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Executive Summary

In June 2007, Pennsylvania Public Law 49, Number 16, Act 16 provided
for the establishment of a Senior Care and Services Study Commission to
assess the older population’s need for care and services.' The Commission,
created May 1, 2008, was charged with the following tasks:

@ to review current care, services, and resources available to
Commonwealth residents age 65 and older;

® to project the future need for care and services through the year
2025;

@ to evaluate the ability of the current systems to meet the projected%
needs; and

@& to project the resources necessary to meet the projected need and
to make policy recommendations as to how the projected need can
best be met given current resource limitations.

The Commission comprises nineteen members, including: Cabinet Secretaries
of Budget, Health, Public Welfare, and Aging; individuals appointed by the
majority and minority leaders within the Pennsylvania State Senate and
House of Representatives; and nine individuals appointed by the Governor
representing a range of stakeholders with experience related to long-term
living. The Commission completed a report addressing the first of the four
stated purposes in May of 2009. This “interim” report describes demographic
characteristics of Pennsylvania’s older adult population and currently avail-
able care, services, and resources. The final report addresses the last three
purposes, including the Commission’s policy recommendations.

As we analyzed the many issues the Commonwealth faces now, and
will face in the future, in providing care and services for older adults, we
identified some guiding views and assumptions moving forward. First and
foremost, our current health and long-term care (LTC) systems are neither
adequate nor sustainable. Given limited resources, we must prioritize public
programs for consumers with the greatest needs. However, government
programs such as Medicare and Medicaid cannot be expected to finance all
care and services for older adults, especially given that most Americans don’t
want to increase funding of public programs through taxation. Ensuring that
care and services are available for current and future older adults requires
Pennsylvanians to make hard choices. The public needs to understand it
will require bringing additional revenues into the system and increased
personal responsibility for financial planning.

The Commission identified four critical focus areas which we believe offer
opportunities for change to help us achieve a more sustainable system by
2025: financing and prioritization of resources; improving wellness; aging in
place and care coordination; and workforce. To address identified barriers,
we present policy recommendations which we believe will move us toward
our 2025 goals. In developing these recommendations, the Commission
focused chiefly on actionable steps within the purview of Pennsylvania
state agencies.



POLICY RECOMMENDATION #1:
Develop strategies to educate Pennsylvanians about the need to
plan for long-term care needs and increase self-funding of long-term
care through various mechanisms, such as: improving incentives for
purchasing long-term care insurance and/or participating in the Long-
Term Care Partnership under Act 40.

POLICY RECOMMENDATION #2:
Provide additional incentives for self-funding of long-term care through
implementation of a social insurance program modeled on the Class
Act as enacted either through federal or state legislation.

POLICY RECOMMENDATION #3:
Assess the feasibility of developing and implementing an integrated
financing system (Medicare, Medicaid, state funding) across the care
continuum to eliminate care silos and delay or prevent nursing facility
admission through better care coordination and timely interventions.

POLICY RECOMMENDATION #4:
Review gaps, barriers, and redundancies in current information systems,
reimbursement, and service delivery as they relate to care coordination
and care transitions across the care continuum and utilize funding initia-
tives under the American Reinvestment and Recovery Act of 2009 and
the Patient Protection and Affordable Care Act of 2010 when available
to fill identified gaps and batrriers.

POLICY RECOMMENDATION #5:
Maximize use of technology such as telehealth and assistive devices
to improve outreach, care coordination, accessibility, and safety for
older adults living in the community.

POLICY RECOMMENDATION #6:
Develop a cross-agency collaborative approach to promote better
nutritional choices and physical activity in schools, workplaces, and
senior centers.

POLICY RECOMMENDATION #7:

Develop statewide strategies to promote a greater emphasis on wellness
principles into business practices.

POLICY RECOMMENDATION #8:
Examine the feasibility of defining and requiring a minimum level of
wellness coverage and chronic care management (including self care
management) for all health insurance providers conducting business in
the Commonwealth. The feasibility review shall include an assessment
of the Commonwealth’s legal authority to implement this requirement.

POLICY RECOMMENDATION #9:
Assess the feasibility of providing access to basic health coverage to
direct care workers through public and private low-cost programs to
enhance recruitment and retention.
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POLICY RECOMMENDATION #10:
Promote employer initiatives to support elder care such as offering
flexible work schedules and elder care information and referral services
through a statewide campaign educating employers on the economic
and other impacts of caregiving on businesses.

POLICY RECOMMENDATION #11:
Leveraging new federal funding, develop and implement curricula for
heaith care professionals and direct care workers in gerontology, chronic
care management, long-term care, and senior and family-centered
interdisciplinary care to maintain a quality care workforce.,

POLICY RECOMMENDATION #12:
Promote cross-training or blended job roles for long-term care workers
to achieve greater efficiencies in service delivery and coordinated career
progression to attract frontline workers to the field.

As a Commission, we have taken an honest accounting of where we are
in providing care, services, and resources for older Pennsylvanians and
considered what is necessary to ensure we can meet the needs of the
future older adult population. In examining these issues and the available
data, we have proposed what we believe are realistic, “doable” action
steps to move us closer to a sustainable and flexible array of supports and
services for older Pennsylvanians. Given the many promising efforts which
are already in place, we are confident in the Commonwealth’s potential to
make these changes.




Section 1.
Background of Commission

In June 2007, Pennsylvania Public Law 49, Number 16, Act 16 provided
for the establishment of a Senior Care and Services Study Commission to
assess the older population’s need for care and services.? The Commission,
created May 1, 2008, was charged with the following tasks:

® to review current care, services, and resources available to
Commonwealth residents age 65 and older;

@ to project the future need for care and services through the year
2025;

@ to evaluate the ability of the current systems to meet the projected
needs; and

® to project the resources necessary to meet the projected need and
to make policy recommendations as to how the projected need can
best be met given current resource limitations.

The Commission comprises nineteen members, including: Cabinet Secretaries
of Budget, Health, Public Welfare, and Aging; individuals appointed by the
majority and minority leaders within the Pennsylvania State Senate and
House of Representatives; and nine individuals appointed by the Governor
representing a range of stakeholders with experience related to long-term
living. A list of members of the Commission can be found in Appendix B.

The Commission held seven in-person meetings and numerous tele-
conferences. Working groups were formed to focus on financing and the
development of draft recommendations.

The Commission completed a report addressing the first of the four stated
purposes in May of 2009. This “interim” report describes demographic
characteristics of Pennsylvania’s older adult population and currently avail-
able care, services, and resources. The final report addresses the last
three purposes, including the Commission’s policy recommendations. The
Commission received staff support from the Commonwealth of Pennsylvania
Office of Long Term Living and Thomson Reuters, a State contractor.
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Section 2.
Report Methodology and
Development of Recommendations

This report summarizes the Commission’s findings from a year and a half
of information gathering and structured discussion. Our main sources of
information were: testimony from seven public meetings around the state
(described below); policy research literature and background reports;
primary and secondary data analysis; and presentations on topics such as
the Pennsylvania Chronic Care Initiative and use of technology in home care.
We analyzed data from state agencies, the Pennsylvania State University
(PSU) State Data Center, the Medical Expenditure Panel Survey (MEPS), U.S.
Census, and many other sources. We were fortunate to be conducting our
work just as PSU was completing a long-term care fiscal impact study for
the Pennsylvania Office of Long Term Living. This study included a survey of
Pennsylvanians ages 50 and older, stakeholder focus groups, demographic
projections, and development of an econometric model to predict Medical
Assistance (MA) long term living expenditures through 2030. We were very
grateful for this valuable resource and for PSU researchers’ willingness to
present their findings. In addition to these sources, Commissioners contributed
their wide-ranging knowledge and professional and personal experiences.

As we finalized our report, the Congress passed federal health care
reform and President Obama signed the Patient Protection and Affordable
Care Act of 2010 (PPACA) into law.® These new policies and programs will
have immediate and long-term impacts on older adults’ access to health
and long-term care (LTC). The PPACA contains numerous provisions which
are designed to improve older adults’ access to health and LTC, and quality
of care, such as:

® the gradual elimination of the Medicare Part D coverage gap (the
“doughnut hole™;

@ increased coverage of preventive services under Medicare;

@ the creation of a voluntary insurance program to help people
finance LTC (CLASS Act);

@ incentives for states to expand Medicaid home and community-
based services;

@ funding targeted to improving care coordination, care transitions,
management of chronic conditions and delivery systems such as
the medical home practice model;

@ funding to strengthen and expand the health professional and
direct care workforce, especially as pertaining to geriatrics and
addressing the needs of people with complex health conditions;

@ the creation of an office within the Centers for Medicare & Medicaid
Services to improve coordination of Medicare and Medicaid for
dual-eligibles;

@ improvements to elder justice and support for a national criminal
background check program for LTC workers; and

@ increased transparency of nursing home quality standards.




Federal health care reform will also affect state governments, most notably in
the expansion of state Medicaid programs and establishment of state-based
insurance exchanges.

We describe provisions of the PPACA throughout the report where
applicable. Overall, we found that our policy recommendations, developed
prior to passage of health care reform, aligned with many PPACA provi-
sions. Given the newness of the law and uncertainty regarding its future
impacts, we did not attempt to factor these changes into our analysis of
older Pennsylvanians’ future demand for health and LTC services and the
resources needed to provide them.

PUBLIC MEETINGS
During the fall of 2008, the Commission convened seven meetings in
locations throughout the Commonwealth to solicit public input. Over 270
people attended the meetings, with a minimum of four Commissioners at
each meeting. Meetings were held in the following locations: State College,
Meadville, Youngwood, Pittsburgh, Harrisburg, Germantown and Nanticoke.
Appendix C contains the notice used to inform the public about the meetings.

We received oral and written testimony at each site from a variety of
stakeholders who had comments on a broad range of topics. Many who testi-
fied were consumers who spoke passionately about their own experiences
both as recipients and providers of care. Area Agencies on Aging (AAAs)
testified about their growing role in assisting older adults while also facing
waiting lists and flat funding for services.* Transportation issues were also
raised, particularly related to serving older adults in rural areas.® Wellness
was another key topic. Those who testified identified senior centers as
playing a major role in public education, early detection, and prevention
efforts. However, they also noted a constant struggle between wanting to
do more in this area, and lacking resources to do so. Housing issues were
also prominent. People requested more assisted housing options to facilitate
nursing home transition and suggested changing the Personal Care Home
policy such that people would not have to leave when their care needs
reached a nursing facility (NF) level of care. Aiso, some raised the importance
of incorporating universal design features into new housing stock.®

Other topics included the need for better wages and benefits for direct
care workers, an overarching vision for senior services of the future (including
areas such as senior communities, quality improvement, and technology)
and greater consideration of the LTC needs of people with hearing and
vision limitations, as well as for people with intellectual and developmental
disabilities.” Not surprisingly, much of the testimony focused on inadequacy
of current funding in virtually all aspects of care and services. A summary of
these meetings and individual transcripts are posted on the Commission’s
website at http://www.portal.state.pa.us/portal/server.pt?open=514&
objlD=733454&mode=2.

We have incorporated many of the comments made at the public meetings
throughout this report. The public’s input was invaluable in bringing the most
critical issues to the forefront.
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DEFINITION OF TERMS AND SCOPE OF REPORT

In this report we use the terms “long-term care,” “long term living,” and “long
term services and supports” interchangeably. The Commission interpreted
the terms “care,” “services,” and “resources” (referenced in Act 16) broadly,
considering a wide range of care, services and resources available to older
Pennsylvanians. Resources are defined as both financial and nonfinancial
capital.

Over the course of our study, we refined our focus mainly to care and
services we considered to be most critical to supporting older adults’ ability
to age in place in the setting of choice, with an emphasis on publicly-funded
care, services and programs. This decision was guided by the comments we
received at the public meetings as well as the collective experience of the
members of the Commission. In our review of public comments, we found
that people’s chief concerns regarding current and future care, services
and resources focused on: AAA and MA services and supports, the direct
care workforce, housing, and transportation. We acknowledge that the
report does not directly address several topics which are vitally important
to older adults’ wellbeing and successful aging—such as employment, civic
engagement, and freedom from exploitation and abuse.

DEVELOPMENT OF RECOMMENDATIONS AND
GUIDING PRINCIPLES

After describing the current array of care, services and resources for older
Pennsylvanians, the Commission turned to the tasks of projecting future
need for care and services and assessing the current system’s capabilities
to meet those needs and the resources required. As we analyzed the many
issues the Commonwealth faces now, and will face in the future, in providing
care and services for older aduits, we identified some guiding views and
assumptions moving forward.

First and foremost, our current health and LTC systems are neither adequate
nor sustainable. Given limited resources, we must prioritize public programs
for consumers with the greatest needs. However, government programs
such as Medicare and Medicaid cannot be expected to finance all care
and services for older adults, especially given that most Americans don’t
want to increase funding of public programs through taxation. Ensuring that
care and services are available for current and future older adults requires
Pennsylvanians to make hard choices. The public needs to understand it
will require bringing additional revenues into the system and increased
personal responsibility for financial planning.

Passage of the CLASS Act under health reform provides an alternative
source of funding for long term services and supports (LTSS), which reduces
some of the pressure on the Medicaid program {further discussed in Section
4). However, the future impacts of federal health care reform on trends in
health and LTC spending are uncertain, including how the new provisions
will affect state government and individual spending.

Given this uncertainty as well as the unknown potential for significant
medical and/or technological advances, we believe the most reasonable
approach is to make incremental changes now with the goal of mitigating
service demands and associated costs and leveraging existing resources
more effectively. Pennsylvania will be a leader and test case in this effort
given that our population is aging faster than most of the country. These
changes will require collaborative approaches between public and private

2 e
-




entities, they must be person-centered, and they must be reflective of and
responsive to the increasingly diverse needs and preferences of older
Pennsylvanians.

The Commission identified four critical focus areas which we believe
offer opportunities for change to help us achieve a more sustainable system
by 2025: financing and prioritization of resources; aging in place and care
coordination; improving wellness; and workforce. Sections 4 through 7
explore these themes. Each section begins with the Commission’s long-view
resolution of where we want to be by 2025. We then describe key issues
and progress the Commonwealth has made and discuss barriers to further
progress. To address identified barriers, we present policy recommendations
which we believe will move us toward our 2025 goals. In developing these
recommendations, the Commission focused chiefly on actionable steps
within the purview of Pennsylvania state agencies. A workgroup prioritized
and refined a set of preliminary recommendations, which the full Commission
then reviewed and approved.
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Section 3.
Demographic and Other Trends
Related to Older Adults

We don’t know what the future holds in terms of medical and technological
advances, changing disease patterns, the national and state economic
conditions, immigration and migration, and other key factors which influence
care and service systems for older adults. The best we can do in considering
how to address current and future service needs and the resources required
to meet these needs, is identify demographic trends which are expected to
shape the older adult population over the next 15 years.

SHARE OF POPULATION AGE 65 AND OLDER AND 85
AND OLDER

Based on PSU population projections, the fastest growing age cohort in
Pennsylvania will be the 65 and older group, which is expected to increase
by 42 percent between 2000 and 2025.2 The 85 and older group is expected
to increase by 37 percent during that timeframe. The share of people age
65 and older will increase from 15.6 percent of Pennsylvania’s population
in 2000 to an estimated 21 percent by 2025. The 85 and older group will
increase from less than one percent of Pennsylvania’s total population in
2000 to 2.5 percent by 2025. Figure 1 below shows projected Pennsylvania
population growth rates by age cohort between 2000 and 2025.

Figure 1: Projections of Pennsylvania Population Growth Rates between 2000 and 2025: by Age Cohort

70% —

59%
60% —
50% —

42%
40% +— 37%
30% —
22%
20% —
10% —
3% -
© P

-10% — O0to19 20 to 64 651074 75 to 84 85+ 65+

Age Cohort

Source: Thomson Reuters analysis of Penn State University State Data Center Population Projections.



It is important to note that the aging of the population is not a temporary
trend that will pass when the baby boom cohort moves through its old age.®
In the early twentieth century, advances in public health decreased infant,
child, and maternal mortality, shifting mortality more toward older adults.”
The resulting increases in life expectancy and a trend of decreasing birth
rates are expected to change the age distribution permanently.

OLD AGE DEPENDENCY RATIO

Pennsylvania has the third highest ratio of older adults to working age
adults in the U.S., at 25 percent (2008)." This means for every 100 working
age adults, there were 25 older adults. This ratio is projected to increase
to 38 by 2025." As the ratio of children to working adults is not expected
to decrease significantly during the same time period, overall burden on
working age adults will increase markedly.

LIFE EXPECTANCY
Life expectancy in the U.S. at birth, at age 65, and at age 75 has increased
significantly over time.™ The average life expectancy has increased by seven
years since 1970 from 70.8 to 77.7. People age 65 in 2006 are expected to
live another 18.5 years, compared 15.2 for those who were 65 in 1970. By
2020, the Census Bureau projects life expectancy will increase to 79.5.
Longer life expectancy itself does not necessarily equate with greater
demand for health and LTC services. However, by 2025, the combination
of the projected increase in the number of the “oldest” old and decrease
in working age adults to provide financial and other support will most likely
lead to higher demand for care and services.

