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COMMENTS/INSTRUCTIONS:

Thank you for helping with this. We are releasing our annual Mother’s Day report the
week of May 6-10. We would prefer the 7-8th, but would be flexible to accommodate the
First Lady’s schedule.

This year’s report is on caregiving. OWL has a history of speaking out on this issue.
Each year since 1986 it has focused on an issue important to midlife and older women. In
1989, we released a report that became the baseline of information on women as caregivers.
This report goes a step further. Women care for their children, then for their aging parents,
frail spouse, and when they are old and alone, they care for each other. This report shows
that more than 90% of paid caregivers are women and many are midlife and older. The paid
caregiving workforce is overworked and underpaid. This reports draws the line between the
way we treat caregivers and the quality of care they provide. We have the "vulnerable caring
for the vulnerable.” And, as the report indicates, current congressional proposals would take
us in exactly the opposite direction and cut programs so necessary for women as we age. A
draft of the report accompanies this fax. Again, the messages can be adjusted to
accommodate the First Lady, if necessary. (The state-by-state data is likely to grab the news
and there will be 15-20 state press events in key districts held by our chapters the same day.
Individual chapter members are also sending "Mother’s Day" cards to their Senators. A copy
of the card in included w/fax.

We are proposing that the national press event to release the report be held on capitol
hill. (Again, we can change sites, if necessary: to a nursing facility, homecare site, or the
national press club.) About 10 a.m. We would have paid caregivers and our Executive
Director and National Board President speak in addition to the First Lady.

We have talked with Debra Silamaeo of Sen. Daschle’s staff about his participation,
perhaps Sen. Kassabaum’s and Sen. Mikulski.
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onsumer and Caregiver Participation in Quality Decisions

"Nursing home residents can never be more empowered than the staff who care for
them. " -- Nursing home medical director William Thomas®*’

Long-term care consumers are engaged in an on-going struggle to maintain their dignity and
some limited autonomy -- particularly, nursing home consumers. Long term care consumers
have the following issues: loss of independence; loss of choice; loss of family and friends;
having to depend on others in a new and substantial way; ... quote from other OWL materials.

Caregivers also are plagued with powerlessness; "the nurse's aide, personal care worker or
homemaker often has great responsibilities without commensurate authority."*®  Family
members also struggle to assure their loved ones receive high quality care. Caregivers,
consumers, and family members alike often feel powerless in their efforts to provide consumers
with the highest quality of care.

"My dad’s been in a nursing home for six years; he has Altheimer’s. There’s no input
when a family has an idea about something. It may be a simple idea like a high toilet
seat, or... a lintle cup, so he can hold a cup in his hand... When I have a problem, I go
Io the administration and they do not listen. "- Audrey Bea, family member/MN Sr. Fedn

Family members often lack a strong voice in quality decisions. They may or may not be
involved in care conferences (true?). Many express frustration in trying to work with
administrators to solve problems. Family councils offer one mechanism through which family
concerns can be heard and addressed.

<My agency sends a lerter of services I am to provide 1o every client; however, I never
see a copy of the letter. > (chk exact quote, name) -- California home care worker

"I noticed one day <when instrucied to write in patient charts > that what I do for the
resident was totally opposite 1o the care plan. "-- Tee Martin, nursing home caregiver

Case managers who develop plans of care for consumers rarely talk with the caregivers who
actually provide the care.?® Home caregivers note that case managers often visit consumers
when the caregiver isn’t even there. This devalues their insights and adds to their feeling of
isolarion on the job. Also, caregivers in nursing homes often are excluded from care planning
meetings. Care plans written in such a vaccuum may be inappropriate or unworkable.
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"I think we should sit in <on the patient care conferences> because we know more
about the resident; we know what might get this resident to go to activities, or eal
better... They just don’t think we know enough; they leave us out all the time... I'll say,
well you could do ir this way, and it would work, bur they still don’t do it that
way. " -- Mary Webb, nursing home caregiver

"I instructed them that thar particular resident should nor be moved into the same room
because... she becomes combative. But, as usual, they didn’t listen, they pur her in
there, and she came up with bruises. Eventually they did move her, bur look at what she
had 10 go through. And all they had 1o do was jusr listen.

