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OIG would, of course, involve all stakeholde ,
before moving forward with any significant change to the care co




--Home with assistance of family or informal caregiver

--Home health agency and private nursing services can assist individuals in their homes
or other residential settings, including provider types that do not provide skilled nursing
(assisted living, personal care, independent living)

are community (differences in nomenclature, but in Kentucky this is
Independent living)




Percent of nursing facility residents: 47.8% (2016)

Percent of hospice patients: 44.5% (2015)

are community residents: 41.9% (2016)




--Increasing cost of nursing facility care. Avoidance of spend down for Medicaid NF
eligibility;

--Differing reimbursement structures depending on level of care (100 day SNF, Medicaid
spend down NF, LTC insurance);

--Avoidance of “nursing facility” label;
Ing with a controlled message by residential care providers;
nd significantly reduced regulatory




--Individuals with Alzheimer's and other dementia are living longer in residential
care settings.




--Replacing voluntary certification with mandatory certification;
--Developing additional standards; and
--Moving away from a purely social model to a quasi-medical model.

New requiremer




--Kentucky law does not fully embrace the provision of healthcare in an assisted living
facility, although many states do and some have moved past purely private pay model to
ices (but not room and board):




--Kentucky should modernize its residential community standards to enable individuals
ith nearly full cognition to age in place in a setting that meets their non-

Ironically, current regulation and statute for the social and health models are simptar




--Recognize that Kentucky’s “social model” for assisted living is too restrictive and differs from other
states’ models.

--The focus should be on the continuum of care and should enable a resident to age in place as long as
possible and avoid discharge until clinically unstable or in need of high intensity nursing services.

--Combine current concepts in PCH and AL and create a single congregate care model that is tiered and
focused on the provider’s ability to provide care as the client ages in place.

end for free-standing facilities that provide services




1. A resident may be bedridden for up to 14 consecutive days.

2. A terminally ill resident who no longer meets the criteria for continued residency may

continue to reside in the facility if the following conditions are met:
ident qualifies for, is admitted to, and consents to the services of a licensed
ures the provision of any additional care and services




--Admission criteria would still require :

living with supervision if needed, be able to transfer with assi

capable of taking medication unless the facility employs a trained nurse, not be
bedridden, not be a danger, and not have any special needs that cannot be met by the
facility.

--Would not permit admission or stay when complex medical needs are present
(suctioning, tube feeding, monitoring of blood gases, treatment of surgical incisions,
24 hour supervision, etc.)




Questions or comments?