GENDER

Gender plays an important role in care and services for older adults because
women are the majority of this age group, are more likely to be poor, and more
likely to live alone. In 2006, women made up 57 percent of Pennsylvanians
ages 65 to 84 and 72 percent of those ages 85 and older™ These shares
are expected to shift downward slightly by 2025 with women projected to
make up 55 percent of those ages 65 to 84 and 66 percent of those ages
85 and older.® Older women are twice as likely to have income below the
poverty level: 13 percent of females ages 75 and older in Pennsylvania
have income below poverty compared to six percent of males.” Nearly
three-quarters of older Pennsylvanians living alone are female. Thus, women
are more likely to need publicly-funded LTC services. In fact, in federal
fiscal year 2008, females comprised 72 percent of Pennsylvania Medicaid
beneficiaries ages 65 and older and accounted for 77 percent of this age
group’s Medicaid NF days. Women also make up 77 percent of consumers
served in the OPTIONS program.®

INCREASED DIVERSITY
The older adult population of 2025 will be more diverse in many ways as
compared to today’s older adults. These differences must be factored into
development of care and services, such as requirements related to cultural
competency (e.g., language, household structure, social and caregiving
preferences and networks).

As described in the Commission’s /nitial Review, the increase in older
Pennsylvanians’ racial and ethnic diversity by 2025 is expected to be fairly
small on a statewide level (from 93 percent White in 2000 to 90 percent
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by 2025). However, there are many communities within Pennsylvania which
have significant racial and ethnic minority older adult populations. Given that
growth rates among these populations, especially Hispanics/Latinos, are
expected to be much higher than those for Whites, there will be localities
in the Commonwealth with majority racial and ethnic minority older adult
populations.

The future older adult population will also be more diverse in other ways
such as living openly as lesbian, gay, bisexual or transgender (LGBT). In a
national study MetLife Mature Market Institute and the American Society
on Aging conducted in 2006, over three-quarters of respondents indicated
they were mostly or completely “out” to their social network.” The LGBT
population is projected to make up five to 10 percent of the greater older
adult population and differ from the straight older adult population both in
terms of challenges and resources.*®

INCREASED ACUITY OF NURSING FACILITY
POPULATION

Assessment data show that the acuity of Pennsylvania’s NF population has
increased over time and exceeds the national average. The percentage of
Pennsylvania NF residents who need extensive assistance with three or
more activities of daily living (ADLs) has increased from 57 percent in 2002
to 64.5 percent in 2008.2' And, Pennsylvania’s share of NF residents who
require this level of assistance exceeds the national average by 11 percent.
One theory as to why the acuity of Pennsylvania’s NF population is high
relative to other states is that the Commonwealth devotes a large amount
of funding to home and community-based services (HCBS) for older adults
through earmarked Lottery funds. As discussed in Section 4, the combination
of state-only and Lottery spending on HCBS is higher on a per capita basis
in Pennsylvania than in most other states. Acuity in nursing facilities may
be increasing because expanded HCBS (both state- and Medicaid-funded)
could be drawing “healthier” people with LTC needs.*?

BEHAVIOR AND CHARACTERISTICS

There is much speculation about how older adults of the future will differ
from today’s elderly population and the impact this will have on health and
LTC supports and services. As stated above, they will be a more diverse
group. Baby boomers have higher levels of education and computer literacy
compared to today’s older adults. Then there are less tangible characteristics
associated with boomers which are expected to shape their care and services
such as: expectations of having choice, valuation of individualism, comfort
with questioning authority, interest in assuming an active role in their care
decisions, and use of complementary medicine.? Given health risks such as
obesity, boomers are expected to have more chronic conditions than their
predecessors. Yet, they are also described as more active and vital, thus
it's hard to know how these two seemingly conflicting traits will shape the
need for care and services.




Section 4.
Financing and Prioritization of
Resources

Commission’s long-view resolution for 2025: Resources must be avail-
able to ensure older Pennsylvanians have options for where they receive
long-term care, and receive high-quality, cost-effective and evidence-based
care that is delivered through an efficient system.

WHY IS THIS IMPORTANT?

Given that financial and non-financial resources are finite, we must strike
a balance between Pennsylvanians’ needs for services and supports and
the Commonwealth’s revenues to support these programs. There is ample
evidence that many older adults are not currently receiving the supports
and services they need to live independently in the community. In the near-
term, the recession and related housing bubble and bust have reduced the
financial means of many older adults, and those approaching retirement,
creating legitimate worry about covering retirement, health and LTC costs. The
longer-term outlook is also worrisome in that federal entitlement spending
is “on an unsustainable path” given the historical and projected growth in
per capita health care spending and aging of the population.?

Absent significant unforeseen changes in the future which could alter
the trajectory of older adults’ demand for services and/or our ability to pay
for these services, resources for care and services for older adults will
likely become even more limited by 2025. With projections that one in five
Pennsylvanians will be an older adult by that point, it is imperative to establish
effective ways to reduce demand and use available resources effectively
and flexibly to provide care and services in consumers’ setting of choice.
This goal is articulated in the Rendell administration’s 2020 Vision Report:

“High-quality long-term living options that give consumers a choice about
where they receive care and support services, whether in institutional or
home and community-based settings, will be available in Pennsylvania.
Funds will be prudently managed to ensure availability to more people
and a goal of 50% home living and 50% institutional care will be optimized,
helping Pennsylvanians remain independent as they age.”

The current recession has hit Pennsylvania hard.?® Pennsylvania’s statewide
unemployment rate increased from 5.3 percent in June of 2008 to over nine
percent in June of 2010.?¢ Although Pennsyivania is faring better than the
nation, on average, on housing indicators such as prevalence of foreclosures
and negative equity and loan-to-value ratios, three metropolitan areas of
the state are listed in the Mortgage Bankers Association top-50 areas for
negative equity (Pittsburgh, Philadelphia and Newark-Union}.?” According
to the Federal Reserve Bank of Philadelphia’s Coincident index, a monthly
measure of states’ economic health based on a composite of four indicators,
Pennsylvania’s index is below the national average and has declined by 10
percent in the past year.?®

Like most states, Pennsylvania faces significant budget concerns. In
October 2009, the Commonwealth passed a budget for FY 2009-10 which
reflected a $1.9 billion decrease in state spending from the previous year
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and a $524 million decrease in overall budget spending (which includes
federal stimulus funding). Despite the decrease in spending, the economic
recession continues to impact Pennsylvania through loss of revenues, as
evidenced by a FY 2009 -10 year-end deficit of $294 million. Other state
budget challenges include the expected end of federal fiscal relief in 2011
and a dramatic increase in public pension costs in 2012.?°

IMPACT OF THE ECONOMY ON OLDER ADULTS

The down economy has also affected older Pennsylvanians’ ability to pay
for their own care and services, especially long-term supports and services
(LTSS). Many retirees and those close to retirement age have experienced
significant reductions in assets, both in their “nest eggs” and in the value of
their homes. Whereas people tend to think older adults’ retirement accounts
are shielded from swings in the stock market, this is generally not the case.
Prior to the recession, households headed by people age 50 and older held
half their retirement assets in equities.?® Analysis of the current financial
crisis shows that assets in retirement accounts dropped 33 percent between
September 2007 and March 2009.3' While retirement account assets have
rebounded by 23 percent since then, they are still below 2006 levels and
significantly below their peak value in 2007.3?

The value of a primary residence has traditionally constituted the majority
of older adults’ wealth, and is especially critical to middle income house-
holds.3 Based on 2007 Federal Reserve survey data, over 85 percent of
households headed by someone age 65 to 74 own their own homes, with
a somewhat lower share of 77 percent for households headed by someone
age 75 or older3* The value of a primary residence accounts for roughly
two-thirds of assets for households headed by people age 65 and older.®
The “older” boomer cohort also has the majority of household assets tied
up in a primary residence (60 percent), though their assets portfolios tend
to be more diversified compared to people ages 65 and older.

As a result of the housing “bubble” and “bust” of the last decade, many
older adults are in a financially vulnerable position given the importance of
home equity to their overall assets and the mortgage debt they incurred
through refinancing and borrowing against home equity.3® While mortgage
debt has increased among people of all ages, the increase among older
adults has been dramatic in the past ten years. Among families with house-
hold heads ages 65 to 74, over one-third have mortgages or home equity
loans, an increase of 43 percent between 1998 and 2007 (compared to a
six percent increase for older Boomers). The median value of mortgages
and home equity loans for this age group has more than doubled during
the same time period from $35,000 to $85,000. It is particularly problematic
for older adults to incur debt and experience erosion in home equity and
overall net worth because they typically have fixed incomes and rising
health and LTC costs. Further, advanced age limits the ability to recoup lost
funds through employment and/or waiting out down cycles in the housing
and stock markets.

Loss of retirement savings and home equity could force older adults to
remain in the workforce longer than they had planned. However, the overall
lack of jobs appears to be prohibiting their employment. The unemployment
rate for people age 65 and older recently reached the highest level since
1948.37 The unemployment rate for this age group in July 2010 was 7.4
percent compared to 4.2 percent in July of 2007.3®




The impacts of the economic turbulence of the past decade are reflected
in retiree surveys. The Employee Benefit Research Institute (EBRI) surveys
workers and retirees annually on topics such as confidence about having
enough money for retirement and health and LTC expenses, and retirement
savings.?® In 2009, workers’ and retirees’ responses showed decreased
confidence in having enough money to live comfortably through retirement
compared to previous years.*® Only 13 percent of workers and 20 percent
of retirees reported they were “very confident” on this measure in 2009
compared to 27 percent of workers and 41 percent of retirees in 2007.4
Thirteen percent of workers and 25 percent of retirees in 2009 reported
being “very confident” they would have enough money in retirement to pay
for medical expenses. Even lower percentages of workers and retirees were
“very confident” they would have enough money to pay for LTC: 10 percent
of workers and 15 percent of retirees. All responses showed decreases
from previous years.

Results of PSU’s Long-Term Care 50+ Survey also show concern among
Pennsylvanians age 50 and older about their ability to pay for LTSS.#* Nearly
three-quarters of respondents said they were somewhat or very worried
about their ability to afford LTSS. Given that 94 percent of all respondents
anticipated using Medicare to pay for LTSS, presumably even higher percent-
ages of people would be worried about their ability to afford LTSS if they
knew that Medicare’s coverage of these services is very limited.*

Pennsylvania currently devotes a large share of its public funding to services
for older adults, including LTSS. In federal fiscal year 2008, people ages 65
and older comprised over a quarter of Pennsylvania’s total Medicaid spend-
ing of $12.5 billion, with this population comprising only nine percent of all
beneficiaries with a paid claim.* Nearly 80 percent of the Commonwealth’s
Medicaid spending on this age group went toward NF services.*

Pennsylvania’s state-only funding for services and supports for older
adults is very generous as compared to other states. Based on data collected
by the National Academy for State Health Policy and AARP, Pennsylvania
expended $182 million in 2007, ranking 4th in the country in state-funded
HCBS on a per capita basis.#® An essential component to this funding is
earmarked Lottery funds: Pennsylvania is the only state in the country that
designates its state lottery proceeds solely to programs for older adults.#
In State Fiscal Year 2008 — 2009, the Lottery devoted nearly 30 percent of
its $3.1 billion in sales to these programs, including a large pharmaceutical
assistance program (PACE).

—_—
—_

poday [puiy :uossiuio ApRis SadIAIBS pun a1y 101Ua§ DIUDAIASUUS]




PROJECTED LONG-TERM CARE AND HEALTH CARE COSTS
AND OLDER ADULTS’ ABILITY TO AFFORD CARE

Long-Term Care

Itis difficult to project how much LTSS will cost across payer sources by 2025
and whether older Pennsylvanians will generally be able to afford them. As
noted previously, the passage of federal health reform, changes to federal
and/or state tax code, medical advances and other factors could dramatically
change demand, service delivery, and financing. However, there are a few
ways to examine this topic, holding these factors steady.

At the most basic level, we can estimate older Pennsylvanians’ MA LTC
spending in 2025 by adjusting current per capita MA LTC expenditures by
projected population growth. This would not account for any changes over
the time period in inflation, delivery systems, utilization, technology, etc., but
shows how significantly expected population growth alone would impact
expenditures. Table 1 below shows that expenditures would increase by
24 percent from $2.9 to $3.6 billion during this time period if population
growth were the only factor. Figure 2 depicts the current and projected
expenditures by age group.

Table 1. Pennsylvania FFY 2008 MA LTC Expenditures for Persons Ages 65 and Older and

Projections to 2025

# of Beneficiaries Projected

#of for 2025 based on PSU Total Projected

Total MA LTC Beneficiaries Per Capita Population Projections by MALTC

Expenditures Using any MALTC Age Group from 2010 to Expenditures in
Age Group (FFY 2008} MA Services  Expenditures 2025 (see notes below) 2025
65t074 $505,277,929 77,923 $6,484 123,898 $803,354,632
751084 $972,616,103 61,586 $15,793 79.446 $1,254,690,678
85+ $1,455,404,294 51,636 $28,186 56,283 $1,586,392,638
65+ $2,933,298,326 N/A N/A N/A $3,644,437,948

Source: Thomson Reuters analysis of MSIS State Summary Datamart, FFY 2008 (CMS interactive database containing state-reported Medicaid statistical information).

Note: For the purpose of this analysis, LTC includes the following MSIS service categories: NF, ICF-MR, mental health facility for persons age 65 and older, home health, home and community-based
services waivers, personal care, targeted case management and hospice. The analysis is limited to persons ages 65 and older (age groups in the Datamart cannot be customized, thus it was not
possible to examine spending for those ages 60 and older). The PSU State Data Center population projections by age group are based on the general population; they are not specific to the MA
population. Percentage increases in population between 2010 and 2025 were as follows: 59% for those ages 65 to 74; 28.7% for those ages 75 to 84 and 8.8% for those ages 85 and older.
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Figure 2. MA LTL Expenditures for Pennsylvanians Ages 65+ by Age Group:

Actual 2008 Compared to Projected 2025 (in millions)
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Source: Thomson Reuters analysis of MSIS State Summary Datamart FFY 2008 and PSU population growth projections by age group.

Note: Long term living services include: nursing facility, ICF-MR, inpatient mental health facility, home health, personal care, targeted case management, HCBS waivers and hospice.

A national study used an econometric model to estimate the risk of using LTC
for people currently turning age 65 and the cost of that care through their
lifetime.*® The findings were, on average, people would need LTC services
for three years and would need to set aside roughly $50,000 (in 2005
dollars) to pay for this care. However, an even more interesting finding of
the study was the significant variation around those averages. Nearly a third
of people would not have any LTC needs during their lifetime, whereas 20
percent would need LTC for five or more years. Further, while the majority
of people (60 percent) would have LTC expenditures of less than $10,000,
nearly one-fifth would have expenditures of $100,000 or more.*®

Another study commissioned by AARP estimated the lifetime probability
of needing LTC services and the lifetime costs of supporting people with LTC
needs in the community (including those living in nursing homes who could
be cared for in the community). The study found that 44 percent of males and
72 percent of females would develop a disability in at least two activities of
daily living for at least three months, or become cogpnitively impaired, after
turning 65 (with paid services starting at an average age of 82). The aver-
age lifetime service costs associated with ensuring that all individuals who
develop a disability can remain in their homes and have all their needs met
was $175,000 (in 2002 dollars).>° The median cost of maintaining someone
age 65 or older with LTC needs at home was $135,000 (in 2002 dollars).* in
2009 dollars, this would be $161,000. Projecting to 2025 at average annual
inflation rate of 2.5 percent, this would be $239,000.5

As part of a Long-Term Care and Fiscal Impact study commissioned by
the Office of Long Term Living, PSU developed an econometric model to
project total MA LTC spending for older adults and people with physical
disabilities through 2030.53 The Commission requested use of this model
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to test the feasibility of projecting MA LTC spending through 2025 under
several assumptions about average annual inflation: zero, a base case
reflecting historical trends (estimated as 2.6 percent), and three percent. The
results of this statistical analysis indicated these values would be $4.4 billion,
$6.7 billion, and $7.1 billion, respectively, by 2025. The current spending
was estimated to be roughly $3.9 billion.5* The analysis was based on the
current mix of consumers in terms of the share living in institutions versus
the community.55 See Technical Notes for a description of the PSU model
and some of its assumptions.

The PSU statistical model and other econometric approaches described
above are instructive in identifying the magnitude of future resources needed
for LTC at the individual and state fevel (specific to MA-eligible individuals).
Upon reviewing the methodology and underlying assumptions of the PSU
model, the Commission ultimately determined its scope was too limited
to estimate with a reasonable degree of certainty the expected resources
required to meet the care and service needs of older Pennsylvanians by
2025. The main limitation is the narrow focus on MA long term living programs
rather than a broader spectrum of publicly-funded health and LTC services.

