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EXECUTIVE SUMMARY

This report is the fourth in a series prepared by the InsBtut 2y ! 3Ay 3 (2 RS&ON.
assisted living, residential care and memory care service sectors which are referred to by Oregon
Department of Human Services@ammunitybased care (CBE&gttings. These settings may also

be referred to as Home and ComminBased Services (HCBS).

Communitybased caresettingsprovidea variety of services, includigily meals, housekeeping

and laundry, assistance with personal care needs, medication administragicaiuation,
coordination, andmonitoring of healthcy RAGA 2y as O2YYdzyAOFGA2Y GAUEF
providers, and social and recreational activitiés. the population of Oregonians aged 65 and

older is estimated to increase from 16 percent in 201%almost 20 percent in 2030, angkarly

23 percent in2050 (U.S.Census Bureau, 201QBC settings will continue to be an important

source of longerm services and supports.

Oregon has beea nationallyrecognized leadein the development and provision of Home and
Community Based Services. It was thetfstate in the country, over three decades ago, to

receive a Medicaid waiver thgtrovided more cost effective alternative settings compared to

nursing homes.The AARP Lonterm Services and Supports State Scorebdrdy’ 1 & a Gl 1Sa Q
systems, includingffordability and access, choice of setting and provider, quality of life and
quality of care, caregiver support, and transitions between settings (AARP, 2017). Oregon has
ranked in the top 10 across all three editions of the Scorecard, and in 2017 vkasl furth in

the nation.

The objectives of the report include:

Objective 1 Objective 3

DescribeALFRCF, and MGetting
characteristics, including staffing types anc
levels, policies, and monthly charges and
fees

Objective 2 Objective 4

DescribeNBa A RSy a4 Q KSI f Compare setting types for differences that
characteristicgor the report period might affect access, quality, or costs

Compare current results with prig#SUCBC
reportsand national studies of similar
setting types

Information for this report was collected using a questionnaire mailed to all S€BDgsin
Oregon.
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The study findings provide information that state agency stadfislators, communityased care
providers, and consumers might use to guidlaicy, reimbursement, quality initiativesnd
decisions In addition to describing what we learned about OregonRL, and MC communities,

we compare these findings toational surveys conducted by the National Center for Health
Statistics and to relevant published literature. Due to variation in regulations across the United
States(U.S.) the national surveys combine residential and assisted living settings and use the
term residential care to describe both.

SurveySample

The results are based on questionnaires maitethe 524licensed AL, R@nd MC communities
licensed as of December 2017 in Oregohth@se, 186 communities had a M@ndorsament.

Most MCs are standlone buildings with no other licensed community type, butv@e co-
located withl y ! [ 2 NJ w/ Tl Oandl thebe comniudiRModeasd thd fotaly ¢ 0
number of eligible cases to 556f the 524 licensed (staralone and cdocated facilities 384

(70 percent) completed and returned a questionnaire (Table E1).

Table E1INumber of AL/RC/MC Facilitieand Questionnaires Distributed
AL/RC/MC as of December 2017 524
MC colocated with an AL/RC 32
Number of questionnaires that were sent &./RC/MC 556
AL/RC/MC that responded (70%) 384

As relevant, we include results from three prior years of this study. For example, some questions
were asked each year, and other questions were asked in alternating years. In addition, as
possible weinclude information about facilitgharacteristics from DHS and other state agency
sources since the year 2000. The study methods are described in Apgendethods(pages

44-48 of the full report. Table E2 describes the project timelines for each y&arreach a
response rate of at least 50 percenyeaptionnaires were collected through March for the first
three years and through February for the fourtrear.

TableE2 Survey Mailing and Report Dates, 2014 to 2018

Survey Data Analysis
Round  Sample Collectefrom DHS Mailing Findings Reported

1 November, 2014 January, 2015 May, 2015
2 November, 2015 January, 2016 May, 2016
3 November, 2016 December, 2016 May, 2017
4 November, 2017 December, 2017 May, 2018
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HIGHLIGHTS

Thenumber of CBC settings increased from 325 in 2000 to 524 in 2017.
The number of MC communities (AL/RC) increased from 62 in in 2000 to 186 in 20:
Licensed capacity of CBC increased from 22,204 residents in 2006 to 26,774 in 201

The capacity among MCromunities hadripled since 2000 while the capacity among
non-MC endorsed RC increased more modestly, at 10%. Starting in 2015, the stanc
MC capacity exceeded the RC capacity.

1 The capacity among neMC endorsed AL increased at about 10% since 20009.

Community Services and Policies

1 84% of CBC settings used a falls-sisleening tool as either standard practice or case
by-case.

1 74% of CBC settings used a cognitive screening tool as either standard practice or
by-case.

1 The three most commoreasons that might prompt a moweut notice were non
payment (84%); Hitting/acting out with anger to other residents/caregivers (75%); L
violation other than norpayment (44%)

1 17% of facilities issued a less thand® moveout notice

Staff

1 Thetotal number of all AL staff employed by all CBCs is estimated to be nearly 20

1 50% of administrators were in their current position for one and a half years or les

1 36% of RNs and 42% of other castated staff left employment in the prior six mdnt
period (as a share of current RNs and other aatated staff).

1 The ratio of all staff to residents was higher for RC (1.14) and MC (1.06) compare
AL (0.80).

1 Total staffing levelsfor all residents per resident, per day were 3 hours and 48 min
for MC, 3 hours and 24 minutes in RC, and 1 hour and 58 minutes in AL.

1 The combined staffing level for all carlated staff was 2 hours and 51 minutes. Thi
rate is nearly identical to a 2014 national study that reported 2 hours and 53 minu
(HarrisKgetin et al. 2016).

= = =) =)

w



Oregon CBC Report, 2018 EXECUTIVE SUMMARY

Private Pay Rates and Fees

1 Averagetotal monthly private pay charges including services for a single person li
in the smallest unit and receiving the lowest level of serveere $3,959in AL,
$4,497in RC and$5,620in MCcommunities

1 The inflatioradjusted percentage increases in the average total monthly chasge
34%for RC.19%for AL, and’%for MC since 2007.

1 Some CBC settings charge additional fees for services: 74% of AL charged a fee
routine meal delivery to@esident rooms, compared to 45% of RC and 28% of MC.

I We estimate that private pay charges for all private pay residents totaled

$655,114,711 in 2017.
Medicaid

1 79%of all CBC settings had a contract with DHS to accept Medicaid beneficiaries

1 42%of Oregon CBC residents were Medicaid beneficiaries comparedtofl9
residential care residents in the United States

1 In 2018, DHS paid CBC providers a total of $288,408,528 on behalf of Medicaid
eligible AL, RC, and MC residents

1 20%of CBC settings perted havingno current Medicaid residents

ResidentHealth

1 68%of CBC residents did not fall in the prior 90 days. The percentage of resider
who did not fall was higher in AL2% and RC7(1% facilities compared to MC
communities $9%.

1 26%of CBC residents were prescribed an antipsychotic medication, including 44
MC residents26%o0f RC, and 7%of AL residents.

1 16%of CBC residents had an emergency department visit3&aere hospitalized

overnight in the prior 90 days.

ResidenDemographics

70%o0f CBC residents were female

51%o0f CBC residents were ages 85 and p86fowere ages 75 to 84

The average age for all residents acré&ettings was 82.

90%of CBC residents were White

2%of residents primarily spoke a language other than English

44%o0f residents moved t@n AL/RC/M@&om their home, or the home of a child or
other relative

1 19%of CBC residents who moved out had reported lengths of stay from one to ¢
days compared t@3%who stayed 90 or fewer days in 2015.

=A =4 =4 -8 -8 -9
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BACKGROUND

Oregon has three types of communitased care (CBC) settingssisted living (AL)esidential

care (RC), and memory care (M@ferred toas AL/RC/MCThe number of CBC settings has
increased since the 1980s, from 88 in 1986 (Hernandez, 2007) to 524 as of November 2017. In
2017, the combined total capacity, meaning the number of residentddhdity is licensed to
accommodate for AL/RC/MQ@vas 26,774 In comparison, the total capacity féne 1,584adult

foster homes (AFH) was 6,552 and the capacity anio&@37 nursing facilities wa$1464.

Collecting informatiordirectly from CBC providers is important because no central data source
about residents, staff, facility services, rates, and polieists The Oregon Department of
Human Services (DHS), the licensing authority for these settyagjsersinformation only on
Medicaidfunded beneficiarieszia the Client Assessment and Planning system (CARSke
nursing facilities, CBC facilities are not required to use a standardized tool to collect and report
on resident characteristics and staffing. Therefore, the questasi®ed for this study are the
primary source of information about CBC settings in the stdi83359 passed in the 2017
legislative session will require CBCs to report on a set of quality metrics that include staff
retention, antipsychotic use, fall, staffiining and consumer satisfaction.

The research methods amescribed inAppendix A Methods, pages44-47. In addition, PSU
surveyed a statewide sample of adult foster care homes.

All AL/RCMC communities
licensed as oNovember
2017 received a

guestionnaire that asked
about residens, staffing, and
monthly rates and fees for
additional services.

All prior CBC reports, and the adult foster care reports, are available at
https://www.pdx.edu/ioa/oregorrcommunity-basedcare-project

OR

http://w ww.oregon.gov/DHS/SENIORSABILITIES/Documents/ARM%20Summary%20Repe¥i@e2D 1 7.pdf
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ASSISTED LIVING, RESIDENTIAL
CARE, AND MEMORY CARE

COMMUNITIES
What are they, how many are there, what is
their capacity and occupancy?

