:

In general, the elderly face a bewildering array of fragmented
long-term care services and financing arrangements. In few commun-
ities 1is there a centralized, unified, coordination, referral, and
placement agency. This should not be surprising in view of the
(many) agencies at the federal level that all run programs that
could fall under the heading of long term care. (U.S. Congres-
sional Budget Office, 1977, p. 32)

The U. S. Congress has established eight subcommittees which address
various elements of the nation's nursing home and long term care service
delivery system. They are:

1. Senate Select Committee on Aging, Subcommittee on Long Term Care,
which has jurisdiction over long term care and health services for

the elderly,;

2. House Select Committee on Aging, Subcommittee on Long Term Care and
Health Services, jurisdiction over long term care and health services
for the elderly; '

3. House Ways and Means Committece, Subcommittee on Public Assistance and
Unemployment Compensation, which has jurisdiction over income mainte-
nance appropriations for residents in nursing homes;

4. House Interstate and Foreign Commerce Committee, Subcommittee on

Health and the Environment, which has jurisdiction over legislation
affecting the mentally retarded, developmentally disabled, and men-
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tally ill in nursing homes, and also Medicaid payments to nursing
homes ;

5. Senate Human Resources Committee, Subcommittee on the Handicapped,
which has jurisdiction over legislation affecting the mentally
retarded, developmentally disabled in nursing homes;

6. House Ways and Means Committee, Subcommittee on Health, which has
jurisdiction over Medicare payments to nursing homes and home health
agencies;

7. .cnate Finance Committee, Subcommittee on Health, which has jurisdic-
tion over Medicare and Medicaid Payments to nursing homes and home
health agencies; and

8. Senate Human Resources Committee, Subcommittee on Health and Scien-
tific Research, which has jurisdiction over the mentally ill in nurs-
ing homes.

The scope of this chapter is limited to an examination of responsibili-
ties that Kentucky's administrative agencies have in regard to nursing homes
and their residents.

Functions of the Department for Human Resources

The Department for Human Resources (DHR) is by state statute the state
government agency most involved with the nursing homes and long term care.
Under the provisions of KRS 194.010, DHR is charged with being

the primary state agency responsible for the development and oper-
ation of human services, health, income supplement, manpower train-
ing, employment and wunemployment programs, facilities, and other
related services, including all such federal programs in which the
state elects to participate. The department shall promote, super-
vise, and regulate local, public, and private programs, services,
and facilities, which protect, develop, and maintain the health,
welfare, personal dignity, integrity, and sufficiency of the indi-
vidual citizens of the Commonwealth.

The Department for Human Resources is presently composed of four bureaus:
Bureau for Social Services, Bureau for Social Insurance, Bureau for Health
Services, and the Bureau for Manpower Services. The first three burecaus have
substantive job responsibilities which pertain to the nursing home area. The
Office of Administrative Services, formerly a bureau, but now assigned to the
Department's Office of the Secretary, has important nursing home responsibili-
ties. The nursing home related functions of each organizational unit are
explained in this chapter. Figure 8 is an organizational chart of DHR showing
the Department's nursing home responsibilities.

DHR Office of Administrative Services

Created under Executive Order 77-270 in April, 1977, the Office of Admin-
istrative Services was dissolved as a bureau and its functions were subse-
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quently attached to the Office of the Secretary in the Department for Human
Resources. The Office of Administrative Services is divided into four divi-
sions and one support branch which is assigned to the director's office. (See
Figure 9.)

The general responsibilities of the Office of Administrative Services are
(1) fiscal management activities, including accounting and payroll; (2) pro-
viding management support to the four program bureaus; (3) licensing and regu-
lating health care facilities and services in the Commonwealth; and (4) co-
ordinating the Department's purchasing and space planning of facilities.

As Figure 9 indicates, the Division for Licensing and Regulation, Divi-

sion for Management Systems and the Division for Fiscal Services are involved
with some aspect of nursing homes or nursing home patients.

Division for Licensing and Regulation

The Division for Licensing and Regulation is the primary organizational
unit in state government responsible for monitoring the quality of care that
is delivered by nursing homes to the citizens of the Commonwealth. Its
responsibilities include (1) serving as staff to the Certificate of Need and
Licensure Board; (2) certifying nursing homes for Medicaid and Medicare reim-
bursement; (3) investigating complaints made against nursing homes; (4) pro-
viding consulting services to nursing home operators; and (5) implementing and
enforcing state and federal regulations which relate to the health and safety
licensing of such facilities.

Field staff from the Division for Licensing and Regulation conduct
inspections or surveys of nursing homes at all levels of care. The type of
survey may vary according to the level of care. All nursing homes are sur-
veyed at least annually for the purpose of renewing their license to operate.
As was noted in Chapter III, licensure is based upon nursing homes fulfilling
the requirements of state administrative regulations, which are promulgated by
the Certificate of Need and Licensure Board.

Surveys are also performed annually on those intermediate and skilled
nursing facilities participating in the Medicaid or Medicare program for the
purpose of recertifying their eligibility. It is the usual practice for this
division to make its annual Medicaid or Medicare eligibility determination at
the same time the annual licensure inspections are conducted. Nursing home
operators usually have prior knowledge as to when these inspections will
occur, since they are conducted when a nursing home's license is about to
expire or when eligibility for participation in the Medicaid or Medicare pro-
gram needs to be renewed.

Follow-up inspections are made of intermediate care and skilled nursing
facilities if deficiencies are found to exist in the annual licensure or
recertification survey. If deficiencies are found to exist, the facility must
submit a plan for correcting these deficiencies. Visits are then made by the
Division to see if the nursing home is in compliance.
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The Division contracts out to the State Fire Marshal's Office similar
inspection functions in regard to surveying facilities for their compliance
with the Life Safety Code. These are regulations pertaining to fire safety to
which all licensed nursing homes must adhere. The Fire Marshal's Office con-
ducts annual inspections and reports its findings to the Division for Licens~
ing and Regulation.

Surveys of nursing homes also occur when a complaint is received about
individual facilities. These inspections are unannounced. In addition, the
Division has been conducting unannounced surveys on a 10 % random sample of
the intermediate care and skilled nursing facilities as part of a nationwide
study to determine if there are differences between the results of announced
and unannounced inspections. These unannounced surveys are in lieu of the
annual surveys conducted for licensure and Medicaid or Medicare
recertification.

The Division for Licensing and Regulation also has the responsibility for
conducting quarterly surveys of family and personal care homes. These are
unannounced inspections in which the surveyors assess the conditions in the
homes as well as assess the appropriateness of placement for those persons
residing in the family and personal care homes. Staff from the Bureau for
Social Services are also required to visit family and personal care homes
every three months.

As of August, 1977, this Division employed a total of 86 people statewide
as surveyors, or inspectors, of home health agencies, primary care centers,
intermediate care facilities for the mentally retarded and developmentally
disabled, skilled nursing facilities, intermediate care facilities, personal
care homes, and family care homes. It is the responsibility of the 86 sur-
veyors to monitor the quality of care that is given by these health care
providers.

The number and type of surveyors who are employed by the Division for
Licensing and Regulation are included in Table 17.
TABLE 17

Division for Licensing and Regulation
Statewide Nursing Home Survey Personnel

Staff Number

1. Registered Nurses 10) [personal care home,

2. Public Health Representatives 14) intermediate care facility

3. Dieticians 6) and

4. Social Workers 9) .

5. Medical Records Librarians 4) skilled nursing facility

surveyors ]

6. Family Care Home Inspectors 43 (family care home surveyors only)

STATEWIDE TOTAL 86

Source: Department for Human Resources
Office of Administrative Services, 1977
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Foity-three of the 86 surveyors are se<ponsible for monitoring 22,1:" . spec-
tive beds 1in personal «care homes and intermediate care and skilled nursing
facilities. The remaining 43 surveyors are responsible for monitoring family
care homes. Again, these responsibilities are in addition to those they have
for monitoring the quality of care given by home health agencies, primary care
centers, and intermediate care facilities for the mentally retarded.

Skilled nursing and intermediate care facilities are generally inspected
by a four to five person survey team which includes a public health repre-
sentative, social worker, medical records librarian, dietician, and a regis-
tered nurse. The public health representative is the coordinator of the
survey team.

Pers: (1l care homes are sirveyed by a three or four person team comprised
of similar personnel. Thus, based on a statewide average of four persons per
survey team, each team is responsible for monitoring approximately 2,010 nurs-
ing home beds. This ratio, of course, is subject to variation depending on
the number of facilities located in a particular area in Kentucky and the
number of survey personnel assigned to monitor that area.

In the four years that the Division for Licensing and Regulation has been
operating, six personal care homes have closed either voluntarily or through
action taken by the Certificate of Need and Licensures Board. No intermediate
or skilled nursing facilities have been closed. (DHR, unpublished data, 1977)
Also, during the past two and one-half years, the Division has investigated
650 complaints received against individual nursing homes. Forty-three percent
of these 650 complaints were found to be valid. (DHR, unpublished data, 1977)
(See Table 18.) The Division's administrative review officer is responsible
for receiving complaints and insuring that these nursing home complaints are
investigated in a timely manner.

Intermediate care facilities had the greatest percentage of complaints
that were justified when compared with personal care homes and skilled nursing
facilities. Fifty-four percent of the complaints against intermediate care
facilities that were investigated were valid complaints. Skilled nursing
facilities had comparatively the fewest complaints valid, with 34%, while 40%
of the complaints made against personal care homes were discovered to be
justified.

A closer scrutiny of the categories of complaints reported and investi-
gated in intermediate care facilities reveals that complaints regarding the
staff of intermediate care facilities were valid in 68% of the ipvestigations.
Similarly, 57% of the complaints were valid regarding the physical tlant, or
cleanliness of the facility, and 53% of the complaints pertaining to direct
patient care were found to be justified.

In further comparing the kinds of complaints that were found to be valid
among all levels of care, the Subcommittee learned that complaints relating to
the staff of a nursing home were discovered to be justified more often than
any other single category of complaint. Sixty percent of the complaints per-
taining to the staffs of personal care homes, intermediate care and skilled
nursing facilities were valid. Complaints relating to the cleanliness of the
facility comprised proportionately the next highest category, with 49% of them
being justified.
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Finally, while it is true that the majority of the complaints (57%) which
the Division for Licensing and Regulation received and investigated were found
not to be justified, the Subcommittee believes it is still significant that
such a substantial portion (43%) were found to be valid. The fact that these
complaints were made by persons (family and friends of a resident, social
workers from the Bureau for Social Services, or concerned citizens) outside
the Division whose job responsibility is to monitor the quality of nursing
home care, raises questions about the adequacy of the Division's monitoring
program. Thus, the Subcommittee is concerned that many other complaints may
need to be made but are not made either because nursing home residents or
their family members are hesitant to complain or because no one is interested
in getting involved enough to do so.

Division for Management Systems

The Division for Management Systems within the Office of Administrative
Services is the data processing and information retrieval mechanism for all of
the programs in the Department for Human Resources. While the expressed mis-
sion of this Division is to process data and retrieve information about pro-
gram activities within DHR, its involvement in the nursing home field has been
minimal. One of the great concerns of this Subcommittee is that there needs
to be much more data generated and analyzed on nursing homes and nursing home
patients in order for state administrative agencies to make appropriate deci-
sions on how the Commonwealth's resources should best be utilized.

The Audit Branch is placed within the Office of Administrative Services.
The Branch performs financial field audits of health care providers participa-
ting in the Medicaid program. The Audit Plan, published by this Branch in
May, 1977, states that:

Due to the limitation of the staff, this Section has heretofore
been concerned only with audits of intermediate care facilities
which involves auditing expenditure statements of the ICFs and
determining the rates these institutions may charge for the care of
Medicaid recipients. (DHR, Audit Plan, 1977, p. 10)

The Audit Plan further states that during fiscal year 1976-77 only 65%
of intermediate care facilities réceiving Medicaid reimbursement were

audited.

Division of Fiscal Services

The supervising guardianship office for the Commonwealth is located
within the Division for Fiscal Services. Many clients of these guard-
lanship officers live in nursing homes. The supervising officer's
responsibilities include supervising the work of the other guardianship
officers who are located at the state psychiatric hospitals and monitor-
ing some 600 mentally retarded persons who are assigned to the Officer
as wards of the state.
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DHR Bureau for Social Insurance

The Bureau for Social Insurance was established in 1973 and was
statutorily charged to develop and operate all programs of the Depart-
ment for Human Resources that provide income maintenance or income
supplementation services and all social insurance benefit programs.
[KRS 194.040(6)] The Bureau is also responsible for eligibility
determination and certification functions associated with these pro-
grams. This Bureau is responsible for administering Kentucky's Medicaid
and State Supplementation programs. Medicare and the Supplemental
Security Income program are administered by the Social Security Adminis-
tration, a federal agency.

The Bureau for Social Insurance has two divisions, and the Center
for Program Development which is attached to the Commissioner's Office,
that have nursing home responsibilities. In addition, there are 13
branches within these three organizational units that are also involved
with nursing homes in some capacity. (See Figure 10.) Perhaps the most
actively involved division with nursing homes in this Bureau is the
Division for Medical Assistance.

Division for Medical Assistance

The Division for Medical Assistance has been delegated primary
responsibility for the day-to-day operation of the Kentucky Medical
Assistance, or Medicaid program in Kentucky. Medicaid, as was discussed
in Chapter II, provides reimbursement to qualified providers who operate
intermediate care or skilled nursing facilities or Home Health Agencies.
Responsibilities of this Division include assessing the appropriateness
of care for Medicaid recipients, performing preliminary reviews of the
invoices which nursing homes participating in the Medicaid program
submit for reimbursement, and consulting with providers and recipients
about reimbursement and eligibility matters.

It has been shown that the availability of beds in the appropriate
levels of care for the present 637 Medicaid recipients who are in a
higher level of care than they need is a definite problem in Kentucky.
(See Chapter IV.) Not only is it a problem for the patient who s
receiving inappropriate care, but it is costing about $426,000 a month
which could be saved if appropriate beds were available.