Health Care

Health care costs too can be a significant burden for older adults. In analysis
of 2006 Medical Expenditure Panel Survey (MEPS) data, researchers found
that over a quarter of noninstitutionalized people age 65 and older spent
more than 20 percent of their household income on health care.5® This
share is much higher for certain groups such as people in fair or poor
health status, people with income below 200 percent of poverty and those
in the 85 and older age group. The majority of this spending goes toward
premium payments (e.g., Medicare, employer-sponsored retiree coverage
and Medigap). Fidelity investments estimated that a couple retiring at age
65 in 2009 would spend $240,000 on health care costs (excluding LTC)
over the remainder of their lifetime.5” While federal health care reform may
reduce Medicare beneficiaries’ out-of-pocket health spending through
provisions such as the gradual elimination of the Medicare Part D coverage
gap, it is difficult to project how the new law will affect older aduits’ health
care costs over the long-term.

One way to assess older Pennsylvanians’ current and future ability to
pay for LTC and health care is to compare estimates of average household
income and assets for people age 65 and older to their potential LTC and
health care costs (assuming no LTC insurance). To the extent possible, the
figures presented are specific to Pennsylvania. This analysis is presented
in Table 2.




Table 2. Financial Resources Compared to Potential LTSS and Health Care Costs: Older Pennsylvanians

Annual income $29,810  PA Median individual age 65+

Net total assets $251,000  National* median figure of financial and
nonfinancial assets for all households
with heads age 65 +

Net financial assets $51,200  See above—limited to financial assets

for those with financial holdings

Net home equity (median for $149,000  See above—limited to households with
households with a primary primary residence

residence)

One year in a nursing facility $88,695  Statewide average of $243 per day

in a private room

One Year of Assisted Living $34,152  Statewide average monthly cost of
$2,846

One year of home health—5 days $15,000  Statewide average of $20 per hour for

a week at 3 hours per day a home health aide for 50 weeks (for a

person with limitations in at least 2 ADLs)

3 days a week of Adult Day $8,550  Statewide daily cost of $57 multiplied by
Center 3 for 50 weeks

1 year of average out-of-pocket $2,959  National* average for people age 65+.
health care costs (community- MEPS excludes institutionalized people,
dwelling population) thus this amount should not overlap with

the NF costs above.
Sources: noted herein.

* State-level data sources not available.

As shown, LTSS are quite costly when compared to the median income and
assets of older adults. The average cost of one year of residential care (NF or
assisted living) far exceeds the average income of an older Pennsylvanian.
NF care also exceeds the average financial assets of a household headed
by someone age 65 or older (based on national data). If an average older
Pennsylvanian devoted all of his or her income to the cost of assisted living,
and paid for the remainder out of financial assets, these assets would be
depleted within a year. Someone with significant and ongoing home health
needs would need to pay over half of his or her average income for a home
health aide.

U.S. Census, American
Community Survey, Average
20062008

Federal Reserve 2007 Survey
of Consumer Finances

Same as above

Same as above

2008 MetLife Market Survey
of Nursing Home and Assisted
Living Costs

Same as above

2008 MetLife Market Survey
of Adult Day & Home Care
Costs

Same as above

2006 MEPS Household
Component
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Looking to the future, assuming there are no significant changes in growth
of health care spendings® and older adults’ income and net wealth, it will
become even more difficult for older adults to afford these services. As
shown in Figure 3, consumer prices for medical care have risen faster
than those for goods and services without medical care and the economy
as a whole since the 1980s and these trends are expected to continue.>®
Also, increases in medical care prices exceed increases in Social Security
income because the cost of living adjustment for Social Security is tied to
the consumer price index for urban wage earners and clerical workers (the
gray line with dashes in Figure 3). Social Security makes up at least half of
total income for nearly two-thirds of older Pennsylvanians and one in four
rely on it as their only source of income.®°

Figure 3. Percent Changes in U.S. Price Indexes and GDP: 1986~2006
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Source: Thomson Reuters analysis of 2009 Economic Report to the President, Statistical Tables, and Social Security Administration Cost of Living Adjustment Series.

The outlook for solvency of the Social Security and Medicare programs
is another cause for concern as these programs are critical supports for
low- and middle-income older adults. The 2009 Trustees Report on Social
Security estimates that program expenditures will exceed tax revenues by
2016, depleting reserves by 2037.% And the Medicare program’s solvency
is even more precarious, with projections that the Hospital Insurance fund
will be exhausted by 2029.%

Growth in health care spending, especially public spending, has shown
no signs of abating. There are numerous provisions in the new health care
reform law designed to reduce this spending. But, there are mixed views
as to whether the law will achieve this. The Congressional Budget Office
and CMS Chief Actuary differ in their estimates of the impact health care



reform will have on health care spending. The actual impacts of the law will
not be known for many years.

According to health spending projections recently released by the Centers
for Medicare & Medicaid Services, health care spending as share of GDP
is expected to exceed 17 percent in 2009, the largest one-year increase
in health spending as share of GDP since the National Health Expenditure
Accounts started tracking this in 1960.%3 Public spending is projected to
account for more than half of all health care spending by 2012. Growth in
health care spending isn't necessarily a bad or good thing. Researchers have
pointed out that costs for some are revenues for others. However, itis unlikely
that these revenues are accruing to older adults unless they are employed
and/or financially invested in the industry. While older adults account for a
disproportionate share of this spending, this is not necessarily a benefit to
them as higher spending doesn’t guarantee better outcomes or quality.®

WHAT IS PENNSYLVANIA DOING NOW?

The Commonwealth is undertaking a number of activities to help people plan
for their LTC needs and costs and utilize public funding more effectively. Some
examples of these efforts are Pennsylvania’s participation in the federal LTC
Awareness Campaign, implementation of a LTC Partnership Program, offering
group long-term care insurance (LTCI) to state employees, participation in
the Money Follows the Person Demonstration, Nursing Home Transition and
Services My Way Programs, and development of programs which integrate
financing and health and LTC services such as Living Independently for
Elders (LIFE).

In 2008, Pennsylvania participated in the U.S. Department of Health and
Human Services “Own Your Future” Long-Term Care Awareness Campaign.
This effort, aimed at increasing awareness of the need to plan for LTC, featured
a letter from Governor Rendell mailed to 1.7 million state residents between
the ages of 45 and 65 with information on how to order a planning toolkit.
The response rate to the campaign was 18 percent (measured by requests
for the toolkits). Pennsylvania’s response rate was the second highest
among the 25 states participating in the campaign. The Commonwealth
contributed its own resources by adding information on LTC insurance
(LTCI) to the Department of Insurance Web site and purchasing television
and radio spots and Internet advertising. While results are not yet available,
a study of states which implemented Own Your Future campaigns prior to
Pennsylvania showed increased planning actions and take-up of LTCI after
the campaign.®s

Also in 2008, Pennsylvania launched a Long-Term Care Partnership
Program to encourage the purchase of LTCI. This program allows people to
purchase private LTCI with an understanding that they can access Medicaid
without impoverishing themselves should the LTCI not cover all of their LTC
costs. As of December 2009, 15 out of over 90 insurers in Pennsylvania
participated in the program and over 1,000 policies had been purchased.®®

Most permanent state employees may purchase group LTCI as one of
their voluntary employee benefits.®” This benefit was first offered in 2009
and allows employees and their family members to choose from four plans
with varying benefit levels. Only 1,636 people have purchased an optional
state employee LTCI plan so far, out of roughly 80,000 state employees and
an unknown number of eligible family members.%® Most enrollment occurred
during the initial rollout, with very little increase since then.
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In order to use public LTC dolilars more effectively and maximize consumer
choice, the Commonwealth administers programs which allow people to transi-
tion people out of institutions (the Money Follows the Person and Nursing Home
Transition programs) and manage their own LTC budgets (Services My Way).
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Pennsylvania’s Money Follows the Person and Nursing
Home Transition Programs

Pennsylvania is one of the 30 states participating in the federal
Centers for Medicare & Medicaid Services Money Follows the Person
(MFP) Rebalancing Demonstration Program. This program provides
funding to states to help them balance their LTC systems towards
more community-based care and transition Medicaid recipients living
in institutions back to the community. The Commonwealth began
enrolling individuals in MFP in July 2008 and has moved over 400
people out of institutions thus far, over two-thirds of whom are older
adults who were living in nursing facilities. Health care reform not only
extended the MFP program through 2018 and provided significant
additional funding, it also changed eligibility criteria such that persons
residing in nursing facilities for three months or longer could qualify
for enrollment in MFP (excluding short-term rehabilitative stays).
Prior to this, only persons who had been residents for at least six
months could participate. States found this requirement hampered
their transition efforts in that many nursing home residents had lost
their housing and informal supports by six months.

In addition to MFP, the Commonwealth has had a Nursing Home
Transition program since 2006. This program has transitioned roughly
2,000 people age 60 and older out of nursing facilities in the past
two years. Persons who do not qualify for transition through MFP
because they are not eligible for Medical Assistance may qualify under
Pennsylvania’s NHT program. Area Agencies on Aging administer
both the MFP and NHT programs for older adults.

Pennsylvania’s Services My Way (Cash & Counseling)
Program

Pennsylvania’s Services My Way (SMW) program is modeled on the
national Cash & Counseling demonstration program, in which four states
piloted flexible spending accounts, including employment authority,
for persons receiving Medicaid-funded LTC services. Within individual
budgets, consumers could choose the shares of funding going to the
purchase of direct care, goods and services. The premise of Cash &
Counseling is that given a fixed budget, flexibility on what can be
purchased, and support in budget management and employment
of attendants, consumers will choose goods, services and providers
which maximize their quality of life. In evaluations of the original Cash
& Counseling demonstrations, not only did participants have greater
satisfaction and better health and wellbeing outcomes, but states
also saved in Medicaid expenditures through reductions in the use
of high-cost services such as hospital and nursing home admissions.




While many Pennsylvania HCBS waivers offer consumer-directed
attendant care services, SMW provides even greater consumer control
in that consumers are given a budget and flexibility to purchase the
goods and services they believe will meet their community support
needs and maintain their independence. Currently, SMW is offered in
two waivers (Aging and Attendant Care) and 17 counties: 23 consum-
ers participate.t® The Commonwealth will evaluate findings from the
program and make recommendations on statewide implementation.

Pennsylvania is gaining experience with integrated financing and care
models through its LIFE programs, modeled on the national Program of
All-Inclusive Care for the Elderly model. The LIFE program has had many
successes in improving the wellbeing of participants, including increasing
their mobility and ability to manage their chronic conditions and decreasing
social isolation and related depression.

Pennsylvania LIFE Programs

Pennsylvania has more LIFE programs than any other state. There
are currently 19 LIFE programs across the state with enrollment of
over 2,200. An additional seven sites are under development. LIFE
provides integrated Medicare and Medicaid primary, acute and LTC
services to people ages 55 and older who require a nursing facility
level of care. An interdisciplinary team delivers care and services to
participants, mainly in an adult day care setting.

The Commonwealth is also developing an integrated Medicare and Medicaid
program called the Integrated Care Option for people ages 60 and over
who are dually eligible for Medicaid and Medicare and enrolled in Medicare
Special Needs Plans (SNPs). Roughly 50,000 dual-eligibles in this age group
are currently enrolled in SNPs which provides the Commonwealth with a
unique opportunity to better coordinate Medicare and Medicaid services
for this population. As stated earlier, the vast majority of MA spending for
this population goes toward NF services. Through integrated care, the
Commonwealth can establish incentives for plans to better coordinate acute
and LTC, increase access to community-based services and supports and
reduce institutionalization of older adults.

Finally, to better facilitate the Commonwealth’s goals related to rebalancing
the LTC system, Governor Rendell restructured the Departments of Public
Welfare and Aging to create a unified Office of Long Term Living. He also
combined institutional care and HCBS into one budget line item, making
total long term living funding more fungible.
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WHAT BARRIERS AND SYSTEM CONSTRAINTS

DOES PENNSYLVANIA FACE?

The Commonwealth faces some significant constraints in meeting the current
and future needs of its older adult population. For one, there is a tension
between the public’s appetite for care and services and willingness to fund these
services through higher taxation. Also, there is a basic lack of understanding
about LTC and how it is financed. Further, adults tend not to plan for their care
and service needs. Finally, there are state and federal administrative barriers
to integrating financing and care (though federal health reform addresses
these issues).” Given the trajectory of health care spending and population
demographics, new resources will need to be available by 2025.

POLICY RECOMMENDATIONS - :coerrerrreerenns SaE.
POLICY RECOMMENDATION #1:

Develop strategies to educate Pennsylvanians about the need to
plan for long-term care needs and increase self-funding of long-term
care through various mechanisms, such as: improving incentives for
purchasing long-term care insurance and/or participating in the Long-
Term Care Partnership under Act 40.

There is considerable research showing that people do not save sufficiently
for retirement, including health and LTC costs. In the recent EBRI study of
workers and retirees, most people reported having saved money for retirement,
but their savings were below $25,000. Less than a quarter of each group
reported having savings of $100,000 or higher. Finally, the survey shows that
the majority of workers, 56 percent, do not calculate how much money they
will need in retirement. Even in non-recessionary periods, national studies
have found roughly two-thirds of community-dwelling older adults do not
have sufficient savings to pay for one year of nursing home care.” Further,
national survey findings show correlations between health status and income
and wealth whereby those reporting lower health status (e.g. “fair” or “poor”)
tended to have lower income and wealth compared to those reporting their
health status as “very good” or “excellent.” The implications are that those
in most need of care and services are least able to pay for these services.

Many adults approaching retirement age do not understand the risk of
needing LTC, nor do they know how itis financed. Penn State’s 50+ LTC Survey
revealed a critical gap in knowledge in that 94 percent of those surveyed
reported they anticipated that Medicare would pay for LTC. As noted in the
Commission’s interim report, Medicare’s coverage of LTC is limited to skilled
nursing care provided in a skilled nursing facility (SNF) or in the home through
a Medicare-certified home health care agency. And, these benefits are further
limited by eligibility criteria and, in the case of SNF, duration of the care. Further,
a much larger share of people reported anticipated use of private LTCl than is
reflected in Pennsylvania coverage rates. Nearly half reported they planned
to use private LTCI to finance their LTC needs, whereas data on the number
of in-force LTClI policies in Pennsylvania suggest market penetration is more
like six percent.” Thus, people may be mistaking other insurance coverage
for LTCI. Regardless of what percentage of Pennsylvanians actually have
LTCI, we know that on a national level, LTC and other private insurance only
finances about seven percent of total LTC spending.” Another troubling
finding from the PSU 50+ survey is that over two-thirds of respondents
reported they planned to use MA to pay for LTC.



POLICY RECOMMENDATION #2:
Provide additional incentives for self-funding of long-term care through
implementation of a social insurance program modeled on the Class
Act as enacted either through federal or state legisiation.

For many reasons, the variation and associated financial and nonfinancial
risks related to LTC use and costs are challenging to address through
any one of the current private or public options (e.g., LTCI, tax credits and
deductions, Medicaid, Older Americans Act and state-funding). Accordingly,
a complementary approach of utilizing both private and public mechanisms
to protect against catastrophic loss seems most promising.” The Community
Living Assistance Services and Supports (CLASS) Act, which is included in
the recently passed federal health care reform, will establish a disability
insurance fund financed through voluntary payroll premiums. While this
program is designed to supplement other resources rather than finance all of
a person’s LTSS needs, it is still an important new source of financing for LTC.

Community Living Assistance Services and Supports
(CLASS)

The PPACA establishes the Community Living Assistance Services
and Supports program (CLASS): a publicly-administered, national
voluntary insurance fund to help pay for long-term services and
supports. Employed individuals ages 18 and older may participate
in CLASS through payroll deductions or an alternative mechanism
for individuals with more than one employer, those whose employ-
ers choose not to participate, or persons who are self-employed.
Individuals whose employers participate will be enrolled in the
program automatically, but can opt-out.

Premiums will be developed by the Secretary of the U.S. Department
of Health and Human Services (HHS) based on actuarial estimates
ovel a 75-year period.”® CLASS provisions prohibit adjustment
of premiums (underwriting) based on any factor other than age.
Premiums for certain individuals (e.g., low-income) will be subsidized.

In order to receive benefits under CLASS, individuals must have a
functional or cognitive impairment expected to last at least 90 days
and must have paid premiums for at least five years (including three
years in which they were employed). Benefits will be at least $50 per
day and paid directly to beneficiaries in cash. Benefit amounts will
vary depending on the individual’s level of impairment and duration
of benefit payment is unlimited as long as the person meets the
eligibility criteria. In addition, CLASS will provide advocacy services
and counseling on how to access and coordinate LTC services.

Many details of the program remain to be developed by the HHS
Secretary, including premium amounts, range of daily benefits and
level of impairment which will trigger benefits. The law does not
specify a date by which the program must begin enroliment.
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POLICY RECOMMENDATION #3:
Assess the feasibility of developing and implementing an integrated
financing system (Medicare, Medicaid, state funding) across the care
continuum to eliminate care silos and delay or prevent nursing facility
admission through better care coordination and timely interventions.

