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PREFACE

Using this Guide. The 1995 edition of the Academy's Guide to Assisted Living
and State Policy builds upon the 1992 publication. We have expanded the scope to
include all states we can identify that have a program or licensure category called
assisted living. We have tried to analyze how states are developing and implementing
assisted living to develop a model, if not a definition, that differentiates the term from
board and care and other equivalent supportive housing or housing with services
models. The Guide includes a narrative discussion of state policy directions and a
summary of each state's statute, regulations or process for designing state policy.

We have also updated the financing section to include new developments in
sources of financing for services and housing. Since the first edition, a number of state
Housing Finance Agencies (HFAs) have begun making loans for assisted living and we
have interviewed officials in several HFAs to learn how they approached these loans,
the issues or obstacles encountered and how they have addressed them.

Finally, we have included a question and answer section based on the comments
from a survey of state agencies. We asked each responding agency what issues they
would like to see addressed in the Guide. While we attempted to cover the issues
raised, we added the Q&A section to make sure that we responded to the priorities of
the staff that we rely upon to gather our information.

Assisted living is a fast moving policy trend within state government and we plan
to continue to monitor developments and provide assistance to states seeking
information about other state efforts and options for their state. The Academy welcomes
comments, suggestions and updates of information and developments in each state.

Note: Sections of the Guide were updated in August to reflect legislation that has
passed in Kansas, North Carolina and Wisconsin.



EXECUTIVE SUMMARY

In 1992 the Academy published a guide to assisted living for state policy makers
that analyzed policies in five states: Florida, Massachusetts, New York, Oregon and
Washington. In 1994, the Academy surveyed the Departments of Aging, Health and
Medicaid and the Housing Finance Agency in all 50 states to identify states that have
passed legislation, issued regulations or established policies concerning assisted living
or that have established a process to develop recommendations. Based on responses
to the survey, we contacted key respondents in each state that indicated that assisted
living legislation, regulations or policy has or was being developed. We identified 22
states that have passed legislation, issued regulations or have implemented programs
through Medicaid home and community based waiver services programs. In addition, 6
states have issued draft regulations or have legislation pending that would establish a
program. Another 5 states have created a task force to make recommend s or
conducted a study.

The study analyzed state approaches to assisted living and compared states
according to their definition of assisted living, the living unit requirements, tenant
policies, services, financing, medication policy, and staffing requirements. State
approaches can be grouped into three distinct models: institutional or board and care; a
new housing and services model and a services model (see matrix). The institutional
model is followed by Alabama, Rhode Island, South Dakota, Virginia and Wyoming.
Models were classified as institutional if they allowed multiple occupancy rooms and
separate bathrooms shared by more than two persons. These models either do not
allow people who qualify for placement in a nursing facility to be served, did not allow
any skilled services to be provided or have adjusted their service and level of care
criteria to facilitate aging in place but have retained an institutional approach to care.

The new housing and services model generally requires apartment settings or
private rooms, allows skilled nursing services to be provided and allow occupancy by
tenants who qualify for placement in a nursing facility. States in this category include
Arizona, Hawaii (proposed), lowa (pending), Massachusetts, Ohio, Oregon and
Washington.

The Hawaii model has been recommended by a task force and legislation
creating a definition of assisted living passed the end of April. Ohio's classification
follows passage of legislation in 1993 and issuance of draft rules in 1994.
Implementation has been halted as the legislature is considering a repeal of the bill and
creation of a Medicaid waiver program that would be implemented under rules that are
similar to those issued by the Department of Aging.

Under the service model, states certify or license the provider of services rather
than the setting in which services are provided. A few states have created a financing
source for assisted living through Medicaid waivers rather than a separate licensure



category. The waivers define the service requirements and do not create a new
licensure category.

States using the service model approach can be further divided into states that
allow assisted living services to be provided only in apartment settings and those that
allow services in a range of settings. States certifying the service provider and limiting
service to apartment settings include Connecticut, Minnesota, New Jersey, North
Dakota and Wisconsin. Programs in Minnesota and North Dakota have been
developed through Medicaid waivers rather than a separate licensure category.
Wisconsin's model has been recommended by a task force and legislation approving
funding through a Medicaid waiver is pending.

States which focus on the service component of assisted living and allow delivery
in both apartment, single and double occupancy bedrooms include Alaska (proposed
rules), Florida, Maine, Maryland, New York, North Carolina (proposed), Oklahoma
(task force report), Utah and Texas.

The study examined the definitions used by states as well as federal agencies,
associations and companies selling long term care insurance policies. While the
definitions have much in common, there is little likelihood that a definition will be
developed that is commonly accepted for two primary reasons. First, the private market
is extensively developed in many states and attempts to define public policy that
conflicts with the directions of the market will adversely affect current and future
projects. Second, allowing the delivery of skilled nursing services in residential settings
creates competition with nursing facilities for “patients” needing personal care,
assistance with medications and some skilled services. On the other hand, state policy
makers are seeking to offer more choice and service options in residential settings to
people who are aging in place. Those conflicts are likely to yield resolutions and result
in definitions and models that are suited to each state.

Definitions

State definitions follow the purpose of the state's policy. States seeking to
address and encourage “aging in place” in a range of settings have defined assisted
living in a way that allows higher levels of service (personal mm and skilled nursing) to
be delivered in multiple settings. States seeking to develop residential settings for
people who may need to move from their home or apartment have developed assisted
living as a setting in which personal care and skilled services can be provided. These
states tend to require apartment settings for assisted living residences.

State definitions tend to address the services and/or settings that are covered by

assisted living, the needs that may be addressed, the services provided and the
autonomy and decision making that must be provided to residents.
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units

Perhaps the most controversial component in assisted living is the requirement
for the living unit. The study identified three general requirements. A number of states
require apartment settings in order to maximize the residential and homelike qualities. A
second model offers private bedrooms with attached baths or double occupancy
bedrooms shared by agreement of the residents. A third model offer shared bedrooms
with bathrooms or bathing facilities that may not be attached to the room and can be
shared by more than two residents.

While some contend that apartment style models raise costs and require features
that residents may not use or that may be harmful (stoves, microwaves), others contend
that kitchens or kitchenettes do not add significant costs, can be safe and provide an
ambiance that is familiar and encourages autonomy. Kitchenettes can be used for
snacks and facilitate socialization when friends or family members visit who often
prepare a meal during their visit.

Feasibility studies, market strategies and reimbursement policy for low income
residents shape a developer's position on how state regulations should deal with the
type of living unit.

Tenant Policy

The study differentiated licensing rules that specify whom may be served in
assisted living versus program requirements that determine whom will be subsidized.
Tenant policies follow four approaches. New Jersey offers the broadest criteria and
allows residents with unstable health conditions and extensive medical needs as long
as the residence is staffed to meet the service need. The second approach allows
people needing skilled services to be served as long as their health conditions are
stable and they do not require 24 hour nursing care. A third model ties residency to the
need for skilled care for a specified period of time (45, 90 or 120 days) or allows health
related services in a part time or intermittent basis. Finally, states have listed the
specific conditions and diagnosis that people may or may not have to live in an assisted
living residence.

Services

State rules all allow or require the provision of personal care or personal
assistance services that are provided or arranged by the assisted living residence. State
policies vary on the extent to which skilled nursing services can be provided. Some
states limit skilled services to a number of days. One state requires that skilled services
must be provided by a certified home health agency while other states allow assisted
living residences to provide services directly or through contracts with outside agencies.
A few states license the service and allow a number of options for its provision.
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Facilities providing assisted living services may be required to obtain a separate service
license or contract with an outside agency. While all states allow assisted living
residences to provide assistance with administration of medications, the specific tasks
listed in statute or regulations vary.

Financing Services

Medicaid and SSI continue to be the primary sources of financing for low income
tenants. Major changes are anticipated in federal housing programs and proposals to
cap the rate of growth in Medicaid or to create a Medicaid block grant, if passed, will
significantly change the climate and policy directions. If a Medicaid block grant is
passed by Congress, two directions are likely. Because states spend the vast majority
of Medicaid funds for institutional long term care, states will either cut back on
community and residential alternatives in order to maintain funding for the major source
of long term care or develop strategies which shift resources from institutional models to
residential and in-home services.

Under current policies, states have combined SSI and Medicaid financing to
support tenants in existing assisted living residences. The use of HUD mortgage
insurance, tax exempt bonds and tax credits allows developers to construct more
affordable projects and both the tax exempt bonds and tax credit programs have set
aside requirements for low income tenants (50% or 60% of median income). Combining
SSI and Medicaid policy allows states to support tenants with incomes up to 40% of
median income. States can combine SSI and Medicaid eligibility options to make
assisted living affordable for a broader range of people. Since Medicaid cannot be used
to pay for room and board in non-institutional settings, states must rely on SSI to cover
these costs. The SSI payment may not be adequate in states with higher development
costs and a higher state supplement may be needed. States should consider the net
state cost of an additional state supplement and Medicaid compared to the net state
cost of care in a nursing home.

People who receive social security and/or small pensions who do not qualify for
SSl also lack sufficient income to afford the monthly fees. Medicaid rules allow eligibility
to be set at 300% of the federal SSI payment (about 40% of median income) for people
who qualify for placement in a nursing home. States then establish a maintenance
allowance that is sufficient to allow tenants to pay for room and board. Combining these
SSI and Medicaid options can limit, but not eliminate, the affordability gap. See the later
discussion of these options.

Significant changes may be made in financing of services as Congress considers
steps to reduce the rate of growth in Medicaid. Approaches that would cap the rate of
growth at 5 % for five or seven years or convert Medicaid to a block grant will
significantly affect state policy development.
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Financing Housing

Major changes have also been proposed in HUD housing programs. While
legislation implementing these proposals has not yet been submitted, the
Administration's summary of the proposal may give state's additional flexibility to finance
assisted living. The implications of funding levels will affect the extent to which this
flexibility can be utilized by states seeking to address multiple housing needs.

HUD has implemented rules adding assisted living to its mortgage insurance,
section 232, program. The program helps developers obtain lower cost loans to build
new facilities.

The study identified a number of state housing finance agencies that are or plan
to provide loans for assisted living. Only a few states have coordinated policy
development between Housing Finance Agencies, Medicaid, Health and Aging
Departments.



