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Get To Know KrisBHarmony, LLC.

Kris, a nationally recognized keynote speaker, boasts over 32
years in the healthcare industry, specializing in compliance,
operations, reimbursement,regulations, and survey within
the acute and post-acute health care sectors.

A Tufts University alumna with an Occupational

Therapist degree, Kris further honed her expertise with

a Master’s in Business Administration from Salem State
University and a Nursing Home Administrator’s License. Kris
is the proud founder of Harmony Healthcare International,
Inc. (HHI), which she led for 23 years. Now, Kris is at the helm
of KrisBHarmony, LLC, continuing her impactful journey.

As a mother of four, Kris champions a balance of work and
well-being and committed to clean living, a healthy lifestyle,
and supplements this by practicing yoga.

KrisBHarmony, LLC.is a private company providing Keynote
Speaking, Consulting, Education, Advocacy, and Media.

“The Wow Factor”

Kris speaks on a range of global topics from leadership,
entrepreneurship, and healthcare to more specific
sessions on team building, scaling a business, brain
health, health and wellness, work life balance, rules,
regulations, advocacy, and a whole lot more!

Kris’s quick pace and high-energy stage presence are
electrifying. She is the perfect speaker to open any
event and “wake up”; audiences. Just as well, Kris is
the ideal speaker to powerfully close an event, leaving
audiences with a lingering

impression of “wow”.

Mission
The missionof KrisBHarmony, LLC, is to advo-
cate for changes'in laws, policies, and societal

behaviors'viaidentifying, documenting,
educating,-aid sharing the stories of others.

KBH specializesin facilitating constructive
dialoguenidentifying complex issues, and
problem-solving’solutions to improve systemic
issues that directly impact an equity in living.
By showcasing real life experiences and
connecting the dots to systemic causes, KBH
facilitates communication and understanding
of the opportunity to improve lives.

The goal of the KBH Series, is to Inspire,
Educate, and Motivate individuals so they

too, can have an impact on what really matters
to them. KBH strives to create a world where
the laws and policies reflect the collective
wisdom gained from diverse experiences,
varying geographical areas, and multiple age
groups, with the end result of a more
interconnected and harmonious life.

Kris B. Harmony /L LNHA MBA
617.595.6032
kris@krisbharmony.com
www.krisbharmony.com




Top 11 MDS changes in LTC for FY 2024

by Kris Mastrangelo,
OTR/L, MBA, LNHA

Change is the only constant,
and in the dynamic landscape of
the long term care industry,
adaptation is key to providing
quality care. As the healthcare
industry steps into FY 2024, sig-
nificant updates to the Mini-
mum Data Set (MDS) are poised
to make waves in how providers
assess, document, and enhance
the wellbeing of residents.

Major changes to the MDS
v1.18.11 for FY 2024 impact pa-
tient care, documentation, form
changes, and payment. Not to
mention, there have been multi-
ple and ongoing changes to all
the item sets with the sixth ver-
sion of the MDS item sets re-
leased October 20, 2023, i.e., 20
days after the formal implemen-
tation. The changes affect many
roles beyond the MDS Coordi-
nator and multiple factors that
require consideration by the en-
tire organization.

This article delves into the top
11 changes of the MDS for FY
2024, shedding light on what
this means to skilled nursing fa-

Kris Mastrangelo

cilities, job roles, and necessary
operational refinements.

1. MDS item sets increased

Given the addition of 59.5 new
items rendering the most intense
changes to the MDS in over 10
years, data collection and MDS
completion may require addi-
tional labor hours. Hence,
providers need to assess hours,
systems, and reallocation of re-
sources. While simultaneously
providing ongoing education to
the MDS coordinators and inter-
disciplinary team members.

2. Resident’s voice

The MDS changes for FY 2024
are designed to create a more
inclusive and resident-focused
care environment. By actively
involving residents in the as-
sessment process, incorporat-
ing their perspectives, and
promoting personalized care
plans, these changes empower
residents to have a stronger
voice in shaping the care they
receive in the LTC setting.

» Expanded resident inter-
views and participation:
The revised MDS guide-
lines place a greater em-
phasis on resident
interviews and engage-
ment. By including resi-
dents more actively in the
assessment process, the
updates aim to capture
their unique preferences,
goals, and concerns di-
rectly from the source.
This shift ensures that the
care plans are not only
clinically sound but also
aligned with the individual
needs and desires of each
resident.
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Inclusion of resident-re-
ported outcomes: FY 2024
MDS changes incorporate
a broader range of resi-
dent-reported outcomes.
This means that residents
have a more prominent
role in expressing their ex-
periences and perceptions
of their own health and
well-being. Including their
perspectives in the assess-
ment process not only en-
hances the accuracy of the
data but also fosters a
more patient-centered ap-
proach to care.

Focus on goal setting and
personalized care plans:
The MDS updates encour-
age a more detailed ap-
proach to goal setting
based on resident input.
By tailoring care plans to
align with residents' indi-
vidual goals and aspira-
tions, the changes
empower residents to ac-
tively participate in deci-
sions about their care
journey. This personalized
approach promotes a
sense of agency and au-

tonomy among residents,
reinforcing the concept of
resident-directed care.

* Enhanced communication
and collaboration: The re-
vised MDS guidelines en-
courage improved
communication between
healthcare providers and
residents. This includes
fostering regular discus-
sions about care prefer-
ences, treatment options,
and potential changes in
health status. By strength-
ening the communication
loop, residents are better
informed and have more
opportunities to voice their
opinions, contributing to a
collaborative and transpar-
ent care environment.

* Incorporation of quality-of-
life indicators: FY 2024
MDS changes introduce
new quality of life indica-
tors, reflecting a holistic

Continued on page 16



by Irving L. Stackpole, RRT, MEd

We arrived at the locked
front doors of the SNF in
New Jersey at 12:30 AM
Friday night/Saturday
morning. We had left the
hospital in Pennsylvania five
hours before, following my
sister and brother-in-law
who were in a medical
transport van. We got there
before they did. | had called
ahead to alert them of our
unavoidable arrival time and
was assured that, “We'll be
waiting for you.”

Of course, the front door
was locked. We rang the
doorbell and waited. After
about 5 minutes, a staff per-
son appeared, looked at us,
and held up a finger sug-
gesting we wait, and she
walked away. After another

U0 minutes, another person
appeared with the first per-
son and, with great anima-
tion, they tried to unlock and
open the front door.

“Is this a sign?” | asked
myself.

THE MARKETING GURU: My family’s SNF experience

members figured out the prob-
lem and unlocked the doors and
my sister-in-law, pushed by one
transport driver, and my brother-
in-law, pushed by the other,
along with my wife and | entered
the facility. We were led to the
“short term” wing. There was a
large central room, off which
two corridors extended. The ta-
bles in this center room were
pushed aside and the linoleum
floor was piled with trash and lit-
ter. An aide sat at one of the ta-
bles eating as though half
asleep; she didn’t look up as the
six of us trundled by.

Broken windows

There is controversial theory
about perceived safety and
crime, which suggests that the
more derelict the neighborhood,
the less safe the residents feel,
and the more crime is commit-
ted there. The so-called “broken
windows” theory has been
widely challenged, but there's

After decades in the long-term
care sector as an operations and
marketing executive and con-
sultant, | have accumulated
some self-confidence about
data, issues, and topics related
to my domains of experience.
Nothing prepared me for the ex-
perience of being a consumer.

There wasn’t any data | could
find about the percentage of SNF

Irving L. Stackpole
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admissions after hours or on
weekends. However, | was able
to find data from the NHS that
shows that the “hazard ratio” for
patients admitted during periods
of lower staffing is significantly
greater. Amen to that.

The rest of our 26-day experi-
ence as loving, engaged, and car-
ing family members for two of
the best human beings that ever
walked the earth was even more
enlightening. My wife’s sister
and her husband died in that
SNF within 10 days of each other.

Most of our experiences were
bad (The New Jersey Ombuds-
man'’s office is in my phone his-
tory), some of them were
dangerously bad (NJ Board of
Nursing and NJ DPH are also in
my phone history), and a few
slices were wonderful. My pur-
pose here isn’t to excoriate that
SNF, the bad actors, or the Hos-
pice, but to share with you one
(very experienced) consumer’s
point of view and to make some
actionable recommendations.

After about 10 minutes (that
seemed like 20), the two staff
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Going, going, .... Are nursing homes going away?

by W. Bruce Glass, MBA, FACHCA

NEARLY EVERY DAY WE READ OF ANOTHER NEw ENG-
LAND NURSING HOME CLOSING. The number has
reached dramatic proportions, and is begin-
ning to cause hospital backups-something
that hasn’t happened since the 1980s.