Finally, even when states are committed to developing programs which
integrate multiple financing sources and acute and LTC service delivery,
they face many barriers in implementing these programs. Start-up is costly
as it usually reguires additional staffing and procurement activities, and
extensive changes to information systems. Such programs usually require
either state plan amendments or federal waivers, which are labor-intensive
and lengthy undertakings. And, federal requirements related to Medicare
and Medicaid are often out of sync and not flexible enough to allow funds to
be used for the most effective services.” Despite these challenges, we urge
the Commonwealth to continue to explore efforts which integrate financing
from multiple sources such as the Integrated Care Option. The creation of
a Federal Coordinated Health Care Office at the Centers for Medicare &
Medicaid Services is a promising step in advancing states’ efforts to integrate
financing and service delivery for dual-eligibles.




Section 5.
Aging in Place and Care Coordination

Commission’s long-view resolution for 2025: Older Pennsylvanians will
have access to a full range of coordinated, flexible services and housing
options to support “aging in place” defined as having the choice to live
within @ community which fosters independence and meets their care
and service needs.

WHY IS THIS IMPORTANT?

Most people prefer to age in their own homes or other community setting of
their choice. In Penn State’s Long-Term Care 50+ Survey, over 90 percent of
respondents indicated a preference to receive care in their own homes, and
over three-quarters indicated a preference to receive care in a residential
setting such as assisted living (people could choose more than one preferred
setting). In fact, based on national data, the vast majority of people using
LTC services do live in the community, with most being supported through
informal (unpaid) care.”

Yet the current system is very strained, with people on waiting lists for
services and supports and many unpaid caregivers undertaking tremendous
physical, emotional, and financial burden. There are a number of critical
resources which must be in place to support people as they age in place,
such as affordable and accessible housing, help with ADLs (including
instrumental activities or “IADLs"), accessible and safe transportation, and
coordination of medical and LTC needs, to name just a few.

Recent research examining the factors that influence success of HCBS
in keeping older adults in community settings found that receipt of paid
assistance in IADLs and awareness of their own unmet needs were the
most significant.”® This supports the importance of identifying needs and
providing assistance earlier rather than waiting until people have developed
more serious impairments. In this section we focus on community supports
and services. We discuss unpaid caregiving and the workforce issues in
Section 7.

it is difficult to accurately measure current unmet need for services and sup-
ports among older Pennsylvanians because the available tools for tracking
this, such as waiting lists, do not fully represent all who are in need. For
example, waiting lists for AAA services do not include people who requested
services but were currently ineligible for existing programs. Nor would waiting
lists capture people who have unmet care needs, but do not request help
either because they don’t recognize their needs, don’t know where to go,
or for other reasons (e.g., the stigma of asking for help).

In the last national survey which examined unmet need for LTC services,
one in five people who needed LTC had unmet needs for care.” In Penn
State’s 50+ LTC survey, 12 percent of caregivers reported that the person they
cared for had unmet needs after informal and formal care were taken into
consideration and eight percent of people receiving care reported having
unmet needs. Looking at a more impaired population of dual-eligibles on
waiting lists for home and community-based waivers in six states, researchers
found that more than half of people who needed help with ADLs reported
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unmet needs.® Over half of people with unmet needs reported a serious
consequence from not receiving care, such as falling, not being able to
bathe or shower, or wetting or soiling themselves.

As of July 2009, 46 out of 52 AAAs reported having waiting lists for
supports and services. Roughly 2,700 older Pennsylvanians were waiting
for services through the OPTIONS program and over 380 were waiting for
services through the Family Caregiver Support Program.® In addition, there
were hundreds of people receiving some services through the OPTIONS
program but waiting for additional services such as personal care, home
support, home delivered meals, and personal emergency response systems.??
Of the 175 consumers waiting for home-delivered meals, most were at
nutritional risk (based on a standard screening tool). At the Commission’s
public meetings, many representatives of aging agencies spoke about the
difficult decisions they faced in allocating scarce resources. Some operate
under the policy that it is better to serve fewer people but provide adequate
services, whereas others serve as many as possible but knowingly provide
less than the needs identified in individual’s care plans.

In terms of MA long term living services, Pennsylvania does not have a
waiting list for its primary HCBS waiver serving older adults, the Aging waiver.
However, 442 people age 65 and older are on a waiting list for waivers
operated by the Office of Developmental Programs.® Pennsylvania does
not provide personal care as an optional benefit through its MA program,
thus people who do not meet NF level of care cannot get this type of as-
sistance through MA. As NF care is a mandatory MA benefit, people who
meet the financial and functional criteria have unrestricted access to NF
care. However, in practice, there may be constraints in some areas based
on the availability of MA beds.

AFFORDABLE AND ACCESSIBLE HOUSING
A crucial component of older adults’ ability to age in place is availability of
affordable housing in which people with mobility or other impairments can
safely reside. As noted previously, the vast majority of older adults own
their own homes. However, that doesn’t mean their homes are affordable
and appropriate to their needs. Nearly 30 percent of Pennsylvania house-
holds in which the householder is age 65 or older have housing costs at
or exceeding 30 percent of household income.® Housing cost burden is
significantly greater for older Pennsylvanians who are renters, with over half
of such households paying rents equivalent to 30 percent or more of their
household income.® Of renters deemed by the U.S. Department of Housing
and Urban Development to have “worst case needs,” over 20 percent are
defined as elderly households (those with a head or spouse at least 62
years old).? These are very low income renters who do not receive housing
assistance and either have severe housing rent burden (paying more than
half their income in rent) or severely substandard housing.®” Of all elderly
household renters, three-quarters have problems either with rent burden
or inadequate housing.®® Rent burden comprises the vast majority of the
probiems. According to the Intra-Governmental Council on Long Term Care’s
Housing Alternatives Work Group, Pennsylvania has a higher percentage
of older renters than other states.®

Older householders are also more likely to live in older homes, which
may be more difficult to modify to meet accessibility standards. Based on
Census data, two-thirds of older Pennsylvanians live in homes which were
built prior to 1970 compared to 58 percent of non-elderly adults.®° This is

“We actually have reductions
in care plans. We have five or
six hours a week and all of a
sudden we get from a county
saying reduce it to four.1
don’t know how the person
needed six and now they
need four. They're getting
older, 1 can’t imagine they're

getting better.”

—Public testimony
{Westmoreland County)



especially an issue in Philadelphia and other urban areas where most of
the housing stock consists of row houses with two to three floors, narrow
passageways, outside and indoor steps, and no first-floor bathrooms.®'

There are three main types of public or assisted housing programs in
Pennsylvania: HUD public housing, properties financed through low-income
tax credits, and housing choice vouchers (formerly Section 8). There are
some Section 202 properties, the only federal housing program focusing
solely on the elderly, but they do not comprise a significant share of the
State’s subsidized housing. Overall, just over a third of HUD public housing
units in Pennsylvania are designated for the elderly.®> Only a small share of
these are accessible: 10 percent of all HUD housing units in Pennsylvania
have accessible features, most of which are units designated for people
with disabilities. Nineteen percent of households using housing choice
vouchers in Pennsylvania are elderly families (including families defined as
both elderly and disabled).®

While there is no statewide source of information on waiting lists for
public and subsidized housing, individual housing authorities track this
information. Collecting this information for multiple housing programs
across all Pennsylvania counties was beyond the scope of this project.
However, we present examples of waiting lists and average waiting times
for two Pennsylvania counties with high percentages of older adults in the
table below. Note that some housing authorities prioritize certain groups
of people (e.g. homeless, veterans), which would shorten waiting times for
these individuals. Also, not all housing authorities track the number of older
adults on their waiting lists separately from people with disabilities, thus it is
difficult to assess the demand specific to older Pennsylvanians.

Table 3. Waiting Lists and Waiting Times for Pennsylvania Affordable Housing in Luzerne and

Westmoreland Counties—Older Adults

Luzerne County Housing

Authority 50—60 Vouchers
Luzerne County Housing
Authority 700" Public housing

Westmoreland County

Housing Authority 82 Vouchers
Westmoreland County Average of 10, but varies widely
Housing Authority by property Public housing

Note: *this includes people with disabilities.

The main types of congregate housing for older Pennsylvanians are assisted
living facilities, personal care homes and domiciliary care. In January 201,
the Commonwealth will implement its first regulation outlining licensing

1-1.5 years

1year

2 years

A few weeks —few months
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requirements specific to assisted living. Personal care homes are “board
and care” homes for low-income people with personal care needs and will
continue to operate under existing PCH regulations. Older adults whose
level of functioning qualifies them for NF care are not eligible to living in
personal care homes. Thus, many have not been able to age in place in
these settings.

As stated earlier, the average cost of assisted living in Pennsylvania is
out of reach for low-income and many middle-income people. Continuing
care retirement communities are also typically quite costly (relative to older
adults’ median income) with an average monthly fee of $2,672 and entrance
fees ranging from $60,000 to $120,000 (and some in excess of $120,000).%4

Individuals who testified at one public meeting stated a need for additional
retirement and residential settings for the older deaf community given high
rates of isolation and depression among this population.®s

TRANSPORTATION

As described in the Commission’s interim report, Pennsylvania has two
primary public transportation programs which assist older aduits: Shared
Ride and Free Transit. Shared Ride operates in all counties and Free Transit
operates in the 52 counties which have fixed route transportation services.
Shared Ride subsidizes 85 percent of the cost of door-to-door transportation
to medical appointments, shopping, senior centers, and other places. Some
AAAs further subsidize the program by paying part or all of the 15 percent
cost-share; however, this practice has declined in recent years due to flat
funding.?® Older adults with MA can use the MA Transportation Program at
no cost, but that is limited to travel for medical appointments.

At the public meetings, participants raised many concerns about the
adequacy of the current transportation system notwithstanding the large
investment made by the Commonwealth in programs targeting older adults.
Some mentioned that many consumers with mobility impairments who want
to use free transit cannot do so because they have difficulty getting to the
curb and getting from the point of drop-off to their destination. Others noted
that the limited schedule for Shared Ride means that older aduits with impair-
ments can't easily leave their homes on weekends and evenings. And, the
need to order service a day ahead to qualify for the subsidy restricts access.
Shared Ride is relatively costly, even with the subsidy. The Bureau of Public
Transportation notes that the average round-trip self-pay is about $4.50.

In rural areas, the transportation concerns raised in the public meetings
were somewhat different. Although the Shared Ride program serves these
areas, consumers may have to spend considerable amounts of time in transit
to accommodate multiple pick-ups. Some consumers living in rural areas
also noted that transportation providers had fixed schedules for the dates
and times they traveled to specific locations and consumers had difficulty
fitting their appointments into those schedules. As attested to at the hearings,
and confirmed by the Commonwealth, there is significant variation within
the State on aspects of the Shared Ride program such as how services are
operated, how fares are determined and the amounts, and service availability
(including whether travel may cross county boundaries).?” Beyond public
transit, participants at the hearings also noted the importance of making
it easier for older adults to get around within their communities via public
walkways and roads.

“I think a continuing care
residence might help because
then 1wouldn't beon a
constant search for a good
assisted living place and
then a good nursing home
and hope the nursing home
would have an opening when
Ineedit...and1wouldn’t be
worrying about how much
money to reserve for each
facility or about running out

of money.”

~—Written testimony

“l know the focus is to keep
people in their communities
as long as possible, but
there is no community for
people who are deaf. They
may live in a neighborhood
but because of the language
barrier, it is not necessarily
a community, a place where
you can communicate with
the people around you.

And that is what is needed,
especially in the senior years

when people are less mobile.”

—Written testimony



Care coordination is a term that is defined in many different ways.® It can
range from disease management for a specific population (e.g. adults with
diabetes) to the medical home model to comprehensive integrated health
and LTC programs. There is much research supporting the benefits of care
coordination in improving patient outcomes, but because there are so many
definitions and models of care coordination, the research literature cannot
readily be used to compare the effectiveness of different coordination efforts.
Given the Commission’s focus on older adults, we define care coordination
broadly as the coordination of health and LTC needs and services through
care management and communication among providers and settings.

In its definition of a “high performance” health care system, the
Commonwealth Fund, a privately-funded research organization which
focuses on improving the health care system, lists “delivery of care through
models that emphasize coordination and integration™ as one of three
key characteristics. The fragmentation within the health care system and
between health and aging services and supports inhibits this coordination,
resulting in undesired outcomes such as unnecessary hospitalizations. Inv its
analysis of preventable hospitalizations among people using LTC services,
the Pennsylvania Department of Public Welfare found that over one-third
of NF residents’ hospitalizations were preventable.?® Rates were lower for
people receiving services through AAAs (30 percent) and LIFE programs (17
percent), but still left much room for improvement. The Pennsylvania Health
Care Cost Containment Council recently released a report documenting
the problem of avoidable hospitalizations in Pennsylvania and associated
costs.”® The study found that the vast majority of hospital admissions for
four leading health conditions were avoidable at an estimated cost to the
Medicare program of $4 billion in hospital charges (excluding emergency
room care).

In Thomson Reuters analysis of waste in the U.S. healthcare system
and associated costs, authors estimated the annual waste attributed to
lack of care coordination to be in the $25 to $50 billion range.” Costs are
incurred in duplicative tests, avoidable hospitalizations, and adverse drug
reactions. In total, lack of care coordination accounts for at least 12 percent
of the estimated $700 billion of waste in the healthcare system.*? Though
most of the savings from better care coordination for older adults would
accrue to the Medicare program, there would undoubtedly be savings to the
Commonwealth in avoidable institutionalizations which are funded by MA.
If just half the rate cited above was applied to Pennsylvania’s MA spending
on services for older adults, it would amount to over $290 million.

Improved care coordination for dual-eligibles is one of the goals of
federal health care reform. As noted, the legislation established a Federal
Coordinated Health Care office within the Centers for Medicare & Medicaid
Services. Thus, states will have long-awaited support for their initiatives to
improve care coordination for older adults and dually-eligible people with
disabilities.
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USE OF TECHNOLOGY AND “NON-REIMBURSABLE”
PREVENTIVE SERVICES
There is a vast array of technology and supportive services which help
people age in place, but are often not reimbursed by private insurance
or public programs. Technology ranges from simple personal emergency
response systems to sophisticated home-based telemonitoring. In the public
meetings, we heard about uses of technology which were very effective
in helping providers monitor older adults with chronic conditions living in
the community.

Very simple supportive services such as safety inspections and minor
home repairs can make a significant difference in whether an older adult
can safely remain at home. As noted at the Pittsburgh public meeting:

AGING IN PLACE THROUGH COMMUNITY SUPPORT SYSTEMS
Local communities around the country are developing infrastructures to
support aging in place. These grassroots efforts go by a number of names,
e.g., neighborhood-based initiatives, elder villages, and aging in place com-
munities. They also use a variety of approaches which range in formality and
financing structure (see the Commission’s interim report). In addition, there
are naturally occurring retirement communities or “NORCs” throughout the
country. There is growing awareness at the national level of the effectiveness
of these communities in supporting older adults as they age in place, as
evidenced by foundation and federal grants.

WHAT IS PENNSYLVANIA DOING NOW? - -~ --oonve e

CONGREGATE HOUSING AND CONTINUING CARE
RETIREMENT COMMUNITIES

As noted earlier, the Commonwealth has recently released a final regulation
(ALR 2800) which defines assisted living and outlines licensing requirements.
Pennsylvania legislation, Act 56, required the regulation, which was released
in draft in 2008 and final form on July 17, 2010. Licensure requirements would
take effect January 17, 2011. The regulation provides for a new continuum in
the Commonwealth’s continuum of care. The creation of a distinct assisted
living level of care reduces barriers to aging in place in that residents will
be permitted to receive support services through a new Assisted Living
Waiver (currently under development). Under the State’s Personal Care
Home regulation (PCH 2600), residents are not permitted to remain in PCHs
if they require a significant need for services and supports.

HOUSING

The Commonwealth is working to address the issue of affordable and ac-
cessible housing in a number of ways. The Office of Long Term Living has
been developing a project called Enhanced Domiciliary Care, which is an
expansion of the Commonwealth’s Domiciliary Care program and is based
on a successful Massachusetts model. The program would serve people
who require a nursing facility level of care (NFCE) and who qualify for the
State’s Medical Assistance Aging HCBS Waiver. An intermediate agency
would recruit, train and place consumers in private homes and monitor
them through a combination of home provider web-based status reports
and oversight from clinical teams. The teams would also ensure the home
providers’ skills are aligned with consumers’ clinical needs.

“The cost of doing a home
inspection, home safety
inspection, and providing
simple handyman services to
correct tripping hazards and
fire hazards and other kinds
of barriers is negligible.

We ought to be paying to
have those things done so
we’re not paying for the

consequences of not doing it.”

—Public testimony (Pittsburgh)
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The Commonwealth has also been operating a small tenant based rental
assistance program for about 2 years. It provides housing vouchers for
NFCE populations as a bridge to the “Section 8” program.

In 2006, the Pennsylvania legislature enacted the Residential Visitability
Design Tax Credit which provides tax credits up to $2,500 for new construction
or renovation with visitability features.’®2 This was preceded by a similar tax
credit implemented in Pittsburgh called the Pittsburgh Visitability Ordinance.