A medical review team from the Division for Medical Assistance is
required to annually review the patient status of each Medicaid recip-
ient in intermediate care facilities for the mentally retarded and
developmentally disabled and intermediate care and skilled nursing
facilities. (Bureau for Social Insurance, Service Manual, 1977) This
medical review team is composed of nurses, social workers, allied health
professionals, and a consulting physician. The purpose of this review
is to determine whether or not the level of care is appropriate for the
respective recipient's health care needs. Since August 1, 1977, how-
ever, skilled nursing facilities have been allowed on a trial basis to
determine the appropriateness of care for the Medicaid patients who
receive care in these facilities.

68



LL6T ‘NOILVIIAWOD JA4VIS O¥T1 :dD¥N0S

1

SOT3TTTQTSU0Asay 2ae) wid] JuoT sajeoTpur //

MOTAY PIRT]
o1 11

103 UOTSIAI(Q

103 UOTSIAT(Q

O ] ] HRORT
AR S TN e | HTREGER
g Il B 5 i s NN I B TN
n dueag poog lw%w%moao%%% wwm%mu JM x H%M%M uoTINGTIIUO) rnwu%w%w
UoTJIRUTULIDI(] IDUBRINSUT
£A1T11qES T kot dusug

Juretdwoy

MOTATY

|
SNIEINSUN TBTO /
/ 103 ang

JONVINSNI TVIJOS ¥0d4 NvA¥Ng dIHL 40

SHILITIGISNOASIY HdAVD WHIL HNOT

0T J4N9Td




If it is determined that a Medicaid recipient in an intermediate
care facility for the mentally retarded and developmentally disabled or
skilled nursing facility is receiving a higher level of care than
needed, necessary steps are taken to find a more appropriate level of
care. Should it be found that no beds are available in an appropriate
level of care, the Division will grant an extension of payments for the
recipients to remain in their current facility of residence until the
bed in the appropriate level of care is located. Extension of payments
are valid for a maximum of 60 days. In order for another 60-day exten-
sion to be granted, documentation must be made by the Bureau for Social
Services which shows that a bed in the appropriate level of care is
still not available. No extension payments are made for those recip-
ients who have been determined to need the skilled nursing facility
level of care but are currently placed in an intermediate care facility,
which is a lower level of care. (Bureau for Social Insurance, Service
Manual, 1977) Also, no extension of Medicaid payments is made for those
present recipients who need a level of care for which Medicaid does not
provide coverage, such as personal and family care homes.

The practice of not providing an extension of payments for those
Medicaid clients who have been receiving treatment in intermediate care
facilities but who have been judged by the medical review team to need
the services of a non-Medicaid supported facility such as family care,
personal care, foster care, or group home, etc. has caused placement
problems in some areas of Kentucky where these alternate levels of care
are not available. Interviews with persons in the Bureau for Social
Services who are responsible for finding placements for these individu-
als report that sometimes there are simply no alternate levels of care
available within the individual's community. This means that the client
has to be moved to another county, across the state, or to temporarily
utilize emergency shelter facilities until something more appropriate
becomes  available.

An area of concern regarding the medical review team which was
brought to the Subcommittee's attention involves those Medicaid recip-
ients in state psychiatric hospitals and mental retardation centers who
have been determined by the medical review team to have achieved maximum
benefit from the program at these institutions. Like other Medicaid
recipients, persons receiving services from these facilities are at
least annually reviewed for the purpose of determining their eligibility
for Medicaid and for the appropriateness of care. When these particular
recipients are determined by the medical review team to have obtained
maximum benefits from these institutions, many of them are subsequently
forced to live in family and personal care homes that are not necessar-
ily equipped to serve them.

The staff of the Division for Medical Assistance also spends a sig-
nificant amount of its time on matters pertaining to providers of nurs-
ing homes who are rteimbursed by the Medicaid program. Their work in
this area involves securing the appropriate Medicaid participation
agreements with nursing home operators initially reviewing and proc-
essing facility payment requests and joining with appropriate persons in
the Bureau to establish reimbursement policies. Thus, a substantial
portion of this Divisicn's workday 1is devoted to resolving questions of
interpretation relating to nursing home guidelines, insuring nursing
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home compliance with the terms of the participating agreement, and pro-
viding technical assistance regarding reimbursement to nursing homes by
developing appropriate instructional materials and forms.

Division for Field Services

This division is the field operations unit in the Bureau for Social
Insurance and includes eligibility workers, the field staff which are
located in all 120 of Kentucky's counties. Their involvement with nurs-
ing homes consists primarily of determining eligibility of those citi-
zens Jn the Commonwealth who are seeking State Supplementation and
Medicaid benefits in order to obtain nursing home care. It was pointed
out in Chapter II that $3 million in calendar year 1976 was spent in
State Supplementation monies on services provided by personal care
homes. Likewise, $53 million was spent in Medicaid monies for recip-
ients in intermediate care and skilled nursing facilities.

Center for Program Development

The Center for Program Development, which is attached to the
Commissioner's office, maintains responsibility for planning, devel-
oping, evaluating, budgeting and making ultimate decisions regarding
policy for Bureau for Social Insurance programs.

Nursing home responsibilities within the Center for Program Devel-
opment include: (1) monitoring and taking appropriate action on federal
regulations that relate to Medicaid reimbursement of intermediate care
and skilled nursing facilities and home health agencies; (2) developing
and distributing to field staff, manual material pertaining to nursing
homes and nursing home related service:, such as eligibility criteria
for Medicaid and State Supplementation, and a description of programs
available to qualified persons; and (3) developing pertinent state
administrative regulations which implement the Bureau's programs involv-
ing nursing homes or nursing home patients.

DHR Bureau for Social Services

The Bureau for Social Services is statutorily me-dated to develop
and operate all social service programs of the Department for Human
Resources [KRS 194.030(8)]. This Bureau has three divisions and six
branches within the divisions that have functional responsibilities
involving nursing homes or nursing home patients. (See Figure 11.)
Most of these responsibilities rest with the Division for Field Ser-
vices.

Division for Field Services

Staff from the Division for Field Services actually implement the
Bureau's programs. Social workers have responsibilities which include
the following:
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1. Social workers from the Bureau for Social Services are
responsible for providing services only on request, with the excep-
tion of protective services, to any client residing in an inter-
mediate care or skilled nursing facility. Some services to nursing
home residents might include: personal counseling with the client,
family or guardian; assistance in strengthening the relationship
between the nursing home resident and other family members; or
helping to smooth the transition between the resident's former
independent living status and the new experience of being dependent
in an institutional setting.

2. Quarterly visits to family and personzl care homes are
required of the Bureau's staff, as are additional visits as neces-
sary for the purpose of providing protective services to residents
and supportive services to both residents and operators of these
facilities. During these visits, social workers assess the per-
sonal, physical, and emotional condition of the client. They do
not function as a licensing or regulatory agent, since this is the
responsibility of the Division for Licensing and Regulation in the
Office of Administrative Services. However, these social workers
report to the Division for Licensing and Regulation  any
improprieties in care to patients.

3. Designated social workers from the Bureau for Social Ser-
vices provide services to the operators of family and personal care
homes. Services whicch are offered include counseling to help the
operator understand the aging process; assisting the operator in
securing information about proper nutrition, medical services and
budgeting; and counseling to help operators alleviate conflicts
between operators, clients, and clients' families. The operators
of these facilities are not required to take advantage of the
offered services.

4. Social workers from the Bureau for Social Services have
duties involving the placement of clients into and out of family
care homes, personal care homes, intermediate care facilities,
intermediate care facilities for the mentally
retarded/developmentally disabled, skilled nuising facilities, and
psychiatric hospitals. Generally, these clients are persons who
have no relative or friend to aid them in their movement into or
out of these facilities. Social workers are also responsible for
transferring patients from one level of nursing home care to
another.

5. Bureau for Social Services social workers are responsible
for documenting Medicaid extension of payment requests, when a
skilled nursing or intermediate care facility for the mentally
retarded and developmentally disabled patient has been determined
to need a lower level of care which is not available. It is the
responsibility of social workers from the Bureau to verify that
every effort has been made to locate an available and appropriate
bed and that none have been found to exist. This extension of pay-
ments provision applies to only Medicaid certified facilities.
Documentation must be completed by the Bureau for Social Services
every 60 days in order for the patient to continue receiving the
extension of Medicaid payments in his present level of care.
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6. The Adult Protection Act, enacted by the 1976 General
Assembly, mandated to the Bureau for Social Services the responsi-
bility for providing protective services to adults who are abused,
neglected, or exploited. (KRS 209.020) In cases of abuse, neglect
or exploitation, social workers have the authority to take appro-
priate measures to keep these acts from taking place. This may
include removing an individual from a life endangering situation.

One of the effects of the Adult Protection Act 1is that the
Bureau for Social Services has the mandate to investigate
incidences of abuse, neglect, or exploitation reported to exist in
nursing homes. Before the enactment of this legislation, this
responsibility was, and to some extent still is, vested with the
Division for Licensing and Regulation. The Division for Licensing
and Regulation is responsible for monitoring the quality of care in
these facilities and investigating any complaints made against
them. The present policy of the Department for Human Resources is
that joint investigations are to be made when possible, with the
Bureau for Social Services assuming primary responsibility for the
case. (Bureau for Social Services, Service Manual, 1977)

7. Social workers from the Bureau for .Social Services are
‘responsible for placing persons discharged from psychiatric hospi-
tals and mental retardation centers into nursing homes. A social
-worker is located at each psychiatric hospital .and.mental retarda-
‘tion :center. ?!Eighty-two .percent of ‘these :placements have been to
‘family -and personal care homes.

8. Bureau for Social Services social .workers are mandated to
provide ‘follow-up -social -services “to ~dkl ‘persons ‘réleased from
-psychiatric hospitals and mental retardation centers. Local social
workers in the Bureau for Social Services are notified when a
person is discharged from one of these.institutions to a nursing
home within 'their -geographical area of responsibility.

‘9. .Social workers from the Bureau for Social 'Services on
occasion join with staff from the Division for Licensing and Regu-
lation to document sthose instances in family .and personal care
‘homes Wwhere moving patients .tothigher .lewels .of :eare would actually
‘be ‘detrimental :to “their thealth.

‘Cases of ‘this nature .generally .arise ‘when & resident stroangly
desires to remain in a family or personal carethome even if he has
‘been determined to need a higher level of -care. . For example, there
are occasions when both husband and wife are in the same personal
care home, and desire to remain together, even though one needs to
be placed in an intermediate care facility. The Division and the
Bureau for Social Service may determine that the party to be moved
would be so upset that it would be best for him to remain where he
is if he can be properly cared for by using auxilliary resources.

This procedure is known as the Bedfast Exception Policy. All
such requests must be presented before the Certificate of Need and
Licensure Board for its approval. If approved, social workers from
the Bureau are required to visit these bedfast residents no fewer
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than once every 30 days. Since 1975, 46 bedfast exceptions have
been granted.

Center for Aging Services and the Nursing Home Ombudsman

The Center for Aging Services is the pPrimary organizational unit in the
Department for Human Resources which develops, monitors and evaluates programs
for the elderly. A nursing home ombudsman developmental specialist is located
within the Center. This position, established in February, 1977, has yet to
be filled. However, a nursing home ombudsman worked out of the office of the
ombudsman for DHR between Jancary, 1976 and July, 1977. The office of the
ombudsman is attached to the Department's executive office. (See Figure 8.)

There has been much confusion between the state and federal governments
as to the kind of nursing home ombudsman program to be implemented. Pres-
ently, the ombudsman for DHR receives by a 24-hour toll free telephone number
and the mail) complaints on individual nursing homes and forwards them to the
appropriate agencies for action.

As originally proposed by the U. S. Department of Health, Education, and
Welfare (HEW) in 1976, a nursing home ombudsman developmental specialist was
to develop ombudsman citizen groups at the area development district level.
These groups were to monitor nursing home care in their respective commun-
ities. Moreover, this HEW grant stated that the nursing home ombudsman devel-
opmental specialist was not to receive and investigate complaints. (HEW,
unpublished data, Administration on Aging, Atlanta Office, 1977) The Depart-
ment for Human Resources has stated that the original guidelines for this
position are unclear and that little technical assistance has been provided by
HEW in implementing this program. (DHR, unpublished data, 1977)

Center for Program Development

The functions and nursing home responsibilities of this administrative
unit are generally analogous to those of the Center for Program Development in
the Bureau for Social Insurance. Thus, their duties relative to nursing bhomes
include developing and distributing manual material to social workers in the
field regarding the Bureau's responsibilities for nursing homes and their
patients; performing research; evaluating the efforts of field staff in
regard to nursing home clients; and developing appropriate state administra-
tive regulations which implement the Bureau's programs.

DHR Bureau for Health Services

The Bureau for Health Services is mandated by KRS 194.030(7) to develop
and operate all programs of the Department for Human Resources that provide
health and mental health services and all programs for the prevention, detec-
tion, care, and treatment of physical and mental disability, illness, and
disease. The Bureau has three divisions involved in some capacity with nurs-
ing homes, Center for Comprehensive Health Systems Development, Division for
Mental Health and Mental Retardation Services, and Office of Community Health
Services. Within these divisions are 9 branches which have some responsibili-
ties towards persons served by nursing homes or the facilities themselves.
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The Bureau for Health Services' organizational unit with the most nursing home
responsibilities is the Center for Comprehensive Health Systems Development.
(See Figure 12.)

Center for Comprehensive Health Systems Development

The Center's specific nursing home related responsibilities as
extrapolated from its mission statement are outlined below.

1. The Center is responsible for developing a health service
needs assessment of those citizens in the Commonwealth who need
nursing home care or other long term care services. Adequate
information on the specific long term needs of Kentucky's citizens
is not known.