ALRC facilities are authorized by Oregon
Administrative Rules (OAR 40%4) Jand must
also follow the CMS Home and Community
Based Services ruleFhese facilities provide
individualized personal car@ctivities of daily
living), social services and activities in a
residential setting for older adults and persons
with disabilities. Both facility typesre required
to:

1 Be staffed 24hours daily to meet current
residentscare and servicaeeds(acuity)

1 Bther hire or contract witha registered nurse

1 Provide daily meals and snhacks

1 Offer social and recreational activities

1 Evaluate, coordinate, and monitor health
services

The primary regulatory difference between AL
and RC is that AL must provide fully self
contained individual living units, defined as a
private apartment with living and sleeping

space, kitchen area, bathroom, and storages RC
aremore varied Oregon rules do not require RC
to provide private bathrooms, living quarters, or
kitchenettes. Older RC might have shared
bathrooms, while newer construction RC may
have a combination of these building

The number of MC
communities increased
from 325 in 2000 to 524 in
2F hND

2017.0 P’z
AL/RCacilities have a
memory care endorsement

AL, RC, and MC Communities

configurations. Facilities are licesws for a
specific number of residents (capacitiy) ALs, a
unit may be designated for one or two persons
who live together by choice (usually married or
partnered couples) and in RCs, a unit may be
shared by two individuals previously unknown
to each othe (e.g., roommates).

Memory care (MCjacilitiesare designated for
adults who have a dementia diagnosis, including
1 £t T KSAYSNDa Ruhargedaear | yR
OAR 412057.MC communitiesnust receive an
GSYR2NESYSyYy (¢ T nEeteral {
licensed AL, RC, or a nursing facility. This report
includes only MC units with an AL or RC license.

The endorsement means thfacility has met
requirementsat the time of licensure visitsuch
astraining staff in dementia care practices, and
physical envonment standards such as
controlled exitsand programming for people

with disabilities

Number of CommunityBased Care Settings

Table 1 describes the number of licensed
settings and the total capacity as of November
2017.The 524 AL/R@cilitiesinclude 186 MC
communities.For the purposes of this report, a
stand-aloneMCprovidesmemory care only and
GO2YO0AY Il UA2yé AyOfdzRSa A
unitsas well agither AL or RC units that are not
designated as MC.

Table 1: Number of Licensed Settingsd
Licensed Capacitgs of Novembe2017

# of Licensed # of
Settings Capacity Units

AL 15,264 | 12,805
RC 297 11,510 | 9,374
TotaIAIT/RC 5241 26,774 | 22,179
Facilities
AlL/RC with a MC 186 6,574 -
endorsement

IThis figure includes all AL or f€llities including those
that have an MC endorsement.
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Growth in AL/RC/MC:

1 Since the 2017 report, the number of

CBCsettings in Oregon increased by
seven with 10that were newly licensed
and three that closedi{yo were MC and
onewas AL).

Of the 10 newy licensedacilities seven
have a MC endorsement arttiree are
licensed as AL.

AL, RC, and MC Communities

Ofthe settingslicensed prior to 2017,
four RCs added an MC endorsement
(two converted to stanehlone MC
communities), and onthat had
previously been licensed for both RC
and MC converted to a staralone MC.
The primary growth in the number of
AL/RCfacilities last yearis due to an
increase in MC§Figures 1 and;ZFigure
BlandTableB2in Appendix B

Figurel: Change in Number CBC Settings, by Type,
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There wereminimal changes in the distribution
of smaller and largerfacilities over time
between 2000 and 2017 (Figu2g In June 2000,
27 percent (87 out of 325) of dhcilitieshad a
licensed capacity of between 6 and 25 residents,
33 percent were licensed for 26 to 50 residents,
and the remaining 40 percent had a licensed
capacity of 51 and higher. By 2017, the
corresponding figures were 26, 29, and 45
percent. Each CBGCsetting has a licensed
capacity, or number of occupants allowed to
reside in the building. The licensed capacity is
typically larger than the number of units since
some units will be shared by two persons. The
occupancy rate is a measure of utilization
relative o licensed capacity. The occupancy
rates described inTable 2 are calculated by
dividing the number of current residents by the
licensed capacity. This approach might differ
from the method used by some CBC
professional, who typically calculate oceunzy
rates as a percentage of occupied units rather
than total occupants. Since we did not collect
information on occupied units, the occupancy
rates reported here might be lower than
calculations based on occupied units.

Of the 384 facilities that completed a
qguestionnaire, the highest occupancy rate was
reported by MC communitiegTable 2). The
National Investment Center, a professional
group that does research on the senior housing
market, reports that the national occupancy rate
for assisted living was 86.5 percent during the
last quarter of 2017 (NIC, 2018).

In 2000, MC accounted for
about 14% of all total

capacity. By 2017, that figure
increased to 25%

AL, RC, and MC Communities

Table2: Licensed Capacity and Occupancy
Rates of Respondingacilities 2018
Setting Licensed # of Current Occupancy

Type Capacity Residents Rate

RC
MC

Figure 3shows the changes that occurred in AL,
RC, and MC capacity between 2000 and 2017.
During this period, the greatest increases in AL
capacity occurred between 2000 and 2009. AL
(non-MC) capacity increased from 8,637 in June
2000 to 13,740 in March 2009, an increase of 60
percent. Since then, the increasenon-MC AL
capacity slowed down. It increased by 1,402 up
to 15,142, a 10 percent increase.

There was a slight increase in R@NMC)
capacity between 2000 and 2009, after which it
remained mostly flat. Between 2000 and 2017,
the RC capacity increased from 4,614 to 5,058
an increase of about 10 percent.

In June 2000, there were?2,215
I £ T KS XareSuNil@ or ACU, as the
were known then). Between 2000 ar
2017, the MC capacity more than tripled

6,574 Starting in 2015, t& MC capacit
exceeded the RC ¢n-MC) capacityFigure
B1 in Appendix B)

Similar to Oregon, there has been growth in the
number of settings designated for memory ear
in the U.SBased on a 2010 survey, the National
Center for Health Statistics estimated that 17
percent of ALRC facilitiehad a dementia care
unit (ParkLee et al.2013)and their 2014 survey
reported that 2 percent ofAL/RC facilitiesvere
designated entirely for dementia care or had a

8
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dementia care unit cdocated within a larger When we look at the change in occupancy since
building or campus (Harrsojetinet al.2016). 20142015 (when the current formula for

Figure3: Change i
Setting, 20062017

., 16
214
[4+]

) . calculating occupancy rates was adopted), the
n Licensed Capacity by picture looks a bit different. The greatest
decline in occuancy rates occurred among RC
(9 percent), followed by MC (3 percégraind AL
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could be any of the following, or a combination
of these and other faors: differences in the
ways that occupancy rate is calculated;
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supports, including home health care; licensed
capacity is higher than necessadgmographic
factors associated with the Great Depression
and pest-World War Il baby boomgr impact of
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Overall,occupancyates appear to have

units in the 2000s.
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COMMUNITYSERVICES AND

POLICIES
What arecommon services and policies?

Several questions were asked about GBiEing
level policies regarding resident services and
staffing. The topics listed below were identified
by the DHS and PSU research team, with input
from stakeholders.

Move-out notices
30-day moveout notice

Medicaid acceptance for private pay
residents who spend down

Useof fall risk assessment

Use of cognitive screening tool
Use of a depression screening tool
Resident and staff flu shots

Move-Out Notices

Oregon rules encourage CBC providers to
adzLJL2 NI NBaARSyidaQ
setting, but recognizethat for some residents
remaining in the settingisks their safety, or
health(OAR 41154-0080).Providers may ask a
current resident to move out due to one of the
reasonsspecified in the rule.

Providers were asked which of the following
circumstances wdd typically prompt them to
give a resident a moveut notice:

1 Twoperson transfer

1 Slidingscale insuh shots

1 Wandering outside

i Hitting/acting out with anger to
residents or caregivers
Lease violations other than ngrayment
Nonpayment(Table 3.

= =

OK 3

(322)
Hitting/acting 75
out with anger (286)
Lease violation 44
other than

(169)
non-payment
Wandering 38
outside (144)
Two-person 26
transfer (101)
Slidingscale 6
insulin shots (24)

4

None (14)

Community Services andoficies

Thethree most common reasons that
might prompt a moveout notice:

Non-Payment84%

Hitting/acting out with anger to other
residents/caregivers/5%

Lease violation other than
non-payment44%

Some variation was notedFor example, MC
communities werdar less likely to give a move
out notice for twaeperson transfeior wandering
outside Given that MC communities have a
larger percentage of residents who have
behaviors associated with dementia, including
wandering and aggression, and have a higher
staffing level compared to ARIC, these findings
are eypected(Staff Section, age20).

Table3: Resident Needs and Behaviors That
Would Typically Prompt a Mow®ut Notice
RC MC Total

% (n) % (n) % (n)

! g4 U

Non-payment

30-day MoveOut Notices
When it is no longer possible to safely meet

NBaARSy(laQ KSIf K I YR
community can issue a 3fay written notice

10
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requesting that the resident move elsewhetge.
the resident presents safety risks others,and
delaying a move increases risk of hamwn if a
resident has left the facility to receive urgent
care and upon returninga reevaluation
determines the facility is unable to meet the
NB & A RSy (aQehs thars Figyinoveout
notice can be issued. Residentnd their
designeesan choose to dispute20-day orless
than 30day moveout notice by requesting an
administratve hearing (OAR 41154-0080).