CARE COORDINATION

Currently, older Pennsylvanians can receive care coordination through a
variety of programs contingent on meeting applicable eligibility criteria.
Medicare beneficiaries can enroll in private-sector Medicare Advantage
plans which may provide care coordination, though they are not required
to do so. In practice, this care coordination tends to focus mainly on acute
health care. AAAs provide care coordination related mainly to long-term
services and supports through programs such as OPTIONS. For those who
require a NF level of care, LIFE programs provide care coordination which
encompasses acute and LTC (described in Section 4). As mentioned, the
Commonwealth is planning to expand integrated and coordinated health
and LTC options for older adults through the Integrated Care Option (ICO).
The ICO differs from the LIFE model in that participants need not require
a NF level of care and do not need to attend an adult day care program
to receive services.

Self-management programs are promising tools for improving people’s
ability to manage their chronic conditions. Stanford University has been
a national leader in developing, testing and evaluating chronic condition
self-management programs: Stanford’s Chronic Disease Self-Management
Program (CDSMP) was rigorously evaluated using a controlled, randomized
design and findings were that the group participating in the self-management
program did better than the control group on numerous measures, including
lower utilization of costly health care services such as hospital care.”* The
Philadelphia Corporation for Aging received a 5-year grant to offer a CDSMP
targeted to older African Americans with one or more chronic conditions,
called Harvest Health, which ended in 2008. Outcomes of this project were
small but statistically significant improvements in exercise, use of cognitive
management strategies, energy/fatigue, and self-efficacy, and reductions
in health distress and intrusiveness of iliness into other life domains.**®
Pennsylvania was recently awarded $1 million by the Administration on
Aging to increase the use of chronic disease self-management programs
(CDSMP)."¢ In addition, Pennsylvania’s Department on Aging offers self-
management classes related to chronic conditions through its PrimeTime
Health program.

Pennsylvania’s Chronic Care Initiative is a significant effort to test orga-
nizational and financial arrangements which will better address the needs
of people with chronic conditions.
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Pennsylvania Chronic Care Initiative

In May 2007, Governor Rendell created the Pennsylvania Chronic
Care Management, Reimbursement and Cost Reduction Commission
to address a growing concern about the effectiveness of the financing
and delivery of health care to Pennsylvanians with chronic condi-
tions. Evidence such as high rates of avoidable hospitalizations and
emergency room visits highlight a need to improve the management
of these individuals’ care. The Commission was tasked with develop-
ing a plan to improve patients’ quality of life and clinical outcomes,
while reducing costs. In its ensuing strategic plan, the Commission
outlined a framework for implementing Dr. Edward Wagnetr's Chronic
Care Model (CCM), including an informational, technological and
reimbursement infrastructure to support the model. Features of the
CCM include: primary care patient-centered care (e.g., a "medical
home” model), practice teams, evidence-based care supported by
electronic disease registries and assistance for patients to manage
their conditions. The resulting effort, called the Pennsylvania Chronic
Care Initiative (CCl), is the largest multipayer Patient Centered Medical
Home initiative in the country.

In the CCl, seven regional learning collaboratives are underway in
six regions throughout the state, with three additional collaboratives
under development. The first collaborative started in Southeastern
Pennsylvania in May of 2008. Currently, the seven regional col-
laboratives encompass 171 practices and 783 providers caring for
over 1.2 million Pennsylvanians. Medical practices participate in the
collaborative for three years, during which they receive education,
support and coaching on the use of electronic registries and medical
records and other tools to manage chronic conditions. Each collabora-
tive initially focuses on diabetes (adult and pediatric populations)
and asthma (pediatric only), but expands to include other chronic
conditions during the three-year project period. In addition, the
CCl is testing innovative ways to align reimbursement with desired
outcomes. All major insurers in the Commonwealth are participating
in the CCl, including the Medical Assistance program.

The RAND Corporation is conducting a formal evaluation of the
initiative. Though it is too early to obtain these results, first-year
outcomes show promising improvements in clinical measures of
disease management as well as cost reductions.

HOME CARE AGENCY STANDARDS

An essential component of providing high-quality in-home services to older
Pennsylvanians with functional impairments is ensuring that these hands-on
services meet minimum standards. In December 2009, the Rendell adminis-
tration published regulations making licensing of state homecare agencies
and registries mandatory. Legislation requiring the licensure of homecare
agencies (Act 69) was passed by the Pennsylvania General Assembly and
signed by Governor Rendell in 2006. The regulations create industry stan-
dards of care and requirements for staff competency and training, including
criminal background checks.




USE OF TECHNOLOGY
Nursing graduate students from the University of Pennsylvania educated
the Commission on uses of telemedicine and study findings on the value
of using telehealth compared to traditional home health."”” Telehealth has
many benefits including: increased access to services; convenience; real-time
monitoring of conditions; and reductions in isolation in home-bound older
adults, hospitalization and readmissions, and costs.

Pennsylvania is a national leader in covering TeleCare in its Aging Waiver
and OPTIONS program.

Coverage of TeleCare in the Office of Long Term Living
Aging Waiver and Options Program

To advance the use of technology-supported services for older adults
with LTSS needs, the Commonwealth added TeleCare as a covered set
of services in the Aging Waiver and the Options program, contingent
on the participant meeting specified eligibility criteria. TeleCare is a
model of service that uses technology with in-home services to help
people with chronic conditions live independently in the community.
TeleCare as defined in the service standards, includes the following
types of services:

@ health status measuring and monitoring—use of wireless tech-
nology or a phone line to establish electronic communication
between the program participant and the provider that collects
critical health condition information (e.g., vital signs);

® activity and sensor monitors—use of sensor-based technology
on a 24/7 hasis to remotely monitor participants’ activities and
home conditions (e.g., falls, meal preparation, room tempera-
ture) and

e medication dispensing and monitoring—use of a remote
monitoring system programmed to dispense medications, track
compliance and notify provider or caregivers of missed doses
or other noncompliance.

NewCourtland, a Philadelphia-area non-profit provider of community services,
affordable housing, nursing homes and programming for older adults, has
installed remote monitoring technology called eNeighbor in the homes of
some of its clients. The eNeighbor system uses sensors to detect unexplained
changes in older adults’ activities and automatically issues alerts to caregivers
and family members based on the information collected.

Finally, as part of its health reform strategy, the Rendell administration
recently announced the launch of the Pennsylvania Health Information
Exchange (PHIX). The aim of PHIX is to establish a secure statewide network
of electronic medical records to improve access to health information
and service delivery and reduce health care costs.”® Through PHIX, the
Commonwealth will leverage federal Health Information Technology grant
funds to develop an electronic health infrastructure.
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AGING IN PLACE COMMUNITIES

A number of “aging in place” communities have emerged in Pennsylvania
including Senior Network at Penn National and the Supportive Elder Women'’s
Network in Philadelphia. The latter, serving mainly low-income African American
women, recently received a grant from the Administration on Aging. There are
NORC:s in the Philadelphia and Pittsburgh areas as well as Franklin County.

WHAT BARRIERS AND SYSTEM CONSTRAINTS

DOES PENNSYLVANIA FACE?

Clearly, as evidenced by waiting lists for programs such as OPTIONS, FCSP
and subsidized housing, and the unmet needs identified in the PSU Age 50+
LTC Survey, the Commonwealth is not meeting older adults’ and caregivers’
current needs for services and supports. Given demographic and economic
trends, this gap could only be expected to get worse. Most of those who
testified at the public meetings cited lack of funding as the root cause of the
inadequacy of the current care and services available to older Pennsylvanians
to help them age in place. Yet, this mindset is limiting in that it does not
encourage consideration of strategies to maximize existing resources and
build on momentum in improving care coordination.

POLICY RECOMMENDATIONS - - -« vveeennneeinnn.
POLICY RECOMMENDATION #4:

Review gaps, barriers, and redundancies in current information systems,
reimbursement, and service delivery as they relate to care coordination
and care transitions across the care continuum and utilize funding initia-
tives under the American Reinvestment and Recovery Act of 2009 and
the Patient Protection and Affordable Care Act of 2010 when available
to fill identified gaps and barriers.

A high-level examination of information exchange, reimbursement method-
ologies, and work flows across programs and services would help identify
strategic areas where improvements could be made. Further, older adults,
for the most part, do not have their health and LTC needs and services
coordinated. This leads to duplication of services, misuse of services,
deficient transitions among care settings, and potential risks to older adults’
health and safety.

POLICY RECOMMENDATION #5:
Maximize use of technology such as telehealth and assistive devices
to improve outreach, care coordination, accessibility, and safety for
older adults living in the community.

As described earlier in this section, use of technology is making significant
improvements in older aduits’ ability to remain in their homes or other
community settings. Yet there are barriers to its use such as state licensure
laws, clinical acceptance and very limited or no insurance coverage. Further,
some rural areas do not have sufficient broadband coverage to support
technologies such as telehealth. We must build on the evidence that
technologies such as telehealth bring real value to our systems of care by
eliminating barriers to the use of technology in current state policies and
programs. State agencies should examine where barriers exist and make
changes where they have authority to do so.
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Section 6
Improving Wellness

Commission’s long-view resolution for 2025: Promote a “culture of
wellness” in Pennsylvania that emphasizes healthy choices and behaviors
starting eatly in life and continuing lifelong, thus preventing many costly
and debilitating health conditions from occurring in the first place.

WHY IS THIS IMPORTANT? (%)
One way the Commonwealth can address the projected growing demand

for health care, LTC, and other supporiive services is to improve the wellness

of its citizenry. This applies to all age groups and will require a cultural shift

which can only be achieved through broad-based involvement, including:
schools, private and public sector workplaces, state and local governments,

places of worship, and local communities. Federal health care reform includes

many provisions aimed at improving Americans’ access to preventive and
wellness services, including grant funding to states.

An estimated 37 percent of non-institutionalized Pennsylvanians age 65 and
older reported having a disability in 2008: 663,513 individuals.™ Another
68,687 older Pennsylvanians reside in nursing facilities,"® 458 reside in
ICFs-MR,™ and 96 reside in the South Mountain Restoration Center (a State
Psychiatric Nursing Facility)."? In total, over 730,000 older Pennsylvanians
are living in the community and in institutions with disabilities. Further,
significant shares of Pennsylvania’s older population report two or more
types of disability: 12 percent of those ages 65 to 74 and 30 percent of
those ages 75 and older.™

Prevalence of disability is even higher among low-income older adults
because health status is positively associated with income. Over 50 percent
of older Pennsylvanians with income below the poverty level report having
a disability." Specific to older adults who are Medicaid-eligible, a recent study
using national diagnostic and pharmacy data found that over 50 percent had
three or more chronic conditions.” The three most prevalent conditions among
aged Medicaid beneficiaries were: cardiovascular (76 percent of the group);
psychiatric (36 percent); and diabetes (26 percent)." Higher prevalence of
disease translates to higher costs. Those who are dually eligible for Medicare
and Medicaid, “dual-eligibles,” represent about 19 percent of all Medicare
beneficiaries, but are much more costly than “non-dual” beneficiaries. Based
on a recent study, combined Medicare and Medicaid spending in 2003 on
dual-eligibles was higher than Medicare spending on non-duals, despite the
fact that there were over four times as many non-duals as dual-eligibles.™
And, Medicaid financed 56 percent of aged dual-eligibles’ care.” As shown
below, in Pennsylvania, duals represent over half of MA spending despite
comprising less than a quarter of the Medcaid population.
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Figure 4. Dual-Eligibles as Percentage of Pennsylvania Medicare and Medicaid Beneficiaries and

Medicaid Spending: 2005
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Source: Kaiser Family Foundation; Statehealthfacts.org

MED!CAL ASSISTANCE SPENDING ON OLDER, DUAL-ELIGIBLE
PENNSYLVANIANS

As noted, the vast majority of the $3 billion in MA spending on dual-eligible
Pennsylvanians age 65 and older goes toward NF care: 83 percent in federal
fiscal year 2008. This share varies significantly by age group within the 65
and older population with a high of 91 percent for those ages 85 and older
(see Figure 5 below). For dual-eligibles ages 45 to 64, the largest share of
Medicaid LTC spending is for care in ICFs-MR (36 percent—not shown), fol-
lowed by NF care (26 percent). This supports a concern the Commonwealth
is well aware of: how to care for people with developmental disabilities who
are aging.

52%

Percentage of Medicaid
expenditures

Figure 5. Nursing Facility and “Other” Services as Share of Total Pennsylvania Medicaid Spending for

Dual-eligibles: Select Age Groups, 2008
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MENTAL HEALTH CONDITIONS AMONG OLDER ADULTS
The prevalence of psychiatric conditions among aged Medicaid beneficiaries
highlights an issue about which there is growing awareness: depression and
other mental health conditions among older adults. Although the prevalence
of experiencing serious psychological distress is lower in the older adult
population compared to the total adult population (4.5 percent compared
to 1.3 percent), suicide rates are higher among older adults and the risk
of depression increases with other illnesses and functional limitations."?
According to the National Institute of Mental Health, depression in older
adults is “widely underrecognized and undertreated .. " and “is not a normal
part of the aging process.”?° Further, a recent study found that older adults
with select chronic conditions and depression had higher overall health care
costs than those who did not have depression.™

As shown in Figure 6, just over half of older Pennsylvanians report being
in excellent or very good mental health and roughly 20 percent report being
in fair or poor mental health.”?? Older Pennsylvanians are twice as likely as
those ages 50 to 64 to report being in fair or poor mental health.

Figure 6. Percentage of Pennsylvanians Who Report Mental Health Status as Either Fair/Poor or
Excellent/Very Good: Select Age Groups, 20042006
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Source: Thomson Reuters analysis of Pennsylvania Medical Expenditure Panel Survey data: pooled 2004 —2006.

Note: The prevalence of rating mental health as fair or poor is twice as high for those ages 65+.

Prevalence of depression is quite high among NF residents and researchers
have found that presence of a mental illness increases the likelihood of nursing
home admissions becoming long stays. Over 51 percent of Pennsylvania
NF facility residents are diagnosed with depression, a national average of
50 percent.” Researchers at Harvard Medical School and Brown University
examined nursing home admissions by state and found that people with
mental iliness comprised 30 percent of new admissions to Pennsylvania
nursing homes and that those admitted with a mental illness were more likely
to become long-stay residents (90 days or longer) than those admitted with
other conditions.™ Of residents with very disabling mental health conditions
such as schizophrenia or bipolar disorder, 45 percent of those newly admit-
ted in 2004 became long-stay residents compared to 24 percent of those
with no mental illness indicated.™s Some factors cited as contributing to the
admission of older adults with mental illness into nursing homes are: Medicaid
payment policy, preadmission screening, mental health infrastructure, and
availability of community-based supports.®®
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ALZHEIMER’S DISEASE AND OTHER DEMENTIAS

According to the Alzheimer’s Association, 13 percent of people ages 65 and
older have Alzheimer’s Disease and it is the seventh [eading cause of death
in the U.S.%7 An estimated 280,000 older Pennsylvanians have Alzheimer’s.'?

Alzheimer’s disease is the most common type of dementia, accounting
for 60 to 80 percent of cases. Dementia is defined as “the loss or decline
in memory and other cognitive abilities. It is caused by various diseases
and conditions that result in damaged brain cells. . . In order to be classified
as dementia, the decline in cognitive abilities must be severe enough to
interfere with daily life.”*2¢ Although development of Alzheimer’s and other
dementias is not a normal part of aging, the prevalence of these conditions
and risks of acquiring them increase with age.

Prevalence of Alzheimer’s disease varies by race and ethnicity, years
of education, Medicaid status and institutional status. A report by the
Alzheimer's Association found that Older African Americans and Hispanics
are significantly more likely than older Whites to have the disease: African
Americans almost twice as likely as Whites and Hispanics about one and
a half times more likely. People with fewer years of education are more
likely to get Alzheimer’s and other dementias. Prevalence also varies by
Medicaid status, with dually-eligible Medicare beneficiaries being more
than twice as likely to have Alzheimer’s and other dementias compared to
“non-dual” Medicare beneficiaries: 16 percent of “duals” have Alzheimer’s/
other dementias compared to seven percent of “non-duals”.®° Eighteen
percent of Pennsylvania’s NF population has Alzheimer’s disease and 41
percent have other dementias.™

As expected, older adults with these conditions have significantly higher
health and LTC costs compared to those who do not. Older adults with
Alzheimer’s and other dementias have total health and LTC spending that
is three times higher than average spending on these services for people
who do not have these conditions.”? An analysis based on 2004 data found
the average annual health and LTC payments from all sources per Medicare
beneficiary with Alzheimer's/dementia was $33,007 compared to $10,603 for
those without the conditions. Out-of-pocket per-capita costs in 2004 were
29 percent higher for people with Alzheimer’'s/dementia compared to those
without the conditions. And, of particular interest to states, Medicaid per-capita
costs were over nine times higher for older adults with Alzheimer’s/dementia
compared to other older Medicare beneficiaries ($6,605 compared to $718).

Unpaid caregivers of people with Alzheimer’s and other dementias provide
more hours of help and report higher levels of physical strain and emotional
stress compared to caregivers of older people with other conditions.” There
are an estimated 484,404 unpaid caregivers of persons with Alzheimer’s
and dementia in Pennsylvania. These individuals provide over 552 million
hours of unpaid care at an economic value of $6.3 billion.