2. Staff from the Center review and subsequently monitor
each one of the 15 health service plans submitted by the subarea
councils (area development districts). Each subarea council is
responsible for developing and implementing a health service plan
for its area. This includes planning for and monitoring the number
and type of nursing home beds that can be constructed at any one
time. The subarea councils also propose health care plans pertain-
ing to the use of home health agencies.

3. The Center for Comprehensive Health Systems Development
also provides technical assistance to a variety of groups. Nursing
home operators are provided assistance when they apply for licen-
sure. Staff from the Center regularly provide assistance to the
State Comprehensive Health Planning Council (soon to be the State
Health Coordinating Council) and the Certificate of Need and Licen-
sure Board.

4. One of the Center's most important functions is to col-
lect, maintain, and provide for the quick retrieval of accurate and
timely data to support the health planning and evaluation functions
of the health care delivery systems and of the Bureau for Health
Services. Unfortunately, adequate data to support planning for
long term care services has not been available. The primary reason
for this information not being available is fact that there is no
established data collection mechanism which collects and analyzes
data from all the divisions and branches within the different
Bureaus of DHR having responsibilities related to long term care.

Division for Mental Health and Mental Retardation

This Division and its four branches created by the Governor's Executive
Order 77-370 in April, 1977, is charged with the on-going responsibility for
all programs in the Department for Human Resources relating to mental health,
mental retardation, and alcohol and drug abuse including the following:

Institutional care of mentally retarded and mentally ill individu-
als;
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FIGURE 12
LONG TERM CARE RESPONSIBILITIES
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The administration of all state owned hospitals and facilities for
the mentally retarded and mentally ill;

Providing administrative support to Comprehensive Care Centers and
the monitoring and evaluation of those programs; and

Perform all state agency functions as prescribed by P.L. 91-517 as
amended by P.L.94-103 in relation to the developmentally disabled.
(Executive Order 77-370)

Since many nursing home residents are placed from state psychiatric
hospitals and mental retardation centers into nursing homes, this newly
formed Division should be significantly involved with nursing homes.
However, due to the fact that this is a new Division and a permanent
director recently took office in November 1977, any specific future
involvement with nursing homes and nursing home patients is still uncer-
tain. Based upon the Division's mandate, the Subcommittee believes that
it should be the Division's responsibility to determine what service
alternatives should be available for the mentally retarded, developmen-
tally disabled, and mentally ill persons who have been discharged from
state psychiatric hospitals or mental retardation centers.

The Subcommittee believes that it should also be this Division's
responsibility to assess the present needs of former patients at state
psychiatric hospitals and mental retardation centers who have already
been discharged into nursing homes. This information is not presently
available.

Another organizational unit located within the Division for Mental
Health and Mental Retardation Services with nursing home responsibili-
ties is the Special Projects Office. One of the programs within this
office provides for the full care and treatment of 50 retired Merchant
Seamen who were former psychiatric patients of the U. S. Public Health
Service Hospital in Lexington. The Department for Human Resources has
contracted with the federal government to provide supervision of these
men. All of these individuals are now in nursing homes located through-
out Kentucky.

Office of Community Health Services

The Office of Community Health Services and its three branches were
established to assist and strengthen local health units. This
involves providing financial and technical resources to the 91 local
health departments and the 15 regional mental health centers.

Only two local health departments in the Commonwealth, located in
Lexington and Louisville, are actively involved with nursing homes .
Lexington, as will be noted later, is by far the health department in
the state most involved with nursing homes and other long term care ser-
vices.

The 15 regional mental health centers, called comprehensive care

centers, are presently providing mental health services to a portion of
the residents in nursing homes. Most of their services are directed
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towards clients in family and personal care homes, although they do pro-
vide services to residents in all levels of care.

Summary of Responsibilities

It has been shown that Kentucky State Government, through the
Department for Human Resources, is very much involved with nursing homes
and nursing home patients. Responsibilities relative to nursing homes
and their patients are spread throughout three of the Department's four
bureaus and one former bureau which 1is presently attached to the
Department's executive office.

DHR's responsibilities for nursing homes and nursing home residents
within the Commonwealth are outlined in Tables 19, 20, 21, and 22.

Although the duties are many and varied, no single administrative
unit within DHR bears accountability for all of the Department's respon-
sibilities to nursing homes, nursing home patients, and long term care
in general. No single established body within the Department for Human
Resources is mandated to

1. Assess the citizens' needs for nursing homes and other long
term care services,

2. Collect, analyze and disseminate pertinent data on nursing
homes, nursing home residents and other long term care pro-
grams;

3. Develop and implement the most appropriate long term care
alternatives;

4. Coordinate and direct the state's financial commitment to nurs-
ing homes, nursing home patients and other long term care pro-
grams;

5. Initiate and monitor a long term care policy for the people of
the Commonwealth.

Thus, the Subcommittee believes that without the designated leader-
ship necessary for adequately administering the state's responsibilities
for nursing homes, nursing home patients and ultimately the long term
care service delivery system, the Commonwealth will not be able to
respond appropriately to the long term care needs of its people. The
present network of long term care responsibilities is so complex,
diversified, and costly that it needs to have a purposive and planned
direction.

DHR's Recognition of Fragmentation Problems

Subsequent to the creation of this Subcommittee, the Department for
Human Resources provided the impetus for establishing the Long Term Care
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TABLE 19

RESPONSIBILITIES OF THE OFFICE OF ADMINISTRATIVE
SERVICES FOR NURSING HOMES AND THEIR RESIDENTS

Responsibilities Regarding Nursing Homes

1.
2.

Inspects and certifies all nursing homes for licensure.

Inspects and certifies intermediate care facilities and skilled
nursing facilities for their eligibility to participate in the
Medicaid and Medicare programs.

Provides consultive services to nursing home operators and
their staffs.

Monitors fire marshal's inspections of nursing homes.

Audits financial reports of intermediate care facilities partici-
pating in the Medicaid program and contracts with a private
accounting firm to provide audits of participating skilled
nursing facilities.

Responsibilities Regarding Nursing Home Residents

1.

SOURCE:

Monitors the quality of care given by nursing homes to all
residents.

Receives and investigates complaints about patient care in
nursing homes.

Ascertains the appropriateness of care for residents in
family and personal care homes.

Maintains guardianship responsibilities for 2,810 people (the
majority of whom are in nursing homes).

LRC Staff Compilation, 1977.
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TABLE 20

RESPONSIBILITIES OF THE BUREAU FOR SOCIAL INSURANCE
FOR NURSING HOMES AND THEIR RESIDENTS

Responsibilities Regarding Nursing Homes

1. Establishes reimbursement rates for intermediate care facilities
and skilled nursing facilities participating in the Medicaid pro-
gram.

2. Establishes rates for family and personal care homes for State
Supplementation recipients.

3. Performs preliminary desk reviews of the financial statements
of intermediate care facilities participating in the Medicaid
program.

4. Provides consultive services to nursing home operators regarding
reimbursement from government funded programs.

Responsibilities Regarding Nursing Home Residents

1. Determines eligibility of persons who are receiving Medicaid
benefits in order to obtain intermediate care or skilled
nursing facility care.

2. Determines eligibility of persons who are seeking state
supplementation benefits in order to obtain care in a family
care home or personal care home.

3. Determines which level of nursing home care a Medicaid reci-
pient should be placed.

4. Consults with nursing home residents and family members of
residents who have concerns regarding eligibility.

SOURCE: LRC Staff Compilation, 1977.
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TABLE 21

RESPONSIBILITIES OF THE BUREAU FOR SOCIAL SERVICES
FOR NURSING HOMES AND THEIR RESIDENTS

Responsibilities Regarding Nursing Homes

1.

Inspects family and personal care homes on a quarterly basis for
purposes of providing supportive services to both residents and
operators of these facilities.

Responsibilities Regarding Nursing Home Residents

1.

SOURCE:

Provides social services only on request to residents in inter-
mediate care and skilled nursing facilities.

Makes quarterly inspections of family and personal care homes
for the purpose of providing protective and support services to
residents.

Provides assistance to those persons who require help in moving
into or out of a nursing home.

Documents Medicaid extension of payments requests, where a skilled
nursing facilitiy or resident has been determined by the medical
review team from the Bureau for Social Insurance to need a lower
level of Medicaid supported care which is not available. The Bureau
for Social Services must document that no appropriate Medicaid
subsidized bed is available in order for payments to continue to

the resident in his present level of care.

Provides protective services to adults who are abused, neglected,
or exploited in nursing homes.

Provides follow-up services to persons who are placed in nursing
homes from state psychiatric hospitals or mental retardation centers.

Along with the staff from the Division for Licensing and Regulation
in the Office of Administrative Services, the Bureau documents those

instances in family and personal care homes where moving residents to
a higher level of care would be detrimental to their health.

LRC Staff Compilation, 1977
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TABLE 22

RESPONSIBILITIES OF THE BUREAU FOR HEALTH SERVICES
FOR NURSING HOMES AND THEIR RESIDENTS

Responsibilities Regarding Nursing Homes

1.

Monitors the certificate of need program in all 15 subarea health
councils.

Provides consultive services to nursing home operators on licensure
questions.

Provides technical assistance to local health departments. Two
local health departments conduct inspections of nursing homes which
are independent of state inspection.

Responsibilities Regarding Nursing Home Residents

1.

SOURCE:

Determines nursing home and other long term care needs for all
citizens.

Determines the special needs of those persons who are placed into
nursing homes from state psychiatric hospitals and mental retardation
centers.

Determines what programs and services are required to most appropriately
meet the long term care needs of all citizens including the mentally
retarded, developmentally disabled, and mentally ill.

Monitors and evaluates the performance of the community mental health
centers providing mental health services to residents of nursing homes.

Provides technical and financial assistance to local health departments.
Two health departments are actively involved with nursing home residents.

Provides supervision for 50 retired merchant seamen in nursing homes.

LRC Staff Compilation, 1977

83



Multi-Agency Study Group. Starting in January, 1977 representatives
from all of the bureaus and the three health system agencies joined
together to examine their respective long term care efforts. Their
expressed mission was to examine the true need for the several types of
long term care facilities and services in Kentucky.

The original time frame for completing the work of the study group

was six months. However, as it met and explored the magnitude of the
subject, they realized the inadequacy of the original six month dead-
line. Therefore, it extended the completion schedule by one year to
June, 1978.

In March, 1977 the Long Term Care Multi-Agency Study Group divided
itself into two task forces which were to report findings to the member-
ship of the full study group. These task forces are the Criteria for
Long Term Care Placement Task Force and Determination of Need Task
Force. The mission of the Criteria for Long Term Care Placement Task
Force is to ascertain those factors which should be considered in plac-
ing a person in the different levels of long term care. The Determi-
nation of Need Task Force has the responsibility for determining what
specific long term care needs exist in the Commonwealth.

Since their inception, the two task forces have met approximately
once every four weeks, with the full study group meeting about once
every six weeks. While the Subcommittee commends DHR, particularly the
Center for Comprehensive Health Systems Development in the Bureau for
Health Services, for initiating the action to form this group, it
believes that a full time commitment needs to be made by those under-
taking such a study arrangement. The Subcommittee's strong conviction
is that permanent and full time staff are immediately needed to plan,
coordinate, implement, and monitor all the Department's long term care
efforts.

The Long Term Care Multi-Agency Study Group has itself documented
the fact that priority should be given to the Department's involvement
in long term care. Some of the findings are:

1. There are no standards developed by which the long term care
plancing process can be evaluated.

2. Data concerning long term care is inaccessible, uncoordinated,
and inadequate. Thus, there is a lack of pertinent data to aid
in the decision making process.

3. Data collection and analysis relative to long teym care is not
coordinated among the Bureau for Health Services, Bureau for
Social Insurance, Bureau for Social Services and the Office for
Administrative Services.

4. No mechanism exists to assure on-going inter-agency exchange of
data and information.

5. A maze has been created of field manuals, regulations, and

legislation pertaining to long term care and agency responsi-
bilities.
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6. No criteria has been established pertaining to the maintenance
of an individual in his own home as opposed to a nursing home.

7. The true needs of the Commonwealth's citizens for long term
care 1is not known. (DHR, Long Term Care Status Report, unpub-
lished data, July, 1977)

The Subcommittee concludes that sufficient evidence has been found
to document that the present manner in which the Department for Human
Resources is organized to respond to nursing homes, nursing home
patients and other dimensions of long term care in the Commonwealth is
extremely fragmented, inappropriate and nonproductive.
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CHAPTER VI

AUXILIARY AGENCIES AND NURSING HOMES

In addition to the involvement of the U. S. Congress; U. S. Department of
Health, Education and Welfare; and the Kentucky Department for  Human
Resources, there are several auxiliary agencies or entities located in the
Commonwealth which also have significant responsibilities pertaining to nurs-
ing homes and their patients. Some of them, the Certificate of Need and
Licensure Board and the Health Systems Agencies, have already been mentioned
for the significant relationship that they have with nursing homes and other
long term care services. (See Chapter III.) There are others such as the
Kentucky Board of Licensure for Nursing Home Administrators, Lexington-Fayette
County Health Department, Louisville-Jefferson County Health Department, and
the Kentucky Peer Review Organization, which also merit discussion for their
involvement with nursing homes.

Kentucky Board of Licensure for Nursing Home Administrators

The Kentucky Board of Licensure for Nursing Home Administrators is, as
its title suggests, responsible for the licensure of nursing home administra-
tors. This means that persons who perform the role of a nursing home adminis-
trator in an intermediate care or skilled nursing facility must be licensed by
the Board. Persons who act as administrators in personal care homes do not
have to obtain a license.

The 1970 General Assembly enacted KRS 216A.070, which vests the Board of
Licensure for Nursing Home Administrators with the responsibility to

develop, improve, and enforce standards which must be met by indi-
viduals in order to receive a license as a nursing home administra-
tor which standards shall be designed to insure that nursing home
administrators will be individuals who are of good character and
are otherwise suitable, and who, by training or experience in the
field of institutional administration, are qualified to serve as
nursing home administrators. (KRS 216A.070)

The Board itself is composed of nine members appointed by the Governor.
These members are chosen from a variety of groups such as physicians, hospital
administrators, allied health professionals, nursing home administrators, and
interested citizens. The Secretary of the Department for Human Resources is
an ex officio member of the Board.