Those of us who were active then (fondly)
remember 98% occupancies and long wait-
ing lists. In Massachusetts, there were 512
nursing homes, and the thought of one
closing was unthinkable. Today? There are
less than 400, and the number is shrinking
almost daily. The picture is equally depress-
ing in the other New Eng-
land states.

The problems are well
known: assisted living si-
phoning off private pays, obsolete physical
plants, changes in public policy, Covid, un-
derfunding, and a misreading of the “age
wave.” It is a perfect storm of woes, espe-
cially in rural areas where choices are lim-
ited. Thus far, residents and potential
residents have suffered less than operators,
but that will surely change as the trend con-
tinues.

The reality is that the traditional nursing
home was never a good model. Designed
as mini hospitals, with multiple beds, long
corridors, few amenities, and often shared
baths, they offered barely livable conditions
for folks at the end of their lives. Attempts
at upgrading were too often like lipstick on
a pig; they ignored the basic problem.

Waves of reform in concepts and regula-
tions sometimes helped, but they were too
little, too late. Add to that the early scan-
dals, and it is no surprise that no one wants
to go to a nursing home.

So here we are...well, some of us.

The trick will be surviving the next four
years until the 85-year-olds arrive. As the
number of postwar babies reach nursing
home age, the demand will begin to in-
crease—and dramatically. Suddenly there
will be investors galore, sensing unlimited
profits. But will the survivors or the new
players learn from previous mistakes? What
will the new nursing homes look like?

Very different hopefully. Probably some-

thing like the Greenhouse or small-house
models, if the government will pay the extra

So here we are.
Well, some of us.

costs. But it will be equally important to de-
velop campus living, where elderly of all
levels can live together and stay together as
they become more infirm. Not unlike
today’s CCRCs, but with a payment system
that will not require wealth. Hardly anyone
wants to leave their home as they age, but
when they must, it should be their last
move. Home care, day care, assisted living,
skilled nursing, outpatient and inpatient
rehab, dementia care, and behavioral health
should all have a place; not necessarily
back-to-back, but on the same campus to
minimize disruption.

This will provide a fine
quality of life, if, of course,
staff can be found to care for
these multitudes. That is an
issue that faces us today.
The solutions must come soon, because the
demographics tell us that there will be
fewer and fewer young caregivers available.

So, what is that solution? Well, you are in
luck because | have that answer-or at least
part of it.

In many American cities, hotels and shel-
ters are full of refugees. What to do with
them? Each state should develop CNA train-
ing centers that include ESL and life skills
support as well as technical skills. The gov-
ernment has the resources to accomplish
this while individual facilities do not. Prop-
erly organized it would be a win-win, and
go far to eliminate the shortage. In addition,
all states should accept the concept of
medtechs to dispense medications. This re-
moves a tedious job from nurses and pro-
vides career advancement for CNAs.

Nurses are another problem. The govern-
ment needs to provide more support for
nursing programs, and licensure needs to
be more portable from state to state. In ad-
dition, more programs are needed to ad-
vance existing staff into LPN or RN levels.

These solutions are not nearly enough.
Nurses from the Caribbean, Philippines, and
the Far East would gladly work in this coun-
try, except the visa process is enormously
cumbersome. With luck, one might get such
a nurse in two or three years under the cur-
rent system. Immigration reform may be
challenging, but streamlining the admission
of skilled workers should be a no-brainer and
even the most rabid left- or right-wing zealot
should be able to recognize the necessity.

There. Now wasn't that fun?

FROM THE
DISTRICT ONE
DIRECTOR

Angela Perry, PhD, LNHA, FACHCA

Culture is the environment that surrounds
you at work all of the time. It is a character-
istic that shapes your work relationships,
processes, and happiness. It is a feeling of
engagement, joy, and satisfaction that will
enhance your performance. First, determine
what your staff desires to feel appreciated.
Do not always assume it is money that
leads to satisfaction. Have brainstorming
sessions or surveys with your team to help
determine their appreciation language.

Prioritize or rank the feedback and build
a plan to demonstrate appreciation to the
team. Some forms of appreciation can be
conveyed by saying thank you, assisting
with tasks on the unit, appropriate commu-
nication of changes, participating in unit
rounds, following up, providing resolutions
to issues, and implementing suggestions
from the front line staff to new processes—
to name a few. Round on the units with a
purpose and get to know your team. Ask
how their day is going or if there is any-
thing they may need to alleviate any stres-
sors. As the saying goes, “You get more
with honey than vinegar!”

Staff who feel appreciated and empow-
ered are more likely to be engaged and
compliant with practices. They will under-
stand the rationale behind decisions and al-
leviate the us-vs-them concept. Staff will
feel a part of the team and have an under-
standing of the greater picture to strive to-
wards excellence in quality of care. Have
front line staff participate in QAPI or Stan-
dards of Care meetings, encourage conver-
sations during safety committee meetings,
facilitate regular department heads meet-
ings 1:1 and as a group to realign the organ-
izations mission with departmental goals
and how they all are interconnected. Explain
to the team in simple terms about regula-
tions, relationship between care systems,
best practices throughout the industry, tech-
nology insights and becoming efficient.

Continued on page 22
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WE ALL KNow ABOUT PONCE DE LEON
AND THE FOUNTAIN OF YOUTH. Pre-
sumably the 15th century con-
quistador searched Florida for
the source of medicinal or
magic waters that would imbue
one with youth. It turns out that
historians of the era are sure
that de Leon was really seeking
personal wealth and territorial
acquisition. The Fountain of
Youth and the search for it are
both myths.

As a boy, Robert Butler was
shocked and disappointed to
learn of death. As an adult, Dr.
Butler became a leader in social
gerontology and the biology of
human aging. Was the story of
his youth just a myth, or did it
guide his career in aging policy
and studies?

Whatever the case, shortly
before his death in 2010 he gave
a speech, parts of which
touched on the biology of aging
and the benefits of caloric re-
striction. Butler pointed out that
throughout the world many of
the oldest old, including cente-
narians, were by culture or habit
thin and had diets which mini-
mized caloric intake.

Science had suggested that
these people experienced less
inflammation than those who
lived normal, shorter, life spans.
Butler said that in the US diet-
ing for caloric restriction might
not work well. However, he felt
that we were near finding a
pharmacological path to caloric
restriction and its benefits.

The pharmacological path is
not a myth. This year newspa-
pers have been full of informa-
tion about new drugs. In
November, The Wall Street Jour-
nal reported that Mounjaro had
been approved for use as a
weight control medication by the
FDA. Mounjaro will be sold by
Eli Lilly as Sepbound and, like
Ozempic and Wegovy (Novo
Nordisk), is expected to change
the way chronic weight manage-
ment and morbid obesity are
managed. Since 70% of those in
the United States are obese or
overweight, the Journal article
predicts a huge market for these
products despite their $1000 plus
per month cost. Medicare does
not pay for these drugs, because
their use is seen as cosmetic.

In August, the Washington
Post reported that a study con-
ducted by Novo Nordisk, the
maker of Wegovy, confirmed
important health benefits result-
ing from use of such drugs. An-
dres Acosta of the Mayo Clinic
highlighted the importance of
shifting the view of the drugs
from simply helping with cos-
metic issues to advancing over-
all health. “It's a new era,”
Acosta said in the article, “It
matters because if you lose
weight, your risk of dying is re-
duced.” And maybe either the
price or Medicare may change.

All this is consistent with
Robert Butler’s optimistic specu-
lation that weight reduction and
caloric restriction would one
day extend both the life span

and the health span. But neither
Butler nor other scientists have
thought that caloric restriction
was the only path to increased
life span and health span.

One Journal article highlights
the probability that high quality
relationships and optimism are
together and separately associ-
ated with greater health and
longevity. “Among study partic-
ipants, the 25% who were more
optimistic had a greater likeli-
hood of living beyond 90 years
than the least optimistic 25%..."”

In 2013, Poulain, Herm, and
Pes published a long article,
“Blue Zones: areas of excep-
tional longevity,” which identi-
fied four physical locales where
people live long lives: Sardinia,
Greece, Costa Rica, and Japan.
The authors dismiss things such
as the mountain environment,
altitude, or relative poverty as
sources of longevity by using
measures of association. They
simply say extended life span in
these places is related to
lifestyle and social choices.