-- Mildred Worthy, nursing home caregiver

Ideally, care plans are written with case managers, caregivers, consumers, and families working
together, with informed consent rights for consumers and/or their families regarding important
areas of care. Consumers and their families play an obviously important role; case managers
bring their professional knowledge the process, and caregivers bring their understanding of
consumer preferences about schedules, activities, diet, acquaintances; further, they carry out the
work. On the other hand, if caregivers, consumers, and families are kept in powerless
conditions, that can breed resentment and mutual hostility, rather than solidarity.®® Only by
valuing the insight of those most intimately involved in care delivery can we expect to achieve
high quality care that addresses the needs and concerns of consumers and caregivers alike.
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Education, Training, and Career Ladders

"The preponderance <of the evidence> shows that one approach to improving quality
is ta improve the number and skill mix of the personnel providing care.
' -- Charlene Harrington, Ph.D., R.N., F.A.A.N.

Despite the range of duties they are asked to perform, and the increasingly complex medical
needs of the clients they provide care for, caregivers receive little training and little respect.
Caregivers describe a pattern of demeaning practices, such as being forced to work when sick,
or being denied access to phone calls if their child is sick. With few outlets 1o improve their
skills and no real career ladder to climb, caregivers face a limited future. Those wishing to
advance their career must switch to another profession.

Caregivers help care consumers achieve the activities of daily living, and, increasingly, provide
needed medical care. Duties include helping with bathing, dressing, getting to and from the
bathroom, providing assistance with eating, and transferring from one place to another -- as well
as treatments to control infection, prevent and treat bedsores, replace dressings, give enemas,
change catheters -- and regularly monitor viral signs. Caregivers who work in the home provide
varying levels of care: some provide personal care services for people needing modest levels of
help; others provide skilled nursing care for people who are homebound; and still others offer
complex "high-tech” care for high-risk infants, people with cancer, people with HIV, eic.
Additionally, paid caregivers help consumers perform the exercises that can maintain their level
of physical function, including range of motion exercises and regular walking. Time spent
talking with care consumers provides critically important human contact.

"Eighty hours <of training> is not enough for anybody to take on a job caring for
people... We should learn all thar we possibly can. We should upgrade this industry.”
-- Carrie Bradford, nursing home caregiver

"We take care of people that would’ve been in the hospital for a couple of months, back
then <several years ago>." -- Lynn (MN LPN)

As a byproduct of health care industry restructuring, caregivers are caring for consumers with
more serious medical peeds. Due to the growth of managed care, consumers of all ages who
used to receive care in the hospital are being shifted to nursing homes; many who used to be in
nursing homes may be moving to assisted living facilities; many who used to be in assisted
living facilities or other community facilities may soon receive their care in the home.

The Nursing Home Reform Act of 1987 requires nursing home workers to complete a 75-hour
course and exam, to become certified nurse assistants. Such training includes ... Home care
workers are not subject to federal requirements regarding training (true?). The Home Care Aide
Association of America offers a voluntary certification program which includes 75 hours of
training and a test. (how many take this training?) The Association is in the process of assessing
how well this training program covers the increasing medical needs of consumers.

Training requirements in place today are uneven. Particularly in home care, the lack of
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uniformity in job description and training standards creates an uneven system of training and
care. Training requirements for home care vary state-by-state and even county-by-county,
depending on the type of health care program and the source of funding.’' In some cases
where training is required, home care workers may begin work before training is completed.’

Given the increasing care needs of consumers in nursing homes, community-based care, and
home care, it is more important than ever that caregivers receive appropriate training and
continuing education. Motivated caregivers also should be offered additional educational
opportunities, to allow them to develop their skills further, o equip them to care for people with
more extensive medical needs.