Obesity is arguably the biggest public health challenge facing Pennsylvania,
as it is for all states. Over the past 30 years, national adult obesity rates have
doubled and childhood obesity rates have more than tripled.”™* As described
by the Centers for Disease Control and Prevention: “American society has
become ‘obesogenic, characterized by environments that promote increased
food intake, nonhealthful foods, and physical inactivity.”=%




Overall, 27 percent of Pennsylvanian adults are obese and 63 percent
are overweight or obese.”® As shown in Figure 10 below, over two-thirds of
Pennsylvanians ages 45 to 54 and three-quarters of those ages 55 to 64
were either overweight or obese in 2009.%7 Nearly one-third of people in
each of those age groups were obese in 2009. While the prevalence of
being obese is lower among older Pennsylvanians compared to younger
age groups, the prevalence of being overweight is similar. Relative to other
states, Pennsylvania’s prevalence of obesity among adults of ali ages is
higher than average, ranking 22nd in the country.™® Being overweight or
obese increases the risk of developing numerous serious health conditions
such as heart disease, type 2 diabetes, certain types of cancer, breathing
problems, arthritis, depression, and many others.”® And obesity has also
been found to increase the risk of developing Alzheimer’s disease."®

Higher prevalence of disease among obese people translates to higher
medical costs, much of which is publicly financed." A 2009 study found that
obesity was associated with $147 billion in direct health care costs in 2008,
roughly seven percent of total health expenditures on health services and
supplies that year.? An earlier version of the study (based on 2003 data) had
found another $64 billion in indirect costs such as costs to employers from
absenteeism and disability.*® A recent study based on research by Kenneth
E. Thorpe of Emory University estimated national and state-level health care
costs associated with obesity.* in Pennsylvania, “obesity-attributable” health
care spending in 2008 was estimated to fall between $3.1and $4.2 billion. By
2018, if current trends continue, this amount is projected to fall between $8.7
and $18.4 billion. On a per-capita basis, the estimate for obesity-attributable
health care spending for adult Pennsylvanians was $393 in 2008, with a
projected increase to $1,455 by 2018."%

The shares of children and teens who are overweight has skyrocketed,
with associated increased prevalence of health conditions such as diabe-
tes. According to National Health and Nutrition Examination Survey data,
prevalence of obesity in children has increased dramatically between the
1976 —1980 survey and the 2003 -2006 survey:

@ from 5 percent to 12.4 percent for children ages two to five,
@ from 6.5 percent to 17 percent for children ages six to 11; and
e from 5 percent to 17.6 percent for children ages 12 to 19."4®

As noted above, obesity is linked to many health problems. Obese children
are at higher risk for cardiovascular disease and diabetes and are at greater
risk of becoming obese as adults.” The increase in type 2 diabetes among
children is mainly driven by obesity, and has become a “new epidemic”
among American children.”® Nearly 30 percent of Pennsylvanian children
ages 10 to 17 are overweight or obese, ranking 32nd in the country.® The
first lady, Michelle Obama, has made childhood obesity her chief cause.

A concern looking ahead to 2025 is that people in the baby boom age
cohorts have a high prevalence of disability. According to the Behavioral
Risk Factor Surveillance System (BRFSS), 21 percent of those ages 45 to
54 and 24 percent of Pennsylvanians ages 55 to 64 reported being limited
in activities because of physical, mental, or emotional problems (only three
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percentage points lower than Pennsylvanians ages 65 and older reported).s°
National data show that over 72 percent of community-dwelling people age
50 and older have one or more chronic conditions (compared to 88 percent
for those ages 65 to 74, 92 percent for those ages 75 to 84 and 93 percent
for those ages 85 and older).™

The following charts show prevalence of select medical conditions and
health risks for older adults and boomers (defined as those ages 45 to 64
in the charts based on BRFSS data and those ages 50 to 64 in the charts
based on Medical Expenditure Panel Survey data).

Figure 7. Prevalence of Disability and Fair/Poor Health Status for Pennsylvanians:

Select Age Groups, 2009
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Source: Behavioral Risk Factor Surveillance Study, 2009 (self reports).

Figure 8. Prevalence of High Cholesterol and Cardiovascular Disease Among Pennsylvanians:

Select Age Groups, 2009
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Source: Behavioral Risk Factor Surveillance Study, 2009 (self reports).

Note: Over half of the “older Boomer” cohort has high cholesterol.



Figure 9. Prevalence of Arthritis and High Blood Pressure Among Pennsylvanians: l
Select Age Groups, 2009
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Figure 10. Prevalence of Being Overweight or Obese Among Pennsylvanians: Select Age Groups, 2009 s
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Source: Behavioral Risk Factor Surveillance Study, 2009 {self reports).

Note: People in the “Boomer” age groups have higher prevalence of obesity than those age 65+.
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Figure 11. Prevalence of Diabetes Among Pennsylvanians: Select Age Groups, 2009
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Source: Behavioral Risk Factor Surveillance Study, 2009 {self reports).

Figure 12. Percentage of Pennsylvanians with Cognitive, IADL, and ADL Limitations:

Select Age Groups, 2004 —2006
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Source: Thomson Reuters analysis of Pennsylvania Medical Expenditure Panel Survey data: pocled 2004 - 2006.

RACIAL AND ETHNIC HEALTH DISPARITIES

Racial and ethnic health care disparities at the national level have been
well-documented.’s? The Pennsylvania Department of Health publishes
seven reports on racial and ethnic disparities by topic on its Web site.? In
Pennsylvania, Blacks/African Americans have lower (worse) health status
compared to Whites on many key measures: infant mortality; late initiation
of or no prenatal care; annual AIDS case rate; prevalence of obesity and
those reporting fair or poor health; and mortality rates related to diabetes,
heart disease, cancer and stroke.™s* Hispanics also have lower health
status compared to Whites on some of these measures (infant mortality,
late initiation of or no prenatal care, annual AIDS case rate, and obesity),
but score higher than Whites on several measures (e.g. the mortality rates
noted above). Asians/Pacific Islanders tended to have lower mortality rates




for the diseases mentioned above and lower health risk factors compared
to Whites. On measures where data for American Indians/Alaskan Natives
were available, this group tended to have higher health risk factors compared
to Whites. All racial and ethnic minorities in Pennsylvania have higher rates
of being uninsured compared to Whites.

TRENDS IN DISABILITY RATES

There is much debate in the research literature about whether disability
rates in older adults will decline, stay the same, or increase in the future.™s
There are trends which support declining disability rates (such as medical
advances and increasing levels of education among older adults} and those
that support increasing disability rates (such as growing prevalence of
obesity, lack of exercise, and dementia). Regardless of the trend, given the
expected growth of the overall older population, especially among those
85 and older, there will be larger numbers of people who require supports
and services due to disabling chronic conditions and functional impairment.

WHAT IS PENNSYLVANIA DOING NOW?

The Commonwealth is undertaking several major initiatives to address
the wellness of its population and management of chronic conditions. In
addition to the State Health Improvement Plan, and Healthy People 2010,
Governor Rendell has made health care a priority through his administration’s
Prescription for Pennsylvania strategies. In fact, Governor Rendell recently
received the 2010 Health Quality Award from the National Committee for
Quality Assurance for his health reform efforts.’® Some major accomplish-
ments are: legislation requiring the tracking of healthcare associated
acquired infections; the Chronic Care Initiative {described in Section B5);
expansion of coverage for children under the State’s Children’s Health
Insurance Program; expansion of coverage for adult children up to age 30
under their parents’ employer-based health plans; and, the launch of the
Pennsylvania Health Information Exchange to improve statewide access to
electronic health record information. In addition to these, the Pennsylvania
Department of Health (DOH) and other state agencies have implemented
numerous wellness, physical activity, and nutrition programs aimed at vari-
ous age groups and populations. Other entities sponsor these activities as
well such as hospitals and health care systems, faith-based organizations,
YMCAs, local community centers, and independent living centers. Some of
these programs are described below.

Based on the Commission’s analysis of Medical Expenditure Panel
Survey data specific to Pennsylvania for the years 2004 to 2006, older
Pennsylvanians appear to have very good access to health care, dental care,
and prescription drugs. Over 90 percent of this age group reported having
a usual source of care and less than one percent reported being unable to
get necessary medical care. Less than one percent reported being unable
o get necessary dental care and slightly over one percent reported being
unable to get necessary prescription drugs. When we compared access to
prescription drugs in the pre- and post-implementation periods for Medicare
Part D, we found a reduction in older Pennsylvanians reporting an inability
to get necessary prescription drugs from 1.9 percent in the 2004 -2005
period to 0.4 percent in 2006. See Technical Notes and Table 4 for details
on this analysis.
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PROGRAMS FOR OLDER PENNSYLVANIANS

Older Pennsylvanians can avail themselves of many wellness and physical
activity programs. AAAs offer PrimeTime Health and Healthy Steps in Motion
exercise programs at senior centers and other settings. PrimeTime Health
programs include a wide array of activities including chronic condition
management, nutrition, injury prevention, and exercise classes (though
Healthy Steps in Motion classes have replaced PrimeTime Health exercise
classes in most counties). in SFY 08— 09, there were over 366,000 PrimeTime
events in the Commonwealth with participation of 2.3 million older adults
(duplicated count). In SFY 08—09, nearly 7,400 older adults participated in
Healthy Steps for Older Adults programs (unduplicated count). Further, senior
centers provide opportunities for older adults to socialize which is critical to
reducing isolation and associated depression. The Department of Aging'’s
2008 —2012 State Plan on Aging outlines a number of strategies designed
to promote the health and wellness of older adults with accompanying
performance measures and target dates.™ AAAs do not report having waiting
lists for the fitness and health promotion activities they sponsor.=® However,
older adults may lack knowledge about the options available.

Older adults who are enrolled in certain health plans can also participate
in the SilverSneakers® program, a blend of physical activity, healthy lifestyle
and social programming.’s® The program is offered by a number of Medicare
Advantage and Medigap plans in Pennsylvania. Bravo Health, Geisinger Health
Plan, Highmark, and Independence Blue Cross all offer SilverSneakers® in
some of their products. Older adults who are not enrolled in these products
can also participate in SilverSneakers® by purchasing a membership at a
participating fitness center. YMCAs are also good low-cost sources for fitness
programming geared toward older adults.®®

The Commonwealth is undertaking some promising programs to better
serve older adults with mental iliness, including enhancement of community
supports. The Pennsylvania Office of Mental Health and Substance Abuse
Services (OMHSAS) added an older adult behavioral health advisory com-
mittee as part of its Mental Health Planning Council. This committee, in
partnership with the Office of Long Term Living and OMHSAS, implemented a
Share the Care Initiative which trains county behavioral health professionals
and county area agency on aging staff in cross-systems collaboration (e.g.,
aging, behavioral health, and medical services) and case review.® Fifty-three
counties have participated in Share the Care trainings.”? In Delaware County,
the Gateway Program {Giving Assessment, Treatment and Empowerment in
the Aging Years) identifies and assists older adults with behavioral health
issues, linking them with community-based services and monitoring their
progress.’™ For example, the program has placed geripsychiatric nurses in
senior housing. Behavioral Health Connection is a collaboration between the
Pennsylvania Department of Aging APPRISE program and the Pennsylvania
Behavioral Health and Aging Coalition which enhances the APPRISE program’s
ability to assist consumers with behavioral health issues.”*

PROGRAMS FOR CHILDREN AND TEENS

Pennsylvania is at the forefront of implementing nutrition and physical activity
programs for children and teens.”s In fact, the Childhood Obesity Action
Network gave Pennsylvania an “A” on its childhood obesity report card based
on factors such as obesity-related state initiatives, school standards, and
policy options.*®® The Commonwealth was funded by the Centers for Disease
Control and Prevention to develop a State Nutrition and Physical Activity




Program to Prevent Obesity and Related Chronic Conditions in 2001. These
funds were used to support staff positions, convene stakeholders to develop
the Pennsylvania Nutrition and Physical Activity Plan, and to implement
statewide policy and environmental changes in schools and communi-
ties."” However, Pennsylvania was not awarded CDC funding in the 2008
contract cycle and the lack of funding has weakened the Commonwealth's
programs.”® In the spring of 2009, the Department of Health launched the
Active Schools Grant program which provided $5,000 grants to 40 middle
schools throughout the Commonwealth to achieve physical activity targets.

The Department of Health (DOH) created a Division of Nutrition and
Physical Activity in 2006 to recognize the importance of these factors.
Despite this commitment, the Commonwealth currently provides no state
funding for nutrition and physical activity initiatives.’®® The programs which
are in place are funded by federal grants and other sources.

The Fresh Food Financing Initiative (FFFI) is a model program which aims to
increase the number of supermarkets or other grocery stores in underserved
communities through grant and loan programs. The program started in
Philadelphia with $30 million in funds appropriated by the Pennsylvania
Legislature and an additional $90 million leveraged by The Reinvestment
Fund. Managed through a partnership of The Food Trust, The Reinvestment
Fund and the Greater Philadelphia Urban Affairs Coalition, the FFFI has
committed $57.9 million in grants and loans to 74 supermarket projects in
27 Pennsylvania counties, ranging in size from 900 to 69,000 square feet.
In total, these projects are expected to create or retain 4,854 jobs and more
than 1.5 million square feet of food retail. The FFFI has received considerable
recognition nationally, including a provision in President Obama’s FY 2011
budget which provides over $400 million for a national campaign.’®

An increasing number of employers in the United States are offering wellness
programs and research has shown that these programs produce a good
return on investment. MetLife’s recent Study of Employee Benefit Trends
found the percentage of employers offering wellness programs, on average,
increased from 27 percent in 2005 to 33 percent in 2008.” There is large
variation in the percentage of employers offering wellness programs by
size of employer: 61 percent of large companies (over 10,000 employees)
offer such programs compared to 13 percent of small companies (under 50
employees). According to health and productivity researcher Ron Goetzel
of Thomson Reuters and Emory University, employers can expect to get a
return on investment of about $3 for every $1 invested in health promotion
programs.”? However, it may take a few years for them to realize these
savings. Federal health care reform includes some grant funding for worksite
wellness programs.

Several companies in Pennsylvania have been acknowledged for their
worksite wellness programs. Highmark Inc., the State’s largest insurer with
11,000 employees, was recognized as one of “America’s Healthiest Companies”
when it received a “gold-level” 2009 Well Workplace Award by the Wellness
Councils of America for its comprehensive wellness program.” Highmark
conducted a robust scientific study of its program which found a $1.65
return on investment over a four-year period.” Three other Pennsylvania
companies received the award in 2009 out of a total of 95 companies (up
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from one in 2008 and none in 2007). And, employees at Berk-Tec, a small
manufacturing company in Lancaster County, learned self-care techniques
and lowered their own health care costs by nearly 18 percent and their
company’s by over 24 percent in one year.”s

In 2005, the Pennsylvania Employees Benefit Trust Fund implemented
the Get Healthy program for state employees and their spouses or domestic
partners to encourage health improvements. As of July 2009, enrollees and
covered spouses who complete a Get Healthy Health Assessment will save
half of the employee share of their health insurance premiums through a
health care contribution waiver.7¢ In addition to the Get Healthy program,
the DOH has a worksite wellness program for employees working in the
Health & Welfare building which features activities such as lunch and learn
programs, fitness seminars and walks, and information on how to access
wellness and disease management programs.

WHAT BARRIERS AND SYSTEM CONSTRAINTS

DOES PENNSYLVANIA FACE?

In addition to the constraints of limited funding, the Commonwealth’s progress
in the area of wellness may be hampered by a lack of coordination at the
state level.

POLICY RECOMMENDATIONS --
POLICY RECOMMENDATION #6:

Develop a cross-agency collaborative approach to promote better
nutritional choices and physical activity in schools, workplaces, and
senior centers.

POLICY RECOMMENDATION #7:
Develop statewide strategies to promote a greater emphasis on wellness
principles into business practices.

While there are many excellent programs and initiatives, some of which are
described above, Pennsylvania does not have an overarching strategy to
promote a “culture of wellness” which would transcend population differences
and leverage public-private synergies. The Prescription for Pennsylvania, its
achievements notwithstanding, focuses mainly on the health care system
and containing costs.

POLICY RECOMMENDATION #8:
Examine the feasibility of defining and requiring a minimum level of
wellness coverage and chronic care management (including self care
management) for all health insurance providers conducting business in
the Commonweaith. The feasibility review shall include an assessment
of the Commonwealth’s legal authority to implement this requirement.

Another way to increase the use of wellness services is to require health
insurance carriers selling policies in Pennsylvania to cover a minimum set of
such services. Currently, the Pennsylvania Department of Insurance requires
carriers to cover a number of preventive services (such as mammograms),
but does not require coverage for wellness services with the exception of
diabetes education.™ Notably, federal health care reform requires Medicare and
health plans to cover preventive services rated A or B by the U.S. Preventive
Services Task Force, and to eliminate copayments for these services.
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Section 7.
Workforce/Caregivers

Commission’s Long-view Resolution for 2025: The professional and
direct care workforce, and informal caregivers, must be prepared to care
for older adults and of sufficient capacity to meet their needs.