Many of us hope that leading
a healthy life with good control
over stress, diet, and exercise
will help us live for a long time.
In October Thomas Perls of
Boston University and the New
England Centenarian Study re-
ported in the Wall Street Jour-
nal that genetics are about 25%
of getting to 90, 50% of getting
to 100, and about 75% of getting
to 106 years of age. Healthy
choices are still important; Perls
estimates that only 20% of the

population has the genetic back-
ground to live to 100. So, are
the rest of us cursed to die ear-
lier now and into the future?

Aviv, Kark, and Susser look at
“Telomeres, Atherosclerosis,
and Human Longevity” (2015)
and concluded that telomeric
length is a decisive factor in
human longevity. The telomeres
are elements of DNA that are re-
lated to replication in some
cells. Short telomeres are asso-
ciated with inflammation and
shorter life spans. Longer
telomeres are associated with
longer life. The cell biology is
difficult for a lay person to un-
derstand but reflects another
powerful strategy for human life
and health span.

Dr. Butler in several of his
speeches (including versions of
“Big Think” on You Tube) was
also optimistic about cell biol-
ogy. He expected great ad-
vances. Particularly as we chart
genes and whole DNA strings
the possibility of altering our
genetic make up no longer
seems to demand planned
breeding, as with peas or mice.
We may be able to use a sort of
very personal medicine to alter
the cells which now come to us
through genetics to provide in-
dividual patients with greater
longevity. Years ago, we would
be stuck with the telomeres or
family genetics we were born
with. Maybe not in the future.

Meanwhile in February of
2023, the Mailman School of
Public Health at Columbia Uni-
versity published a newsletter
touting the outcome of research
on caloric restriction and con-
firming in human trials that
caloric restriction will extend
the human life span.

So, more than 13 years after
Butler’s death we know he was
on to at least one thing. It
seems likely that there are many
sources of positive adjustment
to the human life span and
health span. There are probably
many we don’t know about.

Continued on page 17
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USUALLY, THIS SERIES FOCUSES ON NEW ENGLANDERS
WHO HAVE STOOD OUT—FOR GOOD OR EVIL. Yet, when
considering rogues, probably the name that
has received the most attention across the
U.S. is a New Yorker whose record is per-
haps the most responsible for the industry’s
poor reputation. His scandal made the front
pages of The New York Times and “Daily
News,” landed him on “60 Minutes,” and
led to investigations by New York authori-
ties and the U.S. Senate.

Yet, Bernard Bergman was a true para-
dox.

Born in Hungary in 1911, he was or-
dained an Orthodox Rabbi in Palestine be-
fore moving to New York City as the rabbi
for a Jewish nursing home. In a true Hor-
atio Alger tale, he parlayed a $25,000 in-
heritance to ultimately gain ownership of
several nursing homes in the city.

As his wealth increased, he estab-
lished a reputation as a generous phi-
lanthropist, supporter of Israel, and
confidant to numerous city and state
politicians. His attorney, Leonard
Rothkrug, commented, “He did more

PIONEE?

Bernard
~ Bergman:
1e ultimate

by W. Bruce Glass, MBA, FACHCA

FAZ positive things for his em-
ployees than anyone could
imagine.” He was a promi-
nent leader in Zionist pro-
grams, Jewish
philanthropies, and local
civic causes while courting
favor with politicians of
both parties.

In an era when regulatory
oversight was minimal, the
reports of poor care in his
homes went unheeded for
many years, especially by
authorities with whom he
regularly interacted. But
eventually the glaring prob-
lems reached the attention
of CBS in 1974, and a
scathing report on {60 Min-
utes” focused on deplorable
conditions in his facilities.
Thus exposed, Governor
Hugh Carey appointed a
special investigator who
found conditions of un-
treated bedsores, dehydra-
tion, malnutrition,
excrement on floors, and
rampant diarrhea. Further
investigation also revealed
massive Medicaid fraud of
well over $2 million.

But his troubles did not
end there. While Bergman
claimed to own only two

homes in NYC, he was found to be the
owner or partial owner of more than 50
homes in New York, New Jersey, Florida,
and the Midwest. As his hidden ownership
was exposed, Bergman was also charged
with failure to pay over $9 million in federal
taxes, and additional charges by the U.S.
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Securities and Exchange Commission.

Amazingly, despite the myriad of
felonies, he served only eight months in
prison after pleading guilty to fraud and
promising restitution for monies stolen. At
his sentencing he said, “l've suffered so
much. I'm not the monster | was portrayed
as.” With his reputation destroyed and
most of his wealth gone, Bergman’s re-
maining years were spent in Israel and his
New York apartment, where he died in
1984.

The fallout from his scandals was pro-
found. It was compounded by a book every
nursing home administrator should read:
“Tender Loving Greed,” by Mary Adelaide
Mendelson. It describes similar scandals
across the country.

In New York and other states, nursing
home regulations became increasingly
onerous, a process that continues to this
day. And the reputation of the nursing
home industry still has not recovered.

Remembering Mark Finkelstein

ACHCA and our entire professional commu-
nity mourn the loss of Mark Finkelstein, a
long-time member of ACHCA, who passed
away on November 4, 2023. Mark was an
avid and passionate supporter of ACHCA,
and was a member of the first class of in-
ductees into the ACHCA Hall of Fame,

Finkelstein, a former national board
member and board chair, served in the field
of long-term care administration since 1972,
and was one of the first ACHCA members to
become certified. Mark was the recipient of
the Ross Laboratories Distinguished Service
Award and the ACHCA Distinguished Ad-
ministrator Award. We extend our sincere
condolences to his family, and celebrate the
many contributions Mark made to our pro-
fession. He will be remembered as one of
the passionate leaders in the long-term care
profession.
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Open enroliment? Or open season?

by Nicole Fallon, LeadingAge, VP
of integrated services & managed
care

MebicARe ADVANTAGE (MA) PLANS
ARE ON THE HUNT FOR IVIEDICARE BENE-
FICIARIES OR ENROLLEES. Instead of
hiding in a blind stalking their
prey, they bombard them with
marketing materials. As seniors
drown in postcards, TV ads, and
more promising them extra
benefits for low or no cost pre-
miums, what they don’t know is
how the promise of Medicare
Advantage isn't always deliv-
ered.

LeadingAge published a white
paper Medicare Advantage: Ful-
filling the Promise in 2023 calling
on policymakers to address the
growing inequities between
what the plans deliver and what
Medicare offers. The paper out-
lines the challenges faced by
beneficiaries and providers in
this new world where more than
50% of Medicare beneficiaries
have opted to receive their
Medicare benefits from a MA
plan or Special Needs Plan. It
also offers solutions for the Cen-
ters for Medicare and Medicaid
(CMS) and Congress to pursue.

MA plans are attractive, offer-
ing extra, desired benefits like vi-
sion, dental, and hearing and
capping the total amount a ben-
eficiary is required to spend on
care each year. Often beneficiar-
ies succumb to these “advan-
tages” without realizing the
potential tradeoffs or disadvan-

PART A)
(PART B)

LTH INSURANCE

a
Coverage starts/Cobertura emplez:

09-01-2017
09.01-2017

tages:

Freedom of choice of
provider. MA plans have
networks of providers.
Some require beneficiaries
to only obtain services
from in-network or con-
tracted providers. For this
reason, it is important that
beneficiaries confirm their
preferred providers are in a
plan’s network before sign-
ing on the dotted line.

Prior authorizations re-
quired before accessing
certain services. No one
thinks, “I might end up in
the hospital and need reha-
bilitative care afterwards.”
But MA plans nearly al-
ways require post-acute
care services like short-
term nursing home care or
home health often to be
pre-approved. This is one
way plans aim to control
costs. Some plans are
using artificial intelligence
(Al) or algorithms to con-
duct these reviews and
deny coverage for services
based upon what an aver-
age person needs versus
what the actual patient
needs. This includes serv-
ices the beneficiary would
have been able to receive
under traditional Medicare
and are based upon a
provider’s in-person as-
sessment of the person’s
needs and circumstances.
In contrast, MA plans typi-
cally conduct a paper re-
view having never laid eyes
on the person that they say
is well enough to go home.

Two plans, Cigna and
United Healthcare,
are now being sued
for their use of Al in
making improper
care denials and ter-
minations.