"We receive no promotions <in the California home care system>."
-- Mae Moore, home caregiver

Caregivers also should be offered opportunities for promotion reflecting their expertise -- along
a career ladder that involves increasing authority and commensurate rates of pay. Today, for
the best and most dedicated caregivers, there’s no reason to stay on the job, beyond their love
for the consumers for whom they care. The caregiving profession must adjust career
opportunities in order to reduce turnover rates and retain highly qualified and committed
caregivers.
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Hazardous Working Conditions

"I have a bad back from years of doing what 1do. It’s nort fixable. The rate of turnover
is common among CNAs because of back problems and other related body problems such
as knees, feet and shoulders, from lifting. -- Arlene Cooper, nursing home caregiver

Working conditions in nursing homes are among the most hazardous of all industries. Of the
20 fastest-growing industries in the country, nursing homes have the highest rate of occupational
illness and mjury, and the highest rate of lost workdays. <endnote> In 1992, the injury rate
for nursing home staff was the highest of any group of health services workers.* OQOccupational
illness and injury rates for nursing home workers increased 55 percent between 1983 and 1993,
with greater than 200,000 injuries reported each year; the number of lost workdays almost
doubled over the same period of time.’*

Back injuries caused by lifting patients without appropriate help are the most common injury
reported.® Injuries to the back and trunk account for over half of all injuries to nurse aides
working in nursing homes. Certain inspections by the Occupational Safety and Health
Administration (OSHA) revealed that safety training programs for nurse aides are not effective.
Many nursing home operators provide back belts, but there is no evidence they reduce the
hazards of repetitive lifting, pushing, and bending. More research is nceded to find the best
ways t0 minimize injury rates.

Additionally, chronic care workers are exposed to consumers’ illnesses. Caregivers complain
about being exposed to infectious conditions — including tuberculosis and scabies -- without even
being informed. And, nursing and personal care facilities have a high incidence of workplace
violence -- 47 cases of violence for every 10,000 workers, compared with an average of three
of every 10,000 workers overall.*® Nursing home workers have higher rates of occupational
illness and injury than workers in mining and construction.

"We're working with back injuries; we’re working hurting all over. We're unable to go
1o the doctor because we don’t make enough money 10 go. Nobody seems ro care. Bur
we still love the job that we do -- we love raking care of people. We've gor to love it
because there’s no money ro love.” -- Benty Davis, nursing home caregiver

Funding cuts for long term care that result in one caregiver taking care of t00 many consumers
risk unnecessary injuries. If there are enough caregivers on staff such that people can help each
other with heavy lifting and transferring tasks, injuries may be reduced. When these same tasks
are done by a single caregiver, the risk of injury is far greater, both for caregivers and
consumers, who sometimes fall down together.

"You get hit; you get called <racial> names... if a resident has a behavior problem,

thar rakes time. " -- Tee Martin, nursing home caregiver
When caregivers have too little time to focus on each consumer, certain consumers may become
resentful. Caregivers often suffer the physical abuse of disgruntled consumers; urning such
situations around may require spending time listening -- if time is not available, there may be
no chance for the physical abuse to abate.
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“I' was assigned 13 patients one day. I was lifting the resident and my hand was injured:
my tendons were damaged. If I wasn’t a conscientious person or a caring person, [
would have dropped this patient -- but I couldn't. I had to endure the pain I was going
through to easily set this patienr down... We've gor the hydraulic liftiing equipment, bur
<iI’s missing the seat>." -- Helen Smith, chronic caregiver

More studies are needed to determine the most appropriate technology to aid lifting and
transferring without injury. Adequate lifting equipment combined with adequate staffing might
protect caregivers from some of the most hazardous lifting tasks. OSHA has not yet developed
an <ergonomics > standard for caregiving. Such a standard should include an analysis of risks;
feasible ways to prevent and reduce identified risks; and treatment programs that can offer
prompt care at the first sign of injury. On-going education and training on the safest ways to
lift and transfer consumers also could reduce the rates of occupational injury. In March 1996,
OSHA released voluntary guidelines for health and social service providers -- to reduce
workplace violence; if employers implement it these standards, that could reduce the incidence
of violence against caregivers.
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Collective action through family councils. independent resident
organizations/consumer groups, and employee unions

"We're not supposed to have a relationship with the family. We’re nor supposed to tell
them anything. We’re supposed to go along like everything’s peachy, but it’s not. A lot
of us let the family know what's happening, and they’ll in twrn, go 10 the
Administration. .. they come back and see nothing has changed.”