Of the 31&acilitiesthat answered this question,
17 percent had issuka less than 3@ay move
out notice.A total of 89 residents received such
a notice.Facilities reported whethethe move-
out notice went to an admintsative hearingfor
86 of 89 residentsOf those 86 resident20

percent (17 residents) requested such a hearing.

Medicaidacceptance for private pay residents
who spend down

Residents who pay monthly fees with private
resources, such as savings, migbhh out of
money durirg their stay in a CBC setting.
Providers were asked if they would allow such
residents to stayf they qualified for Medicaid.

Overall, 79 percent of respondinggcilities
would allow residents to stay.7 percent would
not. Four pecent reported that this
circumstance was not applicable for them, most
likely because they did not have a Medicaid
contract. RGacilitieswere less likely to report
that they allow residents to spendlown to
Medicaid (65 percent) compared to AL (84
percent) and MC (86 percent) communities. For
more information about the ate of Medicaid

Community Services andoicies

recipients, see the Rates, Fees, and Medicaid
section, page 2

Everyl4 secondsn older adult is seen
in an emergency department for a fall
related Injury (AoA, 2016)

Most facilities(84%) usedafall screening
tool as either standard practice or on a
caseby-case basis

Use of Resident Fall Risk Screening Tool

Falls among older adults are an important public
health issue. Nationally, older Americans
experienced 29 million falls causing seven
million injuries and costing an estimated $30
billion in annual Medicare costs (Bergeh al.
2016; Florenceet al. 2018). Recent legislation
passed in Oregon (HB3359) will require CBC
communities to track and report the numbef
resident falls that result inphysical injury.
Oregon rules require communities to assess
NBEaARSydiaQ NAaj anifial
admission andquarterly evaluatios (OAR 4141
054-034).

hNB3I2yQa 51 { SyOmrtrNdedSa
a validated fd risk screening toal Over 60
percent of CBC settings used a fall risk
assessmenttool to screen every resident as
standard practic€Figure 5. A larger grcentage

of AL 67 percen} reported using a fall risk
assessment tool as a standard practice
compared to MC (60percen) and RC (54
percen). The use of a fall riskssessmentool
has remained relatively consistent since this
guestion was first asked, in 201Bigure 6and
Table B3 in AppendiX.B

11
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Figure5: Use of Fall Rk Assessment by Setting, 2018

AL e e ] 1%

0% 20% 40% 60% 80% 100%

1 Standard practice with every residem: Case-by-case basis No m Don't know

Figure6: Use of Fall Risk Assessment oveané&, AllFacilities 20162018

100%
80%

12016 m 2017 = 2018

64%56%61%

60%
40%
0 24%23%
20% I I 219% ° 149617%15%
2% 3% 1%
o HEE mmm oo

Standard practiceCase-by-case basis No Don't know
with every
resident
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In 2013, an estimated 5 million
Americans were diagnosed with
dementia. By 2050, the number is
projected to rise to 14 million (CDC,
2017).In 2012,an estimated 76,000
Oregonians weréiagnosed with
dementia

Use of Cognitive Screening Tool

Cognitive screening tools can be used to identify
whether an individal has a cognitive
impairment. The benefits of identifying
cognitive impairment includenabling providers

to deliver better care and allowing individuals
and families to prepare for and manage diseases
associated with cognitive impairment, including
forms of dementia (AT KSA YSNR A
2015).Cognitive screenintpols can be used to
tNJ O OKI y3aSa AY Iy
AYLI ANXSyY
2017b). These tools should not be used to
diagnose dementia, though the results could be
shared with a clinician who mighhen run
additional tests.

74%of providers used a
standard cognitive screening

tool as a standard practice o
on a caseby case basis

Oregon does notequire providergo use
cognitivescreening toda but they mustonduct
an initial screening before a resident moves in
to determine service needs and resident
preferences and whether the facilifanmeet
those needs and preference® AR411-054
0034).MCcommunities must implement
policies and procedures to evaluate resident
behavioral symptoms, interests, abilities and

20SN) GAYS 6

Community Services and Policies

skills, emotional and social needs, physical
limitations, and medication needs (40b7-

0140). For these reasons, providers were asked
whether they use a cognitive screening tool.

Overall, 47 percent of providers used a standard
cognitive screening tool as standard practice,
and 27 percent did son a caseby-case basis
(Figure7 and Table B3 in Appendiy.B\ larger
percentage ofcommunities reported using a
tool as standard practice in 2018 compared to
2017.

There was some variation in the standard use of
a screening tool, with a snal share of RC
facilities (39 percent) doing so compared to MC
(50 percent) and AL (49 percénnh 2018. The
percent of communities that did not use any tool

| décr4ddbétwe@ny2®17 and 2018.

RoRebdh daheivbient Bty A U A BS
ExSmirtatior (MMSE) Wasdife Sdghith A 2 Y 2
screening tool that was used most

frequently, with 54%of providers using

this tool.

A variety of validated cognitive screening tools
can be used in communHyased, clinical, and
research settings, including the St. Louis Mental
Status (SLUMS), the Mikiental State
Examination (MMSE), the Mifiog, the General
Practitioner Assessment of Cognition (GPOG),
and the Montreal Cognitive Assessment (MoCA).
Facilitiesthat use a standard tool were asked if
they use one of these or any other cognitive
assessment method@-igue 8). Of the facilities
that reported using a standard cognitive
assessment tool, either as a regular practice or
on a caseby-case basis, mosteported usng
MMSE (54 percen}, followed by SLUMS (32
percen) and Mini-Cog (9 percent Fourteen
percert reported using other tools not listed
here.

13
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Figure7: Use of Cognitive Screéng Tool by Setting, 2022018
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Figure 8 Percent offFacilities That Use a Specific Cognitive Assessment Tool arracditiesthat
Reported Usg aCognitive Assessment Tool
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Depression Screening Designated Smokindrea

When recognized and treated, depressioan Oregon allowAL/RC/Macilitiesto designate

bereducedor alleviated CDC, 2017a$creening whether they will or will not allow resident®

is recommended sincedepression can be smoke (OAR411-054-0025).Most (77 percent

overlooked or misinterpreted as a natural part  reported that they provided a designated area

of aging (CDC, 2017&regon requiresacilities outside of the building that is reserved for

to use tools and protocoldo determine if smoking. MC communés (65 percernjt were

NEA&ARSY(iaQ SELISNASYOS IlesSlielyltof repokaSiesigriatéd snioking dzbad =

includingdepressioOAR 41154-0036). compared to RC (77 percent), and AL (87
percent). In addition, he majority offacilities

Overall, 37 percent of respdmgfacilitiesused reported that they had a nosmoking place or

a standard tool such as the Patient Health area where smoking is prohibitd@1 percent)

Questionnaire  (PH®) or the Geriatric Therate did not differ acrossettingtypes.

Depression Scale (GDS) for assessing depression .

among their residents. MC communities were Written pollcy that addresses sexual contact
slightly more likely to eport using a standard between residents o .
tool (41 percent) compared to RC (36 percent) Although it is understood that intimacy in

and AL (35 percejt NEfFGA2YyaKALA O2ydNRAOGdziS
quality of life, little is understood abouhow

Flu Vaccination sexual contact is managed in CBC settings

Since many residents in CB&tingsexperience (Bentrott et al. 2011). Overall, 69 percent of

a greater number of conditions have facilities reported having a written policy that

compromised immune systems, and reside in addresses sexual contact between residents. MC
close quarter living arrangements, they are (76 percent) and RC (70 percent) were more
vulnerableto contracting a flu virus (Lansbury,  likely to report having avritten policy compare

et al. 2017; CDC, 2018b). Adults aged 65 years to AL (62 percent)

and older are more likely to experience flu
related hospitalizations and, according to the
Centers for Disease Control and Prevention,
between 50 percent and 70 percent dfu-
related deaths occur among this group. In leng
term care settings, it is recommended that all
residents receive a flu vaccine (CDC, 2017b).

Overall, 73 percent of current residents received
a flu shot this past fall. The differences across
settings wee small, with MC and RC reporting
slightly higher percersiges compared to AlOf
the 379 facilities that responded to this
guestion, 16 percent (6] did not know or did
not track the number of current residents who
received a flu shot.
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COMMUNITY-BASED CARE STAFF
Who works in assisted living, residential care, and memory care?

Direct care workers comprise the largest
number of employees in CBC settings, and the

handson care they provide is vitally important
02

administer medications, and provide assistance
with social and recreational activities, as well as
emotional support. The questionnaire inclutle
the following staffing topics:

Administraor Tenure

Number of Current Employees
Carerelated Staff

Staffing Level

CareRelated Staff: Tenure and Turnov
Staff Training Topics

Languages Spoken by Staff

Administrator Tenure (Length of Employment

in Current Position)

Fifty percent of administrators had been
working in their current position as
administrator for 18 months (1.5 years) or less.
Administrator tenure by facility type was
comparable. Fifty percent of administrators
working at AL, RC, amC hadbeen working in
their current position for less than 17, 18, and
19.5 months respectively

50%of administrators had been in
their current position for 18 months
(1.5 years) or less.