As a result of this 1970 law, all nursing homes at the intermediate care
and skilled nursing facility levels of care must have a licensed nursing home
administrator in their employment. Statutory qualifications for becoming a
licensed nursing home administrator include:

1. Be at least 21 years of age;

2. Be a citizen of the United States or have declared intent to
become a citizen of the United States;
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3. Provide proof satisfactory to the Board that he or she is of
good moral character;

L. Pass an examination administered by the Board; and

5. Meet such other requirements as may be established by the
Board, provided that such requirements are uniform and are
applied to all other applicants for a license. (KRS 216A.080)

More specific requirements for obtaining a license to become a nursing
home administrator are set forth in the Kentucky Administrative Regulations as
follows:

(1) Establish a bona fide residency or express an intent to reside
in Kentucky, unless employed by a health care facility located
in Kentucky.

(2) (a) Have satisfactorily completed a course of study or have
been awarded a baccalaureate degree; and have six (6) months
continuous management experience in a health care facility
within three (3) years from the date of application. Said
management experience shall include at least partial responsi-
bility for personnel management, budget preparation, and
fiscal management and public relations, or

(b) Have satisfactorily completed at least sixty-four (64)
college semester hours and one (1) year of continuous manage-
ment experience in a health care facility within three (3)
years from the date of application. Said management experi-
ence shall include at least partial responsibility for per-
sonnel management, budget preparation, and fiscal management
and public relations.

(3) Pay a license fee of $100 at the time of application, $75 of
which shall be refunded in the event the applicant is not
subsequently licensed. (201 KAR 6:010)

Persons who perform the functions of a nursing home administrator in a
personal care home must meet the following qualifications:

(a) The administrator must have sufficient education to maintain
adequate records, submit reports requested by the board and
interpret any written material related to all phases of home
operation and resident's care.

(b) The administrator must be over twenty-one (21) years of age
and shall present a certificate that he/she is in good physi-
cal and mental health, and is free from communicable disease.
The administrator should be a person of integrity and good
character, and have a liking for older people.

(¢) The administrator or other individuals connected 1n any capac-
ity with the home shall not receive any compensation for act-
ing as a guardian or committee for a resident of the home.
(902 KAR 20:030)
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Administrators of personal care homes do not have to regularly attend
training courses as do administrators of family care homes. Thus, it seems
inconsistent for state administrative regulations to require an administrator
of a family care home (composed of no more than three residents) to attend at
least one DHR sanctioned training program per year and not have the same
requirement instituted for administrators of personal care homes (composed of
three or more residents and sometimes including 100 or more residents).

Given the fact that there are a number of vulnerable mentally retarded,
developmentally disabled, and mentally ill persons in personal care homes
whose care is paid for by the state and federal governments, it would seem
appropriate to also require administrators of these facilities to have demon-
strated some ability to meet the needs of this resident population. The
present state administrative regulations do not require that this be done.

Lexington-Fayette County Health Department

Duties and Functions

The Lexington-Fayette County Health Department is actively involved with
nursing homes and nursing home patients, perhaps more so than any other local
health department in the Commonwealth. Their nursing home program (Division
of Long Term Care) which began in 1973 enforces local standards and regula-
tions which pertain to family care homes, personal care homes, intermediate
care facilities for the mentally retarded, skilled nursing homes, and nursing
homes as defined in 902 KAR 20:047. (Committee Testimony, February, 1977)

The Lexington-Fayette County Health Department is staffed by an MSW
social  worker, two registered nurses, one nutritionist, a health
environmentalist and a consulting physician and provides a variety of services
to both nursing home patients and nursing home operators. Some of these ser-
vices include (1) implementing a monitoring system of nursing homes to ensure
that standards are being met regarding medical care, nutrition, and the physi-
cal environment; (2) receiving and investigating complaints; (3) assisting in
the placement of individuals into nursing homes; (4) providing staff training
to facility operators; and (5) providing college students with practical
experiences in the field of gerontology.

The Lexington Health Department promulgates its own regulations for all
the different levels of care and is the only local health department in the
state to do this. Thus, nucrsing homes in this community must meet these local
standards as well as those promulgated by the Commonwealth's Certificate of
Need and Licensure Board before they will be allowed to operate.

The regulations issued by the Lexington Health Department generally coin-
cide with the state adminiscrative regulations pertaining to nursing homes
except that they are more specific and stringent in their requirements with
respect to personnel and staff, medical supervision of patients, dietary ser-
vices, pharmaceutical servives, and enforcement provisions.

Inspections of nursing homes by the Lexington Health Department are made
on an unannounced basis. These inspections are in addition to the ones per-
formed by the Division for Licensing and Regulation in the Department for
Human Resources. The Lexington Health Department has closed five nursing
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homes in the four years that its nursing home inspection program has been 1in
operation.

The Health Department also receives and investigates complaints. During
fiscal year 1975-76 it received 34 complaints against nursing homes. Ninety-
five percent of them were found to be either partially or fully justified.
(Committee Testimony, February, 1977) The following complaint cases exemplify
the types of problems that the Lexington-Fayette County Health Department
investigates:

Complaint Example 1

Type of Facility: Skilled Nursing Facility

Person Making Complaint: Social Worker

1. The patients' clothing were soiled.

2. One patient in a wheelchair observed with bottom torso
exposed.

3. Urine odors present.

4. TFloors and hallways were cluttered, sticky, and generally
messy.

5. No activities for the patients.

Findings:

1. One wing of the facility found messy and cluttered.
Wheelchair patients were not exposed.

3. Several suction machine bottles and urine bags were found
not emptied.

4. Patients complained of noon meal being cold.

5. Seven patients stated that little activity had been pro-
vided during the day.

Evaluation: Complaint was justified.
Action:
Director of Nursing was contacted and she stated she would

correct deficiencies.

Complaint Example 2

Type of Facility: Skilled Nursing Facility

Person Making Complaint: Relative of a Patient
Nature of the Complaint:

On several occasions the relative observed the patient lying
in wet linens, frequently not bathed. The food was reported being

served cold. The evening meal was often weiners and grits. The
nursing staff did not respond to requests for assistance.
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Findings:

The complaint was consistent with others received during the
same time period. Complaint could not be verified because viola-
tions take place at varying intervals.

Action:

Complainant was advised to discuss problems with the Adminis-
trator of the home.

Complaint Example 3

Type of Facility: Skilled Nursing Facility

Person Making Complaint: Relative of patient

Nature of Complaint:

One patient was observed lying in her urine for 5 1/2 hours.
The patient was not cleaned up and was fed cold food hurriedly.
Male patients were seen unclothed, and one patient was observed
eating his own feces.

Findings:

On the day the complainant saw the referenced problems, it
was found that there were two nursing aides and a nurse on duty.
The Director of Nurses stated this was inadequate -- four aides and
one nurse are needed. She added that they needed more staff, but
couldn't find any. At the time of our visit, no patients were
unclothed or soiled.

Evaluation: The complaint was justified.

Action: Continue with routine visits.

Complaint Example &4

Type of Facility: Skilled Nursing Facility

Person Making Complaint: Relative of a Patient

Nature of Complaint:

The complainant's father had been a patient in the facility,
then hospitalized, and subsequently died. Checks were reportedly
given to the facility and placed in the home's Trust Fund without
the patient's signature. The complainant felt that this was unfair
and that she had not received answers to her questions from the
facility. ’

Findings:
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The complaint was referred to the Department for Human

Resources.

Complaint Example 5

Type of Facility: Skilled Nursing Facility

Person Making Complaint: Family of a Patient

Nature of the Complaint:

Patient was admitted to the home alert and responsive. The

patient soon became stuporous and it was necessary to restrain her.
The family discovered the patient was receiving large dosages of
Dolmane and Valium. Patient was transferred to another home :
physician found patient severely impacted and with lesions of lower
limbs and trunk. Several discrepancies were found on the pharmacy
billing from the first home.

Action:

The family notified the Food and Drug Administration of drug

problems and obtained a court order to have the medical records
released from the home.

The pharmacy and medical record consultants from the Division

for Licensing and Regulations were notified for investigation and
follow-up.

Synopsis of Problem

The

Lexington-Fayette County Health Department reported that during

fiscal year 1975-76 it made 279 routine inspections to 16 nursing homes at the

personal,

intermediate, and skilled levels of care. At the end of fiscal year

1975-76 it found that:

1.

Seven of the 16 nursing homes did not consistantly meet environmental
health standards.

Sixteen of the 16 nursing homes did not consistantly meet medical
care standards.

Eight of the 16 nursing homes did not consistantly meet nursing care
standards.

Five of the 16 nursing homes did not consistantly meet nutrition
standards.

Six of the 16 nursing homes did not consistantly meet social stan-
dards. (Committee Testimony, November 1977)

The staff of the Health Department suggested several possible reasons for
the deficiencies to continuously exist.
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1. Nursing home staff members are poorly motivated due to low job
status, low financial return, lack of supervision and training, and

inadequate staffing.

2. Administrators often do not want to make changes that require finan-
cial expense.

3. Physician services are not sufficient to meet the need.

4. Patients are placed at inappropriate levels of care by relocation
personnel who are unable to find suitable vacancies at the correct
level of care.

5. Supervisory personnel are not always held accountable for job perfor-
mance and are not well informed of regulatory requirements.

6. Nursing staff are poorly trained in supervision and gerontological
nursing standards.

7. There is a rapid turnover of nursing personnel due to low job status
and low financial return.

8. Minimum staffing does not allow staff time for patient socialization
outside of routine care.

9. Volunteer programs are minimal and available programs do not always
function during the summer months.

10. Few educational opportunities are available for operators and staff.
(Committee Testimony, November, 1977)

Louisville-Jefferson County Health Department

The Louisville-Jefferson County Health Department has three full-time
staff members, two sanitarians and a registered nurse, who provide regulatory
supervision for all nursing home type facilities in Jefferson County. A mini-
mum of four unannounced inspections are annually conducted at all levels of
care. These nursing homes are surveyed for their compliance with the regula-
tions promulgated by the Certificate of Need and Licensure Board.

The staff of this Health Department provide consultative services to the
owners and operators of nursing homes in the area of management, hygiene, and
overall patient care. They also assist families and persons needing placement
to locate a facility that meets the need in terms of facility type, financial
requirements, and adequacy of care.

The Louisville-Jefferson County Health Department reported that during
its inspections of nursing homes the following problems were frequently found
to exist.

Frequent Problems

Problems common to all facilities are:
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1. There is a constant turnover in staff which results in periods of
understaffing, causes errors in treatment and medication, and inten-
sifies the need for more frequent in-service training.

2. Poorly qualified personnel work in the areas of food planning,
charting and administration of care needs.

Problems in Personal Care Homes

1. Non-professionals are not adequately instructed on charting, cards,
and record keeping.

2. There is a tendency to cut costs by reducing quality and quantity of
food for residents. Health Department personnel constantly check for
proper and adequate diet.

3. Trash and garbage are handled improperly.

Problems in Intermediate and Skilled Care Homes

1. Physician's orders and visits are not kept up to date on residents'’
records.

2. Nen-professionals perform professional duties.

3. Persons who feed patients do not always do it properly with warm,
edible food and within a reasonable time.

4. Phone-in physician's orders are not always signed in the allotted
time.

5. Employee health records are not always: kept current. The Health
Department is not always provided a current employee list.

6. Odor is not adequately controlled. Workers are not always aware of
new methods for odor control. When appropriate, the removal of
carpeting must be advised. (Committee Testimony, March, 1977)

The Health Department also receives and investigates complaints against
nursing homes. It reported that between January, 1976 and March 1977, 24 com-
plaints were received. Six of these, or 25% were discovered to be valid. The
Louisville-Jefferson County Health Department forwards copies of its inspec-
tion reports and complaints which it receives to the Division for Licensing
and Regulation in DHR.

Kentucky Peer Review Organization

The Kentucky Peer Review Organization, established 1in 1976 under the
authority of Public Law 92-603, will likely be intimately involved with nurs-
ing homes and nursing home patients in the near future. This organization,
independent of state government, is funded and monitored by the U. S. Depart-
ment of Health, Education aad Welfare. It was created to assure the medical
necessity, quality, and approprizte utilization of institutional health care
services provided to beneficiaries of the Medicare, Medicaid, and Maternal and
Child Health Program. (Public Law 92-603)
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Since its inception, the Kentucky Peer Review Organization has been
primarily involved in performing utilizalion review ol health care services in
acute care hospitals. However, the organization reports its efforts are
likely to be expanded in May, 1978, to include the responsibility for assess-
ing the quality and appropriateness of care to Medicaid and Medicare recip-
ients in intermediate care and skilled nursing facilities. (Interviews with
KPRO Officials, 1977) As was previously discussed, the Division for Medical
Assistance in the Department for Human Resources is currently performing the
utilization review for intermediate care facilities, with skilled nursing
facilities recently being allowed to do their own wutilization review on a
trial Dbasis. Therefore, with the implementation of the Kentucky Peer Review
Organization nursing home utilization review program, the Division for Medical
Assistance will only be involved in wutilization review to the extent of
periodically assessing the quality and adequacy of the reviews which are done
by the Kentucky Peer Review Organization.

Additionally, the Kentucky Peer Review Organization will make a signifi-
cant contribution to the collection of long term care data. This will be done
through medical care evaluation studies. These studies are a type of
retrospective medical review in which an in-depth assessment of the quality
and utilization of health care services is made. Each intermediate care and
skilled nursing facility will be required to complete at least one medical
care evaluation study per year and will follow the guidelines that are issued
by the Kentucky Peer Review Organization. The essential characteristics of
medical care evaluation studies are outlined below:

(a) Focus 1is wupon a known or suspected problem area impacting on the
quality of health care.