ASSISTED LIVING AT A GLANCE:
STATUS OF STATE ACTIVITIES

State Status Model
Alabama Multiple categories are licensed based on size. Institutional model.
Alaska Statute passed in 1994. Draft regulations were issued in Board & Care/housing

January 1995. model.
Arizona Demonstration program operating. New housing and
services model.
Connecticut Regulations were effective in December 1994. Licensure Licensed as a service
process implemented. in settings meeting
certain requirements.
Florida Regulations issued in 1992. Regulatory and legislative Service model in
amendments are pending. An HCBS waiver has been multiple settings.
approved to serve Medicaid recipients.
Hawaii A task force has been formed to pursue assisted living. New housing and
Legislation directing the development of assisted living services model.
regulations modeled after Oregon & Washington and a
study of Medicaid HCBS waiver options passed in April. A
task force is revising the nurse practice act.
Idaho A concept paper has been developed by the Residential
Care Council. Legislation will be submitted by the Council
for the next legislative session.
lllinois An effort is in the early phases of development through an
initiative of the lllinois affiliate of the American Association
of Homes and Services for the Aging.
Indiana Study completed in 1994. No follow up activity to date.
lowa Legislation has passed the Senate and amendments have | New housing and
been added by a House Committee. The bill, SF 454, has services model.
been carried over to the 1996 session when final action will
be taken. Draft rules will be prepared in 1995.
Implementation is planned for 1997.
Kansas In 1995, a bill creating a definition of assisted living was New housing and
signed into law. Regulations are being drafted. services model.
Louisiana Draft regulations are being prepared as a cooperative effort
by the Aging, Health and Medicaid Departments.
Maine New regulations are effective in April, 1995 that re-classify | Service model in public
current programs. The legislature has passed a bill creating | housing and residential
a task force to examine the rules and make further care settings.
recommendations.
Maryland Service model in elderly housing and small group homes. Service in multiple
settings model.
Massachusetts | Legislation creating an assisted living certification process New housing &
was signed in January 1995. Regulations are being drafted. | services model.
Certification process created for settings meeting specified
criteria. Financing for services and housing (SSI) are
available for purpose built and conventional elderly housing
projects.
Michigan The Department on Aging chairs a work group charged

with developing recommendations.




State Status Model

Minnesota Assisted living has been implemented as a Medicaid HCBS | Licensed as a service
service. in settings meeting

certain requirements

Montana Legislation creating an assisted living category is pending.

New The Housing Finance Agency has initiated a working group

Hampshire to study assisted living.

New Jersey Regulations creating a new licensure category were Service in multiple
implemented. 3 facilities have been licensed and 35 settings model.
applications are pending. An HCBS waiver request for
1500 slots has been submitted to HCFA.

New Mexico Assisted living has been added as a service through the
Medicaid HCBS waiver.

New York Contracts with 63 projects and 3500 units have been Service in multiple

approved. An RFP for 700 units in New York City is being
issued. Budget proposal may repeal the program.

settings.

North Carolina

Chapter 535 (1995) was passed which defines assisted
living residence as a category of adult care homes. A
January 1996 effective date is expected for new assisted
living guidelines.

Services in multiple
settings.”

North Dakota

Assisted living services are funded through the state’s
Medicaid waivers and two state funded service programs.

Service model in
apartment settings.

Ohio Legislation was passed in 1993. Regulations implementing | New housing and
the bill were postponed pending review by a special services model.
committee in 1994. Legislation passed in 1995 repealing
teh statute, and authorizing funding for 1300 assisted living
Medicaid waiver slots effective 7/96. With the repeal,
assisted living is licensed as a residential care facility.

Oklahoma A task force has been created to review and develop Service model.
assisted living recommendations. A draft bill has been
circulated and is being revised by the task force.

Oregon Program rules operational. Supply continues to expand. New housing and

services model.

Rhode Island About 45 residential care and assisted living facilities are Institutional model.

licensed. Newer buildings offer units with private bath.

South Dakota

Assisted living category exists in statute. Limited services
allowed.

Institutional model.

Texas Assisted living has been added to the Medicaid HCBS Licensed as a service
waiver. in settings meeting
certain requirements.
Utah Program rules have been approved; rules governing the Covers apartment style
buildings were approved by a state board in March. An units and models with
amendment to the HCBS waiver will be submitted in May single/double
1995 to add assisted living. occupancy rooms with
shared lavatories &
baths.
Vermont Department of Aging & Disability is developing a program
as part of the process to renew their Medicaid HCBS
waiver. An advisory group has been established with a
subcommittee on assisted living.
Virginia Regulations allowing assisted living services in adult care Institutional model.

residences are pending. Expected to be effective in July,
1995.
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State Status Model

Washington A demonstration program has been expanded to 35 New housing and
facilities and 1200 units. Further expansion approved. Draft | service model.
rules have been developed based on the demonstration
experience.

Wisconsin Legislation certifying assisted living and authorizing funding | New housing and
for the Medicaid HCBS program was passed as part of the | services model.
governor’s budget. Regulations will be submitted by
December 1995.

Wyoming Regulations upgrading board & care rules were issued. Institutional model.

New rules allow skilled nursing and medication
administration.

1. This model allows multiple settings (apartments, single rooms or shared rooms), but licenses the

setting.

TABLE 1. Comparison of State Models According to Characteristics of Assisted Living

Apartments | Bathroom | Lockable Double — 1 | Service . . 3

SIES Igequired Attached Doors Occupancy AliliEE s Package2 Staiiing | P Esein
Arizona X X X X X X X
New Jersey X X X X X X X
Ohio X X X X X X X
Oregon X X X X X X X
Connecticut X X X X X X
Wisconsin X X X X X X X
Washington X X X X X X X
Massachusetts X X X X X X X
Minnesota X X X X X
New York x* X x* X X X
Texas X X X X X
North Dakota X X X X X
lowa > X X X
Utah X X X X X X
Florida X X X X X X
Virginia X X X X
Alaska X X X
Alabama X
Rhode Island X
1. Regulations allow tenants who require nursing facility level of care or skilled services.
2. Services regulations allow provision of some skilled nursing service although the extent of skilled services may vary.
3. Philosophy: means a policy that emphasizes resident autonomy, privacy, choice and participation in decisions.
4. Apartments required in “Enriched Housing” settings; double occupancy allowed in Adult Home settings.
5. Senate 454 requires private space for sleeping and dressing which will be defined by regulation.
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SUMMARY OF STATE ACTIVITY

State Task Force Report Legislation | Legislation | Regs Being Regs Regs Medicaild
Formed Issued Filed Passed Drafted Proposed Final Funds

AL X
AS X X X X
AZ X
CN X
FL X X X
HA X X X X X xX°
1D X X X
1A X X X X X
IN X
KN X X
LA X X
ME X X X X X
MD X
Ml X
MA X X X 6/95 X
MN X
MT X
NM X
NJ X X X°
NY X X X
NC X X X X X
ND X
OH°® X X X°
OK X X X
OR X X
RI X
SD X
TX X X
uT X X x>
VA X
VT X
WA”? X X X
Wi X X X X X x>
WY X
1. Means a financing sources has been developed for low income persons or Medicaid recipients.

Pilot program.

Legislation in Ohio repealed the existing statute and replaced it with a broad authority to offer assisted living, as well as
authorize a Medicaid waiver using proposed rules.

The existing program operates as a demonstration program through Medicaid contracts. Legislation establishing the program
and draft rules are pending.

Medicaid waiver financing planned or likely.
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I. INTRODUCTION

In 1992, The Academy published “Building Assisted Living For The Elderly Into
Public Policy: A Guide For States” to help state policy makers examine an emerging
concept for providing residential, home-like settings for elders. The Guide examined the
confusion surrounding the use of the term “assisted living” and the principles that are
associated with assisted living as distinct from board and care, residential care,
personal care homes and models using similar terms. The Guide also described policy
initiatives in five states: Florida, Massachusetts, New York, Oregon, and Washington
and the financing sources for housing construction and operation and services. Since
1992, a number of states have issued regulations, are presently developing regulations
or have initiated a study process to consider assisted living as a separate category. As
the trend continues, the use of the term assisted living still brings confusion and
variations in definition and meaning among states.

This report is intended to update information provided in the original guide and to
describe policies in all states that can be identified as licensing or providing assisted
living. In addition, it seeks to differentiate assisted living from board and care and other
models of institutionally based long term care.

State Surveys

In July 1994, the Academy conducted two brief surveys to identify state activity in
assisted living. The first survey focused on licensing and service delivery while the
second dealt with housing financing. The regulation/services survey was designed to
identify states that have promulgated or are developing or considering assisted living
policies or regulations. The survey was sent to the Health, Aging and Medicaid
Agencies in each state. The survey was intended to gather initial information and to
identify states that would receive follow up calls to learn more about the specifics of
their program. States were asked to submit copies of their most recent statutes,
regulations, or draft regulations/policies.

The survey did not offer a definition of assisted living. Instead, the survey sought to
identify states that indicated, using their own frame of reference, that they have an
assisted living program or licensure category. Eighty six respondents from 48 states
answered the survey (Aging, 32; Medicaid, 32; Health, 22). Responses to the question
“‘does your state have an assisted living model, program or category” sometimes
brought conflicting answers from respondents in the same state. The conflict resulted
from varying perceptions about the question and possibly a lack of knowledge about
programs outside their own agency. The question was intentionally worded to gather
information about how state agency staff thought assisted living is defined. Follow up
calls were made to states that responded positively to the question. Many people view
the term assisted living generically and considered residential care, personal care



homes and other variations as assisted living. Others indicated that they needed a
definition before they could answer.

Based on follow up interviews and analysis of regulations and legislation, 23 states
either have legislation authorizing assisted living, a licensure category, or an assisted
living service program. Legislation authorizing assisted living is pending in three states
(Idaho, lowa, and North Carolin) and legislation that was filed did not pass in
Montana. Interagency work groups or task forces are operating in five states to develop
policy (Illinois, Louisiana, Michigan, Oklahoma and Vermont) and a study was
completed in Indiana.

Legislation that would repeal or modify existing program authority is pending in
Florida (modify), and New York (repeal). Legislation has passed in Ohio repealing the
statute and substituting a service program for a licensure category. As this report was
finished, two states, Maine and Utah, had finalized their regulations.