-- Mary Webb, Chronic Caregiver

Consumers and caregivers have a joint interest in achieving the employment conditions that
promote the highest quality of care. Too often, administrators lack sufficient funds, or are
unwilling, to implement reforms that would improve deficient conditions.

Such quality of care protections, and employment protections, are most achievable in the context
of collective action. Through independent organizations -- including independent family
councils, unions for caregivers, and independent resident organizations or consumer groups --
families, caregivers and consumers can work with administrators to promote changes that will
improve the quality of care, including:

* Improved funding for long term care -- to improve access and quality of care;

*  Legislated minimum staffing ratios, to allow caregivers sufficient time to provide each
consumer the care they need;

*  Wage levels that reduce murnover by offering caregivers a living wage;

*  Benefit protections that promote a more stable workforce, including health benefits that
allow workers to get the medical care they need and sick leave that allow workers to stay
home when they are sick;

*  Full participation of workers and consumers in quality decisions, including job security
protections that allow caregivers to speak up about quality problems and demand
appropriate corrections;

*  Continuing education and training in caregiving, to assure a skill level sufficient to
provide care for consumers with complex medical needs;

"If I were 10 go to the Director and say this is going on and you go as a single entiry,
they say, 'that’s funny, no one else is having that problem.’ If you have a family council,
use ir because as a group, you have power. Bui, as a single person, like these girls
< caregivers >, they don’r listen to you. "

-- Raelene Nowak, Family member

Empowered family councils and patient care committees can work together to fight for needed
improvements, such as patient care committees, ... <Note OBRA language on consumer and
family council participation; note some family council victories, if we know of any >
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Similarly, caregivers can demand, and enforce collective bargaining agreements that promote
high quality care, including adequate staffing levels, and legislated wage pass-throughs. <Note
some actual victories, if we know of any >

"Qur work rogether will change the system. We’ll make it berter for you and for me.”
-- Ed Roberts, Consumer, and Founder of <disability group >

"The workers are going 10 have to not be afraid ro relate what is taking place with the
residents in the facility.” -- John Floyd, Alzheimers Association

Caregivers and consumers can work effectively together if they have the power to make needed
changes to improve the quality of care. The protections noted above would benefit consumers,
caregivers and administrators alike -- as consumer protections and caregiver employment
protections together promote high quality care.
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RECOMMENDATIONS

1. Reimbursement levels adequate to cover improved staffing and better wages/benefits:

Federal funding for long term care must be sufficient to assure everyone access to care
and 10 promote the level of high-quality long-term care that our society values.

Reimbursements must be used efficiently, and translate into the working conditions and
quality improvements that allow caregivers to provide high-quality care. Specifically,
reimbursement rates should be set at levels sufficient to provide a living wage and family
health benefits to caregivers who work in home care and in nursing homes.

II. Adeguate Staffing:

Nursing homes should be required to provide staffing that averages at minimum, one
caregiver for every eight residents; this standard should be adjusted to ensure additional
staffing to meet the higher acuity care needs of consumers. Federal funding must be
adequate to cover such staffing levels.

Each nursing home should assure it has sufficient staff to fully minimize use of restraints.
Each locality should have a registry of available and qualified home care workers, so that
workKers, families and agencies could find one another more easily. This is important for

substitute and weekend care needs, and for longer-term assignments.

Home care agencies should assure that care plans and assigned hours are consistent, so
that caregivers have time to provide needed care.

III. Consumer quality protections must be maintained and improved:

The Nursing Home Reform Act of 1987 must be kept in place, with funding levels that
make compliance possible.

The Nursing Home Reforrmn Act should be improved to include enforceable staffing
ratios; informed consent for consumers/families for restraints; clearer language
precluding discrimination against consumers based on race, payment, income, assets, Or
level of care; improved enforcement mechanisms and sufficiemt funding to achieve
improved enforcement.

Federal quality protections for all home health care should be established, including
caregiver training requirements, certification and registry of home caregivers; federal
oversight of quality through publicly accountable mechanisms.

Whistle blower protections for all caregivers, consumers and families who report
suspected quality violations to facility or agency officials or public regulators.

Private right of action for consumers of long term care, to enforce existing protections.
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IV. Consumer and Caregiver Participation in Quality:

® Consumers deserve informed consent in care planning and other important decisions.