* Inadequate pay-
ments to providers
can result in limited
access to certain
providers. Just be-
cause a provider is in
network doesn't al-
ways mean the MA
enrollee will be able
to be served by them.
MA plans are increas-
ingly paying providers 60%
to 80% of what traditional
Medicare pays them for the
same service, while in-
creasing the administrative
burden on providers via
prior authorizations and
constant resubmissions to
get paid by the plan. As a
result, some providers re-
fuse to admit an enrollee of
an MA plan, or when given
the option will take a tradi-
tional Medicare patient
over an MA patient. This
can mean longer stays in
hospitals while they try to
find a post-acute care
provider to accept the pa-
tient. In addition, some
hospitals have recently said
they will no longer contract
with any MA plan. For
providers who accept these
insufficient payments, it
may spell their demise as
they increasingly cannot
cover their costs or hire
staff because they can’t pay
attractive wages. Often
providers don’t have a
choice but to sign these in-
adequate MA contracts be-
cause greater than 50% of
Medicare beneficiaries are
enrolled in an MA plan.
MA Plans are paid more
than traditional Medicare
impacting future of
Medicare Trust Fund. Ac-
cording to analysis com-
pleted by the Medicare
Payment Advisory Com-
mission (MedPAC), MA
plans are paid 6% more to
care for the Medicare bene-
ficiaries than the traditional
Medicare program. And

yet, at the same time, they
are overpaid while they
limit beneficiaries’ access
to some services through
denials and early termina-
tions of service, and under-
pay providers (e.g., skilled
nursing facilities and home
health agencies report pay-
ments from plans are 60%
to 80% of what they are
paid by Medicare and
sometimes even less). It
also means that for every
individual enrolled in an
MA plan, more money is si-
phoned from the Medicare
Trust Fund, which pays for
Medicare services.

This begs the question:
Is there still an advantage
to Medicare Advantage?

Providers and some beneficiar-
ies are saying no, but policymak-
ers—CMS and Congress—have the
opportunity to reform the MA
program through additional reg-
ulatory and statutory changes
that could return the advantage
to MA plans. Reform is needed
now as MA plans are responsi-
ble for delivering Medicare ben-
efits for more than 50% of the
population.

New protections should en-
sure beneficiary access to quality
providers and provider viability
by setting rate floors. They
should provide greater trans-
parency on how plans make cov-
erage determinations and
simplify the appeals process.
They should enhance CMS’s en-
forcement of plan compliance to
ensure beneficiaries receive the
care they need when they need
it. And they should reduce ad-
ministrative burden on providers
by standardizing some required
processes. CMS has made some
progress on these issues but
more is needed and enforce-
ment is essential, as some plans
have indicated they see no need
to change their practices based
upon the new rules. Congress
also has held hearings (1, 2)
looking into abuses but so far no
legislation has been introduced
to address these issues.

Without action, MA organiza-
tions will be allowed to continue
to act with impunity and we all

Continued on page 19



LET'S START WITH GOOD NEWS. Long-term care fa-
cilities have made significant improvements
in their technology capabilities over the
past several years. Gone are the days when
administrators thought they had a choice
whether to automate at all. Instead, organi-
zations instinctively commit to wireless cov-
erage, robust internet access, faster
computers, med-carts on the units, and
even reliable third-party support contracts
with managed service providers.

A technology report card
for long term care providers

by John R. LoConte

On the application front, email inboxes
are filling up with both critical and some-
times not-so-critical notifications, but at
least there’s a lot less spam to negotiate.
Accounting systems are spitting out finan-
cial reports with lightning speed, medical
records are routinely available in electronic
format, and almost no one can even re-
member when or how they ever managed
without computers at the center of their
daily work lives.
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If this sounds like you and your facility,
then we in the computer business would
like to congratulate you for achieving what
is commonly referred to as “steady-state.”
While “steady-state” might seem to offer a
golden opportunity to consider cost savings
from either reducing IT support budgets or
possibly by replacing expensive, aging
hardware with less capital intensive “cloud
solutions,” administrators must be careful
to not become too complacent.

Not only are there potential perils lurking
both within and outside your technology
environment, but ill-advised and uncoordi-
nated excursions into the cloud could easily
jeopardize a thoughtful and effective secu-
rity posture. In any case, organizations that
do not continue to explore and adopt new
improvements are willingly choosing to be
left behind and thus risk future irrelevancy.

Obviously, today’s technology landscape
is a lot more dangerous than in the past.
Along with ever-present phishing scams
and ransomware attack threats, there are
now a variety of new social engineering
challenges such as smishing, vishing, and
pharming to worry about. If either you or
your staff are not familiar with these terms
yet, then it is highly recommended you con-
sider introducing a formal cyber security
education platform that continuously in-
creases employee awareness.

And while you're at it, a sobering review
with your favorite property and casualty in-
surance agent may reveal the shortcomings
of your general liability policies, even with
accompanying riders. This could lead you
to immediately reassess your appetite for
cyber liability insurance.

Continued on page 21




Minimum staffing requirements for nursing homes: Lessons from the states

by Robert Hackey PhD, Colleen Dorrian, and
Meghan Levesque School of Nursing and
Health Sciences, Providence College

On September 1, 2023, the Centers for
Medicare & Medicaid Services (CMS) pro-
posed new regulations to establish mini-
mum staffing requirements for the nation’s
15,000+ nursing homes. The new policy rep-
resents a major departure from the status
quo, in which staffing levels vary widely
from state to state. The Biden administra-
tion should consider state experiences with
minimum staffing levels in recent years to
gauge the potential impact of these new re-
quirements. The experience of several
Northeastern states, namely Connecticut,
Massachusetts, New York, and Rhode Is-
land, offers a cautionary tale for federal reg-
ulators about the feasibility of the new
regulations.

A recent survey by the American Health
Care Association found that more than half
(54%) of nursing homes were operating at a
loss or had a negative total margin in 2023,
while an additional 34% had a total margin
between 0 to 3%." In the wake of a global
pandemic, nursing facilities now struggle to
hire and retain workers. In Massachusetts,
for example, one in four jobs in nursing
homes remained vacant in early 2023.%2 Al-
though wages for skilled nursing facility
employees increased more than any other
area of the health care system from Febru-
ary 2020 to May 2023, employment has not
returned to pre- pandemic levels, and con-
tinues to lag behind other sectors.®

Staffing reforms
in the Northeastern states

Spurred by concerns over nursing home
deaths during the COVID-19 pandemic, sev-
eral Northeastern states enacted staffing re-
forms for nursing homes in 2021. Their
experiences offer important lessons for the
Biden administration’s efforts to develop
new national staffing standards.

In Connecticut, Gov. Ned Lamont signed
Public Act No. 21-185 into law in July 2021,
which required nursing homes to maintain
a minimum of 3.0 hours per resident day
(HPRD) for direct care staff. The law did not
establish separate minimums for RNs,
LPNs, or CNAs.* While senior care advo-
cates pressed for a higher (4.1 HPRD) stan-
dard, the state’s Office of Fiscal Analysis
determined this would cost the industry
hundreds of millions of dollars.® Connecti-
cut lawmakers revived higher nursing home

staffing requirements during the 2023 leg-
islative session. SB-1026 proposed to raise
staffing requirements to 4.1 HPRD incre-
mentally from July 1, 2024 to July 1, 2026.
Failure to meet the minimum threshold
would result in fines of up to $10,000 per vi-
olation.® The bill also specified ratios for
CNAs, LPNs, and RNs — a provision
staunchly opposed by the nursing home in-
dustry.” Connecticut faces an increasingly
severe nursing shortage; while the state’s
nursing programs produce under 2,000
graduates each year, statewide demand for
nurses exceeds 3,000 positions.? Nursing
homes argued that “there are just too few
people available to hire” to meet the new
requirements.® Once again, legislators
opted against a higher staffing mandate.

Massachusetts also established new min-
imum staffing ratios in April 2021. The
state’s new requirement set 3.64 HPRD as
the minimum threshold, of which 3.58
HPRD must be provided by direct-care
staff.’® When the new regulations were in-
troduced, many advocacy groups argued
that the minimum threshold was too low.
Nursing homes opposed higher minimums,
however, because of the state’s ongoing
nursing shortage.” The Massachusetts Sen-
ior Care Association noted that “we are ex-
tremely concerned that a 4.1 HPPD mandate
during a historic workforce crisis would
have a disastrous impact on access to qual-
ity nursing home care at a time when quali-
fied caregivers are in short supply and state
and federal reimbursement already under-
funds the sector.”?