Because of the overlap between assisted living and other forms of supportive
housing, we asked respondents if the state's assisted living program or category
differed from board and care or equivalent programs (personal care homes, rest homes,
residential care facilities, etc.).! An analysis of state policies found that assisted living
and board and care models were the same in five states (Alabama, Rhode Island,
South Dakota, Virginia and Wyoming). Regulations in these states provide for
multiple occupancy rooms and generally limit the extent of services that can be provided
and the conditions and services needs that tenants may have.

The second survey was mailed to Housing Finance Agencies and asked if the
state HFA had financed assisted living projects in the last five years or, if not, whether
the HFA had plans to do so in the future. The response rate was much lower -- only 15
states. Nine states indicated that they provided financing for assisted living or planned
to do so and 6 state HFAs said they did not. Confusion about the definition may be
present here as well since several of the state answering affirmatively do not have an
assisted living category or program. However, HFAs provide financing for private sector
facilities that either are not required to be licensed or use the term “assisted living”
rather than the term specified as a licensure category. The survey also asked HFAs to
identify the sources of financing (tax exempt bonds, tax credits, HUD loans). Analysis of
the HFA survey is continuing.

! Throughout the study, board and care is used generically to refer to models such as adult homes, residential care
facilities, personal care homes and other terms. State regulations generally allow multiple occupancy bedrooms with
shared lavatories and bathrooms.



II. FINDINGS

In order to bridge the gap between states which explicitly use the term “assisted
living” and states that do not, we have developed a working framework which delineates
several components found in state policy that may be used to differentiate assisted
living from board and care models. We developed a matrix that identifies the
components in each state. As a result, some states that use the term assisted living
may not in fact meet the framework (Alabama, Rhode Island, South Dakota,
Wyoming) and others that do not use the term may be included (Florida). Florida uses
the term adult congregate living facility and extended congregate care although
legislation is pending that would change the term to assisted living.

Defining Assisted Living

In developing our approach to assisted living, we struggled with a starting point. No
one in the long term care field enters a discussion about assisted living without a frame
of reference. For many, it's the nursing home and for others a housing setting. We
pictured three buildings standing side by side, a single family home, an apartment
building and an assisted living site (we prefer to avoid using the term “facility” and have
chosen to use the term “residence” instead). Within each building, an individual -with
chronic but stable health conditions and dependencies in activities of daily living lives.
The person living in their own home can receive skilled nursing care, personal care and
a host of other services. Relatives can perform tasks that only a licensed professional
can perform if the caregiver were not related. Except in relation to local building codes,
government agencies do not consider the condition of the structure. Subject to a rental
agreement, a similar person living in an elderly housing project can receive a wide
range of ADL and nursing services from certified home health agencies and other
community providers. For reasons related to the preferences of the housing owner or
management company, rental agreements may not allow someone who is incontinent,
forgetful or exhibits aggressive behaviors to reside in the project, state policy may not
permit certain frail persons to reside in that setting. However, these conditions are not a
function of the government's regulation of the building, but rather, a statement of state
policy regarding the service environment in a specific setting. If a multi-housing project
provides or arranges for services, and the cost of the service is included in the monthly
rate, a license would be needed in most states.

When the person moves from their single family home or apartment to a building in
which all the residents receive services, a totally different government perspective and
regulatory requirements take over. Until the advent of assisted living, policy makers and
regulators tended to focus not only on the organization providing the actual service and
the credentials of the direct care staff, but on the building itself apart from the
application of local and state building and fire codes. While a person may live at home
with skilled nursing needs, extensive ADL needs and unstable medical conditions,
regulations often will not allow the same person to receive care in other settings. In



apartments, assisted living and other settings, government regulation focuses not only
on the person's conditions and service needs, but also on the source of care and the
source of payment. Licensed facilities may be prevented from providing skilled nursing
services but the resident may receive the very same care from an outside agency!
These incongruities highlight the contradictions of many regulatory policies and provide
a sound basis for re-examining how states license, regulate and finance long term care
for their citizens.

This perspective leads to consideration of assisted living as a service, rather than
service in a particular setting, but, if so, how then would it differ from home care or in-
home services? The value of the assisted living trend is its emphasis on two factors:
residential settings, which raises a debate over whether buildings with multiple
occupancy bedrooms and shared baths should be considered residential, and a
consumer focused values orientation which emphasizes autonomy, dignity, privacy,
independence and choice.

We have approached assisted living as a home setting in which services are
provided. Boundaries can be drawn around the conditions and needs that can be met --
how much skilled nursing can be provided, what types of health conditions can be
treated -- the types of living environments or structures which define the setting, and the
philosophy or goals that differentiate assisted living from other models of care. We have
not developed a definition, per se, but instead have identified factors which we believe
constitute assisted living in state models.

A range of definitions have been developed by national associations, states and
the US Health Care Finance Administration (HCFA) (see appendix). The definitions
have different sources and purposes. Unlike its approach to nursing homes, the federal
government has not developed a universal definition. The term “assisted living” is used
in two federal programs. The Health Care Financing Administration's definition serves a
narrower purpose than a state licensing requirement. It was developed to help states
define the services which are reimbursed through the Medicaid waiver program. The
Department of Housing and Urban Development (HUD) has issued regulations under
Section 232 to provide mortgage insurance for assisted living developments. Although
the question of developing a uniform national definition and standards for assisted living
have been raised, thus far, there has not been movement to do so.

Developing a definition that would be accepted nationally is unlikely in the near
future. States have historically retained the authority to license service providers and,
despite similarities, each state has developed definitions and requirements to meet their
own circumstances. Definitions can be found in state law, regulations, Medicaid waiver
programs and even provider contracts. They can be used to set licensure standards and
requirements and to describe purchasing expectations. A few states use their definition
to set purchasing standards (Minnesota, Texas) for the services that will be reimbursed
and they also set requirements for the housing in which people who receive such
services can reside. This approach does not affect the state's licensure categories and
instead sets parameters that differentiate providers within a licensure category.



As they develop their lending policies, state Housing Finance Agencies are
developing their own definitions which often differ from the definitions used by licensing
agencies. HFAs have defined a niche that is closer to the private market trends and
often constitutes a subset of settings covered by licensing criteria.

Policy makers, providers and consumers would benefit from a commonly
understood meaning for the term “assisted living.” Regulations is five states (Alabama,
Rhode Island, South Dakota, Virginia and Wyoming) use the term for their licensure
category but it used to describe a board and care model. Some states use the board
and care regulations as the basis of their assisted living program and require higher
standards for the living unit or allow a higher level of services to be provided to
residents who need some skilled services. Florida does not use the term but
differentiates Extended Congregate Care from the basic level of service in adult care
homes. Assisted living providers in Washington must have a boarding home license
but must offer apartment style units to participate in the state's program. Maine's draft
regulations use the term assisted living but define it as a service which essentially
renames existing programs.

Definitions from the Assisted Living Facilities Association of America and the
American Seniors Housing Association (ASHA) emphasize the service focus and the
resident's prominent role. Definitions or frameworks developed by associations usually
do not deal with or define the nature of the housing component. The ASHA definition
makes reference to residential surroundings but does not describe what constitutes
residential surroundings. The National Association of Residential Care Facilities
considers that the definition of assisted living is interchangeable with residential care,
foster homes, board and care homes, sheltered care homes and other terms. They
believe that board and care carries a negative meaning and assisted living has emerged
as a market and public relations oriented strategy.

A potential for consensus ...

After examining definitions and models from these sources, we offer a path for
arriving at a standard understanding of assisted living. Consumers, providers,
advocates and policy makers all feel the term “facility” conveys an institutional
environment that is contrary to the goals of their program. They consider assisted living
as someone's home with all the meaning “home” implies (bedroom, living room,
bathroom, kitchen, control of space, belongings). Yet referring to assisted living as
‘home” is also confusing. The recently passed statute in Massachusetts uses the term
“assisted living residence.” Perhaps we need to create a term that has no other
meaning. We would give it meaning for at least a segment of the assisted living market
or in states that have defined assisted living as a purpose-built building with apartments.
Otherwise tenants in conventional elderly housing buildings would refer to the building
differently depending upon whether they were independent and did not receive any
service or if they participated in the project/state’s assisted living program.



As the field evolves, it is likely that we may need several terms that differentiate
the settings in which assisted living is found. We may need one term for apartment style
buildings in which all residents receive services and have sought tenancy in the building
because of their service needs. We may need another term to describe services
provided to some but not all residents in elderly housing buildings. This housing with
supportive services model meets the needs of people as they age in place. Still another
term is needed to describe modifications to the existing or historical board and care
licensure category of facilities as they serve residents with higher needs for personal
care and routine nursing services. Models that identify assisted living as a service that
can be provided in a range of residential/ institutional settings create a further conflict.
Assisted living, as it first emerged in state policy, conveyed a combination of a service
package (emphasizing personal care and nursing services) provided in a home-like
setting. Many of the settings were covered by the state's board and care license but
offered an environment that exceeded minimum standards and emphasized privacy. Yet
the emphasis on apartment style units conflicts with emerging concepts concerning
assisted living models to serve people with Alzheimers' Disease. Studies have found
that 29% to 42% of the residents in assisted living settings have cognitive impairments.?
Hyde contends that “best practices” in dementia care show that shared rather than
private units are more successful serving people with dementia.

An examination and analysis of licensure categories alone is not sufficient to
develop a clearer understanding of assisted living since several states have defined
assisted living through their service systems, most notably the Medicaid Home and
Community Based Services Waiver program. These efforts in Minnesota and Texas
have led to adoption of apartment criteria for participants to qualify to receive assisted
living services under a waiver and for providers to participate in the program. Recipients
in conventional elderly housing projects can receive similar services in their apartment
and many waivers allow personal care, home health aide and skilled services to be
delivered to residents in licensed board and care facilities.

Based on the patterns of state policy, it may be possible to differentiate services
from the setting in which services are received. The service component can be called
“‘in-home” services which recognizes that wherever a person lives is their home
although some might not consider their setting their “home” but rather a place they have
to live. If services are defined by a separate term, then assisted living can refer to a
building with apartment-like settings, in which all residents live in order to take
advantage of the services which are provided. This approach allows settings which are
licensed as board and care but do not provide single occupancy units to retain a
separate and distinct meaning. Buildings currently licensed as board and care which do
offer single occupancy units would be licensed or certified under the new category of
assisted living. Apartments in elderly housing projects would not be called assisted
living.