WHY IS THIS IMPORTANT? ¥
A larger health care workforce is needed to care for a population that is
increasingly aged and chronically ill. Unfortunately, this heightened demand

is coinciding with the aging of the health care workforce: the overall decline

of workers in the 18 —30 age range further increases concerns about the

ability to attract enough workers to health care.””®

¥
National shortages of health care workers are expected to grow, which
will continue to impact Pennsylvania. The Association of American Medical
Colleges estimates that, by 2025, there will be a national shortage of physi-
cians ranging from 124,400 to 159,300.7 In Pennsylvania, the number of
physician and surgeon openings is expected to increase 13 percent, with
950 average annual openings between 2006 and 2016.%®° A shortage of
approximately 260,000 registered nurses (RNs) is expected, more than twice
the size of any shortage experienced since the 1960s.® In Pennsylvania,
between 2006 and 2016, RN openings are expected to increase 20 percent,
with average annual openings of 4,800.%2

By 2014, roughly 24,600 additional direct care workers will be needed, a
rate of growth that is nearly three times larger than the state average for all
occupations.’® This is supported by findings from national data that indicate
home health aide jobs in Pennsylvania are expected to increase 40 percent
between 2006 and 2016, with 2,300 average annual openings.’® Positions
for nurse aides, orderlies, and attendants are expected to increase 14 percent
during the same timeframe, with 1,850 average annual openings.™s

On the positive side, despite difficult economic conditions, health care
employment continues to add jobs at a time when many other sectors are
cutting workers. In October 2009, 29,000 health care jobs were added
nationally.® The Bureau of Labor Statistics reports that the health care industry
has added 597,000 positions since the start of the economic downturn.™®

Despite this strong employment outlook, health care workers who are
needed most are facing some of the most significant disincentives within the
system. Few doctors and nurses are acquiring specialty training in geriatrics.
By specializing in geriatrics, physicians lose about $7,000 income annually
when compared to general internists.®® Among RNs, less than one percent
are certified in geriatrics, and only one-third of BA programs even require
geriatric exposure. The situation is similar for physician assistants, with less
than one percent specializing in geriatrics and no aging-specific advanced
training programs offered.
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The problems the direct care workforce faces have been well-documented.
They provide the most hands-on care to patients and are entrusted to provide
quality care, yet are often paid wages comparable to those of fast food & 8
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workers. This devaluation is reflected in turnover rates. Nationally, nurse
aide turnover is around 71 percent. Forty to 60 percent of home health aides
leave within the first year and 80 to 90 percent are gone within two years.
Turnover costs are estimated to cost employers roughly $4.1 billion annually.

As noted in the Commission’s interim report, demographics for informal
caregivers, who provide most LTC, are changing as well. The Congressional
Budget Office estimates that private funding sources comprise 60 percent
of LTC spending for people age 65 and older, with informal care being the
largest portion (36 percent).”® Nationally, up to 75 percent of caregivers are
female, with the majority being 35— 64 years old.”° Informal caregivers are
increasingly likely to be juggling care for a loved one with a full- or part-time
paying job and their own personal and family care needs. As a result, the
aging of the baby boom generation is expected to coincide with a decline
in the number of people available for caregiving.

WHAT IS PENNSYLVANIA DOING NOW? = -« cccvereee e

STATE GOVERNMENT WORKFORCE EFFORTS

Governor Rendell’'s administration has taken several important steps to boost
the healthcare workforce in the Commonwealth. In 2008, the Governor
signed three bills into law that expanded scopes of practice for physician
assistants, physical therapy assistants, and respiratory care therapists.” In
addition, the Governor established the Pennsylvania Center for Health Careers
(PCHC) as weli as the Health Careers Leadership Council (the latter being a
Workforce Investment Board initiative).? For the past few years, the PCHC
has held annual Best Practices conferences which provide opportunities
to learn about the latest successes in such areas as training and retention
of healthcare workers.™? In addition, the PCHC issued a 2006 report with
strategies aimed at boosting retention, among them: enhanced training for
new workers to help them adjust more quickly, ongoing education of staff to
promote career development and advancement, and providing information
to employers about retention research and best practices.™*

Some state legislators have also become more attuned to the role of
healthcare workers and the challenges in their day-to-day jobs. In 2009,
a handful of legislators participated in the “Come Care with Me” program,
sponsored by the Paraprofessional Healthcare Institute.”® During this
program, legislators followed direct-care workers to get a first-hand view
of their duties and to hear about their struggles to make ends meet."® As
Representative Dan Frankel commented, “It’s ironic that health care benefits
have never been part of the compensation package for direct-care workers
who provide much-needed health services.”®?

PRIVATE PROVIDERS’ WORKFORCE EFFORTS

Private providers have also been acknowledged for innovative efforts to
improve recruitment and retention. In 2003, Gettysburg Hospital partnered
with a local community college to offer a nursing program in the area, thus
expanding access to a nursing education and working to ensure a supply of
nurses for the area.”®® HealthSouth Rehabilitation Hospital in Altoona invested
in retaining its staff. In 2005, as a response to surveys of various health care
employees, HealthSouth improved how it trains workers in various specialty
practice areas, eliminated contract labor, developed a career advancement
program, and placed workers in patient programs they asked to work in."9




Furthermore, HealthSouth strengthened its ties with local colleges to increase
clinical rotation placement sites and create a pipeline of workers.>*°

WHAT BARRIERS AND SYSTEM CONSTRAINTS

DOES PENNSYLVANIA FACE?

Clearly, the Commonwealth’s financial situation poses significant challenges
to investing in future healthcare workforce needs. Yet, given the all-but-certain
increased future demand for health and LTC services and the workforce and
caregiver trends discussed above, the question becomes how the state
can afford not to be proactive in furthering efforts to boost its healthcare
workforce and support caregivers. These challenges are not unique to the
Commonwealth, as recognized in the PPACA which includes many provisions
aimed at strengthening the healthcare and direct care workforce.

POLICY RECOMMENDATIONS

Assess the feasibility of providing access to basic health coverage to
direct care workers through public and private low-cost programs to
enhance recruitment and retention.

It is particularly difficult to hire and retain direct care workers due to poor
pay and, often, lack of benefits. Pennsylvania direct care workers average
about $10.50 an hour, making it difficult to afford health insurance. Roughly
40 percent of Pennsylvania direct care workers do not have health insurance
and less than a third of LTC employers in Pennsylvania contribute to family
coverage for their employees.?® Consequently, it is estimated that 30-35
percent of direct care workers in Pennsylvania subsidize their income with
some form of public assistance.2*? Finally, given the fact that many direct
care workers have health problems of their own and a high rate of on-the-job
injuries, they are often classified as high risk by insurance companies, further
adding to the difficulty in obtaining health insurance.??

One possibility for providing health insurance to more direct care workers
is to work with the insurance industry, in a joint effort, to develop an afford-
able, limited benefit package that can be purchased by adults ages 19—-65.
The benefit package could include preventive care, physician services, and
emergency care. While options for subsidized and low-cost health insurance
will expand greatly under health care reform, these provisions will not be
completely implemented until 2014.

Promote employer initiatives to support elder care such as offering
flexible work schedules and elder care information and referral services
through a statewide campaign educating employers on the economic
and other impacts of caregiving on businesses.

In 2007, an estimated 1.4 to 2.1 million informat caregivers in Pennsylvania
provided care to loved ones at an economic value of $15.6 billion.*°* For
people age 85 and older {the fastest growing segment of the population),
80 percent of their care is provided by friends and family.>°® For caregivers
who are also employed, trying to balance the responsibilities of work and
personal life can be extremely challenging.
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Increasingly, employers are feeling the effects of employees who also
serve as caregivers. Employees caring for an older loved one are more likely
to report health problems such as depression and heart disease, resulting
in additional health care costs of $13.4 billion, on average, each year.2°®
The MetLife Mature Market Institute in 2006 estimated that, based on such
factors as absenteeism and workday interruptions, employers incurred $33.6
billion in costs for full-time employed caregivers.2®” However, the single
most costly expense was replacing employees altogether ($6.6 billion).>*®
Thus, employers are increasingly recognizing that it benefits their bottom
line to provide services and supports for employees who are caregivers.
As MetlLife notes, “[Cloordination of eldercare services and wellness initia-
tives may open new avenues of innovation to benefit both employees and
employers. Employers can provide support to their employees and, at the
same time, reduce their health care costs by anticipating and responding
to the challenges of eldercare.”?*®

Currently, it is estimated that about 33 percent of large employers have
eldercare programs of some sort in place for their employees.?™ The Bon
Secours Richmond Health System offers a program in which it provides a 50
percent subsidy to its CNAs, LPNs, and RNs for elder care.®" Furthermore,
employees can receive home health care assistance for dependents up to
ten days per year.?? Likewise, General Mills, in order to retain crucial talent
and strike a better work-life balance, began funding an Employee Assistance
Program (EAP) over twenty years ago.?® Through EAP, employees receive
confidential support to access elder care providers, obtain customized
referrals for senior housing and service options, and receive support in
coping with aging loved ones.***

Numerous options for better eldercare practices exist. The Equal
Opportunity Commission (EEOC) has issued best practices guidelines for
employers regarding employees as caregivers. Along with suggestions of
flexible work hours, telecommuting, and part-time or job share arrangements,
the EEOC also suggests: incentives for managers to ensure employees
know about work-life balance options, making certain that open positions
are publicized to all eligible employees regardless of caregiving duties,
removing any barriers for caregivers seeking to re-enter the workforce, and
making required overtime as family-friendly as possible (i.e., advance notice
and adjusted start or end times, if possible).'

POLICY RECOMMENDATION #11:
Leveraging new federal funding, develop and implement curricula for
health care professionals and direct care workers in gerontology, chronic
care management, long-term care, and senior and family-centered
interdisciplinary care to maintain a quality care workforce,

The Commonwealth’s ability to provide effective and high-quality care to
older adults is constrained by widespread lack of geriatric training. In April
2008, the Institute of Medicine (loM) issued recommendations to prepare
for the anticipated health care needs of aging Americans. Key among them
were enhancing geriatric competence and increasing recruitment and
retention of geriatric specialists.?® As stated earlier, few health care workers
(professional and paraprofessional) receive geriatric training, even though
many of them will almost surely come into contact with older adults at some
time in their careers. The loM recommended that licensure and certification
of health care professionals be contingent on demonstrating competence




in caring for older adults.*7 For paraprofessionals who have extensive
day-to-day contact in caring for older adults, the 1oM recommends more
stringent federal and state requirements for training.*® Even for caregivers,
the loM recommends that more local training opportunities be available so
they are better equipped to help meet complex health needs.**® To boost
recruitment and retention, the oM recommends pay increases to health
care workers obtaining geriatric specialty training, as well as loan forgive-
ness and scholarship opportunities for workers pursuing such training.??°
Additional recommendations include financial incentives to faculty trained
in geriatrics and more relationship building and mentoring for direct care
workers.??' The need for expanded opportunities for training in geriatrics
was recognized in the PPACA which earmarked nearly $11 million in funds
for geriatric training and education and another $10 million for advanced
training for direct care workers.

In rural Minnesota, an innovative model has revamped traditional views
on training health care workers. Like many nursing facilities, Good Shepherd
Lutheran Home in Sauk Rapids had great difficulty finding LPNs and was also
losing nursing assistants who saw no opportunities for career progression.
Good Shepherd partnered with a local technical college in 2001 to create the
Long-Term Care Connection, a customized LPN curriculum operating at Good
Shepherd with faculty from the technical college training CNAs who work at
facilities in the area.?®? The benefits of such a model are many: first, CNAs
are able to “learn while they earn.” Also, nursing assistants “become loyal
employees who provide great care for our residents. Everybody benefits.”**3
Good Shepherd's president and CEO, Bruce Glanzer, believes that tailoring
the curriculum to LTC was also instrumental to the program’s success.??*
He notes that many health care workers try to work in acute care settings
because that is what they are best trained for by traditional curricula.?*s By
creating a curriculum that concentrates more on LTC, workers feel more
confident and capable of working in LTC settings.

Another evolving mindset is the need for person-centered principles when
providing LTC. The Southwest Pennsylvania Partnership for Aging convened
a workgroup and identified nine core elements.?*® First and foremost, the
person must be at the center of care. The additional elements that should
exist for places where seniors receive LTC are:

® Balancing risk while promoting independence;

@ Quality of life and quality of care;

@ Easy to understand and access;

@ Coordinated with smooth transitions between services;

® Prevention, wellness, and early connections to home and
community-based services;

® Viable and well-trained direct care workforce;
® Continuing education and quality improvement and
® Financially feasible model.?*”

It is not only person-centered principles that are gaining acceptance.
Pennsylvania’s LIFE program is driven by the belief that older adults and their
families benefit more when chronic care needs are met in the community
as much as possible. This model puts supports for the individual and the
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family at the center of care. An interdisciplinary team of healthcare workers,
many of whom are nurses trained in geriatrics and home care, coordinates
transportation, rehabilitative services, specialty care (such as dentists and
podiatrists), and other services based on the individual’s needs.?*® At the
University of Pennsylvania’s LIFE program, staff turnover was just 3—9
percent, compared to 30— 50 percent turnover rates in nursing facilities
between 2000 and 2001.2*°

POLICY RECOMMENDATION #12:
Promote cross-training or blended job roles for long-term care workers
to achieve greater efficiencies in service delivery and coordinated career
progression to attract frontline workers to the field.

Federa!l and state training requirements for direct care workers can vary
by population being served and core competencies do not even exist. A
number of states and national groups have offered recommendations to
ensure more consistent training of direct care workers. Many recommend
a comprehensive assessment of the jobs in which they work and the core
competencies that should be required in these positions.?*° Pennsylvania’s
own Direct Care Workforce Workgroup recommended this as well in 2007,
along with supporting career development and offering specialized train-
ing.3' Perhaps no state is further along with these efforts than lowa, which
recommends, among other things, a 3-tiered certification system, with each
tier adding new job duties and education requirements.?*? Other recom-
mendations from lowa include creating a standardized curriculum for direct
care workers and providing endorsements for those who acquire specialty
skills in areas such as dementia care and mental health.?3 At the federal
level, health reform has established a pilot program to test the efficacy of
developing and implementing core competencies for direct care workers.

Another promising endeavor offers uniform training and job advancement
to direct care workers. In 2004, North Central Kansas Technical College
(NCKTC) began a Health Support Specialist (HSS) program. Since that time,
it has become a national Registered Apprenticeship Program overseen by
the U.S. Department of Labor. Under this program, NCKTC has worked with
roughly ten states to implement a new, nationally recognized type of health
care worker for older adults, the Health Support Specialist (HSS). This new
occupation provides pay scale increases as additional certifications are
obtained (in areas such as dementia care) and provides a career ladder
for frontline workers, who can progress to a Universal Worker (trained as a
CNA, a Trained Medication Aide, and has additional certifications, such as
for dementia care).?** The HSS apprenticeship program combines school
training with on-the-job learning, and can enhance mobility of workers who
have met more recognizable training standards.?3s




Section 8.
Conclusion
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As a Commission, we have taken an honest accounting of where we are
in providing care, services, and resources for older Pennsylvanians and
considered what is necessary to ensure we can meet the needs of the
future older adult population. In examining these issues and the available
data, we have proposed what we believe are realistic, “doable” action
steps to move us closer to a sustainable and flexible array of supports and
services for older Pennsylvanians. Given the many promising efforts which
are already in place, we are confident in the Commonwealth’s potential to
make these changes.




Despite Pennsylvania’s tremendous investment, our review has identified
many inadequacies of the current system. In the absence of action, the
direct care workforce and unpaid caregivers will be severely strained in
providing adequate care for older Pennsylvanians with impairments. Lack
of care coordination currently results in unnecessary hospitalizations and
adverse outcomes for our citizens. Given the projected demographic, health
risk, and economic trends discussed, the system is not sustainable in the
long-run. It is imperative that we not be complacent and unfocused under
the pretext that this is a “future” issue which we still have time to address.

Although we must acknowledge and face these challenges, we are encour-
aged by the progress the Commonwealth has already made in addressing
many of the issues we describe. And, we are certain that Pennsylvania can
achieve a more sustainable system of care and services for its older population
with additional strategic interventions. Finally, we cannot underestimate the
assets older adults bring to our society and the potential of the baby boom
and subsequent cohorts of older adults to actively engage in developing
new ways to meet the challenges we describe in this report.



Policy Recommendations and
Lead State Agencies

Theme

Finance

Care
Coordination

Improving
Wellness

@ Recommendation

1

Develop strategies to educate Pennsylvanians about the
need to plan for long-term care needs and increase self-
funding of long-term care through various mechanisms,
such as: improving incentives for purchasing long-term
care insurance and/or participating in the Long-Term Care
Partnership under Act 40.

Provide additional incentives for self-funding of long-term
care through implementation of a social insurance program
modeled on the CLASS Act as enacted either through
federal or state legislation.