New York also established “explicit mini-
mum hours for direct care staff” in 2021."
Facilities face fines of $2,000 per day for
each day they fail to meet the higher mini-
mums." During the first year, nursing
homes had to maintain an average of 3.5
HPRD of direct care by a certified nurse aid,
a licensed nurse, or a nurse aid.”™ This in-
cludes at least 2.2 HPRD be provided by a
certified nurse aid or nurse aid, and no less
than 1.1 HPRD be provided by a licensed
nurse.'® By the end of 2022, more than 6,000
nursing home beds were unfilled because of
staffing shortage." In response, Gov. Kathy
Hochul paused the implementation of New
York’s new staffing mandate.' In December
2022, the state’s final regulations introduced
a new waiver process for nursing homes un-
able to meet the new requirements.

In 2021, Rhode Island established the na-
tion’s highest nursing home staffing man-
date with the passage of the Nursing Home
Staffing and Quality Care Act. The new law
required nursing homes to provide resi-
dents with an average of 3.58 hours of di-

rect care per resident day (HPRD) in the first
year (2022) and 3.81 HPRD beginning in
2023." Penalties for not meeting the mini-
mum staffing requirements increased with
each quarter facilities were out of compli-
ance.?’ Since Rhode Island’s nursing home
workforce decreased by 20% from Decem-
ber 2019 to June 2022, facilities asked for
relief from the new requirements.?' In 2022,
Governor Dan McKee issued an executive
order suspending financial penalties for
noncompliant nursing homes. To date, the
state Department of Health has not imposed
any fines on nursing home facilities for fail-
ing to meet the new regulations, which
were finalized in December, 2022.22

Discussion

Federal policymakers should tread warily
when developing new minimum staffing
mandates for nursing homes. The Biden ad-
ministration’s proposed regulations present
facilities with a Catch-22 — to avoid financial
penalties, they must hire more workers, but
low Medicaid reimbursement and an ongo-
ing shortage of direct care workers in the
wake of the COVID-19 pandemic makes this
difficult, if not impossible.

Governors in New York and Rhode Island
suspended financial penalties for failing to
meet higher staffing requirements because
of workforce shortages. In Connecticut, leg-
islators found that higher minimum staffing
levels were infeasible due to workforce
shortages and financial constraints. Given
the current financial condition of the nurs-
ing home industry and a chronic shortage
of direct care staff, a partially- or fully un-
funded staffing mandate cannot succeed
and will jeopardize the financial health of
nursing homes around the nation.

Continued on page 22
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by Sheldon Ornstein Ed.D, RN,
LNHA

The continuity theory proposed
by the researcher Havighurst, is
focused on “the relationship be-
tween life’s satisfaction and ac-
tivity as an expression of
enduring personality traits.” Ac-
cording to the research, “Per-
sonality is considered an
important factor in determining
a relationship between the
many roles we play in life and
life-satisfaction.”

Neugarten & Associates pres-
ent three ideas on personality
that are fundamental to the be-
lief about the aged individual:

* With normal aging, per-
sonality remains consis-
tent with men as well as
women.

Personality tends to influ-
ence role activity in the
aged individual’s life.

Personality can also influ-
ence life satisfaction re-
gardless of role activity.
The complexities of aging
with its numerous predictable
and unpredictable events that
occur in the elderly individual’s
lifetime, have gerontologists
concluding that “aging is a ran-
dom process of change.” They
also state, “There are still nu-
merous aspects of adult devel-
opment to be explored. For

---AND AGING

example, there is development
regarding love, compassion,
creativity, and wisdom that can
yield specific patterns about the
aging process.” Life satisfaction
is strongly dependent on atti-
tudes related to its connection
with autonomy and independ-
ence.

As we continue to age, we are
constantly confronted with the
possibility of eventually having
to depend on others. Undergird-
ing this notion is the awareness
that 1) there will come a time
when the elderly may have to
rely on others for personal or
professional advice, and 2) the
reverse may also occur when
there will be others who will
come to rely on you for medical
and/or financial assistance.

Case Study: Her name was
Jennie! Jennie attained the re-
markable age of 100 before the
winter holidays. There were nu-
merous celebrations of her
birthday by friends, family, and
staff at the nursing home where
| had been employed. She was
delighted and surprised be-
cause little had been done on
previous occasions. She always
explained it away by the fact it
was so near to Christmas. Aside
from rheumatic aches, difficulty
breathing at times although she
was a non-smoker, periodic
falls, and limited energy, she
considered herself reasonably
healthy. She woke on numerous
nights with a sense of bodily ur-
gency and then found it difficult

to fall asleep again.
At those times she
would sip a shot of
brandy that was
hidden from staff.
Jennie once
claimed, “Getting
old is like a one-
horse shay-every-
thing falls apart.”
Jennie had a large
network of acquain-
tances and an at-
tentive family.

Although she
was acquainted
with the anguish of
grief and loss, Jen-
nie would never allow herself to
mourn indefinitely. She once
stated at a monthly residents’
meeting, “I haven't got much
time left to be depressed.”

Why have | portrayed this
glimpse of Jennie? In my opin-
ion, Jennie had already reached
that singular moment in her life,
with all her aches and pains that
accompanied her into old age,
with an attitude of no regrets.
She had that unbreakable belief
that there is more to be accom-
plished. Jennie was the prover-
bial optimist despite her
advanced age. She left us at 103
with numerous grandchildren
and close family members gath-
ered around her bedside for one
last and loving goodbye to a
unique person.

Currently, there are numerous
programs being introduced
through education to rectify the
public’s distorted impressions
that old age is perpetually grim
with associated illnesses.

The assumption still prevails
that growing old is a downhill
projection. Unfortunately, there
are many who still believe this.
Nothing could be further from
the truth.

Rehabilitation then becomes
a realizable part of care for the
aged. ltis, in fact, the key for re-
turning the aged individual to
what has been documented as a
“wellness continuum.” Rehabili-
tation involves strengthening of
weakened muscles, increased
range of motion to the extremi-

ties, locomotor skills, etc.

According to the researcher
Farquar, approximately 86% of
the aged population have or will
eventually experience various
chronic conditions while 95% of
these same individuals will still
be able to live and thrive in their
communities. Maggie Kuhn,
founder of the Gray Panthers,
an advocate organization for the
aged states, “The image of the
poor and sick old has been con-
tinuously emphasized by the
mass media despite the fact that
it does not reflect the real world
of the aged.”

In truth, the aged continue to
be active and achieve self-satis-
faction with their lives. In other
words, they are productive and
useful.

The practical value of the
wellness concept, mentioned
earlier, with all its proven impli-
cations for the aged, begins
with a desire for continuous in-
tellectual and spiritual growth
and an abundance of healthy
opportunities for change. Yes,
even Jennie, at 103, achieved
her desire for satisfaction in life
and then some.

Quotable Quote

“The noblest art of

man is making
others happy.”
-Anon.

[n 1959 Dr. Sheldon Ornstein received his nursing diploma from
the Mills-Bellevue Schools of Nursing becoming a registered pro-
fessional nurse. He continued to ear several degrees including a
Post Masters Certificate in Gerontology from Yeshiva University in
1979 and a Doctor of Education in Nursing Organization from Co-
umbia University in 1997. He began his clinical career as head
nurse on a rehabilitation unit, and nurse educator providing in-ser-
vice education and clinical instruction for Nursing Students and
colleagues alike. He taught at several colleges and was an ad-
junct professor at Hunter College. Over the course of a 50+ year
career, he held the position of Director of Nursing Services in long
term care facilities before retiring in September of 2010 as Distin-
guished Lecturer/Associate Professor in the Department of Nurs-
ing at Lehman College, CUNY in the Bronx.



The road to

GOLD

all their centers, look-
ing for volunteers.

“Hmm,” | thought
when the notice came
out. “Why not?” It had
to be better than sitting
here having the same
arguments with the
same staff day after
day. | responded with a
simple email: “I'll go.”

A few weeks after |

BEFORE YOU THINK I'M SOME SORT OF GENIUS OR A
GIFTED MUSE, ABLE TO LOOK DEEP INTO THE FUTURE AND
PLAN A PATH TO A PROMOTION, I'LL ADMIT THAT
MOSTLY, | WAS BORED.

It had been a long winter, the early signs
of spring had just started, with warmer af-
ternoons and later and later sunsets, and |
was restless. | had been working in the
same nursing home for two years at the
time, and to say | was ready for something
else—-anything else-would have been an un-
derstatement.

That’s when | got the email.

In fact, that’s when we all got the email.
There was a nursing home a few hundred
miles away that needed help. They were
reaching out to all the department heads in

came back, another no-
tice arrived seeking volunteers.