2 Hyde, Joan. Serving People with Dementia: Toward Appropriate Regulation of Assisted Living and Residential
Care Settings. Publication pending. University of Massachusetts-Boston.



While this approach may appeal to those who are not involved in a state's program
or who do not operate assisted living or board and care facilities, it is unlikely that any
state would modify their program after many months, often several years, of work,
negotiation and compromise to develop their definition or program. As such, this section
is perhaps an academic exercise that may have relevance to states that are now
defining their program and it may help people in states with an existing assisted living
definition or program place their policy in the broader context of assisted living and
identify similarities and differences with other models.

State flexibility means variation in approach. People who prefer a standard
definition will be satisfied if the final definition is consistent with their approach. The
other alternative is to develop a definition that is broad, flexible and encompasses a
range of models such as the ALFAA definition. The quest to develop a standard
definition becomes a circular exercise guaranteed to end in frustration! For policy
makers who seek a standard, acceptable definition, readily understood by all, the need
will pass once your state has arrived at its own definition. Unfortunately, based on the
experience of states that have persevered through the process, it is time consuming,
labor intensive, requires skills in listening, negotiation and compromise. Meanwhile,
consumers must receive adequate information to understand what assisted living is,
what services will be provided and how much they will cost.



III. COMPARING STATE MODELS

States have defined assisted living as a program approach in a new model of
housing and services (Arizona, lowa, Massachusetts, Ohio, Oregon, and
Washington), a service in an apartment setting (Connecticut, Minnesota, North
Dakota and Wisconsin) and a service model in multiple settings (Alaska, Florida,
Maine, Maryland, New Jersey, Utah Texas). In New Jersey, assisted living services
can be provided to residents in personal care homes, free standing assisted living
facilities or conventional elderly housing developments. Extended congregate care can
be provided in Florida to residents in a wide range of settings: “any building or
buildings, section of a building, or distinct part of a building, residence, private home,
boarding home, home for the aged, or other place...” Connecticut licenses assisted
living as a service but limits its provision to managed residential communities which can
be purpose-built facilities or conventional elderly housing. The pending definition in
Maine proposes a definition of “assisted living services provider” which means a
provider of assisted living services licensed either as a residential care facility, certified
as congregate housing services or licensed as a home health agency. Maine's statute
(Chapter 661 of the Acts of 1994) requires that the definition include a range of services
from in-home to facility based care and varied levels of regulation depending upon the
level of care provided.

State definitions use a number of common terms to define their program although
many key program requirements are found elsewhere in regulations or statute. For
example, the definition of the housing unit is not contained in the definition of assisted
living in Connecticut, Massachusetts or Oregon while it is included in the definition
used by New Jersey and Ohio.

A few states have separated licensing of the housing from service provision.
Connecticut, Minnesota, New Jersey, and North Dakota have created requirements
for the provision of services and do not add new licensing requirements as part of the
assisted living p designation. Massachusetts and Wisconsin provide for certification
rather than licensing of assisted living facilities. Minnesota defines assisted living as a
service through their Medicaid Home and Community Based Services (HCBS) Waiver
programs and requires that units must consist of individual apartments. Texas, which
has also created assisted living through a Medicaid HCBS waiver, allows assisted living
to be provided in apartments and non-apartment settings.

A proposal in North Carolina takes a variation of the same approach. This
proposal addresses the residences in which services are provided. It would define
assisted living residences as “any group housing and service program for two or more
unrelated adults, by whatever name it is called, which makes available, at a minimum,
one meal a day and housekeeping services and provides personal care services directly
or through a formal written agreement with one or more licensed home care agencies.”
The draft policy does not affect the unit requirements and instead allows personal care
and nursing services “to the extent allowed under Medicare home health regulations” to




be delivered in two settings -- multi-unit independent housing and adult care homes.
Multi-unit independent housing sites can arrange for the delivery of services by a
licensed home care agency. Residents would have a choice of provider and housing
managers must register with a state agency. This supportive housing model provides in-
home services to frail tenants in conventional elderly housing. Services are provided by
management in the second category, adult care homes or adult family care homes
which are subject to state licensure.

Virginia's regulations define assisted living as “a level of service provided by an
adult care residence for adults who may have physical or mental impairments and
require at least a moderate (2 or more ADL impairments) level of assistance with
activities of daily living.” Facilities must describe the characteristics of the people served
and program components and services that will be provided.

The confusion around the use of the term is further complicated when comparing
similar programs by states that do not use the term assisted living but, when asked on
the survey ff they have assisted living, respond affirmatively. Missouri is a good
example. The state licenses residential care facilities and reimburses for personal care
and advanced personal care through Medicaid. Prior to Medicaid payment, facilities also
provided personal care. SSI covered room and board and state payments covered the
service component. Though the term “assisted living” is not used, the program
resembles the program in Virginia, which has issued draft regulations using the term
“assisted living.” Personal care is provided by a home health agency, an in-home
services provider or residential care facility. Personal care is available to recipients who
need an institutional level of care who have chronic, stable conditions that can be safely
maintained at home. Services include bathing, dressing, hair care, oral hygiene, nalil
care, assistance with toileting, walking, transfers, meal preparation, light housework and
other tasks. Advanced personal care covers assistance for persons with altered body
functions who have a catheter, or ostomy, require bowel and bladder routines, range of
motion exercises, skin care and other tasks. The RCF licensure regulations allow up to
four beds per room and require 1 tub/shower per 20 residents and | toilet/lavatory for
every 6 residents. These requirements are typical of many board and care type
regulations.

While confusion about the definition of assisted living continues to frustrate policy
makers, providers, developers and consumers, because it reflects a new market
product (the term is used by operators and state regulators, and providers have formed
their own association), we have assumed that it differs from board and care, and it is
possible to identify characteristics that differentiate assisted living from board and care
models. An examination of state policies suggests that several variables can be used to
compare assisted living models. The variables include: the characteristics of the living
unit, range of services provided or arranged by the facility, the health, functional and
cognitive status of the residents and the philosophy used to guide the model. Assisted
living can be identified by one or more of the following components of the above
categories:



The living unit

— Individual apartments with kitchenettes or cooking capacity or individual
rooms in a homelike setting, shared by consent.

— Attached bathrooms.

— Lockable doors.

— Resident controlled heat.

— Resident supplied furnishings.

Services provided or arranged

— Service package that includes some nursing services.

— Service capacity is available to meet unscheduled needs.
— Individualized service plans.

— Access to ancillary services.

— Special services such as dementia care.

— Flexible staffing requirements.

Health, functional and cognitive status

— Admission criteria that allow people with nursing needs to be served.

Philosophy

— A philosophy that emphasizes resident independence, dignity, privacy and
participation in developing the plan of care and service delivery.

Goals and Categories

State policy makers begin their efforts to define assisted living for specific
programmatic reasons. As residents in board and care settings become frailer and
exhibit increased needs for health services, regulations have been amended to allow a
higher level of service to be provided and admission/retention guidelines are relaxed to
prevent further pressure to increase the supply of nursing home beds (South Dakota,
Virginia).

Aging-in-place also affects residents in conventional elderly housing buildings. A
number of states have adopted assisted living policies to provide services to allow
elders living in subsidized housing to remain. Policy makers are also concerned about
people who need a more structured and supervised setting, but do not require extensive
24 hour nursing care. This group must move from their single family home or apartment
because of the lack of 24 hour staffing to respond to needs that arise during the evening
when caregivers or service provider staff are not available. Until recently, the only
choice was a nursing home. Several states have developed assisted living as a
residential model which allows a person who must move an alternative to a nursing
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home. These programs set standards that are more residential and home-like than
board and care facilities. Finally, states have seen similarities in the service needs of
residents in multiple settings and have focused on the service-rich nature of assisted
living rather than the setting in which services are provided.

As a result, state models can be grouped into three general categories:

— board and care/institutional,
— anew housing and services model
— aservice model.

The new housing and service model licenses or certifies facilities providing
assisted living services which are defined by law or regulation. These models require
apartment settings. Service models, though they may include apartment requirements,
focus primarily on the provider of assisted living services.

Service models can be subdivided into models that allow assisted living services to
be delivered in multiple settings and those in which services are delivered only in
apartment settings. Table 2 presents state assisted living policies by the type of model.
Table 6 compares states by the components of assisted living identified during the
study. State models were developed to meet defined needs in different settings. A
state's policy may address needs in more than one setting. The upgraded board and
care approach recognizes that residents are aging-in-place and need more care to
prevent a move to a nursing home. State policies have allowed these facilities to admit
and retain people who need ADL assistance and some nursing services. Mutually
exclusive level of care criteria can blur and people who would qualify for admission to a
nursing home might be retained. The model retains the minimum requirements for the
building and units (usually multiple occupancy bedrooms with shared bathrooms and
tub/shower areas).

The “services in multiple settings” model also addresses aging-in-place in both
board and care and larger elderly housing projects. Residents in both settings are
aging-in-place. A higher level of service may be available in settings which were
previously licensed as board and care. In addition, similar services are provided in a
supportive housing program to residents in conventional elderly housing. In these
settings, some tenants may be totally independent and do not receive assisted living
services while others require assistance with IADLs, ADLs and health care needs. This
model includes settings which may be licensed and others which are not. States
representing this approach include Alaska, Florida, Maine, Maryland, New York,
North Carolina (proposed), Utah and Texas.

Maryland provides assisted living services through its Medicaid Home and
Community Based Waiver. The waiver was developed to support elderly (62 or older)
residents in 150 small group homes and conventional apartment buildings, called Senior
Assisted Housing, throughout the state. Projects are primarily federally subsidized. The
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program is administered by the Office on Aging through contracts with housing
management companies or other community organizations to deliver services.

TABLE 2. Models in States Using the Term “Assisted Living”

New Housing and Service Model Institutional Model
Services Model Multiple Settings Apartment Setting

Arizona Alaska Connecticut Alabama
Hawaii' Florida Minnesota* Rhode Island
lowa® Maine New Jersey® South Dakota®
Massachusetts Maryland North Dakota Virginia
Ohio® New York Wisconsin Wyoming
Oregon North Carolina
Washington Oklahoma®

Utah*’

Texas*

* Created through Medicaid Home and Community Based Waiver Services Programs.