Assess the feasibility of developing and implementing an
integrated financing system (Medicare, Medicaid, state
funding) across the care continuum to eliminate care silos
and delay or prevent nursing facility admission through
better care coordination and timely interventions.

Review gaps, bartiers, and redundancies in current infor-
mation systems, reimbursement, and service delivery as
they relate to care coordination and care transitions across
the care continuum and utilize funding initiatives under the
American Reinvestment and Recovery Act of 2009 and the
Patient Protection and Affordable Care Act of 2010 when
available to fill identified gaps and barriers.

Maximize use of technology such as telehealth and
assistive devices to improve outreach, care coordination,
accessibility, and safety for older adults living in the
community.

Develop a cross-agency collaborative approach to promote
better nutritional choices and physical activity in schools,
workplaces, and senior centers.

Develop statewide strategies to promote a greater
emphasis on wellness principles into business practices.

Examine the feasibility of defining and requiring a minimum
level of wellness coverage and chronic care management
{including self care management) for all health insurance
providers conducting business in the Commonwealth.

The feasibility review shall include an assessment of

the Commonwealth’s legal authority to implement this
requirement.

Lead Agencies Other
Agencies
Aging Insurance,

Public Welfare

Aging; Insurance

Aging,
Public Welfare

Public Welfare; Aging N/A

Public Welfare Health, Aging

Health, Education,
Aging, Labor and
Industry

Administration

Insurance
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Theme Recommendation

Workforce/ 9. Assess the feasibility of providing access to basic health
Caregivers coverage to direct care workers through public and private
low-cost programs to enhance recruitment and retention.

10. Promote employer initiatives to support elder care such as
offering flexible work schedules and elder care informa-
tion and referral services through a statewide campaign
educating employers on the economic and other impacts of
caregiving on businesses.

1. Leveraging new federal funding, develop and implement
curricula for health care professionals and direct care work-
ers in gerontology, chronic care management, long-term
care, and senior and family-centered interdisciplinary care
to maintain a quality care workforce.

12. Promote cross-training or blended job roles for long-term
care workers to achieve greater efficiencies in service
delivery and coordinated career progression to attract
frontline workers to the field.

Lead Agencies

Public Welfare

Labor; Industry

Health

Health; Public Welfare;
Aging

Other
Agencies

Health, Labor,
Industry

Aging, Industry,
Chamber of
Business

State

N/A



Technical Notes

PENN STATE UNIVERSITY
ECONOMETRIC MODEL

As part of a Fiscal Impact Study PSU conducted for the
Office of Long Term Living, PSU developed a statistical
model to estimate future Medical Assistance (MA) long
term living expenditures through 2030. The model utilized
the Penn State Data Center’s population projections and
historical cost and utilization data. There are numerous
parameters within the model which can be manipulated
to produce estimates reflecting a variety of scenarios.
These inputs are: nursing home costs (using average
daily rate); projection time period; growth rate of the
MA nursing home population; shares of consumers
using nursing home versus community-based services
waivers; capacity of nursing homes; nursing home bed
turnover rate; number of MA beds per nursing home;
“reconciliation” of consumers once MA beds are filled
(four levels which determine where the model places
the consumer); allocation of people on a waiting list; mix
of types of waivers by AAA service area; mix of waiver
services with types of waivers by AAA service area; and
costs of waiver services.

As noted in the report, the Commission requested a
few simple analyses which would project future MA long
term living expenditures in 2025 based on three assump-
tions about inflation. We further asked PSU to run these
analyses based on two different assumptions about the
mix of consumers by LTC setting {nursing home versus
community-based waivers). One parameter was set at
the current mix (roughly 65 percent of consumers served
in nursing homes and 35 percent served in waivers) and
one at a 50/50 mix.

The PSU model has some significant limitations: it
cannot phase in changes to the mix of consumers by
LTC setting over time; and it cannot limit analyses by
consumer characteristics such as age or acuity. Thus,
the usefulness of the 50/50 mix scenario was undercut
by the model’s constraint which forced the change
from the start of the projection time period (rather than
incrementally increasing the share of people receiving
waiver services over a certain period of time). Further, the
base expenditure data exclude certain LTC expenditures
which are made outside of the claims processing system
and exclude two waivers serving people with intellectual
and developmental disabilities.

ANALYSIS OF MEDICAL EXPENDITURE
PANEL SURVEY (MEPS) DATA

On behalf of the Commission, a State contractor, Thomson
Reuters, submitted a research request to the Agency
of Healthcare Research and Quality (AHRQ) to use
state-specific MEPS data to fill in some gaps in our
knowledge, especially pertaining to functional impair-
ment and adequacy of health care resources. MEPS is
a national longitudinal survey which measures health
care service use and expenditures, and characteristics
of those using health care services including prevalence
of medical conditions and health insurance coverage.
MEPS is limited to the noninstitutional civilian population;
thus nursing home residents are excluded. For states
with large populations, MEPS can produce state-level
estimates. AHRQ approved the research request and
provided Thomson Reuters with three years of data
(2006 —2008) limited to Pennsylvanians age 50 and
older. The main types of information the Commission
analyzed were: access to medical care, dental care, and
prescription drugs (including a comparison for the 65 and
older group of pre- and post-implementation of Medicare
Part D); prevalence of functional impairment (IADL, ADL,
and cognitive); mental health status; insurance coverage;
and out-of-pocket costs. We compared estimates for two
age groups: people ages 50 to 64 and people ages 65
and older. The purpose of including people ages 50 to
64 was to glean some knowledge about the age cohort
that would make up the 65 and older population by 2025,

All data are self-reported by survey respondents.
However, AHRQ makes efforts to validate the health care
service use and expenditures through corresponding
MEPS provider surveys.

For most analyses, we pooled the three survey years
together to increase sample size and yield stronger
estimates. Although MEPS has an overlapping panel
design with survey cohorts spanning two years, each
year’s sample is statistically independent. We used
person-level survey weights designed for use with the
state-specific file.

Table 4 provides the estimates produced by the MEPS
analyses and associated confidence intervals based on
a 95 percent degree of confidence.
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Table 4. Results from Analysis of Pennsylvania Medical Expenditure Panel Survey Data: 2004 -~ 2006

Survey Topic
% male
% female

Average annual income
{$2006)

% need help with ADLs
expected to last at least 3
months

% need help with |1ADLs
expected to last at least
3 months

% with any cognitive
limitations

% reporting mental
health status:

Excellent
Very Good
Good
Fair

Poor

Inapplicable or don’t
know

Total health care
expenditures for year
($2006)

Total out-of-pocket cost
for year ($2006)

Has ever had Medicaid
during the year

% have usual source
of care

% unable to get necessary
medical care

Estimate
48.2%

51.8%

$37.696

0.5%

0.9%

2.4%

31%
30.6%
27.6%

7.4%

2.3%

1.2%

$7,440.52

$1,470.75

10.7%

87.5%

1.7%

Ages 50 to 64
Low
46.1

49.7%

$32,910

0.14%

0.4%

1.5%

27.7%

26%

23.3%
5.6%

1.1%

0.53%

$5.429.38

$933.24

8%

85.9%

0.96%

High
50.3%

53.9%

$42,482

0.84%

1.2%

3.3%

34.3%
35.2%
31.8%

8.8%

3.5%

1.9%

$9,451.66

$2,008.26

13.4%

89.1%

2.4%

Estimate
41.2%

58.8%

$22,502

3%

6%

5.9%

23.9%
29.2%
31.9%

7.3%

2.6%

5%

$8,446.12

$1.462.33

9%

91%

0.33%

Ages 65 and Older
Low
39.7

60.3%

$19,441

1.75%

4.2%

4%

20.6%
25.1%
27.7%

5.6%

1%

3.6%

$7.487.84

$1.373.58

7.7%

89.4%

0.1%

High
427

57.3

$25,563

4.25%

7-8%

7.8%

27.2%

33.3%

36.1%
9%

4.2%

6.4%

$9.404.40

$1,551.08

10.3%

92.6%

0.56%



% unable to get necessary
dental care

% unable to get necessary
prescription medicines
(2004 —2006)

% unable to get necessary
prescription medicines
{2004 -2005)

% unable to get
necessary prescription
medicines (2006—Part D
implemented)

1.9%

2.5%

nfa

nfa

1.1%

1.1%

n/a

n/a

2.7%

3.9%

n/a

n/a

0.84%

1.4%

1.9%

0.4%

Table 4. Results from Analysis of Pennsylvania Medical Expenditure Panel Survey Data: 2004 - 2006

0.5%

0.7%

0.9%

0%

1.1%

2.1%

2.9%

0.83%
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1 _1

1 Secticon 815-A. Time periods.--The assessment authorized in
! 2 this article shall not be imposed prior to July 1, 2003, or
3 after June 30, [2007] 2012.
r} 4 Section & 4. The act is amended by adding an article to <—
5 read:
:j & ARTICLE VIII-D
7 SENIOR CARE AND SERVICES STUDY COMMISSION
" 8 Section 80i-D. Definitions.
9 The following words and phrases when used in this article
0 10 shall have the meanings given to them in this section unless the
11 context clearly indicates otherwise:
" 12 "Commission."™ The Senior Care and Services Study Commission.
13 Section 802-D. Senior Care and Services Study Commission.
. 14 (a) Declaration of policy.--The General Assembly recognizes
15 that the health care needs of Pennsylvania's current and future
i 16 senior population should be assessed.
17 {(b) Establishment.--There is established a Senior Care and
[ 18 Services Study Commission.
19 {c) Purpose.--The purpcse cf the commission shall be all of
— 20 the following:
21 (1) Reviewing the current care and service offerings and
- 22 resources available for Commonwealth residents over the age
i 23 of 65 years.
24 (2) Proiecting future need for the varicus levels of
(- 25 senior care and services through 2025.
26 {3) Evaluating the ability of the current assessment and
r. 27 delivery systems tc meet the projected service needs.
| 28 {4) Projecting the resources necessary to meet the
N 29 projected need and making policy recommendaticns as to how
30 the projected need can best be met considering the resource
B 20070H1367B2087 - 13 -
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1 limitations that may exist at the time the commission

2 completes its work under this article.

3 (d) Composition.--

4 (1) The commission shall consist of all of the following
5 members:

6 (i) The Secretary of the Budget or a designee.

7 {ii) The Secretary of Health or a designee.

Joday joui :uoissiuIi0) APNIS SIS PUD 2107 104U3S DIUDNASULSY

8 (iii) The Secretary or a designee.

9 (iv) The Secretary of Aging or a designee.
10 (v) One member appointed by the President pro
11 tempore of the Senate.
12 (vi) One member appointed by the Minority Leader of
13 the Senate.
14 {(vii} One member appointed by the Speaker of the
15 House of Representatives.
16 (viii) One member appcointed by the Minority Leader
17 of the House of Representatives.
18 (ix) The following members appointed by the
19 Governor:
20 (A} Two Commonwealth residents age 65 or older
21 who use long-term living services.
22 (B) One individual representing non-profit
23 nursing facilities.
24 (C) O©One individual representing for-profit
25 nursing facilities.
26 {D) One individual representing county nursing
27 facilities.

28 (E) One individual representing hospital-based ‘
29 nursing facilities.

30 (F) One individual representing hcme and
20070H1367B2087 - 14 -




1 |

1

1 community-based service providers.

2 (G} One individual representing area agencies on
3 aging.

4 {H) One representative of an organized labor

5 group representing emplovees providing long-term

6 living services.

7 (I) One physician whose practice is focused in

8 long-term care settings.

9 {(J) One individual representing other long-term
10 living stakeholders as may be determined by the
il Governor.
12 (2) Appointments under paragraphs (1) ({v), (vi), (vii),
13 (viii) and (ix) shall be made within 60 days of the effective
14 date of this section.
15 (3) Upon appointment of the last member under paragraph
16 {2), the commission shall transmit notice to the Legislative
17 Reference Bureau for publication in the Pennsylvania Bulletin
18 of the date of the last appointment. The date of the last

19 appointment shall be considered the date of the establishment
20 of the commission.

21 {e) Election of chairperson.--The members of the commission

22 shall elect a chairperson of the commission from among

23 themselves.

24 (f) Terms of menmbers.--

25 {1) The terms of those members who serve by virtue of

26 the public office they hold shall be concurrent with their

27 service in the office from which they derive their

28 nembership.

29 (2) Except as provided in paragraph (1), members shall
30 serve until their successors are appointed, 1f they represent

20070H1367B2087 - 15 -
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23

24

25

26

27

28

29

30

the interest of the membership class for which they were

appointed.

(g) Meetings.--The first meeting of the commission shall be

held within 30 days of establishment of the commission.

Subsequent meetings shall be held at least quarterly but more

freguent meetings may be convened either at the call of the

chairperson or by request of a simple majority of the commission

members.
(h) Initial review.--The commission shall complete the

initial review required under subsection (c) (1) within three

months of its establishment.

(i) Public input sessions.--Within three months of issuing

the findings under subsection (h}, the commigsion shall hold no

fewer than three public input sessions across the Commonwealth

for the purpcse of receiving public comment on current or

proposed programs serving seniors.

() Projections.--The commission shall obtain the

projections under subsection (c)(2) and (4) no later than one

year from its establishment. Nothing in this subsection shall

prohibit the commission, if a majority of the members agree,

from using a Commonwealth procured study initiated prior to the

establishment of the commission to obtain this information.

(k) Final report.--The commission shall publish a final

report as required under subsection (c) (1), (2), (3) and (4) no

later than 18 months following its establishment and shall

submit the report to the Governor and the General Assembly. The

final report of the commission and any information and data

compiled by the commission in accordance with this article shall

be made available on the publicly accessible Internet website

operated by the Department of Aging when the commission submits

20070H1367B2087 - 16 -
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1 its final report to the Governor and the General Assembly.

1 1

(1) Expenses.--The commission is authorized to incur

3 expenses deemed necessary to implement this article.

4 Section 803-D. Expiration.

5 The commigsion shall expire following igsuance of its report

under subseetier—er SECTTON 802-D(K) or three years after the L

7 establishment of the commission, whichever cccurs sooner.

8 Section 4 5. Thies act shall take effect immediately. <—

—1 1 1
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Executive Director
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Appendix C.

Senior Care and Services
Study Commission Notice
of Public Input Meetings

MARK YOUR CALENDARS!
The Senior Care and Services Study Commission was
established pursuant to Pennsylvania Act 16 for the
purpose of reviewing the current care and service op-
tions available for Pennsylvanians 65 years of age and
older. Additionally, the Commission has been tasked
with projecting future needs for the various levels of
senior care through the year 2025. This would include
evaluating the ability of the current assessment and
delivery systems to meet projected future needs.
Public Input Meetings will soon be held throughout
the Commonwealth. Your feedback is needed regarding:

@ Current long-term care, services, and resources
for Pennsylvanians 65 and older

® Long-term care, services, and resources needed
through 2025

Some questions that may facilitate discussion include:

® What have you (or a loved one) experienced
regarding current long-term care, services, and
resources for older Pennsylvanians?

@ What long-term care, services, and resources do
you think will be needed through 20257

WHO SHOULD ATTEND?

Individuals, Service providers, Employers, Community
leaders and Elected officials

WHY ATTEND?

Your comments could help shape the reports and rec-
ommendations made by the Senior Care and Services
Study Commission.

LOCATION DATES AND TIMES

The Oaks Community Room; 200 Rachael Drive, Pleasant
Gap, PA 16823; 9:00 am—12 noon

Lew Davies Community Building; 1034 Park Avenue,
Meadville, PA 16335; 9:00 am—12 noon

Westmoreland County Community College; 145 Pavilion
Lane (Founders Hall), Youngwood, PA 15697; 9:00
am—12:00 hoon

Three Rivers Center for Independent Living; 900 Rebecca
Avenue, Pittsburgh, PA 15221; 5:00 pm —8:00 pm

The Rutherford House; 3300 Parkview Lane, Harrisburg,
PA 17111, 9:00 am—12 noon

The Center in the Park; 5818 Germantown Avenue,
Philadelphia, PA 9:00 am—12 noon

Luzerne County Community College; Educational
Conference Center: Building #10—Auditorium; 1333 S.
Prospect Street, Nanticoke, PA 18634; 9:00 am—12 noon

PLEASE PLAN TO ATTEND A SESSION
We recommend that all please register. If you would like
to comment, please let us know at least two days before
the date of the meeting you are planning to attend—for
scheduling purposes. Please notify us by sending an
email to our email address at RA-LTLCommission@state.
pa.us or by phone at (717) 705-3705. Please provide the
following information upon registration:

® Name
® Address
® Telephone Number

@ The location, date and time of the session you
are attending

@ A full copy of your comments, if available

There will also be time on the agenda for people to speak
who did not pre-register. For those who cannot attend but
still would like to comment we will be accepting comments
through November 14, 2008. Please feel free to submit
your comments via email at: RA-LTL-Commission@state.
pa.us or via US mail at PO BOX 2675, Attn OLTL POLICY
Harrisburg PA 17105.
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Senior Care and Services Study Commission
Office of Long Term Living
Pennsylvania Department of Aging
Pennsylvania Department of Public Welfare

Contact for more information or questions: Robert McNamara, 717-787-8091