(b) Focus is on a well defined topic and is carried out 1in accordance
with objectives explicitly stated in, and specifically developed
for, the study.

(c) Written criteria is utilized against which actual patterns of health
care practice are compared. :

(d) Data on a sample of patients is collected, the size and composition
of which is appropriate to the study topic and objectives. The
study identifies patterns of care related to the subject under study
and is not generally concerned with individual patients or payment.
Therefore, the sample should be drawn from all patients in the
institution and not be limited to Titles V, XVIII, and XIX patients.

(e) Thorough peer analysis is made of the reasons for any discrepancies
between the written criteria which reflect optimal achievable health
care practices and the data collected on actual health care prac-
tices to determine whether variations are objectively justifiable or
represent problems that require corrective action.

(f) Specific written recommendations are made to individuals, the gov-
erning body of the facility or committees who are responsible for
assuring the quality of care in the institution, and to those who
"are responsible for effecting changes 1in health care practices,
ei'her through appropriate continuing health ¢/ -atica activities,
thiiough changes in the organization and admini: '« ion of health
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care delivery, or through othes w.cans appropciate to the defi-
ciencies identified by the stundy. The purpose of the recommenda-
tions is to improve the quality of care and promote more effective
and efficient utilization of facilities and services.

(g) Documentation is made regarding when, where, and by whom the recom-
mended actions were implemented.

(h) A plan for follow-up evaluation is made to determine what changes
have occurred as a result of actions recommended pursuant to
subparagraph (f) to correct specific deficiencies identified by the
study.

(i) A follow-up evaluation when necessary, to be completed in a reason-
able time, but usually no later than one year following the perfor-
mance of the initial study. The follow-up evaluation is limited to
relevant key indicators which will reflect the effectiveness of the
actions recommended.

(j) At least periodic reporting of a summary of the quality of assurance
activities is made to the governing body of the long term care
facility to assist the body in meeting its public responsibility to
assure the provision of quality care in its institution. If results
of a study require specific action, such results of the particular
study must be reported to the governing body. (Kentucky Peer Review
Organization, Draft Guidelines, 1977)

Finally, since one of the expressed objectives of the Kentucky Peer
Review Organization is to assure that services provided to Medicaid and
Medicare patients in intermediate care and skilled nursing facilities meet
professionally recognized standards of quality, there may be some overlapping
of responsibility with DHR's Division for Licensing and Regulation. Pres-
ently, this Division has responsibility for monitoring the quality of care
given by all nursing homes in the Commonwealth. The possibility also exists
that the Kentucky Peer Review Organization will become involved in the receipt
and disposition of complaints which are made against nursing homes. Again,
this is another of the responsibilities of the Division for Licensing and
Regulation.

Thus, although the final implementation plans are yet to be approved by
HEW, it is the understanding of the Subcommittee that the Kentucky Peer Review
Organization has the potential to become significantly involved with long term
care in Kentucky. Further, it is the Subcommittee's hope that the Kentucky
Peer Review Organization will be properly integrated with the other components
of the 1long. term care network in the Commonwealth so that a further
fragmentation of effort does not take place.
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Summary

This chapter has discussed those auxiliary agencies or entities which
have nursing home related functions that are not directly connected to the
Kentucky Department for Human Resources. These include the Kentucky Board of
Licensure for Nursing Home Administrators, Lexington-Fayette County Health
Department, Louisville-Jefferson County Health Department, and the Kentucky
Peer Review Organization. Two other auxiliary entities, the Certificate of
Need and Licensure Board and the Health Systems Agencies, have previously been
mentioned for the important role they have in the delivery of long term care
services within the Commonwealth.

The Board of Licensure for Nursing Home Administrators bears a great deal
of responsibility for the quality of nursing home administrators in Kentucky.
Unfortunately, a licensed nursing home administrator 1is only required for
intermediate care and skilled nursing facilities. A licensed nursing home
administrator is not required for the personal care home. Nor is the person
who functions in the role of an administrator in a personal care home required
to attend and complete successful training courses on an annual basis. This
is in contrast to the administrators of the family care homes, a lower level
of care, who, though not licensed, have to attend annual training programs
approved by the Department for Human Resources. (902 KAR 20:040)

It is the Subcommittee's belief that the qualifications of persons who
act as administrators of personal care homes need to be strengthened to insure
that these individuals are capable of administering to the needs of their
residents. Presently, there is no requirement that administrators or staffs
of personal care homes hLe knowledgeable about the kinds of problems that are
often associated with persons who are mentally retarded, developmentally dis-
abled, or mentally ill. Yet, there are a number of these individuals who are
already in personal care homes and an equally substantial number who will
eventually be placed in one of these facilicies from state psychiatric hospi-
tals and mental retardation centers. (See Chapter IV.)

Other auxiliary entities which are involved with long term care are the
local health departments in Lexington and Louisville. Lexington is probably
the most active health department in long term care mafters, having promul-
gated its own regulations regarding nursing home stancards of care.

Nursing homes in Lexington must abide by at least two and possibly three
regulatory standards before they are allowed to do business. They must first
meet state regulations in order to obtain a license; then local regulations
must be followed; and finally, Medicaid and Medicare regulations must be
adhered to by those intermediate care and skilled nursing facilities parti-
cipating in these programs.

Both the Lexington and the Louisville health departments  perform
unannounced inspections of nursing homes in addition to the surveys conducted
by the Division for Licensing and Regulation in DHR. Lexington conducts at
least  annual unannounced inspections of all nursing  homes. The
Louisville-Jefferson County Health Department performs unannounced inspections
of all nursing homes every four months. Each health department also receives
and investigates complaints made about nursing homes. Lexington reported that
during fiscal year 1975-76, 46 complaints were received and 95% of them were
found to be either partially or fully justified. Louisville, on the other
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hand, received and investigated 24 complaints between January, 1976 and March,
1977, and only 25% were found to be valid.

The final auxiliary entity discussed in this chapter was the Kentucky
Peer Review Organization. This organization, in the near future, is likely to
play an important role in long term care in Kentucky. Expected to begin its
formal operations with respect to nursing homes in May, 1978, the Kentucky
Peer Review Organization will be responsible for assuring the medical neces-
sity, quality, and appropriate utilization of institutional health care ser-
vices provided to beneficiaries of the Medicare, Medicaid, and Maternal and
Child Health programs. This means that the Kentucky Peer Review Organization
will be involved in assessing the quality and appropriateness of care to
Medicaid and Medicare recipients in intermediate care and skilled nursing
facilities.

Other related long term care responsibilities of the Kentucky Peer Review
Organization will include the collection of pertinent data through medical
care evaluation studies. These studies of patients and their utilization of
nursing homes should provide useful and much needed information to those per-
sons who participate in the Commonwealth's long term care decision making and
resource allocation process.

While it is not under administrative control of state government, the
Subcommittee believes that DHR and the Kentucky Peer Review Organization
should establish formal linkages. The Kentucky Peer Review Organization will
replace the functions now held by DHR's Division for Medical Assistance in
performing the utilization review of Medicare and Medicaid recipients 1in
intermediate care and skilled nursing facilities. Subsequent to performing a
utilization review, the Kentucky Peer+Review Organization will have to report
to the Department its findings and recommendations on each respective Medicaid
and Medicare recipient.

It also appears likely that the Kentucky Peer Review Organization will
need to work closely with DHR's Division for Licensing and Regulation with
respect to monitoring the quality of care and the receipt and disposition of
complaints which are made against intermediate care and skilled nursing
facilities. '

One of the primary purposes of the Kentucky Peer Review Organization is
to assure that Medicare and Medicaid recipients in intermediate care and
skilled nursing facilities receive treatment which is appropriate and meets
professionally recognized standards of quality. It has been noted that the
Department for Human Resources has much the same mission. It would seem,
then, that coordination of nursing home activities between the Kentucky Peer
Review Organization and those of the Department would be essential if either
is to accomplish its tasks in the best interest of the people.

Clearly, there are a number of state, federal, and private entities or
agencies in the Commonwealth that have different areas of responsibilities
which pertain to nursing homes and their patients. Presently, there is no
established mechanism which coordinates and monitors all of them. As had been
stated, the Subcommittee strongly believes that designated and accountable
leadership in the long term care field in Kentucky is necessary if appropriate
and professional long term care services are to be provided.
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CHAPTER VII

RESIDENT RIGHTS: STATE AND FEDERAL REGULATIONS

State and federal regulations are intricately involved with nursing homes
and nursing home patients. Each level of nursing home care has regulations
which require the nursing home to operate by certain standards. Intermediate
care and skilled nursing facilities must meet the demands of the federal regu-
lations if they choose to participate in the Medicare or Medicaid programs.
However, nursing homes at all levels of care, including personal care homes,
must be 1 compliance with state regulations in order to be licensed and thus
allowed to do business in Kentucky.

These state and federal regulations cover a broad range of requirements

and vary according to the particular level of care. (There are no federal
regulations for personal care homes.) Some of the regulations have already
been discussed in previous chapters. The Subcommittee discovered during its

study that a thorough analysis of each state and federal regulation which
relates to nursing homes would not be feasible. Thus, the Subcommittee has
only addressed those state and federal requirements which it feels warrants
immediate attention. However, one area in the state and federal nursing home
regulations which has not been discussed and which is of the utmost concern to
the Subcommittee pertains to the rights of residents in nursing homes.

Residents' Rights

State and federal regulations relative to residents' rights in nursing
homes have significant implications for nursing homes, nursing home residents,
and the families of persons in nursing homes. Depending on the degree of
comprehensiveness and clarity of the regulations, nursing homes can be more or
less accountable for insuring that residents' rights are upheld.

The present state regulations regarding residents' rights differ in their
coverage among the three levels of care. Table 23 compares the residents’
rights which are included in the Kentucky Administrative Regulations for per-
sonal, intermediate care, and skilled nursing facilities.

As can be seen in Table 23 rights of nursing home residents are not con-
sistently uniform in the state regulations throughout all the levels of nurs-
ing home care. Federal regulations concerning residents' rights apply to
Medicaid and Medicare recipients who reside in nursing homes. Nearly 98% of
the intermediate care facilities and 89% of the skilled nursing facilities in
Kentucky are certified for Medicaid cr Medicare reimbursement. Thus, a sub-
stantial number of these facilities must also adhere to the residents' rights
which are established in the federal regulations. However, these federal
regulations are not necessarily adequate for the resident or the facility.

Personal care homes and those intermediate <care and skilled nursing
facilities which are not certified for Medicaid or Medicare are not <covered
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under federal regulations. State regulations pertaining to noncertified
Medicaid/Medicare skilled nursing facilities are lacking concerning residents'
rights. Thus, after reviewing state and federal regulations pertaining to
residents’' rights, it is the Subcommittee's conclusion that there should be
certain rights which encompass all levels of nursing home care.

Table 23 helps to denote the rights of residents among the different
levels of care that need to be further addressed by state regulations.
Clearly, there are numerous instances in the present state regulations for
nursing homes where there 1is no provision for certain residents' rights.
Also, there are other state regulations currently in effect that the Subcom-
mittee judges to be inadequate. Several of the areas pertaining to the rights
of nursing home residents which need improvement are discussed below.

Examples of Rights of
Residents in Nursing Homes Which Need Improvement

The Subcommittee feels that each resident, his family, and guardian
should have the right to have clearly written policies established by a nurs-
ing home which will define the procedures for submission of complaints and
recommendations to the facility's administration and the Department for Human
Resources if necessary. Residents should also have the right to have notices
of these written procedures conspicuously placed throughout the facility.

Presently, only personal care homes are required by state regulation to
develop written procedures for resolving residents' complaints. However, they
are not required to post these procedures in conspicuous places throughout the
home . Intermediate and skilled nursing facilities are not required by state
regulation to develop or implement any mechanism for resolving the complaints
of residents.

The Subcommittee believes that since most residents of nursing homes are
at particularly vulnerable and dependent stages in their 1lives, much more
needs to be done to insure that the grievances of residents are properly heard
and addressed. Therefore, the Subcommittee concludes that it would be in the
best interest of the nursing home residents to require all nursing homes to
adopt similar and effective policies for resolving the complaints by their
residents. This should include conspicuously posting these procedures in the
facilities. Along with this posted complaint resolution process, the resi-
dents, should be informed by conspicuously placed posters that they may con-
tact the Department for Human Resources should they have a grievance relating
to their care or the care of others in the nursing home.

The Subcommittee believes that if a resident is adjudicated incompetent
in accordance with state law, then all the resident rights should also devolve
to the resident's guardian or sponsor.

Presently, there is no provision in state regulations which would provide
for the guardian of an incompetent nursing home resident to invoke the resi-
dent rights of his charge who is incapable of understanding his rights. The
Subcommittee strongly urges that guardians be held accountable for monitoring
the rights of their wards in nursing homes.
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The Subcommitee feels that the resident, his guardian, and family should
have the right to be informed of all service charges for which they are
responsible prior to admission and quarterly during the length of a resident's
stay at a nursing home.

State regulations now in effect do not require personal care homes,
intermediate care, and skilled nursing facilities to quarterly inform resi-
dents, their guardians or families of all the service charges for which they
are responsible during a resident's stay at the facility.

Personal care homes are required to inform residents, their families, and
guardians of all service charges at the time of admission but are not required
to do so on a regular basis thereafter. Skilled nursing facilities are
mandated to develop appropriate written policies and procedures relating to
notification of responsible persons when significant changes in patient
status, patient charges, and billings occur. '

No mention is made of notifying the resident, his family and guardian at
the time of admission nor regularly during the resident's stay of the specific
service charges which accrue. Similarly, there are no statutes or regulations
which require residents, their families and guardians to be informed upon
admission to an intermediate care facility or afterwards of the specific ser-
vice charges that are incurred by the resident.