1. Based on tentative recommendations from a task force.

2. Based on Senate 454 which is expected to pass during the 1996 legislative session.

3. New Jersey provides services in multiple settings but each unit participating in the assisted
living services program must meet apartment standards.

4. Proposed rules.

5. Based on existing law. Legislation is pending that would change the model from a licensure
category to a Medicaid program.

6. Depending on the extent of its regulations, Wisconsin could be considered a new housing
and services model.

7. Provides for both apartments and bedrooms with shared bathrooms and shower/tub but
introduces assisted living philosophy into the institutional model.

The service delivery model licenses or contracts with the agency providing
assisted living services that may be provided in housing settings. Connecticut,
Minnesota, New Jersey, and North Dakota are examples of this approach although
the basis of the programs differ. The Connecticut and New Jersey programs are
contained in an assisted living regulation while Minnesota's and North Dakota's
programs are defined through a Medicaid HCBS waiver program. Regardless of the
basis, local and state building codes or existing licensure rules sometimes govern the
physical structure and new regulations focus on the services provided.

States which separate the housing and service components provide greater
flexibility, encourage aging-in-place and recognize important realities in the
fragmentation of funding sources and the existing supply of “housing” types. However,
these approaches do not address the institutional character of board and care
programs, nor are they intended to do so. Yet, approaches that focus on services do
address one of the limitations in board and care models that specifically exclude
residents who require the level of care provided in a nursing home. It recognizes that
residents in board and care facilities throughout the country may require more care than
is allowed through original licensure guidelines. Though many states allow services to
be delivered by community organizations, the “assisted living as a service” model can
respond to the important dynamics in the resident characteristics of board and care
facilities. In other settings (nhon-board and care), it is also a useful way to minimize state
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licensing, focus on meeting service needs and allow residential building codes to
address the housing structure.

Units

Apartments are required in Arizona, Connecticut, Kansas (new law),
Minnesota, North Dakota, Oregon, Washington and Wisconsin. Arizona, Oregon
and Washington require 220 square feet per unit in new construction, excluding
bathrooms. New Jersey's regulations require that all units include 150 square of usable
floor area, plus an additional 80 square feet for each additional occupant. Unlike most
rules that allow for multiple occupancy, New Jersey requires that each unit include a
bathroom with sink, toilet, bathtub and/or shower, a kitchenette that includes a
refrigerator, cabinet for food storage, sink, and outlets for small electrical appliances
(eg., microwave, two burner cook top, toaster oven). This policy would provide assisted
living services in facilities licensed as board and care but which meet a higher standard
for living units. Residents or family members may request that cooking appliances may
be removed if it is unsafe. In addition, residents may elect to bring their own appliances
if they meet code requirements.

Ohio's draft rules also required single occupancy units, unless shared by choice,
with private cooking, bathing, washing and toilet facilities, lockable doors, temperature
controls and sprinkler equipment. Buildings in Massachusetts, New Jersey, Ohio, and
Oregon also have to meet local building codes.

Legislation pending in lowa, Senate 454, would require that regulations developed
by the Department of Aging provide for private space sleeping and dressing.

The opportunity to prepare a meal or snack is an important variable in determining
whether a unit is home-like. While many residents may be too impaired to prepare their
own meal, operators reports that family members and friends often fix meals for
residents when they visit and the presence of a kitchenette adds to the residential
ambiance even for people who do not regularly prepare their own meals. All residences’
must provide a kitchenette or access to cooking capacity (kitchen, microwave) in
Arizona, Connecticut, Massachusetts, Oregon, Ohio, Minnesota and Wisconsin.

Alaska's policy does not specify requirements for units although shared rooms are
allowed and the policy is flexible to accommodate small group homes which are needed
in such a rural state. Florida requires private rooms, apartments, or semi-private rooms.
If shared rooms are offered, there must be no less than one bathroom for every four
persons. Massachusetts allows single and double occupancy units with lockable doors.
New construction must include private baths for each unit. Existing buildings may
provide private half baths and one bathing facility for every three units.

Two types of units are allowed in New York. Enriched housing models
(conventional housing) must provide single occupancy apartment units, unless shared
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by agreement, with full bathroom, living and dining space and equipment for preparing
and storing food. Adult care homes offer single or double occupancy bedrooms and
must have | toilet for every six residents and 1 tub/shower for every ten residents.
Texas also allows several occupancy types including assisted living apartments with
220 square feet or 160 square if the building is being remodeled to participate in the
assisted living program; residential care apartments (double occupancy, bedroom,
kitchen and bathroom with 350 square feet); and residential care non-apartments
(double occupancy, 16 or fewer units).

The institutional model is predominantly a shared model. Residents share
bedrooms, although many states limit occupancy to two persons per room, bathrooms
and tub/shower rooms. Alabama requires bedrooms with 80 square feet for single
occupancy and 130 square feet for double units. If sitting areas are included, the square
footage requirements are 160 for single rooms and 200 square feet for double rooms.
Virginia's existing adult care residence rules allow single rooms (100 square feet) and
multiple occupancy (80 square feet per occupant) with toilet and wash basins for every
seven residents and a bath tub for every ten residents.

Tenant Policy

Two distinctions are drawn concerning tenant policy. State licensure rules often set
parameters on who may be served in an assisted living residence regardless of payer
source, however, state reimbursement policies may set different criteria for residents
that will be reimbursed in assisted living. In fact, most states, except Massachusetts,
limit their reimbursement to low income tenants that meet the level of care criteria for
placement in a nursing home.

While many states have defined the characteristics of tenants who may be served,
a draft report from an advisory group in Wisconsin has recommended that services be
limited to 28 hours a week as a means of assuring that tenants would not be discharged
prematurely. The limit exceeds the average hours of service provided to participants in
the state's home care program and would prevent residences from discharging tenants
needing higher levels of service. The policy implies that tenants needing more than 4
hours of service per day are 9 best served in a different setting.

A few states have modeled tenant policies on the definition of Medicare skilled
services. Anyone needing services beyond the Medicare definition for a period that
exceeds the definition are not consider appropriate for assisted living. The definition has
been equated with a judgement about safety and the level of care that can safely be
provided in a homelike setting. However, Medicare definitions have been developed for
reimbursement purposes and do not define the line between care that can be delivered
at home and care that should be provided in a nursing home.

Florida developed precise rules for admission and continued residency. New
residents must be able to perform ADLs with supervision or assistance; do not require
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24 hour nursing supervision; are capable of taking their own medication or may require
administration of medication and the residence has licensed staff to provide the service;
do not have bed sores or stage 2, 3, or 4 pressure ulcers, are able to participate in
social activities; capable of self-preservation; is not bedridden; non-violent; and does not
require 24 hour mental health care.

The criteria for continued residency do not allow residents to be retained if they
develop a need for 24 hour supervision; become bedridden for more than 14 days,
become totally dependent in 4 or more ADLs (exceptions for quadraplegics, paraplegics
and victims of muscular dystrophy, multiple sclerosis and other neuro-muscular
diseases if the resident is able to communicate their needs and do not require
assistance with complex medical problems). Residents may stay if they develop stage 2
pressure sores but must be relocated for stage 3 and 4 pressure sores. Residents who
are medically unstable, become a danger to self or others or experience cognitive
decline to prevent simple decision making may not be retained.

This lengthy list of resident conditions which may and may not be treated may be
replaced by using the Medicare skilled nursing definition to establish the admission and
retention policy.

New Jersey has developed the broadest tenant policy by allowing, but not
requiring, care for people who require 24 hour, seven day a week nursing supervision,
are bedridden longer than 14 days, are consistently and totally dependent in four or
more ADLS, have cognitive decline that interferes with simple decisions, require
treatment of stage three or four pressure sores or multiple stage two sores, are a
danger to self or others or have a medically unstable condition and/or special health
problems. The admission agreement has to specify if the residence will retain residents
with one or more of these characteristics and the additional costs which may be
charged.

Alabama, which has a board and care model, does not allow residents to be
served in assisted living who require the level of care provided in a nursing home.
Rhode Island, another board and care model, allows people who need nursing
assistance to be served, but does not allow people needing skilled care to be served.

The Virginia requirements offer flexibility for adult care residences to develop a
service program that reflects their market segment and the service needs of the market.
The regulations do set some parameters on who may admitted and retained. ACRs may
not serve people who are ventilator dependent, have dermal ulcers (Il and 1V), receive
intravenous therapy, or require continuous nursing care.

Services

The extent and intensity of services has been a key component of assisted living
policy. Mutually exclusive resident policies, which prohibit anyone needing a nursing
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home level of services from being served in board and care, are being revised. State
policy makers are focusing on the level of care that can be provided in a person's single
family home or apartment and allowing the delivery of similar services in assisted living
settings. Drawing the line has been controversial. Some nursing home operators see
assisted living as competition for their “patients” and oppose rules which allow skilled
nursing services to be delivered outside the home or nursing home setting.

Most states require an assessment and the development of a plan of care that
determines what services will be provided, by whom and when. Residents often have a
prominent role in determining what they will receive from the residence and what tasks
they will do for themselves.

The key factor in assisted living policies is the extent of skilled nursing services.
Connecticut allows client teaching, wellness counseling, health promotion and disease
prevention, medication administration and skilled services to clients with chronic but
stable conditions.

In response to complaints from the nursing home industry, Florida developed
specific regulations that list the services that may be provided and those that cannot be
provided. Facilities may provide limited nursing services (eg., medication administration
and supervision of self-administration, applying heat, passive range of motion exercises,
ice caps, urine tests, routine dressings that do not require packing or irrigation and
others), intermittent nursing services (eg., change of colostomy bag and related care,
catheter care, administration of oxygen, routine care of an amputation or fracture,
prophylactic and palliative skin care).