“I'll go,” | wrote back quickly, without
reading the entire message. | had fun the
last time | volunteered and honestly, | en-
joyed the challenge. The center had recently
been acquired by my company, and | spent
two weeks with the HR Director onboarding
a couple hundred new employees. It was a
great learning experience.

This time however, | should have read the
email. They were looking for people to help
with a few overnight projects. Cleaning
projects. But | already said yes, so | went.

It wasn't that bad.

That summer, | volunteered to help on
five different occasions, in five different

centers all over New England. And, again,
just to be clear, | wasn’t volunteering to
show how good of a person | was. | wasn't
even volunteering because | liked to help
others. | was just bored and looking for any
reason to be anywhere else.

Then we got another request. This time,
however, the email said, “We are looking
for volunteers to help out in xyz nursing
home and then in parentheses it said, (not
Ralph Peterson).”

| felt sick to my stomach. Did | read that

Continued on page 15

Geriatric
Medical

Medfﬁ:al

o eeidability.

A Y

www.gerimed.com

4

MEDICAL SUPPLIES, EQUIPMENT, AND MORE!

| ¢ 781.305.3144

v Over 30,000 Items

v On-Time, Dependable Delivery
v Honest & Transparent Partnership
v Education & Training

v A Partner that Goes the Extra Mile

DELIVERING DEPENDABILITY SINCE 1945




The top MDS changes

Continued from page 3

approach to resident well-
being. These indicators en-
compass social, emotional,
and cultural aspects of life,
allowing residents to ex-
press their values and pri-
orities beyond just clinical
health. This comprehen-
sive view enables care
providers to tailor services
that not only address med-
ical needs but also enrich
the overall quality of life
for residents.

3. Triple check process

Monthly triple check meetings
are particularly important with
the MDS changes including
those in the errata documents.
The October 20, 2023, MDS
Manual Errata (v2) document is
54 pages and has 21 changes
applicable starting October 1,
2023.

The MDS updates and numer-
ous software glitches have
caused multiple issues with
submitting accurate claims.
Changes with items in MDS sec-
tions include:

» Section D: Resident Mood,
» Section K: Swallowing/Nu-
tritional Status, and
» Section O: Special Treat-
ments, Procedures, and
Programs
These require close attention,
or reimbursement opportunities
may be missed.

A separate triple check meet-
ing for Medicaid claims is rec-
ommended given the
complexity of many MDS and
billing changes related to using
the PDPM Nursing Case Mix
Group. A distinct, detailed, and
comprehensive review of the
Medicaid claims for states that
use the additional OSA for reim-
bursement should also be held
given the inverted scales used,
the “rule of 3" versus using
usual performance, and the
learning curve for new defini-
tions of multiple items.

4. Social determinants
of health

Social determinants of health

play a crucial role in influencing
an individual's overall wellbe-
ing, and their impact is increas-
ingly recognized in the
healthcare landscape. The MDS
in the LTC industry serves as a
comprehensive assessment
tool, and its integration with an
understanding of social deter-
minants can significantly en-
hance the quality of care
provided. Here's how social de-
terminants of health relate to
MDS in the LTC setting:

* Holistic assessment of resi-
dents: Social determinants,
such as socioeconomic
status, living conditions,
and community resources,
can influence an individ-
ual's health outcomes.
MDS assessments, when
designed to consider these
social factors, provide a
more holistic understand-
ing of a resident's situa-
tion. This holistic approach
helps in tailoring care
plans that address not only
medical needs but also so-
cial and environmental fac-
tors impacting health.

Identification of barriers to
care: MDS assessments
can uncover social deter-
minants that may act as
barriers to optimal health.
For instance, if residents
lack access to transporta-
tion, it could impact their
ability to attend medical
appointments. By identify-
ing these barriers, health-
care providers can develop
targeted interventions to
mitigate the effects of so-
cial determinants and im-
prove access to necessary
care.

* Customization of care
plans: Social determinants
influence an individual's
ability to engage in their
care. MDS data, when cou-
pled with an understand-
ing of social factors, allows
for the customization of
care plans that are sensi-
tive to the unique needs
and challenges residents
face. This ensures that in-
terventions are realistic
and achievable within the
context of the resident's
social environment.

* Enhanced communication
and collaboration: Integrat-
ing social determinants
into MDS assessments fos-
ters better communication
and collaboration among
healthcare professionals,
social workers, and other
members of the care team.
Understanding the social
context enables a more
comprehensive and collab-
orative approach to care
planning, with a focus on
addressing both medical
and social needs.

Risk stratification and tar-
geted interventions: Social
determinants can con-
tribute to health disparities
and affect the risk profile of
individuals. MDS assess-
ments, when enriched with
information about social
determinants, enable risk
stratification. Identifying
residents at higher risk due
to social factors allows for
targeted interventions and
support services that can
positively impact health
outcomes and prevent
avoidable complications.

* Quality improvement initia-
tives: Analyzing MDS data
in conjunction with social
determinants helps identify
patterns and trends in
health disparities. This in-
formation can inform qual-
ity improvement initiatives
aimed at addressing sys-
temic issues related to so-
cial determinants of health
within the LTC facility. This
proactive approach con-
tributes to better overall
resident outcomes.

Recognizing and incorporat-
ing social determinants of
health into the MDS framework
in the LTC industry is crucial for
providing person-centered,
comprehensive care. By under-
standing the social context of
residents, healthcare providers
can develop interventions that
not only address immediate
health needs but also work to-
wards creating a supportive and
health-promoting environment
tailored to everyone’s unique
circumstances.

5. Standardized patient
assessment data elements

The SPADE items are in the APU
Table which was revised for the
QRP Data Submission Thresh-
old. Data collected after January
1, 2024, will affect the QRP Pro-
gram Year 2026 when the
threshold will be 90% instead of
80%.

6. Functional status:
Section G elimination

The elimination of Section G
(Functional Status) from the
MDS impacts an array of areas
including but not limited to; the
loss of functional status Infor-
mation, an Impact on care plan-
ning, the source data for quality
measurement and benchmark-
ing, interdisciplinary communi-
cation, reimbursement
implications, as well as the
adaptation to changing stan-
dards:

While all are extremely im-
portant, it is important to note
that Section G impacted five
quality measures and both the
quality measure and the staffing
components of the Five Star
Rating System. The calculations
for quality measures will
change after a freeze period
(starting in April 2024) when
four measures will be frozen
with three of them remaining
frozen until January 2025.

7. Data transparency

The information available to the
public, referral sources, and oth-
ers is increasing with reporting
on Care Compare, the Provider
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MDS changes
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Data Catalog at Data.CMS.gov
and elsewhere. These sites in-
clude data based on the new
MDS items. For instance, the
transfer of health data posted to
Care Compare in October of
2025 will be based on the perti-
nent items that are new on MDS
3.0v.1.18.11.

8. Medicare Part A PPS
Discharges complexity

The Medicare Part A PPS Dis-
charge Assessment (NPE) item
set increased from 13 to 23
pages, a 76.9% increase. The
timing of interviews that it in-
cludes such as the BIMS, PHQ 2-
9 resident mood interview, and
the pain assessment can be
confusing, especially if there is
an unplanned discharge. These

items count towards the
provider’s SNF QRP data com-
pletion threshold.

The new requirement in the
MDS RAI Manual, chapter 2,
page 2-44 changed the guidance
about combining a PPS dis-
charge assessment with an
OBRA discharge assessment so
that when the Medicare Part A
Stay ends on the same day or
the day before the day of dis-
charge from the facility these
assessments must be com-
bined. As a result, the timing of
multiple interviews including
the SDOH items, even with an
unplanned discharge, are criti-
cal given the SNF QRP data
completion threshold.

New NPE items improve dis-
charge planning and will be
useful to ensure attainment of
the surveyor guidance for F-Tag
660 and F-Tag 661.
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2024 National Emerging Leadership Summit
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Who are the future leaders

of YOUR organization?

The National Emerging Leadership Summit aims to increase, improve, and support the health

and aging services profession to attract talented and future leaders by giving a choice to the
next generation of leaders. NELS participants will have the opportunity to:

o STRATEGIZE: Collaborate with other emerging leaders in the post-acute field and develop

strategies on how to increase, improve, and support
attract talent.

the value of the profession for leaders to

e ADVOCATE: Learn about the regulatory and legislative issues facing the profession and
how to support innovative change through partnerships.