Number of Current Employees

The total number of persons employed (e.g.,
administration, facilities, housekeeping, kitchen

NEaARSY (G a QorkerS praviddNS @
assistance with activities of daily living (ADLS),

Of an estimated 20,00(
staff, 67%were care

related staff

staff, dietay staff, carerelated staff) inthe 270
CBC settings with staffing information was
9,650. Infacilities with multiple settings (e.g.,
standalone memory care units, independent
living, nursing facilities, hospitals), care staff may
be employed to work in more than one setting
on different shifts. Among survey respondents,
38 percent said their staff also ward in other
buildings or units at the same address as their
setting. Fewer Akeported sharing staff among
buildings/units 28 percent) compared to both
RC (41 percent) and M@7 percent). Not all
providers were able to indicate which staff
primarily woked in which buildings.

Two hundred and eighty facilities provided
informationabout thetotal number of residents
and number of totalstaff. We calculated the
ratio of total employees to resident®r those
facilities(Figure9). Theratio of all employees to
residents was 1.14 for RC and 1.06 for MC, and
both of these were higher than AL. In 2017, staff
ratios were 0.84, 12, and 1.10 for AL, RC, and
MC respectivelyTherefore, arrent staff ratios
among facilities are nearly identical tathose
described in the 2017 report.
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Figure9: Ratio of all employees to residents
1.14

0.80

AL RC

CareRelated Staff

Providers were asked for the number of ftithe
and parttime carerelated staff that they
employed which includes the following
employee categoriesregistered nurses (RNS),
licensed practical nurses (LPNs) lazensed
vocational nurses (LVNSs), certified nursing
assistants (CNAs), certified medication aides
(CMASs), personal care staff who are not licensed
or certified, social workers, activitiesrectors or
staff, and residential care coordinatorBaple 4.
The 270 responding facilities employetbtal of
6,499 careelated staff, whorepresented 67
percent of all CBC employees.

Some cases were excluded due to missing
information or because they did not separate
out staff employed in more than one setting on
a campus or building. The 270 responding
facilities represent 70 percent of the total
number of questionnaires received. Shevel of
missing ratas comparable tohe missing rateof
staffing questions in a national study (National
Center for Health Statistics, [NCHS], 2015).

Of all carerelated staffin the 270 responding
AL/RC/MQacilities 17 percent were employed
part-time and 83 percent were employed full
time. A total of 5,041 (nowmertified and non

licensed) personal care staff and 405 licensed

COMMUNITYBASED CARE STAFF

1.06

0.91

MC Total

nurses (RN, LPNVN) were employed. Most

84 percent of the personal care staff were
employe full-time, and 64 percent of RNs were
employed fulitime. Oregon rules require
facilities to employ personal care staff-Béurs
daily and registered nurses as needed, so it is not
surprising that the largest share (78 percent) of
all carerelated staff are noncertified, non
licensed staff Table 4and Table B4Appendix

B).

A greater percentage of
ALS(76%9 compared to MCH0%
and RCsARY employed at least
one fullime RN.

More RC$29%) have fulitime
CNAs on staff compared to MCs
(2299 and ALs19%.

17
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Table4: Percentage of CarRelated Staff Employed Paiftime or Fll-Time, by Employee Categories

COMMUNITYBASED CARE STAFF

Parttime Fultime Total
% (n) % (n) % (n)
RN 36 (110) 64 (192) 5 (302)
LPN/LVN 17 (18) 83 (85) 2 (103)
CNA 20 (54) 80 (211) 4 (265)
CMA 4 (6) 96 (156) 2 (162)
Personal care staff 16 (818) 84 (4,223) 78 (5,041)
Social worker 13 (5) 87 (33) 1 (38)
Activities director/staff 24 (90) 76 (285) 6 (375)
Residentiatare coordinator 6 (12) 94 (201) 3 (213)
Total 17 (1,113) 83 (5,386) 6,499

Oregon does not require CBsgttingsto hire
CNAs or CMAs. However, 22 percent of
respondingfacilitiesemployed at least one full
time CNA, and 6 percent employed at least one
part-time CNA. Thirteen percent employed at
least one fulitime CMA(FigurelOand Table34).
The majority of facilities (75 percent) reported
employing at least one futime activities
director or staff person. Facilities are not
required to employ social workers, though 4
percent did so fultime.

AL/RC facilities are required to employ or
contract with a licensed nurse (RN or LPN/LVN).
Of dl facilities, 63 percent employed at least one
full-time RN and 21 percent employed at least
one fulltime LPN/LVN. There was variation in

employment of RNs and LPN/LVNs across

settings. A greater percentage of AlL$
percent) compared to MCs (60 percgaind RCs
(42 percent) employed at least one ftilne RN,
and a larger percentage of MCs (25 percent)

compared to ALs (22 percent) and RCs (16

percent) employed atleast one fulitime
LPN/LVNTableB4, Appendix B. Nationally 40
percent of RGacilitiesemploy at least one RN,
and 36 percent emplogn LPN/LVN, either full
or parttime (HarrisKojetin et al. 2016). In
addition, nore RCs (29 percent) have ftithe

CNAs on staff compared to MCs (22 percent) and
ALs (19 percent).

There were very few changes in the percentage
of CBC settingsvith at least one partime or
full- time employee by staff category between
2017 and 2018 (Table B5 AppendixB). The
percentage of facilitie employing aieast one
part-time personal care sth or activities
director or activities staffand at least one full
time RN decreased between 2017 and 2018.
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COMMUNITYBASED CARE STAFF

FigurelO: Percentage of Facilities WitAt Least One PafTime or FullTime Staff by Employee

Categories

100%

80%
63%

60%

409 34%

22%
6%

21%

0
20% 6%

1%
0%
RN LPN/LVN

CNA CMA

Part-time

Staffing Level

Oregon requires CBC settings to hire qualified
staff insufficient numbers to meet the needs of
each resident The facility must have a written,
defined system to determine numbers of
caregivers and general staff based on resident
acuity and service needs. The provider must be
able to demonstrate how the systerworks
(OAR 41254-0070) House Bill 335%assedn
2017 by the Oregon State Legislatyreequires
DHSto develop a technology supportedn
acuity-based staffing tool to determine or
evaluate staffing levels.

To compare Oregon to nationaveragesandfor
tracking staffing levels over time, we used the
National Center for Health Satistics (NCHS)
definition of staffing level (HarriKojetin et al.
2016). Staffing level provides an average of staff
hours per resident per day, calculated as the
total number of hours worked by careelated
employees (licensed nurses, CNAs, CMAs,
personal care staff, social workers, and activities
director or activitiesstaff) divided by the total

13%

94%
75%
64%
57%
24%
1954% 4%
Personal Social Activities Residential

Care Staff Worker Staff Care

Coordinator

Full-time

number of residents. Only faciligmployed (not
contract) fulktime and parttime staff are
included in the NCHS calculatidh should be
noted that staffing level is not a measure of the
amount of actual care given tong specific
resident. Staffing level calculations and methods
are detailed in Appendi&.

The combined staffing level for all cargated
employees was 2 hours and 51 minutes, a 1
minute increase from 2017, and 10 minute
increase from 2016. This ratenearly identical

to a 2014 national study that reported 2 hours
and 53 minutes (HarrKojdin, et al. 2016).
Among allOregon CBC settings, personal care
staff account for the largest number of staffing
hours, at 2 hours and 26 minutes per resident
per day, an increase of 6 minutes since last year.
The staffing level for RNs was 8 minutes and 1
minute for LPN/LVNs, which has remained
stable over time. The combined level for CNAs
and CMAs was 5 minutes per resident per day, a
6-minute decrease since 2016.
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Table5: Staffing Levels by Stafind Facility Type

COMMUNITYBASED CARE STAFF

RC MC

2016 2017 2018 2016 2017
RN 0:05 [ 0:06 | 0:05 | 0:12 [ 0:14 | 0:11 | 0:08 [ 0:10 [ 0:09 | 0:08 | 0:09 | 0:08
LPN/LVN 0:00 [ 0:00 | 0:01 | 0:00 [ 0:02 | 0:01 | 0:04 [0:02 [0:02 |0:01 |0:01 |0O:01
ONA/ICMA 0:05|0:06 [0:04 |0:17 | 0:13 [ 0:06 | 0:14 | 0:09 [ 0:06 | 0:11 | 0:08 | 0:05
Personal 1:30 | 1:44 | 1:40| 2:33 | 2:14 | 2:53 | 2:46 | 3:20| 3:18 | 2:10 | 2:20 | 2:26
care staff
Social workeir 0:00 | 0:00 | 0:00 | 0:01 | 0:01 | 0:00 | 0:00 | 0:00 | 0:00 | 0:00 | 0:00 | 0:00
ATVt
cvities = 1 .06 | 0:07| 0:07 | 0:07| 0:10 | 0:20| 0:12 | 0:12 | 0:12 | 0:08 | 0:00 | 0:09
director/staff
Total 1:49 | 2:05 | 1:58 | 3:12 | 2:57 | 3:24 | 3:26 | 3:54 | 3:48 | 2:41 | 2:50 | 2:51
The staffing levels were highest in MC contract care staff currently working in their

communities compared to AL and R&ble 5.
Therate for MC was 3 hours and 48 minutes, 24
minutes more than RCs and 1 hour and 50
minutes more than ALs. The staffing level
reported in the national study hadsimilar
findings, with a staffing level of 3 hours and 37
minutes per resident in RC where a jordy of
residents had dementia (Rome & Ha#Ksjetin,
2016). Staffing levels in both AL and MC
communities decreased in the last year, while
RCs experienced @7-minute increase since
2017.