Since many of the residents of nursing homes are in dependent circum-
stances and therefore vulnerable to exploitation, the Subcommittee believes it
appropriate to require all nursing homes to submit itemized bills to resi-
dents, their guardians and families on a quarterly basis. This would help to
insure that the resident's money is being properly spent. For those nursing
home residents whose care is paid for by the Medicaid and Medicare programs,
quarterly itemized statements should be sent to the residents and their fam-
ilies and guardians for any service charges for which these government pro-
grams do not provide coverage. The service charges in a nursing home which
are not reimbursed by Medicaid or Medicare must come from other sources and
often this means the resident's or his family's personal funds.

The Subcommittee believes that residents should have the right to manage
their personal financial affairs. If a nursing home accepts this responsibil-
ity, the resident should have the right to be assured that there will be
proper accounting and monitoring of his personal funds and possessions.

The state regulations which pertain to nursing home residents' personal
funds are set forth below.

Personal Care Homes

Care shall be taken to safeguard the resident's personal belongings
and clothing. (902 KAR 20:030 [9])

There is no regulation which specifies how this requirement is to be imple-
mented.

Intermediate Care Facility
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Administrative regulations for intermediate care facilities include a
large number of requirements and safeguards not mandated for personal care
homes. These regulations are:

Care shall be taken to safeguard the resident's personal belongings
and clothing. (902 KAR 20:030 [9])

The facility shall keep records of any personal money, regardless
of source, or valuables kept by the facility for a patient. When
purchases are made for a patient from personal monies proper
accounting shall be made. (902 KAR 20:050 [6])

The facility shall provide and maintain an adequate system for
identifying each patient's personal property and facilities for
safekeeping of his valuables. A written account, available to
patients and their families is maintained on a current basis for
each patient with written receipts for all personal possessions and
funds received by or deposited with the facility and for all dis-
bursements made to or on behalf of the patient.

The facility shall return to the patient his valuables, personal
possessions and any unused balance of monies from his account at
the time of his transfer or discharge from the facility. In case
of death or for valid reasons when he is transferred or discharged
they shall be returned promptly to any legally authorized person.
(902 KAR 20:050[15])

Skilled Nursing Facility

There are no state regulations for skilled nursing facility residents'
rights in the areas of personal possessions, clothing and money.

Sources of Residents' Personal Funds

The individual resident may obtain his personal funds from a variety of
different sources. Medicaid residents residing in participating intermediate
care and skilled nursing facilities who are also SSI recipients receive $25
per month for their personal needs, while SSI recipients in personal care
homes currently receive $19.80 per month for their personal needs. This per-
sonal fund money is to be used by the resident or his legal representative as
he deems necessary. Additional personal funds may come from Social Security
benefits, veteran's benefits, disability compensation and contributions from
relatives.
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Federal Regulation Regarding Residents' Personal Funds

Federal regulations regarding nursing home residents' personal funds
which are applicable to those intermediate care and skilled nursing facilities
which participate in the Medicaid or Medicare program are:

Intermediate Care Facility
g

(A resident) may manage his personal financial affairs and to the
extent, under written authorization by the resident, the facility
assists in such management that it is carried out in accordance
with paragraph (A)(1)(iii) of this section. (45 CFR 249.12)

A written account, available to residents and their families, is
maintained on a current basis for each resident with written
receipts for all personal possessions and funds received by or
deposited with the facility and for all disbursements made to or on
behalf of the resident. (45 CFR 249.12, (A)(1)(iii))

Skilled Nursing Facility

(A resident) may manage his personal financial affairs, or is given
at least a quarterly accounting of financial transactions made in
his behalf should the facility accept his written delegation of
this responsibility for any period of time in conformance with
state law. (20 CFR 405.112[K][6])

Problem Areas

It would not be unlikely for problems to emerge with the maintenance of a
resident's personal funds by a nursing home in light of the varied state and
federal regulations which have been promulgated on this subject. There is
simply no uniform system that has been developed and which all nursing homes
in the Commonwealth have been required to adopt regarding the maintenance of a
resident's personal funds. The absence of such a system and the varied and
sometimes nebulous ways in which current state and federal regulations address
this issue causes the Subcommittee to question whether the personal funds of
nursing home residents are being adequately safeguarded.

The United States General Accounting Office recéntly completed a study of
how 30 nursing homes in 5 states manage residents' personal funds. They
identified these major problem areas:

1. Discrepancies exist between residents' ledger balances and the bank
accounts. E

2. Medical supplies and services were being charged to patients' per-
sonal funds inappropriately.

3. Funds of deceased and transferred patients were being kept by the
facilities.
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4. Interest earned on patients' funds were being kept by the facilities.

5. There was some question as to the nursing home inspector's ability to
determine whether a facility had properly implemented the policies
and procedures for handling patients' funds. ’

6. More than 50% of the skilled nursing facilities did not provide

~patients with at least a quarterly accounting of their accounts as

required by federal regulations. (U.S. General Accounting Office,
Improvements Needed in Monitoring Patients' Funds, 1976, pp. 8-20)

This General Accounting Office report concluded:

For the 30 institutions we visited in 5 States, we identified an
average of 4 major and/or procedural deficiencies in the facili-
ties' management of patients' unds. Because our selection of
institutions for review was not based on any prior knowledge of
facilities with deficiencies, we believe it is logical to conclude
that the mismanagement of patients' funds in the custody of SNFs
and ICFs participating in Medicaid is likely to be widespread.
Further, because we found major deficiencies at all types of
facilities (e.g., proprietary, private nonprofit, or public) we
believe that none of the types could be considered any better or
worse than any other type of facility. (U.S. General Accounting
Office, Improvements Needed in Monitoring Patients' Funds, 1976, p.
14)

While the Interim Subcommittee on Long Term Care was not able to fully
examine the status of residents' personal funds in Kentucky nursing homes, it
does believe that the present state regulations on this issue need to be made
more clear and specific so Kentucky can avoid or resolve the kinds of condi-
tions that were found to exist in other states relative to the personal funds
of their nursing home residents.

Chapter Summary

The absence of uniformity and preciseness of state regulations pertaining
to the rights of residents in nursing homes serves little purpose except to
create confusion among nursing home residents, their families and guardians,
nirsing home operators, and state inspectors of nursing homes. The Subcommit-
tee believes that present state regulations on resident rights need to be
clarified, strengthened and be made more consistent for all levels of nursing
home care. Subsequently, the Subcommittee has developed a list of resident
rights which it believes will be beneficial to all of those involved in
Kentucky's long term care system. This list is included in Chapter IX.

Finally, it is the Subcommittee's judgment that more clearly defined and
strengthened residents' rights cannot be considered as over-regulation.
Rather, it is the Subcommittee's conclusion that the rights of Kentucky nurs-
ing home residents should be so well defined and meaningful that a
misinterpretation of these rights is not possible. The citizens of the
Commonwealth who are in nursing homes deserve nothing less.
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CHAPTER VIII

A PERSONAL PERSPECTIVE

It has been the intention of the Subcommittee to collect as much hard
data as possible regarding the present status of nursing homes and nursing
home patients. The Subcommittee believes that it is necessary to share with
the citizens of the Commonwealth a personal perspective of what it saw and
experienced as a result of unannounced visits to 22 nursing homes in Kentucky.
The Subcommittee recognizes that these personal views cannot necessarily be
equated with cold statistics but they can be judged in the context of one
human being observing the life conditions of another.

Personal Care Homes

Visits were made to personal, intermediate and skilled nursing facili-
ties. Some facilities had multiple levels of care while others had just one.
It was primarily in the homes which had only personal care beds that the Sub-
committee found the most distressful situations.

With few exceptions, it was not unusual to enter a personal care home and
see 20 to 30 residents silently sitting in chairs which were placed along the
sides of the hallways. If they were not in the hallways, they were in day
rooms sitting quietly and watching television or staring out a window. There
was virtually no activity other than just sitting. There was little conversa-
tion among the residents themselves. To say the least, it was a pathetic
sight.

As the Subcommittee walked down the halls, one could not help but notice
the despair in these people's lives. The "future" seemed to mean little to
them. It was as if they were living only by memory.

The physical surroundings within most of the personal care homes visited
were drab and depressing. Most facilities were painted in shades of gray and
brown. In general, there seemed to be little effort on the part of the facil-
ity to create an atmosphere of warmth and concern.

The physical maintenance of the personal care homes toured had the
appearances of being recently improved but still left much to be desired.
Most of the buildings which housed the personal care beds were old. Many
appeared to have been converted from older homes and they generally did not
present a well-cared-for appearance. Roaches were observed in the homes on
several occasions. One resident commented that he had grown accustomed to the
roaches which were running up and down the wall directly behind the chair in
which he was sitting.

The Subcommittee discovered on one visit that a resident's bathroom had
been boarded up and a dresser moved in front of it. The resident stated that
rather than repair the plumbing fixtures in the bathroom, the operator had
decided to prevent the bathroom from being used again.

It was particularly interesting in one personal care facility to compare
the decor of the nursing home administrator's office with the rooms of the

111



residents. The administrator's office was blessed with plush shag carpeting,
an executive desk with an accompanying chair, decorative bookshelves, attrac-
tive wall pictures, air conditioning and a stereo. However, three rooms down
the hall were the residents' living quarters which had bare wooden floors, no
air conditioning, bare walls and little furniture besides a bed and a night
stand.

Other Levels of Nursing Home Care

Staff

In most of the nursing homes which were visited, the attitudes of the
staff, particularly the aides, seemed apathetic and indifferent toward the
residents, yet they had more daily contact with the residents than anyone
else. Very rarely were nursing home staff observed to smile or exude any
human affection. Rather, they went about their tasks stoically as if they
were working on an automobile assembly line.

\

In too many of the nursing homes, the Subcommittee observed little
respect for the residents as adults. They were often spoken to by staff in
condescending tones. One particularly disturbing example of this occurred in
a skilled nursing facility. Two members of the Subcommittee were observing
how a complaint was investigated by a local health department. Upon arrival
at the resident's voom, the inspecting health officer asked the supervising
nurse to turn the resident over on his stomach so that it could be seen if any
decubitis ulcers (bed sores) existed as had been reported. The nurse
responded gruffly, saying to the resident, "OK, Pops, let's turn over so we
can see if you've got any sores on ya." The resident was found to have severe
bed sores and also to have toenails that had grown to such a long length that
they had become gnarled and twisted. This toenail condition was obviously
causing the resident much pain as he cried out when the nurse removed his
socks. Subsequently, the facility brought in a podiatrist to treat the
resident's feet.

Another nursing home which had all three levels of care employed a per-
sonal care resident to operate an elevator and use the intercom system to
alert the other residents when it was their turn to eat. The employed per-
sonal care resident called over the intercom: "Second floor, women walkers."
Subsequently, all women on the second floor who could use walkers or canes Lo
assist them in walking would line themselves up, in a single file, and wait by

the elevator door until it opened. This process was repeated for three
different floors and for "men in wheelchairs.", "men walkers.'", and "women in
wheelchairs." This occurred during breakfast, lunch and dinner.

Meals

The types of meals that were served residents varied from facility to
facility. Some nursing homes had done a lot of work in preparing their meals.
These meals were appealing and the residents appeared to enjoy them.

There were other nursing homes that had obviously spent little effort in
their food preparation. The Subcommittee noticed a number of times that a
plain hot dog, two slices of bread, some fruit and a cup of milk were all that
was served.
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Odor

Some nursing homes, as perhaps can be expected, have a particular odor
which is unique to these facilities. This is especially true for intermediate
care and skilled nursing facilities where some residents may be incontinent of
urine and feces from time to time. However, the Subcommittee noticed in some
of the intermediate care and skilled nursing facility instances where urine
had been allowed to dry on the floor. When the Subcommittee members walked
over these areas, their shoes would pick up some of this sticky substance.

The Subcommittee observed residents on several occasions in intermediate
care and skilled nursing facilities who had their lower torsos exposed. These
residents were wearing nothing more than a pajama top. It was explained by
the nursing home staff in these facilities that the residents were so
incontinent of urine and feces that it was not practical to fully dress them.
Thus, some residents were sitting in wheelchairs in the corridors or in their
rooms with the doors opened wearing no lower garments.

Mentally Retarded Residents

As has been mentioned, the Subcommittee has gathered data to show that a
number of mentally retarded persons are placed in nursing homes each year and
that these homes are not necessarily equipped to provide proper services.
This was clearly evident in one intermediate care facility which the Subcom-
mittee visited.

There were approximately 15-20 young, severely mentally retarded
youngsters in one nursing home who were found lying closely next to one
another on what resembled a wrestling mat. They were waiting to be fed. The
aide who wrs spoon feeding these youngsters stated that they were placed on
the floor to allow them more room to exercise. However, the children were
placed so close together, they would have had more room to exercise in their
own beds.

There were other mentally retarded residents in this facility who were
hydrocephalic and totally blind. There was virtually no stimulation present
and most of the residents just laid in their beds or were restrained in their
chairs.

Inappropriately Placed Residents

Besides the mentally retarded who were placed in nursing homes, there
were a number of other persons who seemed to be inappropriately placed for the
level of care which was being provided. In one personal care home, there was
a man approximately 80 years old who had only one leg. His other leg had been
amputated up to his groin area. He moved around by scooting his buttocks
about on the floor. It was later discovered by talking with other residents
that this elderly man often had to sleep on the floor because no one would
help him into his bed.
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Lack of Privacy

There appeared to be little privacy for the residents in most of the
nursing homes we toured. There were at least two to three residents per room
and sometimes four. Doors were open to the rooms almost all of the time.
There were cloth partitions in some of the homes, but generally there was
little a resident could do to have some personal privacy.

Dental Care
Although there were no dentists on the Subcommittee, it was not too
difficult to see that for the most part dental care had been a neglected area.

Yellow and blackened teeth were not an uncommon occurrence. This problem was
particularly evident at the personal care level.

Comments from the Residents

Before summarizing the experiences and perceptions on what took place
during visits to the nursing homes in Kentucky, the Subcommittee believes it
appropriate to note some of the comments that were made by the residents
during their conversations with Subcommittee members.