° Caregivers should be encouraged as partners in care planning and day-to-day care
decisions -- rather than just functionaries instructed to carry out someone else’s orders.

V. Education, training, and career ladders for caregivers:

° Federal requirements for caregiver training must be improved, to meet the increasing
care needs of consumers. Employers should be required to provide continuous education
and training appropriate to the type of care that caregivers are asked to provide.

L4 Nursing homes, community care providers, and home care providers should establish
career ladders for caregivers, recognizing increasing skills with commensurate pay.

V1. Hazardous Working Conditions

® The Occupational Safety and Health Administration (OSHA) should develop and
implement workplace standards that would be effective in reducing or eliminating the
incidence of workplace injury.

® In addition to OSHA requirements, employers should act to further minimize or eliminate
potential hazards for caregivers and consumers alike.

VII. Collective action through family councils, independent resident organizations, and
employee unions:

L Publically post in each nursing home and home care agency a "bill of rightis” which
describes mandated protections and encourages caregivers, families, consumers and
administrators to work together to promote quality care, and to report any quality
problems. Provide additional copies of the "bill of rights" to all home care consumers.

o Assure consumer and family protections through independent resident organizations and
family councils that are empowered to work with administrators to effect needed changes.

L] Assure caregiver protections by protecting workers rights to bargain collectively.
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© 1996 Mother's Day Report " ! %"

Faces of Care: An Analysis of Paid Caregivers and
Their Impact on Quality Long Term Care

Women and Long Term
Care

Long term care access and quality arc con-
cems (or all Americans, but they are spe-
cial concerns for womcn. Women are
carcgivers throughout life. Women spend
an average of 11.5 years out of the work
force in a carcgiving cupacity (AFSCME/
OWL). -

Women arc more likcly to need long term
care because women outlive their male
counterparts by an average of seven years
(Butler). As women age, chronic conditions
become more prevalent. When their spouse
is no longer ablc w help, or when they have
outlived their spouse, older women may
need paid long term care services. Seven
in ten nursing home residents (72K) are
women {(NCCNHR, 1995b) and (wo-lhirds
of home care consumers are women (IOM).

Peid caregivers — including home health
aides, personal care aides, and aursing home
aides — provide the bulk of day-~-to-day carc
in consumers’ homes and in nursing homes.
They make up ubout 70 pereent of the home
care workforee (SEIU, 1996) and deliver

80 10 90 percent of the direct care in nurs-
ing homes (McDonald. citing Harper,
1986). [In return for back-breaking work,
women who care receive low pay and poor
benelits.

High quality carc offers consumers the as-
sistance they need to mainin and improve
their level of funciion — physically, men-
tally, and socially. Poor care can cause con-
sumers to lose critical abilitics, such us
walking or bladder control. Poor quality
carc results from insufficicnt staffing lev-
els, insufficient training. high turnover rates
among stalf, unsafe conditons. and inad-
equate consumer power.

Improving Quality of Care

The quality of long term cure will improve
only when caregivers” employment condi-
tions improve. Improving quality will re-
quire a comprehensive stralegy to: assure
adequate staffing: improve training and
safety: maintain and improve consumer
quality protections; stabilize the workforce
by paying carcgivers a living wage with
health and pension benecfils: and give
caregivers, consumers and families more

Hispanic.

can women. (BLS)

Careglving and Women of Color

Paid caregivers are disproportionately women of color. Thirty percent of
nursing home caregivers and 29 parcent of home care aides are Alrican-
American (BLS). A growing proportion of nursing home caregivers are

Thasa stalistics raflact the general clustering of African—American;’and
Mispanics, especially women, in low-paying jobs such as caregiving. in
1992, 27 percent of Alrican-American women workers and 37 percent of
Hispanic women workers had wages below the poverty line, while 21
percent of white women workers had low wages (Census Bureau). In 1995,
the median weekly earnings for white men were nearly twice that of His-
panic women and more than one and one-half times that of African-Ameri-

Within the caregiving profession, women aam less than men, at only
$275, the median weekly paycheck of women nursing home caregivers was
$56 leaner than that of male nursing home caregivers.(BLS)

power in facility and agency decisions af-
fecung quality of care.

