Long Term Care Facilities in Rural Colorado

Meeting Notes
December 2003

One of our tasks here at the Colorado Rural Health Center is to identify, help explain, and attempt to
address rural healthcare issues. We know that our rural nursing homes or long-term care (LTC) facilities
are struggling. We wanted to know why. In December 2003, we held a meeting in Hugo, Colorado and
invited representatives from LTC facilities in the area to participate and teach us about their facilities,
their patients, and the challenging environment in which they work. Representatives from twelve facilities
attended along with a few other guests. This paper describes what they taught us and offers a few
suggestions for beginning to address some of those challenges.

STATEWIDE LONG TERM CARE FACILITIES

There are 240 long-term care facilities in Colorado, offering 20,597 beds. Of those facilities, 62 (26%)
are located in Colorado's 54 rural or non-metropolitan counties and they offer 4434 beds (22%). A few
counties, like Saguache, Costilla, and Dolores have no LTC facilities; Fremont has six.
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MEETING PROCESS

We asked our participants to list general challenges being faced by long-term care facilities. This long
list didn't hold many surprises. At the top of the list were regulatory requirements and oversight,
reimbursement, and lack of resources. We then asked the group to identify which of these issues
presented a particular challenge for LTC facilities located in rural areas. From this list, the group helped
us better define and discuss the key issues. These "meeting notes" are a report of the groups' findings.
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Note: We asked the group if they preferred the term ‘Long-Term Care Facility' or 'Nursing Home." While a few of
the participants said they liked the term 'nursing home' because it was more familiar to the public and had a
'nurturing’ connotation, most said they preferred long-term care facility, so that's what we'll use in this paper.

KEY ISSUES
Requlatory Issues

The State survey process came up time and time again. While participants agreed for the need
to provide high quality care to their patients, many thought the survey process excessive and
punitive at times. The participants requested that the surveyors provide more information and
technical assistance to help facilities strengthen and improve their care, rather than simply writing
up deficiencies and levying fines.

There was discussion about the great variation between oversight of LTC facilities compared to
hospitals and assisted living facilities. (See the attached chart.)

There was agreement that the regulations too often seem to focus on documentation and
paperwork, rather than patient care.

The focus on paperwork means the nurses have less time to spend with patients, resulting in
poorer quality of care and nurses leaving the profession.

There was agreement that the Medicare regulations for LTC facilities are outdated, poorly
organized, and almost-impossible to search. One participant challenged the group to try to find
the regulation covering the temperature of milk.

There was concern and agreement that the new Medicaid web portal system will not work
efficiently in rural facilities that don't have access to high speed Internet.

The lack of resources in many rural areas makes it impossible to comply with some regulatory
regulations and requirements such as ancillary services and staffing. One facility provided the
example that only ‘qualified’ personnel are allowed to push a patient in a wheelchair.

Reimbursement and Funding

The cap on administrative costs is difficult, if not impossible for smaller, low-volume facilities. The
group agreed that rural facility costs almost always exceed the cap.

There was general concern about the Medicaid budget. Rural facilities rely much more heavily on
Medicaid financing than their urban counterparts.

One facility provided the example that they lose almost $40/day/resident for a total of $2,200/day
due to the low Medicaid reimbursement. This is causing them to consider limiting the number of
Medicaid patients they will accept, which many facilities have had to do.

Smaller, rural facilities can have grave difficulty with cash flow. When adjustments are made by
Medicaid - for example the delay of payment last year to move costs to the next fiscal year -
caused serious problems for some facilities.

The general lack of funding and financing for capital improvement is a serious challenge.

Transportation

Many communities lacked public transportation. If it was available, it was often not flexible or
frequent enough to meet all the seniors' needs. Patients often need transportation to see
specialists or therapists. Transportation to social events or 'meet and eats' was also a concern.
Rural seniors are much more isolated than their urban counterparts, which can have a dramatic
impact on their overall health and well-being.

The participants noted they have seen a dramatic decrease in the number of visiting specialists
from urban-based facilities. This can mean much longer trips to the cities for care, and these
costs are not covered by insurance, including Medicare or other insurance.



Lack of Trained Staff

While healthcare workforce shortages have had an impact on all healthcare facilities, rural areas
historically suffer greater challenges in recruiting providers. This is due to many factors including
professional isolation, few providers and their spouses appreciating a rural lifestyle, training
programs being urban-biased, lower salaries (in some rural communities), and limited staffing
resulting in longer hours and multiple duties.

In rural communities, there is a lack of access to mental health and dental health; lack of access to
therapists - Physical Therapy, Occupational Therapy, Speech Therapy; and lack of access to
vision and hearing care. Itis very difficult to serve patients with special needs due to lack of these
basic resources.

Limited staff can make it impossible to provide weekend admissions. An admission can take up to
4 hours of staff time and requires a team of nursing, social workers, and billing staff. Hospitals
need to discharge patients within a certain timeframe, which often ends up being a weekend.
Smaller, low volume facilities can't afford to maintain full staffing on weekends. This creates
problems for both facilities, and certainly the patients and their families.

Additional Issues Discussed

Other necessary community health services being discontinued due to lack of funding - home
health for example.