Contract Staff and RNs

Staffhoursper resident per dayas3
hours and 48 minutefor MC,3 hours
and24 minutes in RGnd1 hour and
58 minutesin AL.

To ensure comparability with the NCH&a, we
did not include contract or agency staff when we
calculated staffing levels[ I &
showed that including contracted staff
minimallychangedhe staffing levels, so we did
not ask providers to report the numbeof

&St NR&

facilitiesfor 2018. However, we asked providers
if they hired contract/agency staff to cover
unplanned staff absences and found 16 percent
of Oregonfacilitiesdid soin the last90 days.

Compared to lastfe ND &  KaBing?
levels in AL and MC communities
decreasechnd RCs experienced a 27
minute increase

Providers were asked if the number of hours
they employed or contraed with an RN
increased between 2016 and 2017. Across all
settings, 19 percenhdicated an increase in the
number of RN hours from 201817. The
increase in RN hours was much greater in RC (33
percent) compared to MC (17 percerahd AL

(13 percent).

CareRelated Staff: Tenure & Turnover

This year, proyiders were asked questions
egawtﬁd-?gnb'rﬂ' of employment and care staff
turnover. There is no standard definition for
assessing staff turnoveralthough sudies in

nursing homes have assessed both staff
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retention and turnovein the prior6-month, 12 (Figure 1). This suggests approximately ene
month, facility fiscal year, or research study third of carerelated staff working across all
periods (Castle, 2006). setting types were new hire@sdefined as the

percent of employees who have been employed

We askedoroviders to describe the number of: for less han six monthjs

1) RNs and 2) other carelated staff that had
been employed in theifacility for less than or
more than 6 months.

Giventhat CBGettings are required to contract
with or employ an RN, we assessed RNs
separately from other careelated staff. Of 247 70%o0f RNs an®6%
responding facilities (excluding facilities with
missing information, unseparated shared staff,
or no employed RN), 70 percent of employed
RNs had been working in thdacility for more
than 6 months across all settingpes Eigure
12). Among all settings, 66 percent of care
related staff(excluding RNs) were employed for
more than six months at their respective
facilities Compared to RNs, there was slightly
more variation in the proportions of other care
related staff who were employed for more than
six months byfacility typg 71 percent in RCs
compared to 66 percent in both AL and MCs

of care staff were
employed for more

than 6 months.
Almost33%of care
related staff were
new hires

Figure 11Percentage of RNs and CaRelated Staff Employed in Thd#acilityfor More Than Six
Months

100%

80% 70% g0 69% 71% 69% g% 69% 66%
60%

40%

20%

0%

AL RC MC Total
RN m Care-related staff*

Notes: *Excludes RNs. AL = assisted living, RC = residential care, MC = memory care.
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Staff Training Topics
36%0f RNs andl2%oof carerelated staff Oregon requires CBC settings to provide staff
left employment in the prior 6 months pre-servicetraining on residents' rights, abuse,
infection control, and safety prior to staff
beginning their job (OAR 484-070). In
Separation refers to staff who left employment  addition, personal care staff must demonstrate
for any reason, including quitting, layoffs, and  caregiving competencies on several topics

dischargesFigure 12shows the proportion of within 30 days of hireFacilitiesmust have a
RNs and careelated staff who left thdacility in training protocol and a way of evaluating staff
the prior sixnonths.The c&enominator for these performance capability and competency
calculatons refers to the percent of current through a demonstration and evaluation
employees in these categories excluding the RNs process. Staff knowledge and training affect
or carerelated staffwho left. Just over onghird resident quality of life and émlth-related

of RNs (36 percent) left employment at an  outcomes (Beebeet al.2014).
AL/RC/MCfacility in the prior six months, and

this rate varied bysetting type: 46 percent of Oregon requires that older adults, people with
RNs éft employment in MCcomparedto ALs disabilities, and their families be treated in a
and RCs (34 percent and 28 percent, manner that honors choice and respects cultural
respectivdy). Among other carerelated staff preferences (DHS, 2011ast year, 90 percent
types, 42 percent separated froemployment, of CBCs reported training their staff on safety,
and thisfinding was constent among all facility NEBaARSyYSTaOoNRIEG! 1 KSAYS
types (Figure 12 related dementias, medication administration,
and prevention of communicable disease. Other
Figurel2: RNs and Other CafReelated Staff That topics covered by mostsettings (67 to 89
Left Employment for Any Reasan the Last 6 percent) included persodirected care,
Months as a Percent of Total Current communication, nutrition and food
Employment byFacility Type, 2018 management, wdking with resident families,
100% mental illness, and hospitality skills.
80% This year, the questionnaire asked whether staff
received training on the following resident rights
60% ics:
" 0;12% 42% 45%429 Al P
40% i 28% Race and ethnic diversity
20% Intercultural differences

Sexual orientation

0% Gender identity

AL RC MC Total

Of these four topics, the most commonly
reported training was on race and ethnic
diversity (44 percent), followed by sexual
orientation (28  percent), intercultural
differences (27 percent), and gender identity (21

RN Care-related staff*
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percent).More AL B2 percent) providedraining
in race and ethnic diversity compared to RC (31
percent).

In addition, 198 providers (74 percent of all
survey respondentgjave267 writtenexamples
of other types of traininghat could benefit their
staff. Most (66 percentidentified training topics
related to resident care, such as dementia care,
behavioral health and behavior management,
health and chronic conditions. Other topics (30
percent) related to administrator and caregiver
support including communication, team
building, leadership training and seHcare. A
few (7 percent) identified the need for training
on administrative rules and House Bill 3359.

COMMUNITYBASED CARE STAFF

Languages Spoken by Staff

The U.S. population of older adults who are
racially and ethnically diverse @ojected to
increase from approximately 21 percent in 2012
to 39 percent in 2050 (Ortmaset al.2014).

To understand cultural differencebetween
staff and residentsyve asked what languages,
other than English, staff commonly speak. Just
six percent offacilities reported having at least
one staff person whospoke another language
The most common language spoken by staff was
Spanish (56 percent). Other languagesuded
Pacific Islander, Vietnamese, Cantonese,
Korean, Russian, Ukrainiaand Bosnian. Few
staff spoke various European, African, and
Arabic languages.

= |
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RATES, FEES, and MEDICB USE

Rates, Fees, and Medicaid Use

Setting, 2018

How much does communitpased care cost?

The cost 0AL/RC/MGs important to state
policymakers and to current and prospective
residents. Providers were asked about the

Table6: AverageMonthly Private-Pay Charges by

following topics:

Monthly base and totabrivate pay
charges

Payersourcesprivate resources and

Medicaid

Additional fees

Average base
monthly $3,405| $3,936| $5,069| $4,095
charge
Minimum $1,235( $1,200| $1,200| $1,200
Maximum | $8,160( $9,700| $9,900| $9,900
*Average total | $3,959| $4,497 | $5,620| $4,638
monthly
charge
Minimum $2,216( $1,800| $3,500| $1,800
Maximum | $8,000| $9,700 | $9,900| $9,900

This section also describes changes since 2006.

Private Pay Charges

Many CBQacilitiescharge a basenonthly rate
and have additional charges for specific services.
Providers were asked to describe the average
base monthly privateoay charge for a single
resident living alone in the smallest unit and
receiving the lowest level of care, and the
average toal monthly charge, including services
(Table 6 andrable BGand Table Bt Appendix

B). On average, the total monthly charge for MC

was $5,620, followed by RCs ($4,497) and ALs
($3,959). For both MC and RC, the highest base

monthly darge exceeded $9,00per math,
and exceed $8,000 among.AL

The inflatioradjusted percentage
increase in the base monthly charg

between 2006 and 2018 wak6%
for RC28%for AL, and24%for
MC. Average total monthly charge
increases wer&4%for RC19%
for AL, and/ %for MC.

*Average total monthly charge includes services

The calculations for average monthly charges
may be influenced by a relatively small number
of facilities that have unusually high or low
charges (i.e., outliers) compared to other
facilities. To account for this, we calculated
average values excluding these outlier§he
conclusions listed aboware not sensitive to the
outliers. Finally, @ better show the range of
monthly rates, we report average total and base
monthly rates in $2,000 increment3gbles B6
and B7 AppendixB).

The Genworth Cost of Care survey is a national
survey of longerm care costs. In 2017, the
national average for AL w&b3,750 per month,
and for Oregontiwas $4,070 (Genworth, 2017).
A 2010 national survey found that the monthly
base rate for a single room in a dementia care
unit was $3,843 (Zimmermaat al. 2014). In
2017 dollars, this rate would bet$372

Changes irPrivate Pay Rates over Time

Figure 13 shows changes in base and total
monthly private pay charges betwe@®06 and
2018(including services). The source of
information for the years 2006 to 2014 wasor
publishedreports. All values were adjusted to
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2017 dollars. There were some years for which base monthly charge between the last and the
information is not available (noted in the graph  current year.
where unavailable).

The changes in average total monthly aes in
Between 2006 and 2017, the average base inflation-adjusted dollar terms have been

monthly charge outpacethflation. The increasing since 2007 following a decline
inflation-adjusted percentage increase between  between 2006 and 2007. The inflatiaaljusted
2006 and 2018 was 46 percent for RC28 percentage increases in average total monthly
percentfor AL, and 24 percent for MC charges were 34 percent for RC, 19 percent for
For AL and MQhe inceases were incremental AL and 7 percent for MCommunities since

while RChad the greatest growth in average  2007.