Finally, as etforts wo reform our natioe’s
public benetits programs-and efforts, such
as the Massachusetts progmm coatinuc 1o

)

The Quality of Long Term
Care is Inextricably Linked
to Caregivers' Employment

Conditions.

move more women into training progi

in allied health services, the report reveals
that these women are relegated w0 a work
life of low wages and no benefits. The ma-
jonity of these women, now in midlife
older, will face theirretirement yearsal it
solely dependent on Social Security — a
program that ix under agsault

As Penny Hollander Feldman of Harvard
said, “The consumers are frail and often
poar, and the workers are often poor enough
to quallfy for Medicaid. The situalion is pre-
carious. Vulnerable people are providing
services for vulnerable people.”

This repon focuses on quality in loag term
care, including staffing, health and safety,
limited consumer and worker involvement
in quality care planming and decisions, in-
adequate funding levels that lead 10 high
staff turnover. and insuflicient caregiver
training. Report recommendations are cen-
wred on: 1) the need 10 improvc carcgivers’
employment condituons and include them
in quality care planning; 2) the need forad-
equate financing — as funding lcvels de-
lermine safling levels, the level of health
and safcty protections, and stali turnover
rates — which arc high due 1o poor wages
and benefils; and 3) the need to give con-
sumers and families more power in dec1-
sions affccting quality.
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Stafﬂng Problems in
Nursing Homes

~Staffing levels in nursing homes have been
traditionally low and these are considered
to affect qualiry of care direcily.”

— Charlene Harrington. Ph.D., R.N.,
FA.A.P. (1995)

Consumers and caregivers agree that
staffing is a critical clement of high
quality care — in both institutional and
community-based care. Inadequaic
staffing results in poor cure for the con-
sumer and injury and stress (or the
caregiver.

“I'm responsible for the care of more
than fifty frall ¢lderly and disabled
people daily. Every year that there
have been budgel cuis, we've seen siaff
reductions... it's amnounted 10 u speed-
up of our work.” — Ellen Helferd,
caregiver in adult day care Alzheimers
program

On average. nursing homes have one
nurse’s aide for every twelve consum-
ers (Harrington); there are generally
more staff on the day shift and fcwer
staff working during nights, weekends,
and holidays. The National Citizens
Coalition for Nursing Home Reform
reccommends a mimpmum of one
caregiver for every five consumers on
the day shift; a 1:10 racio for the
cvening shift and a 1:135 ratio (or the
overnight shift — bul recommends
higher staffing ratios to reflect the acu-
ity of carc needs.

The Nursing Home Reform Act of 1987
states there should be “sufficient” staff-
ing 10 promote the highest level of func-
tioning, avoid the misuse of medica-
tions and restraints, and assure iadi-
vidual rights of privacy and personal
choice «= but it daes not specily mini-
mum staffing levels. Yet. nursing home
caregivers routinely work “short-
staffed;” they are directed to care for
morc consumers than is reasonable.
Without minimum enforceable statfing
standards, consumers may not always
gel the care they nced, even as
carcgivers work as fast as they cuan.

Staffing Problems in
Home Care

“When we're at sumebody's house for
an hour to give them a bath, we have 10
take the titne 1o charr at the end, be-
cause they won't pay us for that.”

— Connic Williams, home carcgiver

Homec caregivers and consumers also
feel the brunt of inadequate staffing.
Often caregivers arc presented with a
care plan that takes more time than the
amount allotted to be in that consumer’s
homc. [n many cases, caregivers “work
off the clock™ — that is, work beyond
the amount of time they are paid tor —
in order to provide the carc consumers
need.

“l know women who've gone a whole
weekend without any care. Thev go
home from the hospital quicker and
Sicker... and they’'re left all weekend
because they can't <find> staff.”