Physicians and other providers feeling 'disconnected' from peers, professional isolation, makes it
challenging to recruit and retain providers to rural areas.

'Pool nurse' mentality - nursing hired temporarily through placement firms aren't ‘connected' to the
community, the facility, or the patients.

Lack of anonymity - in a small rural community; everyone knows everybody else's business. This
can make HIPAA compliance particularly challenging in a community where patients names,
status, and even visitors and meals were previously found in the local paper.

Physicians can be slow to make decisions because they know the family.

General economic and population decline in several northeastern Colorado communities; young
people leaving for employment.

Higher insurance costs and lack of availability of insurance products - this included not only
healthcare insurance for staff and residents, but also malpractice insurance for providers, and
even D&O insurance for board members and administrators.

Medicaid eligibility related to land ownership can be a more common issue in rural communities.
Preadmission Screening and Resident Review for Mental Health (PASRR) process and paperwork
can be particularly overwhelming for low volume, facilities with limited staffing.

'City folk' setting the rules, conducting the surveys, and interpreting guidelines, but not
understanding rural environments.

And while they had listed 'access to capital' as a general challenge shared by all LTC facilities, the
group added 'access to capitol' - as in our 'State Capitol’, as an added rural challenge.

RECOMMENDATIONS
The group did offer a few requests and recommendations. They also unanimously agreed to work
cooperatively with State and Federal stakeholders willing to address these concerns and challenges:

The Medicare LTC regulations could be better organized and 'searchable’ by topic.

State surveyors could be educated and sensitive to rural settings. (Several volunteered to help
develop a 'rural-sensitivity' training program for new and existing surveyors.)

Consider an adjustment of the administrative cap for rural and/or low-volume facilities. It was
noted that hospitals and primary care facilities both have programs that provide enhanced
Medicaid and Medicare reimbursement in some areas. Why is this not available for LTC facilities?
Improve the process and format of notification of regulatory changes. (more readable; not as
lengthy; less 'bureaucratize")



o Clarify the role of 'feeding assistants' so that facilities can take advantage of this program in
better serving their residents. Rural facilities, with a smaller labor pool, rely on non-certified
staff to assist with feeding residents. While the federal government has approved this
program, states were to develop their own requirements and Colorado has not yet done so.

e Explore the feasibility of developing a ‘rural-experienced' pool of nurses - identification of
nurses and other temporary staff who are experienced with rural settings.

e Could private insurance companies be required/expected to help pay for transportation costs
to necessary specialty care?

e Rural Workforce Council offices could devote more resources toward healthcare workforce
needs.

o Clarify and provide flexibility on use of volunteers - an integral part of rural LTC staffing.

e Change the rule or process, which currently takes four months from date of hire to licensure for
Certified Nurse Aids (CNAS)

o Assess the potential for 'unintended’' consequences in rural areas as new regulations and
processes are developed. For example, monitor the impact of the new Provider Web Portal,
which will be used to submit claims and request authorizations, to make sure it is feasible in
rural communities that might have limited access to equipment and the Internet.

Again, all the participants offered to work with regulators and stakeholders at the State and Federal
level and other partners in seeking solutions to these issues.

WRAP UP

We didn't want to end the meeting focused on problems and challenges, so we asked the participants
what kept them in the LTC field despite the environment. One participant summed up their comments
when she said: "l wanted to give something back to my community. When | returned to my
hometown, | realized that by working here, I'd not just be taking care of 'residents', but of my family,
neighbors, teachers, and friends who had taken care of me when | was younger. It's a way of giving
back to people who built this town and gave me such a good start."

Appendices
e 1 - Graph showing number of beds and ownership (government, not-for-profit, private)
e 2 - Chart comparing regulation of hospitals, LTC facilities, and assisted living centers.
e 3 -Map of Rural LTC Facilities

Special thanks to....
Lancaster Pollard generously provided lunch for the group.

Herman Schreivogel, the administrator of the Lincoln Community Hospital and Nursing Home in Hugo hosted
the meeting in Hugo's lovely Lincoln County Courthouse.

Becky VanVorst of the High Plains Research Network assisted with the meeting and compiled the statewide
data for us.

All the participants who gave us a few hours of their time and taught us so much.

This report was prepared by the Colorado Rural Health Council. The Council served as the advocacy arm of the
Colorado Rural Health Center from 2001 to 2005. Members of the Council identified, discussed, and prioritized
emerging rural health issues. They then developed strategies for educating others about these issues and
addressing them. The Council was composed of representatives from public and private organizations




Long Term Care Facilities in Rural Colorado

Ownership Types
Ownership Type Totals
Not For Profit 16
Government 18
For Profit 29
Total 63

Long Term Care Facility Ownership
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Number of Beds - Rural Long Term
Care Facilities in Colorado
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Source: This information was taken from the Colorado Department of Public Health and Environment Facilities
website and shows the number of beds occupied as reported on 9/3/03

Prepared By:

Colorado Rural Health Center
225 E. 16th Ave., Suite 1050
Denver, CO 80203
303-832-7493 / 800-851-6782
www.coruralhealth.org
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