* CONNECT: Unite with fellow emerging leaders and have an opportunity to network with
key leaders of ACHCA, NAB, AHCA/NCAL, Argentum, LeadingAge, Vision Centre,

Carriage Healthcare, and invited legislators.

+ INNOVATE: Attain knowledge on how to effectively lead your organization and the

profession through shared learning experiences.

The NELS Summit will be held
May 6 - 7, 2024 in Myrtle Beach, SC.

More information, and the NELS

application, is available at:

www.achca.org/nelsachca

The Discharge function score
for SNFs that will be included in
both the SNF QRP, and the
value-based purchase program
has data collection starting Oc-
tober 1, 2023, and the perform-
ance year slated to begin
October 1, 2024. Currently, this
does not impact reimburse-
ment, but MDS accuracy will
make a difference when it does.

9. Resident mood -
PHQ 2-9: Section D

The transition in MDS Section D
from the PHQ-9 to the PHQ-2-9
to assess resident’s mood (con-
ducted during the ARD 7-day
look-back period) can be a
shorter interview with a skip
pattern depending on how the
first two questions are an-
swered. The PHQ-2-9 and the
RAI Manual change regarding
when a staff interview can be
conducted, may cause a decline
in MDS with a depression end-
split. It does not necessarily
change the quality measure and
should not impact the need for
comprehensive interdisciplinary
care planning or looking for any
significant changes in the resi-
dent’s mood.

Monitoring the PHQ-2-9
scores, providing additional
training on the interview process
and the PHQ-2-9 assessment,
and enhancing the care planning
process will assist with provid-
ing quality care, survey out-
comes, and reimbursement.

10. ICD-10 coding

The new updates to the ICD-10-
CM code system for fiscal year
2024 include 395 new billable
codes in areas such as external
causes of morbidity, social de-
terminants of health (SDOH),
and osteoporosis.

Understanding the ICD-10
Code changes for FY 2024 and
the updates to the ICD-10 Map-
ping File released September
2023 impacts coding of several
sections of the MDS. For states
that use PDPM for Medicaid re-
imbursement (in addition to
Medicare Part A), the financial
impact is much greater.

Documentation must support
the MDS coded diagnoses fol-
lowing the RAI Manual guide-
lines. It is important that

physicians understand the full
implications of certain ICD-10
Codes and that staff have a
streamlined query process for
clarification of diagnoses as
needed

11. Training and
clinical leadership

Updating the facility policies
and procedures to properly re-
flect these MDS changes must
be completed and implemented
expeditiously. Education with
frequent trainings about the re-
vised policies and procedures,
the reasons for the changes,
combined with information on
the MDS changes and their im-
portance is critical. Following up
on this to gauge how the clinical
team is adjusting to these sig-
nificant MDS and RAI Manual
changes is equally essential.

Success with the above re-
quires aligning operations with
the MDS changes and regula-
tory expectations plus recogniz-
ing the key factors of quality,
safety, and person-centered
care. Education, audits, more
education, and a strong QAPI
program will make a difference
with the new MDS changes.

fris Mastrangelo, OTR, MBA, NHA, is a nationally-recognized au-
thority of Medicare issues. She s a regular contributer to the
New England Administrator.

Contact Kris : kristenbharmony@gmail.com

Human longevity

Continued from page 7

There is pretty good evidence

that a healthy lifestyle helps. We
expect that cell biology will lead
us to a number of other choices.

But for right now, we know
that pharmacological caloric re-
striction is made much easier by
drugs such as Mounjaro and
Wegovy. They give us a tool
that will definitely extend the
human life span. And it will help
people who are alive now, as
well as future generations. It is
not the fountain of youth or
some other myth. These tools
have been tested and accepted
by both scientific and commer-
cial communities and are cur-
rently available.

KR Kafenberger, Ph.0., M.PH, is a fellow of the Gerontology Insti-
tute at UMass Boston and a former nursing home administrator.
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The Marketing Guru shares his family's SNF experience

Continued from page 4

no doubt that damaged, dirty, and decrepit
interiors in nursing centers create a nega-
tive impression.

After having visited over 2,500 nursing
homes in my career, | was ready for duct
tape. The level of capital improvement in
SNFs has been hampered by many factors,
not the least of which is that nursing homes
cannot (generally) qualify for further debt
since they’'re already heavily leveraged, and
they’re unable to service the types of loans
which other real estate-based operations
(like hotels) use for refurbishment and up-
dates.

The site of the trash, and the lack of any
positive greeting was deeply dispiriting.

Recommendation

Pick up the trash! Andrea (the names have
been changed), the administrator at this
nursing home in NJ, should take a cue from
Mike Dukakis. The last time | saw the Gover-
nor and presidential candidate in Brookline
(where | lived for a while), he bent over and
picked up a McDonald'’s cup and threw it in
the trash. Andrea walked by a lot of trash
while | was there.

Who'’s running the asylum?

The staff: “Have you asked Shirley? | think
Shirley does that. Shirley knows where the
humidifiers are. I'll ask Shirley when she’s
back from break.”

The administrator: “Anything you need,
just let me know.”

No, Andrea. I'm going straight to Shirley.

There are a few people who really run
your SNF operations, and it's not you, the
administrator. Each unit has one person
who knows where the bodies are buried. No
one crosses Shirley. | watched Shirley
“dress down” not only aggressive patients
but doctors and other staff; it wasn't rude or
rough, although it was very confrontational.

Recommendation

Find out who your key people are and sup-
port them any way you can. Acknowledge
them and their work in ways that resonate.

Find a way to get Shirley to start picking
up the trash, and | promise you, within 5
days you won't see a speck. (All of you
reading this know who Shirley is and are in-
timidated to ask her. But if you do, and this
works, please tell me.)

Plugging holes isn’t delivering care

Just because the shift is covered, it's often
not enough.

My interaction with an agency nurse. Jes-
sica, my niece, called from the center one
evening to say: “We don’t know why, but
Nurse Betty won't give Alice (my sister-in-
law) the morphine.

Me: “Did she offer a reason?”

Jessica: “She doesn’t want to wake her
up.”

Me: “Does the nurse
know that she’s on hos-
pice and that IF she
wakes up, it's because
she hasn’t had her med-
ication?

Flummoxed silence.
Then | get Nurse Betty on the phone, who
explains: “l really don't think it’s nice to
wake people up for medication. They need
sleep.”

Me: “While | agree about sleep, Alice is a
terminal cancer patient on hospice, with
breakthrough pain, and if she arouses, it
will be because of pain. And are you aware
that failure to administer a medication on
time is a medication error for the SNF [this
would be the third such error in two days],
and if you refuse to follow the doctor’s or-
ders, that’s a reportable offense to the li-
censing board?”

Nurse Betty: “It's just not what | do.”
Me: “Are you an agency nurse?”
Betty: “Yes.”

Tough pill to swallow:
Medication errors

During the 21 days | was at my relatives’
bedside, | personally witnessed 11 re-
portable medication errors, and | am certain
that more occurred. None of the errors | wit-
nessed were recorded or reported. None,
zero, niente. My conclusion is that wrong-
time, wrong-dose, wrong-medication errors
are happening all over the place, and they
are not being reported. You cannot manage
what you are not measuring.

The computer system at the nursing
home was relatively new (a reputable, re-
spected software), and most of the nurses
struggled with it (although not Shirley). The
system was down for almost an entire shift
one night, so no meds were passed. Really.
(OK, make that 16 errors.)

My observation about medications admin-
istration in nursing homes is that accuracy
will not improve until the errors are counted,

Wrong-time, wrong-
dose, wrong-medication
errors are happening all
over the place, and they
are not being reported.

and counting will only happen when nurses
are no longer punished for reporting errors.
That's never going to happen in this puni-
tive, “gotcha” culture. Shit rolls downhill;
when there’s a med error, Andrea gets in
trouble, then Barbara the DNS gets in trou-
ble, and then she has to talk to Shirley, and
we know how that’s going to go.

Weekends are a nightmare

We stayed overnight a few times because of
my sister-in-law’s condition, and what we
didn’t see was care. Medications weren't ad-
ministered, call lights
were unanswered, and
patients weren't being
taken care of while aides
napped. Staffing gaps
and cultural issues are re-
ally apparent on the
weekends.

Recommendation

Value your family members. Active, en-
gaged, and present family members of resi-
dents know very well what’s going on with
their relatives, so listen to them carefully.
Some staff members were incredibly re-
sponsive to our needs, our suggestions,
and our observations. Others treated us like
we were idiots who didnt know what we
were talking about, and that they knew bet-
ter. It was insulting, offensive, and just
added to the stress of an already very chal-
lenging situation.