— Merla Carlson, consumer advacate

~There is no system set up <for caregivers>
to lake lime off. One time... the substitule
<l hired> didnl show up for the ¢vening
shift.. My client didn't get dinner or medi-
cation. and her potty chair was not changed.
I was out 325 and my client was lucky she
survived.” — Barbara Coleman, home
caregiver

For consumers and their families, one
of the most difficult problems is find-
ing a caregiver. Consumers often go
without care because they cannot find
un appropriate person. In some in-
stances, hame care agencies do not
idenufy substitutes when caregivers are
sick, or need a day off — leaving
caregivers 1o {ind their own substitute.
Clearly, quality of carc is undermined
through such haphacard arrangements.

Short Staffing Leads to
Patient Care Problems

“We are robbing the residents of their
dignity, we do not huve lime 1o give
them what they deserve. The people are
going unturned; sometimes they 're not
Jed: we can’t do for them like we 'd want
1o because we don't have the help we
nHeed.” — Matlie Beach, nursing home
caregiver

“It is really distiurbing to ine as a nurse
10 try 10 feed somebody a bowl of
oaumeal that has been sitling there for
a long time...1 think of my parenis and
me—when we gel there, what will there
be for us? WU I have 10 look forward
1o that cold outmeal t0o?” — Lynn
Feierstein, LPN

In short-swaffed nursing homes, regular
visits to the bathroom, timely help with
cating a full meal, range of motion ex-
ercises and walks to prevent muscle at-
rophy, even conversation — are all
time-consuming and thus, may fall by
the wayside. Forced w ~cure faster,”
caregivers can achieve only sub-mini-
mal standards of care, putiing at risk
consumers’ physical capacity and men-
tal well-being.

Such inadequate care can lead to loss
ol bladder control, from not bcecing
wileted often enough; loss of mobility,
for lack of assistance in walking and
other movement; insufficieat nutrition
and hydration, due to a lack of timely
agsistance with eating and drinking: and
a deterioration of mental well-being
bccause of a fack of much needed per-
sonal interaction.
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The High Cost of Short
Staffing |

“If we did have adequate siaffing ... I iruly
believe we would save them remendouy
ainounlts of money in acute hospitalizations
Jor bedsares. for instance. lf you had pu-
tients who needed 10 be turned on

a regular basis. if there was the swaff

10 turn them. 1o feed them. to hy-

drate them, 1o keep themn healihy,

yout wouldn't have people going

into the hospital for bedsores or de-
hydration.” — Kim Kelly, nursing

home caregiver

II' caregivers are given sufficient
time to care well, that improves the
quality of life for consumers and
also saves the system money by
reducing levels ol preventabie in-
continence, prevenable bedsores.
and preventable falls (NCCNHR,
199Sa). Avoiding even onc costly
hospital stay per year, per nursing
home, can save enough moncy o
cover the cost of one or more addi-
tonal carcgiving stafl.

Health and Safety
Problems for
Caregivers and
Consumers

Working conditions in nursing homes are
umong the most hazardous of all indus-
tries. Working in a nursing home is more
dangerous than working in a coal mine. a
steel mill, a warehouse, or a paper mill
(SELU. 1994). Occupational illness and
injury rates for nursing home workers in-
creased 55 percent between 1983 and
1993, with greater thun 200,000 injuries
reportcd each ycar, the number of lost
workdays almost doubled over the samc
period of time (SEIU, 1994).

“1 have a bad back from years of doing
whut [ do. Ui’y not fixable. [he rare of
turnover is common among CNAs because
of back problems and other related body
problems such as knees, feet and shoul-
ders. from lifting.* — Arlene Cooper,
nursing home carcgiver

;. 1996 Mcther's Day Report.

Buck injuries caused by lifting patients
withoul appropriate help are the most
common injury (SEIU. 1994) Nursing
home caregivers routinely lift consumers
from bed to chair, from chair w0 ilel.
from toilet o bath, and from bath back o
chair. Two carcgivers urc needed in such
transters. but staff shortages ofien prevent

this. Caregivers and consumers are at
grealer risk ol injury when u curegiver
transfers someone alone. Typically. the
caregiverinjures their back while the con-
sumcr who lalls might break a bone.
More rescarch is needed to find the best
ways W minimirze injury rates, but mini-
mum staffing levels may be thc mast im-
portant protection.