Figure 13 Changes in Base and Total Monthly Private Pay Chabgéseen 2006 and 2018
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Payer Sources

The primary payer sourcemmong responding
facilities were NS aA RSy G4 Q
percent of residents) and Medicaid (42 percent).
MC communities had a higher percentage of
Medicaid beneficiaries (48 percent) than AL (40
percent) and RC (39 percentDther payer
sources (2 percent) included lotgrm care
insurance,  Social/Supplemental  Disability
Insurance, oProvidenceElderplace.

Amongresponding facilities42%of
residents paid using Medicaid funds
Among responding facilitigsvith or
without a Medicaid contradt 20%had no
currentMedicaidresidents.

Figure 14 shows the perceat facilities with no
residents paying using Medicaid fundsand

percent of facilities withone or more residents
paying using Medicaid funds.

Figure 14: Medicaid Utilizatioby Facility Type

Total

MC

RC

AL
0% 20% 40% 60% 80% 100%

No residents use Medicaid
1 to 66% of residents use Medicaid
m More than 66% of residents use Medicaid

Only fourfacilitieswith a Medicaid contract had
no Medicaid residents. In 54 percentfatilities
between 1 to 66 percent of residents paid
primarily using Medicaid, and in 26 percent of
facilities more than twethirds of residents
were payingprimarily using Mdicaid. There

LISNBR 2 Y | f

Rates, Fees, and Medicaid Use

% SNB AAIAYATAOL yi
Medicaid utilization acrossettingtypes.
Fdzy Ra opc

The largest share of AL (64 percent) and MC (57
percent) facilities had 1 to 66 percent of their
residents paying with MedicaidApproximately

30 percentof RChad no Medicaid resident84
percent hadbetween one t066 percenf and 34
percent had 67 to 100 percendf residents
paying with Medicaid.

Changes in Payer Sources over Time

Payer sources have changed since 2006.
However, the six questionnairesahwere used

to collect this information since 2006 did not
always include the same set of payer sources. In
each study year, information about the number
of private payers and Medicaid beneficiaries was
collected. Other sources, including letegm
care iy adzNJF y OS> +SUGSNI yQa
or any other source, were not consistently
asked. In addition, in 2068008, the primary
payer source was calculated as a percentage of
GKS TFTFrOATtAGASAQ G20l ¢
rate to these questions was lovwsince 2014,
providers were asked how many residents paid
using each of several different payment sources.
Based on feedback from providers, the question
was simplified this year to include only
Medicaid, any private airces, and any other
sources. For these reasons, conclusions
regarding changes in payer source over time
need tobe takencautiously.

Figurel5includesonly private and Medicaid as
payer sources since these two categories were
asked each year. Although it appears that the
percent of residents who were Medicaid
beneficiaries increased after 2008, some of this
increase is likely due to differences in how
payment sources were measured (number of
residents vs. percent of revenu&r 2006 and
2007. The observed increase in the percent of
Medicaid beneficiaries after 2008 can be
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attributed to differences in how payment
sources were measured (number of residers.
percent of revenue) as well as structural (e.g.,
changes in eligibility criteria) and demographic
(aging population) changes that occurred in
Oregon.

Figurel5: Change in Par Sourceover Time
20062018

66% 67% 0
65% 50%

51%
39y 41%
29%  30% | 29%

59% 58%

41%  42%
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all residents who paid using sources other than Medicaid

Providers were asked whether they offer

specific services, and whether they charge
additional fees for specific services. The top five
most commonly reported additional feesere

for the following:

Transfer assistance requiring two staf8%

Use of a pharmacy other than thiacility-

preferred pharmacy62%

1 Staff escort of a resident to a medical
appointment 61%

T aSlIta NBIdzA I NI &
unit: 52%

1 Transport to recreation13%

There was some variability across setting types

in the use of additional feeé\L were more likely

to charge a fee for -person transfer (74

percent) than R@3 percent) or MC (51

percent) Both AL and M@ommunitieswere

)l
)l

Rates, Fees, and Medicaid Use

more likely to charge for use of a pharmacy
other than the facility-preferred one (66
percent) than RC (48 percenfL facilities were
far more likely (74 percent) compared to RC (45
percent) or MC (28 percent) to charge a fee for
regular meal deliverySeeTable B12in Appendix
Bfor additional fees byacility type.

The estimated total annual charges
For all CBC settings approachesle
billion dollars at$953,523,240.
70%was from private pay sourcesd
30%was Medicaid charges.

Medicaid PaymentAcceptance and Rates

Oregon has an agreement with the Centers for
Medicare and Medicaid Services (CMS) to use
Medicaid funds to pay for CBC services, as well
as other qualified longerm services and
supports. Based on information received from
DHS in thdall of 2017, 78 percent (411 out of

R 5242 of all AL and RC facilities had a contract to

ach‘]epEi *Medicaid beneficiaries. Of the 364
facilities that completed the survey, 81 percent
accepted Medicaid. [Note, the 2017 report
erroneously stated that the capdgi for
Medicaid beds was 21,323

Based on a 2014 national survey, 47 percent of
all RCfacilitiesin the U.S. accepted Medicaid
payments on behalf of eligible residents (Harris
Kojetinet al. 2016), and the 2010 survey of RC
residents found that 19 pereg of all residents
were Medicaid clients (Caffregt al.2012).

RSt A o Nay@ly, RBcilifernih dRIECRUR ¢S YO 5

are less likely to accept Medicaid clients (37
percent accept Medicaid) than those without
dementia care units (52 percent) (Caffretyal
2012). Howeverin Oregon, out of a total of 186
facilitieswith a MC endorsement, 146 accepted
Medicaid(79 percent)
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Changes in Medicaid Reimbursement Rates real (inflationadjusted) dollar terms across all
over Time facilities, even though the rates havecreased
Figure 16 shows the changes in inflatien in nominal (unadjusted) terms. Overall, this

adjusted (2017 dollars) reimbursement rates ~ Pattern suggests that Medicaid reimbursement
between 2008 and 2017. Since 2008, Medicaid "ates kept up with inflation, but probablyot
reimbursement rates remained fairly constantin ~ With the increases ireal chargesRigure16).

Figure 16: Changes in Inflatiohdjusted (2017ollars) Reimbursement Rates Between 2008 and 2017
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Estimated Profession Chagg As indicatedn Figure 17the total charges were
Based on the average total monthly charge for approaching one  billion dollars at
private pay residents reported by CBC providers, $953,523,240. Of this figure, 70 percent was
in addition to the amount billed to DHS for  from private pay sources and 30 percent was
Medicaid services, we estimated the total = Medicaid charges (including room and bdar
annual charges foall CBC settingsTable A2 charges)paid by DHS on behalf of Medicaid
Appendix Aor a description of the calculations). eligible residents.

Figures Yand 18 Total Annual Charges for Private Pay and Medicaid Residents
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RESIDENTS

Who lives in assisted living, residential care, and memoaye settings?

Nationally, the population of adults age 65 and
older is expected to live longer and become
more racially and ethnically diverse. In 2010, 13
percent of older adults were age 65 and older,
with that number projected to increase to 20
percent by 2030. In Oregon, almost 14 percent
of adults were ages 65 and older in 2010, and
that number will increase to 18 percent by 2030
(CDC, 2018c).

Based on licensed capacity and provider
responses, in 2017 amstimated20,823adults
lived in an Oregon CBC setting on any given day
(seeTableA2in AppendixAfor calculations).

The total number of residents in the 364
respondingfacilities was 13,888. The majority
were female (70 percent), White (90 percent),
and age 85 or older (51 percentrheaverage
age for all residents across settings was 82 years
of age. The average age ranged from 43.5 to 94
years across aBettings. Residents of RC were
slightly younger (80) compared to residents
living in MC (84) and AL (83)ble7 and Figure
19). A ndional study based on data from 2016
reported that 3 percent of residents were age
85 and older, 71 percent were womeand 84
percent were White (nofHispanic) (Caffrey &
Sengupta, 2018).

RESIDENTS

Table7: Gender, Age, and Race Distribution of

Residents over Time

2015 2016 2017 2018

Gerder

Male | 34% | 30% | 30% | 30%
Female| 66% | 70% | 70% | 70%
Transgendel <1% | <1% | <1% | <1%

<18| - - - -

1849 1% | 1% | 1% | 1%

5064 6% | 6% | 5% | 5%
6574 | 12% | 12% | 12% | 12%
7584 | 27% | 29% | 28% | 30%
85 and oven 54% | 52% | 54% | 51%

Hispanic/Lating - 1% | 1% | 1%

Not Hispanic/Lating - 99% | 99% | 99%
American
Indian/Native

- 0, ) 0,

American or Alask <1%| 1% 1%
Native?

Asian - 1% 1% 1%
Native

Hawaiian/Other| - <1% | <1% | <1%
Pacific Islande

White - 91% | 90% | 90%

Two orrr;:ég i <1% | <1% | 1%

| | 50| | o

1 Data from 2015 are not comparable to other years, not

included.

2 Race/ethnicity labels are slightly different in 2018

addeda b I G A @S
respective categories.

' YSNA OF y ¢
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Figurel9: Age Distribution of Residents across All
Community-Based Care Settings

S e !n 2017, an
< g,%:’oo% estlmatgd 2(_),823
. §o\°§%§ 5 adults lived in an
< §%§§; NG @ Oregon CBC
SN §3£§ e II setting on any
—No— Eo I given day.