The Subcommittee members had just entered one multi-level care tacility
and were walking down the hallway past several residents' rooms when the group
heard a shout, "What the hell is this, a parade?" Needless, to say the Sub-
committee members were taken aback and two members of the group stopped Lo
talk with the elderly spokesman.

This very outspoken gentleman proceeded to inform the Subcommittee mem-
bers that :. could not find out what nursing home life 1is all about by walking
up and down the hallways. He said the Subcommittee would have to spend at
least a week in one in order to find out what it was really like. He then
explained some of the frustrations that he and the others who 1lived there
experienced as a result of having no money and no one to "actually give a damn
whether you live or die." This gentleman's remarks are not likely to leave us

for some time.

In another conversation with one elderly woman resident in an intermedi-
ate care facility, she was asked if the nursing home staff provided good care.
She responded by saying, "Well, it's sort of like a game, if you're nice to
them, they won't do you wrong, but you start complaining, and you're in
trouble." This type of comment was echoed more than once during our visits.

Finally, there was one man in a personal care home who said he did nol
know whot was paying for his care in the facility. This 65-year old man
reported that 'somebody from the welfare office got me in here since there was

no place else for me to go." When asked how he liked the two roommates who
were sharing the same room, he stated: 'They're both crazy, they just got
here a couple of weeks ago from that Western State place." Later, as our con-

versation was about to end, he was asked how he liked living in this facility.
His response: '"'Well, it's better than being on the street."



A Final Note

The Subcommittee wishes to point out that those nursing homes which were
visited were said by local representatives that coordinated our visits to be a
cross section of the good, average, and bad nursing homes. Unfortunately, it
is the personal judgment of Subcommittee members that more nursing homes are
below average than are above it.

The visits which were made to 22 nursing homes were not pleasant experi-
ences. There were occasions where it was difficult to eat or sleep after
spending an entire day visiting the different facilities. Quite frankly, the
meetings were not always looked forward to by the respective Subcommittee mem-
bers.

Yet, the examination of nursing homes and the long term care system was
long overdue. Too many vulnerable Kentuckians exist in nursing homes to be
deserted now. Certainly, much more work needs to be done. It is, therefore,
the earnest hope that this Subcommittee be reestablished after the 1978
Regular Session of the General Assembly for the purpose of following up on
those areas in long term care which it was unable to address during this past
interim. The Subcommittee sees the need and hopes that others will also.
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CHAPTER IX

SUBCOMMITTEE RECOMMENDATIONS AND THEIR RATIONALE

Legislative Recommendation #1

(1)

The General Assembly should enact legislation that would provide resi-
dents in all long term care facilities (family care homes, personal care
homes, intermediate care facilities, skilled nursing facilities, inter-
mediate care facilities for the mentally retarded/developmentally dis-
abled, and nursing homes as defined by 902 KAR 20:047), with certain

basic rights. These rights should include, but not be limited to, the
following:
A. Before admission to a long term care facility, the resident, his

family and guardian shall be fully informed in writing of all ser-

vices available at the facility. The resident, his family and
guardian shall also be informed in writing before admission of all
residents' rights and responsibilities. Posters describing resi-

dents' rights shall also be conspicuously displayed throughout the
facility.

The resident, his family and guardian shall be fully informed in
writing prior to or at the time of admission and quarterly during his
stay of all service charges for which the resident, his family and
guardian is responsible for paying.

The resident shall be transferred or discharged only for medical
reasons, or his own welfare, or that of the other residents, or for
non-payment, except where prohibited by law or regulation. Reason-
able notice of such action shall be given to the resident, his
family, and his guardian.

All long term care facilities shall establish written procedures for
the submission of complaints and recommendations. Such policies
shall be conspicuously placed throughout the facility pending
approval of their adequacy by the Departmeat for Human Resources.
The Department for Human Resources shall develop and distribute
posters to all long term care facilities which clearly detail how the
resident, his family, and guardian, or a visitor may make a written
or oral complaint to the Department. These posters shall also be
conspicuously displayed throughout each facility.

All residents shall be encouraged and assisted throughout their
periods of stay in long term care facilities to exercise their rights
as a resident and a citizen, and to this end may voice grievances and
recommend changes in policies and services to facility staff and to
outside representatives of their choice, free from restraint, inter-
ference, coercion, discrimination or reprisal.

All residents shall be free from mental and physical abuse, and free
from chemical and physical restraints except in emergencies and
except as authorized in writing by a physician for a specified and
limited period of time.
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All residents shall have confidential treatment of their medical and
personal records. Each resident, his guardian and family shall
approve or refuse the release of such records to any individuals out-
side the facility.

Each resident may manage his personal financial affairs. If the
facility accepts this responsibility in writing, proper accounting
and monitoring shall be made of the resident's personal funds and
possessions. This shall include giving quarterly itemized statements
to the resident, his family and guardian for the transactions in
which personal funds and possessions of the resident were received or
disbursed. Each facility shall maintain a separate banking account
for each resident's personal funds. The facility shall return to the
resident his valuables, personal possessions, and any unused balance
of monies from his account at the time of his transfer or discharge
from the facility. In case of death or for valid reasons when he is
transferred or discharged, the resident's valuables personal posses-
sions and funds shall be promptly returned to the resident's family
and guardian. The Department for Human Resources shall conduct an
audit no fewer than every six months of the manner in which facili-
ties are safeguarding resident's personal funds and possessions.

If a resident is married, privacy shall be assured for spouse's
visits and if they are both residents in the facility, they may share
the same room unless medically contraindicated and documented by a
physician.

Every facility shall develop and implement a mechanism which will
allow residents, their families and guardian to participate 1in the
planning of the residents' care. Each resident shall be encouraged
and provided assistance in the planning of his care.

Residents shall not be required to perform services for the facility
that are not included for therapeutic purposes in their plan of care.

Residents may associate and communicate privately with persons of
their choice and send and receive personal mail unopened, wunless
medically contraindicated (as documented by their physician in their
medical records).

Residents may retain the use of their personal clothing, unless medi-
cally contraindicated or unless it would infringe upon the rights of
others.

No responsible resident shall be detained against his will unless
medically contraindicated by his physician and documented in his
medical record. Residents shall be permitted and encouraged to go
outdoors and leave the premises as they wish unless a legitimate
reason can be shown and documented for refusing such activity.

Residents shall be permitted to participate in activities of social,
religious, and community groups at their discretion unless medically
contraindicated (as documented by their physician in their medical
record).

Residents shall be assured of at least visual privacy in multi-bed
rooms and in tub, shower, and toilet rooms.
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Q. The resident, his family and guardian shall be permitted the choice
of physician and pharmacist.

R. 1If the resident is adjudicated incompetent in accordance with state
law, the resident's guardian or committee shall be authorized to act
on the resident's behalf in order that his rights be implemented.

S. Each resident shall be treated with consideration, respect, and full
recognition of his dignity and individuality, including privacy in
treatment and in care for his personal needs.

T. Every resident, his family, and guardian shall be fully informed of
llis medical condition unless medically contraindicated or documented
by a physician in his medical record. '

U. Residents have the right to be suitably dressed at all times and
given assistance when needed in maintaining body hygiene and good
grooming.

V. Residents shall have access to a telephone at a convenient location
within the building for making and receiving telephone calls.

W. The resident's family or guardian shall be notified immediately of
any accident, sudden illness, disease, unexplained absence, or any-
thing unusual involving the resident.

X. Residents shall have the right to have at least semi-annual private
meetings with the appropriate health facility inspectors from the
Department for Human Resources. Such meetings shall be held for the
purpose of ascertaining the residents' concern about the quality of
care which is being given to them by the facility.

Y. Each resident, his family, and guardian shall have the right to know
what deficiencies have been found to exist in their respective
facilities by licensing inspectors. Therefore, all long term care
facilities shall conspicuously post summaries of the most recent
licensure inspection as issued by the Department for Human Resources.

Z. Residents, their families, and guardian shall have the right to be
assured that the Department for Human Resources will monitor and
enforce each of the resident's rights in long term care facilities.

RATIONALE

Present policies governing the rights of residents in long term care
facilities are scattered throughout the Kentucky Administrative Regula-
tions. They differ in their coverage among the different levels of care.
Residents in long term care facilities are in a dependent and vulnerable
position due either to poor health, mental confusion, or the lack of the
usual support systems such as is offered by family members or friends in
their own communities. Because of this dependency and vulnerability,
many residents may be unable to exercise their rights or to articulate
their concerns. In view of this dependent state, greater than usual
efforts must be made to guarantee certain rights to residents of long
term care facilities in the Commonwealth. (See Chapter VII.)
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Legislative Recommendation #2

(2) The General Assembly should enact legislation requiring the Department
for Human Resources to develop and implement a system for rating the
quality of care given by all long term care facilities (family care
homes, personal care homes, intermediate care facilities, skilled nursing

facilities, intermediate care facilities for the mentally
retarded/developmentally disabled and nursing homes as defined by 902 KAR
20:047).

The Department should develop and promulgate rules and regulations estab-
lishing uniform criteria for the evaluation of long term care facilities
with respect to their compliance with licensure standards as indicated by
inspection results. Such criteria shall include a detailed listing of
the types, and degree of severity or unacceptability or deficiencies
which inspections might indicate, and shall also indicate areas of care
and performance in which long term care facilities exceed required mini-
mum standards.

Such a rating system should include four rating categories entitled from
highest to lowest: "A", "B", "c", and "D." "D" rated long term care
facilities should be those whose performance is sufficiently below mini-
mum standards to require suspension, revocation, or denial of a license
to operate. The rating assigned to each long term care facility on the
basis of its immediate prior inspection should be required by the Depart-
ment to be posted conspicuously within the long term care facility to
which it applies. For purposes of review and comment, ratings assigned
to facilities should be forwarded by the Department to the Subarea Health
Planning Council in whose district the facility is located. A long term
care facility should be able to appeal the assignment of a particular
rating to the Department within 20 days after notice of its assignment.

RATIONALE

The Subcommittee believes that most individuals, their families and
guardians who are seeking a long term care facility of high quality are
inexperienced in knowing, what to look for when choosing a facility.
Further, most citizens are unfamiliar with regulatory standards for long
term care facilities and would have difficulty knowing to what degree a
particular facility is providing quality care to its residents.

During the Subcommittee's visits to 22 nursing homes, it became obvious
that the facilities of the same level of care differed in their quality
of food, cleanliness, staff, programs, and other long term care services.
Thus, the Subcommittee believes that those facilities providing higher
standards of care should be differentiated. A rating system would inform
potential residents, their families and guardians of the quality of care
that they can expect to be given at a particular facility. (See Chapter
VIII for a personal perspective of the Subcommittee's visits.)
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Legislative Recommendation #3

(2)

The General Assembly should enact legislation requiring the Department
for Human Resources to annually perform at least one unannounced inspec-
tion of all long term care facilities (family care homes, personal care
homes, intermediate care facilities, skilled nursing facilities, inter-
mediate care facilities for the mentally retarded/developmentally dis-
abled, and nursing homes as defined by 902 KAR 20:047). This unannounced
inspection should be in addition to the annual licensure and Medicaid or
Medicare survey. The purpose of these unannounced inspections would be
to ascertain the degree to which facilities did or did not conform to
licensure requirements.

RATIONALE

Presently, truly unannounced inspections of long term care facilities are
only done on family care homes and personal care homes or when a com-
plaint is made against a facility. The normal procedure for inspecting
other long term care facilities is to conduct an annual survey at the
time a facility's license or certification for Medicare or Medicaid 1is
about to expire. Thus, these long term care facilities are generally
aware of the time that the inspections will take place.

In the judgment of the Subcommittee, an unannounced survey of long term
care facilities would provide the licensure surveyors with a more realis-
tic perspective of the day-to-day operation of a long term care facility.
The Subcommittee found during its unannounced visits to long term care
facilities, certain deplorable conditions that surely could not have
existed when some facilities were annually inspected or else they would
have been forced to take corrective measures. (See Chapters V and VIII.)

THE SUBCOMMITTEE ON LONG TERM CARE RECOMMENDS THAT THE DEPARTMENT FOR HUMAN
RESOURCES APPOINT APPROPRIATE AND SUFFICIENT STAFF TO CONDUCT THE FOLLOWING

RESEARCH:

The Department for Human Resources is requested to report its findings

concerning the first six recommendations below to the Interim Joint Committee
on Health and Welfare no later than January 1, 1979.

Administrative Recommendation i1

The Department for Human Resources should ascertain the health care
status of those residents presently in family care homes, personal care
homes, intermediate care facilities, nursing homes as defined by 902 KAR
20:047, and skilled nursing facilities for the purpose of determining:
(1) to what degree the present state administrative regulations which
are promulgated for these facilities are adequate, sufficient, and appro-
priate to meet the needs of those individuals who reside in the facili-
ties at each level of care; and (2) how many of the residents currently
in these facilities could, if appropriate in-home services were avail-
able, remain in their own homes or the homes of relatives or friends.
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RATIONALE

In Kentucky today adequate data is not available on the health care
status and physical and mental needs of the residents in the different
facilities. It is not known, for example, how many or what kind (type
and severity) of chronic conditions exist for residents in the different
levels of care. Nor is it known to what degree residents require dental,
eye care, podiatric, physical therapy, or mental health services.
Finally, it is not known how many residents in long term care facilities
could, if appropriate in-home services were available, remain in their
own homes or the homes of relatives or friends. This lack of information
would appear to hinder any long term care planning or resource allocation
that is performed on behalf of Kentucky's citizens. The Subcommittee
does not understand how the Commonwealth can continue to disburse
millions of dollars per year in payments for services in long term care
facilities when the long term care needs of our citizens are not known.

(See Chapters IV and V.)

Administrative Recommendation #2

The Department for Human Resources should immediately undertake a study
to determine an adequate caseload for departmental guardianship officers
and limit the number of wards (persons who have been declared legally
incompetent) for which each guardianship officer is responsible at any
one time. In addition, the Department for Human Resources should immedi-
ate review and clarify the roles and responsibilities of the departmental
guardianship officers. The Department should examine the adequacy and
appropriateness of the present guardianship statutes as they pertain to
the reality of demands and responsibilities of the guardianship officer
and make any needed recommendations to the 1978 General Assembly.