Facilities in Florida may not provide oral or nasopharyngeal auctioning, assistance
with tube feeding, monitoring of blood gasses, intermittent positive pressure breathing
therapy, intensive rehabilitation services for a stroke or fracture or treatment of surgical
incisions which are not clean and free from infection and any treatment requiring 24
hour nursing supervision. Washington has developed a list of skilled services that may
and may not be delivered by licensed nurses and unlicensed staff. Nursing services are
differentiated by licensure category. RNs or LPNs may provide insertion of catheters,
nursing assessments, and glucometer readings. Unlicensed staff may provide the
following under supervision of an RN or LPN: stage one skin care, routine ostomy care,
enema, catheter care, and wound care. Changes in the nurse practice are pending in
the legislature which would greater delegation.

Oregon's policy allows a wide range of delegation under which nurses must train
unlicensed staff for each resident receiving delegated services. Further, there are no
explicit discharge criteria based on service needs.

Legislation in Massachusetts, as in other states, does not allow twenty four hour
nursing services. However, skilled services may only be provided by a certified home
health agency on a part time or intermittent basis not to exceed 90 days in a one year
period. Medical conditions requiring services on a periodic, scheduled basis are also
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allowed. In addition, residents may “engage or contract with any licensed health care
professional and providers to obtain necessary health care services .... to the same
extent available to persons residing in private homes.” The Massachusetts statute only
allows skilled nursing services to be provided by a certified home health agency. As a
result, although regulations have not been issued, registered nurses, if hired by an
assisted living facility, presumably, would not be allowed to deliver skilled care. Ohio's
pending policy will limit skilled services to 120 days with exceptions for diets, dressing
changes and medication administration.

The Massachusetts statute specifies a minimum level of personal care services
that must be provided (bathing, dressing, ambulation) and requires that tenant
agreements include the services which will be provided and those which will not be
provided. Facilities certified under the law may offer a broader range of personal care
services. Alaska's regulations also require that tenant contracts spell out the services
and accommodations that will be provided which reflects the diversity of providers and
varied availability of service providers in the state. Intermittent nursing services are
allowed for residents who do not require 24 hour nursing care and supervision and
tasks approved by the Board of Nursing may be delegated to unlicensed staff. Arizona
also allows intermittent home health (nursing, home health aide, supplies, equipment
and therapies) in its demonstration program.

lowa's pending legislation allows health related care which are services provided
by a registered nurse, a licensed practical nurse, home care aide and services provided
by other licensed professionals as defined by rule. Health related and personal care
services can be provided on an intermittent and part time basis, which is defined as up
to 35 hours a week of personal care and health related services on a less than daily
basis, or up to 8 hours personal care and health related services provided 7 days a
week for temporary periods not exceeding 21 days.

Because of its funding source, New York allows for skilled nursing, home health
aide and therapies. Regular Medicaid state plan services have been included in a
capitated rate to include the full range of Medicaid long term care services that can be
delivered in the home.

A concept paper in Idaho would require personal care (eating, bathing, dressing,
toileting and walking), three meals a day in a common dinning room, housekeeping,
transportation, medication management, social and recreational activities and laundry
services. Maryland's policy includes a similar list but adds 24 hour on-site supervision
in group homes but not in the Senior Assisted Housing setting. Skilled nursing is not
included in Idaho and Maryland. In Utah, which has a similar list of services, facilities
must arrange for necessary medical and dental care although medication administration
of prescription drugs is allowed. Maine's pending policy only allows skilled services
when they are provided by a licensed home health agency. Skilled services cannot be
provided by congregate housing or residential care providers that may be licensed as
assisted living.
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Financing and Reimbursement

States have developed a number of methodologies to set rates for subsidized
residents. Oregon uses a five tiered methodology for reimbursing providers based on
the type and degree of impairments (See table 3). Arizona has developed three rate
classes based on the needs of the resident. Ohio is also planning to use a service rate
structure with five tiers ranging from $200 to $1400 a month that vary based on the
number and type of ADL impairments, skilled nursing needs and behavior needs (table
4). The room and board payment is likely to be $700 a month. The service rate was
developed after consultation by the Department of Aging with assisted living providers.
North Dakota uses a rate classification system that is derived from a point system that
measures a person's level of service need.

TABLE 3. Oregon Service Priority Categories and Payment Rates
Impairment Level Service Priority Rate

Level V Service priority A or priority B and dependent in $1586
the behavior ADL.

Level IV Service priority B or priority C with assistance $1283
required in the behavior ADL.

Level llI Service priority C or priority D with assistance $978
required in the behavior ADL.

Level Il Service priority D or priority E with assistance $736
required in the behavior ADL.

Level | Service priority E or F or priority G with $553
assistance required in the behavior ADL.

Flat rates are used in Massachusetts, Texas and Washington. Massachusetts
uses two sources of financing to pay for assisted living. Medicaid state plan services are
available to reimburse for Medicaid recipients and a special program (Managed Care in
Housing) funded with general revenues is available for elders who are not eligible for
Medicaid is administered by the Executive Office of Elder Affairs. The service payment
is $33.70 per day for Medicaid recipients and the Managed Care in Housing program
rate is $817 a month. The financing sources were developed prior to passage of the
assisted living legislation and the program represents combines two approaches:
services in conventional elderly housing projects and purpose built assisted living sites.
Massachusetts, with its higher development costs, is the only state that has set a
separate SSI payment for assisted living of $900 a month which is considerably higher
than the community standard (the payment for an aged person living alone in the
community) and the board and care standard. The increased rate reflects the higher
real estate and development costs in the state and provides access for Medicaid
recipients to many market rate and mixed income developments. However, legislation
creating an assisted living certification program also suspended use of the higher rate
until the Medical Assistance Division completed a report showing the projected demand
and costs to the state. The report was submitted to the legislature on March 1, 1995 and
concluded that a higher payment standard would save $2389 per participant for a total
savings of $239,800 in FY 95 rising to savings of $4.8 million in FY 99 as the supply of
assisted living residences for low income residents increases.
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Texas varies its rate by the number of occupants. Single occupancy assisted living
apartments receive $29.39 a day for services. Residential care units receive $22.96 a
day for double occupancy. The SSI rate for room and board is $11.88 a day for alll
settings. A tiered rate is under consideration.

TABLE 4. Ohio Assisted Living Waiver Service Levels (Proposed)

Service Level Minimum Waiver Service Needs
One e Assistance with 2 secondary ADLs
Two Assist with 1 primary ADL & 1 secondary ADL; or

Level one + medication administration; or

Level one + behavior management; or

Level on + plus unstable medical condition; or,

Level one + daily skilled nursing services not covered under the state

Medicaid Plan

Assist with 4 ADLs (any type); or

e Assist with 3 ADLs (including 1 primary ADL) plus medication
administration; or

¢ Level two plus behavior management; or

¢ Level two plus unstable medical condition; or

e Assist with 3 ADLs (including one primary ADL) plus daily skilled

nursing services not covered under the state Medicaid Plan.

Assist with 5 ADLs (any); or

Assist with 4 ADLs (any) plus medication administration; or

Level three plus behavior management; or

Level three plus unstable medical condition; or

Assist with 4 ADLs (any) plus daily skilled nursing services not covered

under the state Medicaid Plan.

Assist with 5 ADLs plus medication administration AND daily skilled

nursing services not covered under the state Medicaid Plan; or

¢ Level four plus behavior management; or

o Level four plus unstable medical condition.

Three

Four

Five

Washington uses a flat per them rate is $47.37 a day for 1995 consisting of
$27.06 for services and $20.31 for room and board. However, Washington is also
planning to develop a new rate structure that includes three payment rates for low,
moderate and high service needs based on ADLs.

Several states have modeled their reimbursement rates on their case mix system
for paying nursing homes. In New York, the service reimbursement is set at 50% of the
resident's Resource Utilization Group (RUG) which would have been paid in a nursing
home. The state has created RUG rates for 16 geographic areas of the state. The
reimbursement category is determined through a joint assessment by the Assisted
Living Program and the designated home health agency or long term home health care
program. The assessment and the RUG category are reviewed by the Department of
Social Services district office. The residential services (room, board and some personal
care) are covered by SSI which also varies by region. In 1992, the SSI rates were $827
to $857 a month.
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Service rates in Minnesota (table 5) are negotiated between the client and the
provider with caps based on the client's case mix classification. Service rates under the
Alternative Care program, a state funded program for people who do not meet the
Medicaid eligibility criteria, cannot exceed the state's share of the average monthly
nursing home payment. The client pays for room and board (raw food costs only -- meal
preparation is covered as a service). The cost of services in addition to assisted living
services may not exceed 75% of the average nursing home payment for the case mix
classification. Under the HCBS waiver, rates for assisted living services are also capped
at the state share of the average nursing home payment and the total costs, including
skilled nursing and home health aide, cannot exceed 100% of the average cost for the
client's case mix classification.

TABLE 5. Service Rates: Minnesota Case Mix Categories and Average Rate Limits
Category RE : Description
Elderly Disabled

A $565 $597 Up to 3 ADL dependencies’

B $638 $671 3 ADLs + behavior

C $722 $755 3 ADLs + special nursing care

D $798 $831 4-6 ADLs

E $876 $909 4-6 ADLs + behavior

F $881 $914 4-6 ADLs + special nursing care

G $948 $980 7-8 ADLs

H $1073 $1105 7-8 ADLs + behavior
7-8 + needs total or partial help eating

I $1117 $1150 (observation for choking, tube or IV feeding
and inappropriate behavior)
7-8 + total help eating (as above) or severe

J $1186 $1218 neuro-muscular diagnosis or behavior
problems

K $1330 $1363 7-8 + special nursing

1. ADLs include bathing, dressing, grooming, eating, bed mobility, transferring, walking and
toileting.

The statewide maximum rates for elderly recipients ranged from $565 a month to
$1330 a month depending upon the case mix classification. Rates in a particular county
could be higher or lower than the averages. Rates for participants with physical
disabilities ranged from $597 to $1361.

New legislation in Wisconsin caps rates at 85% of the statewide average
Medicaid nursing home service rate (excluding room and board). It is assumed that
counties will have flexibility to negotiate rates with providers within the overall cap set by
the state agency.

Medications and Staffing
Nearly all states allow assistance with self-administration of medications or

administration of medications by licensed nurses. The predominant provisions for
staffing require that facilities provide an adequate number and type of staff necessary to
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fulfill the service needs of residents as required by plans of care. A few states require
ratios of awake or on-site staff but the clear trend substitutes flexible staffing plans and
schedules for specific staffing ratios.