18-49 50-64 65-74 75-84 85+ years
years  years  years  years

AL mRCmMC @ Total ]
Move-In and MoveOut Locations

The following ethnic/racial categories wezach Understanding the reasonghat individuals
reported at one percent or less in all CBC move into and out of CBC settings is important
Settings: ASian, Black/African American, to providersl po]icymakersxesidents and
Hispanic or Latino, American Indian/Native  families. Older adults typically move to AL/RC
American or Alaska Native, Native Hawaiian or facilities because they need assistance with
other Pacific Islander, and two or more races personal care and daily living, have a health

(Table?). related comlition that requires ongoing
. _ supervision, or have had an accident or iliness
The population of adultsages 65 and oldein resulting in disability (CDC, 2012).

Oregonwho are ethnically and racially diverse is
similar to the resident population in CBC This section describes placedere residents

Throughoqt the _state, p_xproximately 91 percent lived before moving to a CBC setting, and where
are norrHispanic White, and 3 percerdre residentswho left in the prior 90 daysnoved
Hispanic/Latino{.S.Census Bureau, 2016). Understanding circumstanceand conditions

. that necessitate transitions between home,
Oregon prOV'deTS rep.orted tha_t Ies.s than two health care, and CBC settings can promote best
percent of their residents .prlmanly. speak a practices in care transitions and inform
Iangugge other 'Fhan En.gllshAs. with staff A0NFGS32A8a 2 6SGUSNI VIO
(described above in th&affing Sectionon page
23), the next most commonly spoken language
was Spanish (37 percent). Other laages
spoken by residents included German, Japanese
or other Asian languages, Russian, and Tagalog.

their preferred setting.
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RESIDENTS

1 Figure 20: Most Common Resident Locations Prior to Mdwdy Setting Type: 2018

80%
63%
0
60% 48%
40%
21%
20% 14% .
0%
AL

Home or independent living

11%

RC

Licensed CBC setting m Hospital/nursing home

43%
3204 36%

20%

MC

Residents were most likely to move to a CBC move to AURC, or adult foster home (17

setting from home 34 percenj, although there
was variation across setting typesL residents
were the most kely to have moved from home
(40 percent) compared toMC residents (27
percent), and RC residents (24 percent).
Residents who moved into RC were more likely
to move from a nursing facility or skilled nursing
facility (23 percent) or an independent living
apartment in senior housing (17 percent). MC
residents were more likely to moven from
ALRC (23 percent), or from the home of a child
or other relative (11 percent)Figure20, Tables
B9 and B1@h Appendix B

The primary reason a resident left a Ci@ing
was death %2 percenj. In MC communities
deaths accounted for over 77 percent of
discharges, compared to 39 percent amohlg
dischargesand almost half in RC (47 percent)
(TableB8). Amongresidents who moved out of
a CBC setting, the most commaiestinations
were to MC (11 percent), a nursingacility (9
percent), orAL/ R(seven percent{TableB3 and
B9 inAppendix B. Residentsvho moved from
AL were most likely to move to a MC (14
percend, while RC residestwere most likely to

percent). Ten percent offacilities had no
residents who moved out in the prior 90 days,
and eight percent had at least one resident who
moved out because they could no longer afford
to pay or had spent down their assets. Riesits
who moved out because they could no longer
afford to pay or had spent down their assets
made up about two percent of all residents who
moved out or died

Deaths accountetbr
discharges for over7%of MC,

47%o0f RC and39%of AL
residents.
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Overall, 45 percent of CBC residents had lengths
of stay of one year or less, and rates were similar
across settinggTable B10Appendix B)More
Oregon RC residents (25 percent) had stays of
one to 90 days than the nine percent reported
nationally (Harrikojetinet al.2016). In Oregon,

25 percent ofALresidents stayed 90 days or less,
compared to 19 percent of RC, and 17 percent of
MCresicents.

Shortstay respite, which provides temporary
living and supports in CBC communitiesn
provide older adults with temporary increased
care needs to return to their preferred living
situation and allows family, relatives, and friend
caregivers to maage their daily demands and
personal care needs. Overall, six percent of
residents who moved out in the last 90 days
were in the community for a planned shestay
respite or similar care. MC communities had a
lower planned shorstay rate (three percent)
compared to AL (seven percent), and RC (eight
percent).

Change in Length of Stay ovemié

Length of stay appears to be fairly consistent
over time.Figure 21shows the changes in shert

RESIDENTS

term (less than one year) and lotgrm (more
than one year) staysom 2006 through 2018.

The percent of residents staying longer
decreased slightly from 2016 to 2018, although
this could be due to a modification in the way
the question was asked. Specifically, from 2006
to 201415, providers were asked to report the
length of stay of all residentsho moved out in
the prior year, while in 2016, 2017, and 2018
providers were asked to report resident length
of stay for the prior90 days, as providers can
more reliably answer questions based on
shorter time periodsFigure 2land TableB10in
AppendixB shows percentages for lengths of
stay, the shortest being from one 8even days
and the longest being two or more years from
2006 to 2018.

54%o0f CBC residents who moved out
had stayed one year or longet5%
stayed one year or les8%of CBC
residents stayed three months or less.

Figure 21: Change in Length of Stay for Shartd LongTerm Stays, 2008018

100%

9 e = X = X S X X o ) o = N N
o 3 38 93 F3 £B g% §3
40%

20%

0%

2006 2007 2008 2014-2015 2016 2017 2018
Short stay = Long stay

Note: Short stay is defined as less than gear, and long stay as more than one year.
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Personal Care Needs dressing, 39 percent with toileting, 29 percent

As chronic illnesses and healélated with walking/mobility, and 20 percent with
RAaAlFOATAGASAE AYONBI &S eathdi(KarriKokthat al. 2016R SNJ | Rdzf § & ¢
ability to live and function independentlyften

decreases. As a result, these individuals need We calculated a®\DL Needs Index by taking the

more assistance with activities of dailyitig average of a proportion of residents with each
(ADLs) (CDC, 2016a; Jiretal.2016).Figure 2 of the five ADL needs and multyoig it by 100.
and Table Bl in Appendix Bdescribe the For instance, &acility in which half of residents
percentage of older adults whoeeded staff receive regular and ongoing staff assistance with

assistance with atleast one of five ADLs each of these activities has a score of 50 on the
including eating, dressing, bathing/grooming, ADL Needs Index.fAcility in which all residents
using the bathroom, and walking/mobility. receive assistance with all of thesetivities is
assigned a score of 100, andfaxility where
none of the residents need any assistance with
any of the activities receives a score of 0.

Assistance with bathing/grooming was the most
frequently reported resident need (67 percent),
followed by the need for assistance with

dressing %2 percent), using.the bathroom (46 Fgure 23 presents AIRC/MC facilities
percent), and walkingnobility (31 percent). separated distinctly in terms of resident ADL

The.re were differences in AD,L needs across  heeds. The mediascore for AL and MC is 29 and
settings.. . As  expected, residents in MC 65, respectively. However, note the overlap in
Co”.‘m””'“e? were more likely toneed the middle of the graph where AL and MC share
assistancewith all ADL needs compared to AL a wide range (from 30 up to 80) of the index

and RC redents(Figure 22) score. Interestingly, Ri@cilitiespresent diverse
For three ADLs, Oregoh . / NXB & A RSy (esidgnt neegls that overlap with betAL and
needs were somewhat higher than the national ~MC. This suggests that RiCilitiesserve a more
average.Based on the NCHS stud percent diverse set of residentsn terms of resident
received help with bathing, 47 percent with  needs as indicated byhe index

Figure 22 ADL Needs

100% 83% 92% 78%
80% 0, 68%
60% 51 55/0 399, 48%
20% 26% 37 /° 32% 24028%
20% 49 10% I
0% -
Eating Dressing Bathing and Using the  Walking/mobility
grooming bathroom
AL mRCmMC
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Figure23: ADL Needs Index byacility Type,
2018

Kernel Density
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Night-time Care Assistance

Oregon requires CB$ettingsto have qualified
awake caregivers during all hours of the day and
night OR$111-054-0070 and 411057-0150). In
MC, nighttime staffing hours must adequately

I RRNSaa NBaiARSyiliaQ
(ORS 410.070, 433.866). Providers were asked
how many residents regularly received
assistance from the night shift staff. Over8
percent of residents needed assistance during
the night, with a much larger percentage of MC
residents (70 percent) compared to RC (36
percent) and AL residents (25 percent) who
needed nighittime assistance. The 2017 report
found thata similar rate ofi2 percent of all CBC
residents needed this typef assistance.

Assistance with Behavioral Health

Addressing behavioral symptoms is increasingly
important as the number of older adults who are
diagnosed with dementia and/or mental illness
increases Oregon requires MC communities to
provide behavioral interventions, and AL and RC
facilities to intervene ameededwith residents
who are diagnosed with dementia and/or
mental illness (OAR 44154-0030). Examples of
behavioral interventions include rasicting the
LISNB 2y Qa F 0GSydAmgan |
centeredactivities that may diffuse a behavior

at SSLJ

RESIDENTS

such as music, art, armtomatherapy therapy
and physical exercis¢Be Oliveiraget al. 2015)

In 2017, the Oregon Legislative Assembly
enhanced existing law to expand dementia
specific training toAL/RC facilitieghat provide
care for residents who are diagnosed with
{1 KSAYSNRA RAASIH.&S&ff 2 NJ
will be requiredto complete approved pre
service and annual dementia care training
before piooviding direct care to residents
(HB3359).