If you don’t have an active volunteer
corps, perhaps you should consider devel-
oping one. It might be very illuminating to
attempt to recruit family members for a
“citizen” corps to help. If you hit obstacles,
ask yourself and your team, “Why?”

My bet is that Shirley knows the answer.

Copyright © 2021 by Stackpole & Associates, Inc.

Irving Stackpole is president of Stackpole & Associates, a marketing, market research and
training firm at www.StackpoleAssociates.com. He can be reached for consultations di-
rectly at:istackpole@stackpoleassociates.com or at -+1-617-719-9530.

Medicare Advantage
Continued from page 10

will pay. These plan practices threaten ac-
cess to providers, threaten the Medicare
Trust Fund, and risk beneficiaries’ health by
improper care denials. So, we renew our call
to policymakers to address these practices
by pursuing MA reforms that protect benefi-
ciaries, ensure equitable access to care, and
provide a financially viable path for
providers to continue delivering needed
services. Make all MA plans fulfill their prom-
ise and once again deliver an advantage.



Boost the Morale and Communication of Your Staff
With These Workshops & Seminars:
* Stress Management, Burnout and Compassion Fatigue
We define the sources of stress, understand street responses and how to management techniques

» Assessing your conflict management style
We identify different five conflict management styles and the steps to use to resolve for workplace conflict.

* Dealing with Challenging Behaviors & Difficult Conversations
We identify the characteristics of challenging behaviors and effective responses to these behaviors.

* Positive Aging
We identify components of living well in our older adult years and hear interview clips from experts.

“Patricia’s workshop on challenging behaviors & difficult conversations provided valuable strategies, fools and confidence
to take action and achieve greater harmony & resolution, with individuals & discussions I had previously resisted.”

Tameryn Campbell, President & CEO, Masonic Health System, Inc./The Overlook in Charton, MA
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Patricia Raskin, M. Ed, is an award winning radio producer business owner and
leader. She has recently presented webinars and onsite workshops for Aldersbridge
Communities, Mass-ALA, RIALA, and the New England Alliance.
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Maybe it's time to conduct a technology assesment

Continued from page 11

However, the most important aspect of a
cyber insurance review is not necessarily
the dollar amount of coverage or even the
level of reduced exposure. Instead, regard-
less of whether you purchase cyber liability
policy, you will find that almost all carriers
require certain fundamental security meas-
ures. These include multi-factor authentica-
tion (MFA), end-point detection and
response (EDR), and a robust backup, re-
covery, and business continuity plan which,
if not in place, could disqualify you from
even obtaining coverage.

Nevertheless, while there may be plenty
to be worried about with technology, at-
tempting to scare people into achieving fu-
ture success is not necessarily an effective
business model. Instead, an organization
that is committed to moving beyond
“steady-state” needs to balance legitimate
threats versus the exciting opportunities
that are readily available.

One obvious area for improvement is the
vendor management/check processing
function. This is an extremely labor-inten-
sive process that starts with ordering sup-
plies and services, mail opening, data entry
of invoice details, departmental approvals
and/or matching of purchase orders, selec-
tion of checks for payment, printing, stuff-
ing and mailing checks, invoice filing,
reconciliation of bank statements that could
contain hundreds of checks per month, and
finally, storing the multitudes of paper for
safekeeping. Along the way there is also the
possibility of paper check fraud schemes,
printer malfunctions, or plain user input
error.

Although many organizations have added
positive-pay and ACH payments into the
mix, today there are software companies
that have completely revolutionized the en-
tire process. These providers utilize optical
character recognition (OCR) from scanned

or emailed invoices to capture pertinent in-
formation such as vendor name, invoice
number, and invoice amount. Their systems
contain automated routing for approvals
and full integration with general ledger and
accounts payable software modules.

So rather than continue to devote limited
internal accounting staff resources to te-
dious vendor payment tasks, the AP au-
tomation providers perform these functions
as soon as the authorized signer selects the
checks for payment. The time saved from
automating these tasks can be better chan-
neled into producing even more meaningful
reporting while also enhancing services to
both residents and their families.

Similar opportunities for improvement in
other key areas such as communications
and collaboration are also available, but the
primary takeaway should be that future IT
attention should not be about on-premise
servers, hosted solutions, or cloud-based
technologies. Rather, conversations with
management need to focus on the func-
tions, policies, and procedures that are criti-
cal to the overall future success and growth
of the organization. Once key initiatives are
identified and prioritized, selection of ap-
propriate supporting technology will be-
come obvious.

In conclusion, many may be of the if-it-
ain’t-broke-don’t-fix-it mindset and conclude
that steady-state is just fine for them. How-
ever, it takes visionary management deci-
sion making in conjunction with astute
technology resources to realize that things
might actually be more broken then many
may care to admit. By doing so, however,
administrators and their facilities are more
likely to fully realize the benefits from their
future technology commitments.

As a former owner of a regional Managed Services Provider and a licensed CPA and insur-
ance producer in the State of Florida, John LoConte, is Principal of Vista Strategic Advisors
(www.vistastrategicadvisors.com), LLC, a virtual CI0 and CFO consulting firm specializing in
assisting human service, long-term care and professional consulting organizations develop,
implement and maintain their technology, financial and social media presence strategies.
John can be reached at 617-799-3304.

The road to gold: Say yes!

Continued from page 15

right. | closed my eyes tightly, trying to
shake it off. Thinking | read it wrong. | read
it again: not Ralph Peterson. What the...?

| spent the next two days wondering what
| did wrong. Two days of wondering why
my boss’s boss (the regional DO) would
mention me in the email. Two days of won-
dering if | should be working on my resume
and looking for a new job.

Then he called me and told me someone
had put in their notice and he was looking
to promote someone from within. He asked
if | would be interested.

“Yes,” | said. “But | thought you were
mad at me, or that | did something wrong.
Because of the email.” He laughed.

“Oh, | should have explained. You are the
only one who ever volunteers and | wanted
someone else to volunteer,” he said. “It"'s
not fair that you are always the only one.” It
was my turn to laugh.

“Oh,” I said. “l don't mind.”

“I know,” he said. “That’s why | thought
of you when this position opened up.”

Now don’t get me wrong. There have
been plenty of times when I've said yes and
volunteered that didn’t land me a promo-
tion. At the same time, there have been
plenty of times throughout my career that
I've said no. The difference is, I've never
been promoted for saying no.

As always, | hope | made you think, and
smile.

Ralph Peterson of The Core Fourteen works with senior care organizations on leadership
training, Quality Awards and QAPL..To learn more call or text Ralph directly: (914) 656-0190
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Lead with a purpose!

Diversity is represented in
many ways that may include
race, ethnicity, disability, reli-
gion, skill set, or interests. It is
imperative to understand the
melting pot of your organiza-
tion’s environment and what
each member brings to the
table. Opportunities to improve
culture in the form of diversity
is to present your “position
statement” as the leader.

Form a committee where staff
can share ideas about opportu-
nities to enhance the visibility of
diversity for what you want to
accomplish holistically. Consider
scheduling cultural events peri-
odically to highlight the theme
with various sub-topics on each
occasion. Incorporate surveys,
trivia, team building activities,
poems, food, music, targeted
workshop, and other engaging
elements based on your desired
goals to name a few.

Overall, culture is multilay-
ered! Reflect on recent chal-
lenges and how to improve
morale, quality of care goals,
patient satisfaction, and rela-
tionships with families or other
stakeholders. Culture is an inter-
connected web that needs each
strain to be successful!

EDITORIAL

Should Assisted Living
Administrators be licensed?

by W. Bruce Glass, MBA, FACHCA

Nursing home administrators
have been licensed since the
1960s, with a requirement for on-
going CEs. Interestingly, it is the
only level of healthcare manage-
ment that universally requires
such licensure—not hospital exec-
utives, not home care, and, only
occasionally, assisted living.

Here in New England, only
Rhode Island and Maine require
licensure. New Hampshire and
Vermont list required standards,
but not actual licensure. Con-
necticut and Massachusetts: not
so much. Unlike nursing homes,
assisted living regulations are
the sole province of each state,
so conditions and standards
vary widely.

Assisted living administrators
are responsible for the well-
being of frail elders under their
care as well as the management
of multi-million dollar opera-
tions. Is it not time to reassure
the public and authorities of
their professionalism?

| believe all states should ex-
tend this requirement, especially
in New England where we pride
ourselves as healthcare leaders
at the forefront of quality care.
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