RATIONALE

The average monthly caseload of the four guardianship officers employed
by the Department for Human Resources 1is approximately 700 persons.
During calendar year 1976, slightly over $7 million was disbursed by the
officers on behalf of their wards. Almost all of their wards are in long
term care facilities. Although the principal duties of the guardianship
officers have involved the management of their wards' financial affairs,
these officers are often placed in the role of being a parent to the
clients. They are frequently asked to make decisions which may greatly
affect the future of their wards such as granting permission for emer-
gency surgery, and relocating hard-to-place clients.

The Subcommittee believes that decisions pertaining to guardianship are
extremely complex and to require one person to bear such a grave and
awesome responsibility for so many individuals is unfair and not in the

best interests of our citizens. {See Chapter 1v.)

Administrative Recommendation #3

The Department for Human Resources should immediately examine its present
policies and procedures for placement in long term care facilities of
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other long term care programs and facil
the most appropriate long term care
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atients and other long term care progrt
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Thus, the Subcommittee believes that
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long term care facilities and services
to respond appropriately to the long t
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(See Chapter v.)
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Administrative Recommendation 16
The Department for Human Resources shovu
bility of expanding its financial commit
caretaker, homemakeT, and home health
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long term care alternatives.

RATIONALE

Sufficient evidence has not been found
cial commi tment to long term care is
our citizens-

1t 1is the Subcommittee‘s belief that

being provided the resources to remail
sible. (See Chapter 11.)
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Administrative Recommendation #7

The Department for Human Resources should annually perform on-site finan-
cial audits of those long term care facilities (family care homes, per-
sonal care homes, intermediate care facilities, skilled nursing facili-
ties, and intermediate care facilities for the mentally
retarded/developmentally disabled) receiving reimbursement either through
the Medicaid program or from persons who receive State Supplementation
funds.

RATIONALE
During Fiscal Year 1976-7/, the Department for Human Resources performed
on-site field audits on 65% of the intermediate care facilities which
received Medicaid reimbursements. Due to lack of sufficient staff, the
Department reported it was unable to audit the financial records of the
remaining facilities. However, at the time of this writing, the Depart-
ment for Human Resources has stated enough staff have been hired to audit
all of the intermediate care facilities certified to receive Medicaid.
The responsibility for auditing Medicaid certified skilled nursing
facilities has been contracted to a private accounting firm.

The Department for Human Resources does not conduct an audit of the
financial records of those family care and personal care homes accepting
persons whose «care is paid for by the State Supplementation and Supple-
mental Security Income programs. The Subcommittee has learned that many
family and personal care homes depend on this reimbursement as a primary
source of their revenue. Further, it has been argued by operators of
these facilities that the present amounts of reimbursement are inade-
quate. An annual field audit should benefit both the facility operator
and the taxpayer. Audits may reveal that current reimbursement rates are
inappropriate. Similarly, the audit would assure taxpayers that state
monies were being properly spent for services rendered. (See Chapter V.)

Administrative Recommendation #8

The Kentucky Health Facilities and Health Servi-es Certificate of Need
and Licensure Board should take immediate action to revoke those certif-
icates of need granted for the construction, expans on, or modification
of personal care homes, intermediate care facilities, and skilled nursing
facilities that are more than 18 months outstanding. Subsequently, the
Board should redistribute those certificates of need to applicants who
can clearly demonstrate plans to operationalize them within 18 months.

The Kentucky Health Services Certificate of Need and Licensure Board
should also modify the present bed planning and allocation formula to
include consideration of the fact that a significant portion of residents
in personal, intermediate, and skilled care facilities are under age 65.

RAT1ONALE

As of May, 1977, there were 1,837 beds at the personal, intermediate, and
skilled care levels for which certificates of need had been issued but
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which had not become operational between 18 and 42 months after the
certificates were initially granted. This does not include those 'paper
beds" 1in the Jefferson Subarea that were 18 months outstanding. When a
subarea of the Commonwealth reaches its maximum allocation of beds no new
certificates of need can be granted to the subarea.

One result of the prevalence of outstanding certificates of need or
"paper beds'" is the creation of lengthy waiting lists of persons seeking
admission to particular levels of long term care facilities. For
example, as of August, 1977, 425 Medicaid patients were receiving ser-
vices in skilled nursing facilities even though they had been reclassi-
fied as needing the services of an intermediate care facility. These
individuals were being maintained in the skilled nursing facilities
because of the unavailability of intermediate care beds in the same
facility or within a 50 mile radius of the facility.

The existence of these 'paper beds" may also be costing the taxpayers
some unnecessary expenditures. The state must reimburse the facility for
the level of care which is provided and not the level of care which is
needed. Thus, the 425 Medicaid patients in skilled nursing facility who
actually need intermediate care facility beds are costing the state
approximately $153,000 per month in its Medicaid funds it would not have
had to spend if enough intermediate care facility beds were available.

Likewise, as of August, 1977, there were 213 Medicaid recipients in
intermediate care facilities for the mentally retarded/developmentally
disabled who needed alternative levels of care that were not available.
The estimated monthly cost to the state in Medicaid monies for this
inappropriate care is $273,000 per month.

The Subcommittee realizes that the revocation of all certificates of need
which have been outstanding for 18 months or more will not completely
eliminate this costly burden of providing higher levels of care to those
Medicaid patients who need less intensive levels of treatment. However,
some of the unnecessary waiting for beds in certain levels of care can be
resolved by redistributing these "paper beds' to those operators of long
term care facilities who can clearly demonstrate that they will
operationalize them within 18 months.

Finally, the present bed planning and allocation formula for personal
care homes, intermediate care facilities, and skilled nursing facilities
should reflect the actual need for services in nursing homes. The
present formula utilized for planning nursing home beds in each subarea
is based only on the percentage of the population in that area over 65
years of age. National studies reveal that between 12% and 22% of nurs-
ing home residents are under age 65. If Kentucky can be reasonably com-
pared to the United States as a whole, it would appear that those in need
of nursing home care who are under age 65 are not taken into consider-
ation when beds are planned.

In addition, the Long Term Care Multi-Agency Study Group reports that the
geographic determination of need by subarea reflects political boundaries
rather than areas of service need. This study group further notes that
the true need for service in a nursing home is not known. (See Chapter
I1I1 and V.)
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Administrative Recommendation #9

The Kentucky Health Services and Health Facilities Certificate of Need
and Licensure Board should promulgate regulations requiring administra-
tors of personal care homes to have qualifications equal to those persons
who are licensed to be nursing home administrators of intermediate care
facilities and skilled nursing facilities.

RATIONALE

The present qualifications for administrators of personal care homes are:
(1) the administrator wwust have sufficient education to maintain ade-
quate records, submit repcrts required by the board and interpret written
materials related to all phases of home operations and resident's care;
and (2) the administrator must be twenty-one years of age and present a
certificate that he/she is in good physical and mental health and is free
from communicable disease. The administrator should be a person of
integrity and good character, and have a liking for older people.

The Subcommittee believes that the present qualifications for administra-
tors of personal care homes are not reflective of the demands which are
placed on them by their residents. Given the fact that there are a
number of vulnerable mentally retarded/developmentally disabled, and men-
tally ill persons in personal care homes, it is essential that adminis-
trators of these facilities demonstrate some ability to meet the needs of
this resident population. The current requirements fail to do so. (See
Chapter VI.)

Administrative Recommendation #10

The Department for Human Resources, in conjunction with the Kentucky
Board of Licensure for Nursing Home Administrators and the Kentucky Asso-
ciation of Health Care Facilities, should fully develop and implement a
training program for nursing home (family care homes, personal care
homes, intermediate care facilities, skilled nursing facilities, inter-
mediate care facilities for the mentally retarded/developmentally dis-
abled and nursing homes as defined in 902 KAR 20.047) personnel including
orderlies, aides and nurses. Each nursing home employee should be
required to successfully complete an appropriate training program as a
pre-condition for employment and as a condition for retaining employment.

RATIONALE

Meeting the needs of the chronically ill, handicapped and elderly in long
term care settings requires specialized knowledge and expertise. Aware-
ness of the physical processes of aging and disease along with the
concommitant emotional changes is prerequisite to working effectively
with nursing home residents. A training program would provide nursing
home personnel with the knowledge and skills required for a particular
level of care, thus improving the quality of service provided and
decreasing the probabilities of inadequate care through ignorance on the
part of an untrained staff.
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Additionally, a training program increases the staff's level of confi-
dence and job satisfaction thus affecting the rapid turnover of nursing
home personnel. With stabilization of staff also comes a more effective
continuity of care for the residents for whom a primary need is consist-
ency.

Although training programs for personnel of nursing homes was not a spe-
cific focus of the Subcommittee's research, it was recommended to the
Subcommittee on countless occasions by nursing home administrators and
consumers that training programs were desperately needed for those
orderlies and aides, who provide most of the direct patient care to resi-

dents.

RECOMMENDATION

The Subcommittee on Long Term Care should be reestablished following the
1978 Regular Session of the General Assembly for the purpose of following
up its research efforts conducted during the 1976-77 interim.

RATIONALE

The Interim Subcommittee on Long Term Care can serve as a forum for the
General Assembly's involvement in long term care. It can also serve as a
public forum whereby nursing home residents, nursing home operators,
health care professionals, and interested citizens would have the oppor-
tunity to address their concerns on long term care.

The Subcommittee learned through its year-long research efforts that
there were numerous components involved in the long term care service
delivery system. Unfortunately, due to time constraints, the Subcommit-
tee was not able to appropriately address all of these different compo-
nents. Rather, the Subcommittee focused its efforts on those aspects of
long term care which demanded the most attention. Surely, much more work
needs to be done by state and federal officials. Therefore, it is
strongly recommended that the Subcommittee on Long Term Care be allowed
to continue its research and evaluation assignment.
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APPENDIX II

STEPS REQUIRED TO OBTAIN A CERTIFICATE OF NEED IN KENTUCKY

What happens between the applicant's initial contact with the Subarea
Council of the HSA and the final decision of the Kentucky State Certificate of
Need and Licensure Board?

The process of application for a Certificate of Need begins when the

(Potential nursing home

Applicant operators or other re-
spective health care
providers)

submits a letter of intent to the

(This is a group of health

planning professionalswho,
HSA Staff depending on which HSA

they are in (EKHSA, KHSAW,

CORVA), are responsible for

doing health planning for a

number of Kentucky counties)

which supplies an application kit to the applicant and notifies the subarea
staff (health planners at the Area Development District level) which then
sends the completed application to the

(This group is composed of
various consumers, health

Subarea Council care providers, and in-
terested citizens at the
Area Development District
level)

The Subarea staff provides assistance and advice to the Council in the formu-
lation of the elements of the proposed project. The applicant completes the
application form with the assistance of the Subarea staff and then files the
form with the Subarea Council for its review. The staff sends a copy of each
proposal to a Special Committee of the Subarea Council which does the initial
review of the certificate of need application.

(This is a special committee

Subarea Council of the Subarea Council which
Project does the initial review
Review Committee of the certificates of need

application.)

This committee studies the proposals in depth and makes recommendations of
approval or disapproval back to the

Subarea Council
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This Subarea Council completes the review process, and transmits the proposal
with its recommendation to the

Health Systems Agency
(HSA) Staff

HSA staff reviews the application and summary and submits the summary to a
Project Review Committee of the Health Systems Agency Board for recommenda-
tions. (The Board is made up of consumers, providers, and health care
professionals on a regional level.)

(Regional level

HSA Project citizens group of
Review Committee providers and con-
sumers)

This committee reviews the proposal and submits its recommendations to the

Health Systems Agency
(HSA) Board

The HSA Board makes its final recommendations and sends the proposal to the:

(This is the Center

for Comprehensive Health
State Health Planning Systems Development in
Development Agency the Bureau for Health
(SHPDA) Staff Services. They are made

up of professional health

planners which do health

planning on a statewide

level.)

The SHPDA staff examines the application and transmits it to the:

Health Facilities (This is a special

and Services committee of the State
Committee of the Health Coordinating
State Health Council.)

Coordinating

Council (SHCC)

This committee transmits the proposal with its recommendations to the:

State Health (This group is made up of
Coordinating health care consumers,
Council (SHCC) providers, and citizens

throughout the state.)
The proposal, with the SCHH's final recommendation, goes to the:

State Certificate of Need
and Licensure Board

The Board reviews the application and notifies the applicant of its actions.
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The Board establishes procedures for the hearing of appeals from applicants
whose applications are denied by the Board. The application will be processed
through all levels as prescribed unless it is withdrawn by the applicant.

SOURCE: EAST KENTUCKY HEALTH SYSTEMS AGENCY, 1977
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APPENDIX III

SOURCES OF NURSING HOMES
REIMBURSEMENT IN KENTUCKY BY LEVEL OF CARE

Personal Care Homes - Establishments with permanent facilities that include
resident beds and health related services to provide continuous general super-
vision and residential care. Residents are able to manage the normal activities
of daily Tiving except that they have physical or mental disabilities or in

the opinion of a licensed physician are in need of residential care.

Source of Payment: Private; SSI; State Supplementation to SSI.

Intermediate Care Facilities - Services are provided intermittently on a 24-
hour basis by establishments with permanent facilities and health-related
services to patients who do not require the degree of care and treatment which
a hospital or skilled nursing facility is designed to provide, but who because
of their mental and physical condition require care and services (above the
level of room and board) which can be made available to them only through
institutional facilities on an inpatient basis.

Source of Payment: Private; Medicaid.

Skilled Nursing Facilities - Provides treatment for patients who require in-
patient care, but who are not in an actue phase of illness; who currently
require primarily convalescent or restorative services; and who have a variety
of medical conditions. These facilities have an organized medical staff or one
that serves the institution through an affiliation.

Source of Payment: Private; Medicaid; Medicare.
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