Providers reported that few residents (seven
percent) exhibited serious mental illness, with
the largest percentage among RC residgi2
percent) (Table Blin Appendix B)

Providers were asked how many okthcurrent
residents received staff assistance for three
. behavioral hea!_thhsxlmptgms: - A A e L
LI GuSNYya I|yR YSSRa
Lack of awareness to safety, judgement and
decisionmaking, or the ability to orient to
surroundings33%
1 Wandering 10%
1 Is a danger to self or other8%

The most common behavioral expression
requiring staff assistance across all settings (33
percent) was lack of awareness. There was large
variation across setting types, with 82 percent of
MC residents receiving staff assistance for lack
of awareness compad to only 12 percent in AL
(Figure 234. Similarly, a greater number of
residents in MC communities (30 percent)
wandered, while few residents in RC and AL
exhibited the need for assistance with this
behavior (five percent in RC, and one percent in
AL). Inall three settings, few residents needed
staff assistance because they were a danger to
themselves or others.

YR LINRPGARAY3
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Figure24: Residents Receiving Staff Assistance for Resident Health

BehavioralHealth Symptoms Nationally, @proximately 80 percent ofall
100% adults age 70 and older have been diagnosed
82% with at least one chronic condition, and 77
80% percent have been diagnosed with at least two
60% (NIH, 2018).The numberand severity of the
conditions can vary widely and often result in a
40% 259 30% range of functional limitatins (National Council
20% 12"/l 1065% 1045%7% on Aging, [NCoA], n.d.).
0% [ = B
Lack of Wandering Danger to self In Oregon, the five most commonly reported
AWAreness or others chronic conditions among CBC residents were

KBLISNISyarzy opm LISNOSy
AL mRCmMC or other dementias (4percent), heart disease
_ (37 percent), depression (32 percent), and
Although 10 percent of current residents arthritis (31 percer) (Figure25 & Tables BL3

regularly received asstance for physical and/or and B14in Appendix B As would bexpected
cognitive health needs from two staff, therates | ¢ K &ax YSNDA | VR 20K S NI RS

differed across settings. Residents in MC
communities were four times more likely to
receive such assistance (20 percent) compared
to residents in AL (five percent), and almost two
times more likely compared to residents in RC
(12 percent).

in MCat 97 percent. The rates of residents with
heart disease, arthritis, or high blood pressure
were highest among AL residents, while the rate
of depression was highest among RC residents.

Figure25. Most Common Diagnosed Chronic Conditions by Setting
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pressure disease
Hypertension AL BRC mMC = Total Dementia
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Nationally, 42 percent ofRC residents had
LT KSAYSNDar otfeh ddénedtids
compared to47 percent in Oregon (Caffreyal.
2018). Other studies have reported rates
dementia and cognitive impairment among
residents from 40 to 90 percent (Rosenblatt
al.2004; Wieneret al. 2014; Zimmermargt. al,
2014; HarriKojetin, et. ab HAMc 0O ® h
rates for arthritis and high blood pressure were
similar to RC residentsationally Khatutsky et
al.2016).

Change in condition

Oregon requires CBC settings to evaluate and
document residents who experience a
significant change in condition that can affect
Fdzy OGA2yAy3 2N KSIfiKx
service plan ando implement interventions
GKFG T RRNBaa G KnSedNBARA R
411-054-0040). A significant change is defined as
2yS GKFG Aa |
prior evaluation, that might affect multiple areas
of the health or function, that is not expected to
be shortterm, and that imposes significansk
to the resident.

Overall, 10 percent of current residents
experienced a significant change in condition
the prior 90 daysMC residents were slightly
more likely to experience a significant change
(13 percent) compared to RC and AL residéats
percent).

Third-party/External Health Service Visits

Some residents want or need to ugwalth
services in addition to those provided by their
AL/RC facility. Oregon requires CBC settings to
assist residents in accessitigrd-party health
care services that are unavailablehouse, and

to coordinate onsite health services with
external providers (OAR 411-054-0045.
Providers were asked whether a mental health
provider, physical or occupational therapist,
dentist or dental hygienist home health

RESIDENTS

provider, or another type of health provider
visitedthe facility to provide training or services
in the prior 90 days. Over 85 percent of CBC
settings reported that a home health provider or
physical/occupational therapist had visited
Fewerthan half of facilities reported visits by a
mental health provider (49 percent) or a
dentist/dental hygienist (24 percent).

In addition, 123 providers described other
health providers who visited in the prior 90 days.
Of these, 52 percent listed hospieerkers, 26
percent primary care physicians, and a few
reported that optometrists podiatrists, or
speech therapists visited.

Rés@glentdzllR | (S G KS NBaARSYy(Q
Falls among older adults are major public

‘health concern because falls are the primary

cause of fractures, hospital admissions, loss of

Y 22 NJ RS ¢ndependence, injury, and death for thiRSY G

population (National Institute on Health, [NIH],
2017). In 2014, 2.8 million older adults were
treated in emergency departments for falls
related injuries, and in 2015, Medicare costs
associated with falls totaled over $31 billion
(CDC, 2017c).

85%o0f CBC settings
had a home health
provider or physical

or occupational
therapist visit in the
last 90 days.

36



Oregon CBC Report, 2018 RESIDENTS

Across all CBC settings, 68 percent of current spatial perceptn and brain function (Mirelman
residents did not fall in the prior 90 days. etal.2012 van der Wardet al.2015).
Residents of MC were more likely to have fallen

at least once in the last 90 days compared to The rate of resident falls ithe prior 90 days in

residents in AL and REiqure26 & TableB15in Oregon R@vas higher (29 percénthanthe 21
Appendix B. Dementia is a risk factor for falling percent rate reported in the national study
60S0Ol dzaS {(KAa RAA&SI aSsS [(HarrisKojetinet al.2016). 7 1z £ Q&

Figure26. Resident Falls by Setting

100%
80% 72% 71%

60% S9%

40%
% 16% 15% 19% 13% 14% 21%

0% mu BN 1

Residents who did not fall Residents who fell one timeResidents who fell more than

one time

AL mRCmMC
Hospital Visits and Injuries due to Falls Figure27. Falls Resulting in Injury or
Providers were asked to report the number of  Hospitalization by Setting
residents who fell and resident falls with no 100%
injury or any injury, or the fathad resultedin a 80%
hospital visitAmong thecurrent residents who
fell in the last 90 days, 40 percent fered an 60% 409%A419%41%
injury. This wasimilar across all settings with 40 40% 19% o
percent in AL and 41 percent iRC and MC 20% II 216%15%
(Figure 27. Of the current residents who fell in 0% - B

the last 90 days, 17 percent went to the hospital
(emergencyroom or admitted because of the
fall (Figure 27).

Fall resulting in  Fall resulting in
some kind of injury  hospital visit

AL BERCmMC
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Health Service Use

Hospital and hospice use among CBC residents
can inform policy and program decisions about
coordinated care and transitional care planning
that meets resident needs. Research shows
that older persons, especially those who have
dementia, might be distressed by hospital
admission and emergency department use
(Mitchellet al.2007, Beckeret al.2012).

Providers were asked how many residents had a
hospital emergency department (ED) visit, an
overnight hospital stay, and/or hospice care in
the prior 90 days. Across all CBC setting types,
percentof residents were treated in an ED in the
prior 90days Tables B16andB17 AppendixB),

a rate slightly higher than the national average
of 14 percent among RC residents treated in an
ED(Caffreyet al.2018). Overal percentof CBC
residents had an overnight hospital stay in the
prior 90 days, which was identical to the national
average (Caffregt al.2018). Of the Oregon CBC
residents hospitalized overnight in the last 90
days, 24 percent went back to the hospital
within 30days.

Hospice care provides a teabased approach to
medical, personal care, and spiritual services to
individuals with a terminal illness. Hospice
aSNWAOSa Yl @&
as well as a CBC settir§even percent of CBC
residents had received hospice care in the
previous 90 days. The rate was highest for MC
residents at 12 percent, and lowest for AL
residentsat five percent TableB17in Appendix

B).

Assistance with Medications and Treatments

Nearly all CBC residents take at least one
prescribed medication only two percent did
not take any medications. Overa®0 percentof
residents received staff assistance to take oral
medications(Figure 28)Nearly all MC residents

0S 2FFSNBR AY
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(97 percen} received such assistance.
Nationally, 83 percent of RC residents receive
assistance taking medications (Lendon, Rome, &
Sengupta, 2017).

The following types of assistancevere less
frequently used: receiving assistance with
subcutaneous injection medications, redeqg
nurse treatments from a licensed nurse, and
receiving injections from a licensed nur3eable
B18 and B19 iAppendix B.

Multiple Medications

Older adults who are prescribed multiple
medications, especially those who take nine or
more prescriptions, are at risk of negative health
outcomes, including falls and adverse drug
events (Tamuraet al. 2011). Interventions by
geriatricians and in nursingacilities have
successfully reduced the number of residents
taking multiple medications (Kojiret al.2014).

Over half of CBC residents take nine or more
medications (59 percent), with a larger percent
of RC (6%ercent) compared to AL (58 percent)
and MC (56 percent) residents taking this
number of medicationgFigure28andTables18
and 19in AppendixB).

0KS AYRAQGARdzZ f Q& K2Y
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