States Developing Policy Options

The trend among states to develop assisted living continues. As frequently as
states move from study, analysis and recommendations to passing legislation and
issuing regulations, other states have begun their own initiatives. Assisted living has
attracted interest in a number of states that have created a process to examine options
and make recommendations. In Ohio, a task force was created to re-examine
legislation passed in 1993 and draft regulations developed to implement the legislation.
Language was added to the state budget bill in 1994 that halted implementation. As the
process for developing the regulations proceeded, segments of the assisted living and
nursing home industries expressed concerns about the model and the direction of the
regulations. A special committee consisting of 6 legislators, 4 state agencies, 4 provider
groups (3 nursing home and 1 assisted living), the Area Agency on Aging Association,
the Ombudsman Association, AARP and a taxpayer group was created to review the
program.

The task force was created to address opposition to Chapter 3726 and the
proposed regulations dealing with the unit requirements, the level of services provided
in assisted living and the medical conditions of tenants. While a formal consensus report
was not submitted, the governor's budget included several proposals contained in the
draft report. The budget bill would repeal the assisted living statute and create a new
category of residential care facility to replace the current rest home classification.
Residential care facilities would be able to provide up to 120 days of skilled nursing
services with exceptions for special diets, medication administration and dressing
changes. In addition, the Ohio Department on Aging would be authorized to create an
assisted living program, funded through a Medicaid HCBS waiver, that is likely to use
the rules developed for the licensure category.

Legislation has passed the lowa House creating an assisted living program.
Amendments have been added in the Senate and the bill will be considered for final
passage in 1996. The bill grew out of a long term care task force appointed by the
governor in 1994. An interim legislative committee drafted the bill. An interagency policy
committee will develop draft rules that would be finalized when the bill passes.

A task force consisting of state agencies, consumers, nursing home associations,
and assisted living providers has been meeting in Delaware to recommend a policy. A
requirement for self-preservation has been a contested issue. The task force has
considered private apartments, elderly housing and residential care as settings for the
provision of assisted living. Louisiana state officials have begun drafting an assisted
living policy statement. A meeting with Aging, Health and Medicaid staff was held to
initiate discussion of the primary elements of the policy statement. Monthly meetings
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between staff of the Governor's Office on Aging, the Department of Health and
Hospitals (Medicaid) and the Department of Social Services (regulations) have been
held. It is anticipated that the Department of Health and Hospitals will submit a Medicaid
Home and Community Based Services waiver to fund two pilot assisted living projects.
Licensing rules are being drafted with a projected effective date of July 1, 1995.

In Hawaii, the 1994 legislative session passed House Concurrent Resolution 377
which directed the formation of a task force to study and make recommendations on
assisted living. A 7 member legislative task force that includes three state agencies and
provider groups has been meeting weekly. The task force is chaired by the Gerontology
Administrator of the Child and Family Services agency which is a large social services
agency. The group organized a conference on assisted living in the fall of 1994 and
presented a report to the legislature which has resulted in several bills being filed.
Members made site visits to facilities in Oregon and Washington. The report
recommended adoption of a common definition of assisted living to mean “a special
combination of housing, personalized supportive services and health care designed to
respond to individual needs. Assisted living promotes choice, responsibility,
independence, privacy, dignity and individuality and encourages the involvement of a
resident's family and friends. The setting within an assisted living facility is usually a
private studio apartment and bath.”

The state faces constraints due to high land costs and must examine the use of
existing housing capacity rather than new construction to implement a new model. The
report recommends that counties be encouraged to modify their land use policies to
support assisted living and that state loans and bonds be made available a favorable
interest rates to stimulate development.

Legislation authorizing development of assisted living regulations and authorizing
funding through a Medicaid waiver is pending before the state legislature which meets
until the end of April. The legislature is expected to pass a bill directing the development
of assisted living regulations modeled after the Oregon and Washington programs and
another bill providing for nurse delegation in a range of settings (nursing home,
hospitals, assisted living and others). Another bill is expected to pass that provides
mortgage insurance through the state housing finance agency for non-profit agencies
which develop assisted living programs.

A resolution directing the Department of Human Resources to study and report to
the legislature on the feasibility of developing a Medicaid Home and Community Based
Services waiver for assisted living has also been filed. In addition, Hawaii is
implementing an 1115 demonstration waiver, called Health QUEST, that provides health
care for Medicaid recipients and uninsured residents with incomes below 300% of the
poverty level through managed care plans. Planning has begun to expand the waiver to
SSI recipients and to include long term care in the service package. The work group is
interested in including assisted living as part of the benefit package. Implementation is
not expected until 1999 to allow ample time for implementation of the current “1115”
waiver.
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A seven member Residential Care Council examined assisted living options for 18
months in Idaho. A change in administrations and lack of funding limited the scope of
the work. A concept paper was issued which may serve as the basis for legislation that
was expected to be filed by the Assisted Living and Residential Care Associations. A
legislative task force was created in Indiana to make recommendations on assisted
living. After a series of hearings, a report was issued but no action has been taken to
develop a formal proposal.

In Michigan, the Long Term Care Working Group, appointed by Governor Engler,
is developing administrative rules for assisted living. Officials from the Office of Services
to the Aging, Public Health, Mental Health, the Department of Social Services
(Medicaid) and the State Housing Authority are members of the Working Group. Draft
rules are being developed for review by the Working Group at their January, 1995
meeting.

Legislation consolidating the licensing of personal care homes, retirement homes,
adult foster care and adult day care under a broader residential care category will be
filed with the Montana legislature for consideration during the 1995 session. Another
proposal will provide funding for 50 slots for Medicaid waiver participants in residential
care homes that are comparable to assisted living.

The Oklahoma Aging Services Division organized a task force to study assisted
living in the spring of 1994 which included representatives of both aging and people with
disabilities, providers and others. The task force developed a broad definition that
considered assisted living as a service available in multiple settings 24 hours a day for
unscheduled needs. The group also identified a philosophy to guide their work that
emphasized privacy, dignity, and resident involvement in the assessment and care
planning process. Committees were formed to focus on the housing environment,
services to be provided, clients to be served and funding sources. Legislation was
drafted and circulated for comment that would have replaced the current residential care
licensure category with a new assisted living category. The task force is refining the
legislative proposal based on reactions from affected groups. The task force is
addressing issues dealing the level of care that can be provided outside a nursing
home, the role for residential care facilities, financing for low income residents, and the
appropriate models for serving people with dementia versus people with disabilities who
prefer an independent living model.

State agencies in Texas have formed a task force to build on their Medicaid waiver
program and develop a more formalized licensure policy on assisted living.

The Vermont Department of Aging and Disabilities convened a working group to
consider options for developing assisted living models. The group recommended
conducting pilot projects to gain experience with several approaches, including the
supportive or congregate housing services model in which frail residents in conventional
elderly housing buildings receive services. This approach would be comparable to
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Maryland's model. The Vermont Department of Aging and Disability has subsequently
created an advisory group to assist with the development of the state's Medicaid home

and Community Based Services Waiver renewal. A subcommittee has been formed to

deal with assisted living and the renewal application may contain a proposal to add

assisted living as a service as Minnesota and Texas have done. The governor's

proposed 1996 budget included funds to implement an assisted living demonstration
program through a Medicaid HCBS waiver.

The policy development process need not begin with public officials. In Illinois,
The Center for Eldercare Choices (a Foundation formed by the lllinois Association of

Homes and Services for the Aging, the Life Services Network of lllinois) initiated a
statewide, two day summit on assisted living in October 1994. Thirty three policy

leaders (legislators, state agency officials, housing and service providers) were invited
to examine issues around residential alternatives to develop a framework for working on
an assisted living proposal for the state. The session reviewed background information
on assisted living and created a coalition to guide policy development.

TABLE 6. Components of State Assisted Living Programs

Component [ AL | AK | Az | coN | FL | ™MD ] MA [ MN T NJ NV
Licensure
Facility X X X X
Services X X X X X
Certification X x° X
Medicaid
Contracts X X
Residential
Apartments X X X X X X XV
Private room X
w/bath
Private BR, 4
shared bath X X X X
Multiple 8 8 10
occupancy X X X X X
Acce_ss to X X
cooking
Lockable doors X X X X X X
Tenant policy E C C B C B B A C
24 hour on-site 11
?
staff X X ) X X X
Nursing 45 5 2
services X days? X X X 90 days X
Staffing pattern ‘ Care Care Ratio & Care Proposed Plans
Ratio lans lans Care lans by of care
p P plans p residence
Medicaid X X X X X X x® X
Financing
Reimbursement Case
2 Three Subsidy ' mix Case
Market Levels classes Market Flat caps Per diem withg mix®
caps
Resident focus’ X X X
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TABLE 6 (continued)

Component | 1A | ND | oH | OrR | RI | TX | uT | vAa | waA | w
Licensure

Facility X X X X X

Services

Certification X X
Medicaid

Contracts X X X X
Residential

Apartments X X X X X X X
Private room

w/bath

Private BR, X

shared bath

Multiple X8 X X

occupancy
Access to
cooking
Lockable doors X X X X X X
Tenant policy B D B B E -= B C C A
24 hour on-site
staff
Nursing 120
services X X days® X X X
Staffing pattern Plans Plans X

of care of care
Medicaid 6 6 6
Financing X X X X X X X X
Reimbursement . . . Per Flat Per .7
Multiple 5 tiers 5 tiers Market diem rate diem Tiers

Resident focus” X X X X X X

Table Key:
1. Resident focus eg., promote self-direction, independence, autonomy, dignity, choice, privacy.
Exceptions allowed to skilled limit.
The housing setting is certified.
Existing buildings must have private half bath and may share bathing facilities.
Regulations specify services that may and may not be provided.
Medicaid waiver under consideration.
Tiered rates will be developed to reflect resident needs.
Bedrooms may be shared by no more than two people.
Based on nursing home case mix methodology.
0. In New York, Enriched housing settings require apartments, Adult Home settings allow sharing by no more than two
residents.
11. Adult home settings.

BOONOOAWDN

Tenant Policy key:

Meet nursing home criteria, may have extensive nursing needs.
Stable medical conditions, must not need 24 nursing supervision.
Nursing home eligible with specific conditions included or excluded.
Needs assistance with ADLs.

Do not allow nursing home eligible residents.

moow»

The group identified seven elements of assisted living: risk, services, choice, cost,
home, internal community and external community and phrases which describe each
area (see appendix). A matrix presenting the strengths and weaknesses, opportunities
and threats posed by assisted living was devised as well as a plan with 6 options for
action. Three options were considered a priority, and task forces were established. The
three priorities identified were: to develop a definition of assisted living, to create
strategies for identifying and educating stakeholders, and to study and recommend
provisions for legislative and regulatory oversight. One year timetables were established
for each task force.
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Interest in the work of the task forces has attracted the attention of other interest
groups around the state. Subsequently, membership of the task forces was extended
well beyond the original summit participants.

Serving People with Dementia

Caring for persons with dementia has become an important issue in the assisted
living arena. Inherent within the assisted living philosophy is the fostering of resident
choice, empowerment, shared decision-making, negotiated risk, independence, and
privacy. An estimated 40% of assisted living residents have Alzheimer's disease or
related disorders® and as residents “age in place,” many cognitively intact residents are
likely to develop some form of dementia over time. As we introduce new models to
provide services to older persons, states struggle to devise an appropriate mechanism
to ensure safety for confused residents,quality care, and the promotion of a philosophy
inherent within the assisted living model.

The ability of residents to participate in their own care, make decisions regarding
life choices, and maintain their own living space is diminished as residents become
confused. It is often difficult for cognitively intact residents to see others who are no
longer able to engage in autonomous decision-making. Providers and policy makers ask
how far residences should go to accommodate a resident who is losing the ability to
make important life choices? Providers struggle to determine the extent to which
policies should protect residents from potentially dangerous situations, which depend on
the stage of dementia (eg., electric appliances and stoves); to balance the needs of all
residents and the impact one or more residents may have on the whole community or
neighboring tenants; and to maximize normalization of the environment.

Assisted living differs from other models of long term care such as nursing homes
and board and care homes because of the way the service package is developed and
delivered. Regulations reflect this difference by encouraging active resident
participation, to the extent the person is able, in the care plan development and the
delivery of services. Given the nature of Alzheimer's disease and other related illnesses,
these regulations sometimes conflict with the specific needs of this group. As a result,
many states are rethinking their assisted living or board and care regulations to reflect
the needs of the Alzheimer's resident. These changes range from physical plant
modifications and new staffing requirements to special service packages and social
activities. The structure and routine of the facility is designed to create a soothing
environment. State strategies should address the functional, cognitive and behavioral
needs of residents with dementia. Special care approaches are most often developed to
serve people that exhibit physically and verbally disruptive behaviors.

¥ Kane, Rosalie A. and Wilson, Keren Brown. Assisted Living in the United States: A new Paradigm for
Residential Care for Frail Older Persons. Public Policy Institute, American Association of Retired Persons. 1993.
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Within the last several years the assisted living industry and state regulatory
agencies have responded to the challenges of serving people with dementia in assisted
living settings. One of the key questions for site managers, staff and regulatory staff is
defining the point at which care in assisted living settings is ineffective, inefficient and
unable to provide the level of care needed. Providers seek to offer a setting that:

— develops an individualized, personalized service plan;

— preserves privacy for all residents;

— provides small group activity according to the interests and abilities of each
resident;

— implements a pro-active process that involves tenants to address
community issues;

— provides specialized training for staff;

— and uses outside experts as appropriate.

Providers can make minor changes, such as locking or alarming selected doors to
respond to wandering. Other changes might modify the facility to respond to the need of
residents in early to mid-phases of dementia. The Pioneer Homes in Alaska installed
locks on selected doors which allow residents access to specified areas for wandering,
while prohibiting entrance to other areas. Providers in Maryland are developing more
“cluster-style” living arrangements with an emphasis on common areas. This strategy
allows residents to congregate in one area for activities. States such as Oregon require
providers to address the behavioral problems of residents with dementia.

Some believe that purpose-built wings and floors are needed for residents with
dementia. This approach includes color sensitive walls, floors, and decor, special
wanderguard systems, alarm systems, increased staffing, behavior modification
strategies, and architectural changes to facilitate wandering. While more costly, many
larger providers are adopting such changes nationwide. Whether major or minor
changes are appropriate depends, in part, upon the resident mix, the stage of dementia
and, in relation to low income residents, the adequacy of funding for subsidized
residents.

Others contend that a purposeful design is important in all settings whether
segregated or integrated since it provides clues to orientation and location in a building
and assists people who are not cognitively impaired in determining where they are.
Perhaps more importantly, the decision to create specialized settings depends upon the
philosophy of care and experience with strategies that are the most effective in
maximizing an Alzheimer's resident's ability to function.

Hyde” has described eight key components for structuring assisted living programs
which were developed by the Alzheimers' Association. The Association's "Guidelines for
Dignity: Goals of Specialized Alzheimer/Dementia Care in residential Settings" include
philosophy, pre-admission and admission, care planning and implementation, change in

* Op. Cit.
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condition issues, staffing patterns and training, physical environment and success
indicators. Hyde and Zeisel have developed a best practices model that include eight
care management principles and eight environment design concepts.

The care management principles include a focus on individual dignity, purpose-
driven team care models, adaptable management, staff suitability, activities richness,
family contact, community-unit continuum and sound business practices. The
environmental design principles deal with exit control, wandering paths, individual away
spaces, common space structure, outdoor freedom, residential scale, autonomy support
and sensory comprehension.® The paper examines regulations in ten states to
determine how they reflect these principles.

We contacted providers and state agency staff in selected states to obtain a brief
description of their approach to serving people with dementia in assisted living settings.
Alabama serves residents with dementia in its board and care model of assisted living.
Settings can accommodate residents in the beginning to middle stages of dementia
when continuous supervision and assistance with ADLs is minimal. Severely confused
residents, who are no longer able to make their needs known, require nursing care
under state guidelines. Providers are concerned, however, that segregating residents
during the early stages may exacerbate the course of the disease. They point to
evidence that suggests that segregating residents during the earlier stages increases
the level of confusion as less confused residents seem to imitate the behavior of those
who are more confused. Providers believe that with the appropriate staff training and
organized management, residents with dementia can be served effectively in mixed
environments.

The Alabama Department of Health, Division of Licensure and Certification has
convened a task force to study Alzheimers related issues in assisted living settings.
They plan to develop a framework to serve people with greater needs which includes
the creation of a new level of dementia care facilities. This facility would continue to
serve residents with dementia as they do in assisted living; however, this level would
serve those individuals who are too confused for basic assisted living yet do not need
skilled nursing care. The state is working with a psychiatrist to assess interior design,
colors and patterns and locking devices for Alzheimer's care. Current regulations place
no restriction on physical plant changes. Providers may make any changes necessary
to accommodate the needs of their residents as long as they do not violate fire and
safety codes. The state will not waive any fire and safety code regulations to
accommodate providers. Existing regulations have been modified to require sprinkler
systems for all small homes (generally 16 units and smaller).

In Alaska new state regulations do not include additional requirements for
Alzheimer's care. If a resident has a deteriorating condition or Alzheimer's disease, they
may choose to stay in the assisted living residence as long as they do not require
ongoing nursing supervision and skilled nursing services. A resident who requires

> Ibid.
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skilled nursing care may, with the consent of the provider, arrange for a licensed nurse
to provide such services as long as this arrangement does not interfere with services to
other residents. In addition, the home may provide 24 hour skilled nursing to a resident
for 45 consecutive days to avoid transferring to a hospital. The resident may negotiate
with the home to stay beyond the 45 day limit in the absence of 24 hour skilled care.
This negotiation requires the input of the family, physician, resident's representative,
and the home.

The Pioneer Homes in Alaska are state funded homes founded in the 1930's.
These homes care for all Alaskans, and have modified their program to accommodate
the special needs of people with Alzheimer's Disease and related disorders. The
Pioneer Homes originally had two levels of care: Residential and Skilled Nursing. They
recognized that many residents living in the residential homes were moving into the
skilled level of care due to a lack of adequate staffing resources. Furthermore, many
residents in the skilled level were found to have less need for skilled nursing and more
support in ADLs and supervision. As a result, in 1993 the Pioneer Homes developed
new levels of care: Assisted Living and Special Assisted Living. The Assisted Living
level includes 19 beds for residents who require assistance with ADLs. The Special
Assisted Living level includes 16 units that fosters a safe and quiet environment for
residents with dementia.

The Special Assisted Living level does not provide a description of a typical
resident or their needs, but includes guidelines for assessing the needs of applicants at
this level:

Applicants may have a history of wandering, confusion as to place and person,
require a safe environment for personal health and safety, poor or nonexistent
judgment concerning personal well-being, difficulties in socialization, non-
cognitive, and other general symptoms associated with Alzheimer's disease and
related dementia.

The Assisted Living and Special Assisted Living models have RN oversight and RNs
are available for consultation. A weekly nursing clinic assesses and treats residents as
needed. LPNs administer medications and CNAs staff the units in an expanded role.
The CNA engages the resident in physical therapy maintenance programs,
psychosocial events, and support with ADLSs.

Two levels of training are provided to the Assisted Living Unit and the Special
Assisted Living Unit staff. Level 1 includes basic training on dementia. Level 2 includes
training on behavior management. Ongoing training programs include two levels: Level
1 is for all staff and includes 3 hours of Alzheimer's training in communication
techniques, common dementia behavior, and a basic overview. Level 2 is 8 hours
mandatory training on people management such as working in teams, attitudes, body
positioning, and verbal and non-verbal communication.

An informal group has formed to examine Alzheimer's care in assisted living in
Massachusetts. The primary issues include:
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— security and how far providers should go to push independence

— the appropriate “locking” system for assisted living

— who belongs in a segregated setting

— at what point is assisted living inappropriate for people with dementia.

Many state regulators and providers believe that different levels of monitoring and
safety are needed for people with dementia. Such changes might include special wings
or floors for residents in later stages of dementia, increased staffing, and additional
training for staff and structured activities. It has been found that people with more
severe dementia benefit from routine activities which start in the early morning and
continue throughout the day.

Currently, Massachusetts has no additional requirements for Alzheimer's care
and regulations for special care units do not deal with interior design requirements or
safety and security issues which concerns both providers and regulators. Both sides
agree that further discussion is warranted to mor