Caregivers also are cxposed (o consum-
crs’ illnesses, und vise versa. Many
caregivers lack health insurance or sick
leave, and so they work while sick.
which may put consumers 2l unneces-
sary risk of infcclion. Caregivers com-
plaia about being exposed to infecuous
conditions un the job — including tu-
berculosis and scabies — without ¢ven
being informed.

“You gel hit: you get called names . . .
if a resident has a behavior problem,
that takes time.” — Tce Martin, nursing
home caregiver

Workers also are subject to violent behav -

ior. Nursing and personai care facilities

bave a hugh incidence of workplace violence
— 47 cascs of violence for every
10,000 workers, compared with an

. average of three of every 10,000
workers overall (Reich).
Caregivers need enough time to
address resentful consumers who
may turn 1o violence. Caregivers
may need to spend ume listening,
in order o address consumers’
concerns and stem the violent be-
havior, If time is not available,
there may be no chance for the
physicai abuse 1o abate.

Home care workers are exposed to
similar, and additional dangers —
including physical and verbal as-
sault, sexual assault, traveling
alone through dangerous neighbor-
hoods, and working in homes
where furnaces, electncal systems
and smoke ularms may oot always
be maintained, or utilities and tele-
phones might be shut off.

Consumers oo are sometimes in

a vulnerable position with little

ability to hold caregivers account-

able tor unacceptable behavior.
Such inappropriate behavior can be reduced
through employer screening at hiring . pro-
viding Wwaining programs in sensitivity and
coaflict resolution; reducing rates of turn-
over, and muatching consumers and
caregivers appropriatcly.

Participating In k)ecision-
Making

“How much of their freedom we take away
isa real issue. How do we assure some con-
sumer choice for a populalion that is acti-
ally losing a lot of their capacily to choose?
... One of the ways 10 do thal is working
with the family . . ., ensuring freedom for
our patienls, our consumers, is the real is-
sue here.” — Carla Hale, aursing home
caregiver
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“[ instructed them that that particular resi-
dent should not be moved into the swne room
because . .. she becomes cornbative. Bul, as
usual, they didn't listen; they put her in there,
and she came up with bruises. Eventually they
did move her, but look al what she had to go
through. And all they had ro do was just Iis-
ten.” — Mildred Worthy. nursing homc
caregiver

Caregivers are plagued with powerlessness in
their efforts W provide consumers with the
highest quality of care; “the nurse’s aide, per-
sonal care worker or homemaker often has
great responsibilities without commensuratc
authonity™(Kane). Consumers and family
members also ot'ten feel powerless in their ef-
forts 10 win changes that will improve the
quality of care.

“My dad’s been in a nursing home for six
years; he has Alzheimer's. Theres no inpiu
when a fawnily has an idea about something.
[t may be a simple idea like a high (oilet seat,
or ... alitle cup. so he can hold u cup in his
hand . .. . When I have a prodlem. I go 1o the

. Older Women's League

adrninistration and they do not listen.”

— Audrey Bea, family member: Minncsota

Senior Federation

caregivers who actually provide the care; con-
sumers also feel excluded from the process
(Yee). Home caregivers note that case man-
agers often vislt consum-

“I don't like to hear that . i ers when the caregiverisn't
the county will soinehow “We should sitin on cven there. Ignoring the
send 10 the worker what care conferences input of caregivers deval-
I'm supposed 1w be doing because we know ucs home care aides and
inmy life. I need 10 make more about the resi- adds to their feeling of iso-
some decisions.” — Ed dent. They leave us lation on the job. _

Roberts, home care con-
sumer, and President of

out all the time. I'll
say, well you could do
the World Instie on Dis- | ~it this way, and It

“We 're not supposed 1o
have a relationship with

ubility (deceased, 1995). would work, but they the family. We're noi
still don’t do it that supposed 10 tell them

Caregivers and consum- way.” anything.* — Mary

ers alike express frustra- Webb. nursing home

ton that carc plans and Mary Webb, caregiver

other day-to-day care de- | nyrging home caregiver

cisions are made without

“[f I were 10 go lo the

their input. Case manag-
ers in home care agencies and nursing homes
often write care plans that are more respon-
sive 10 controlling costs than © the consumer's
needs. Case managers who develop plans of
care (or consumers rurely watk with the

presented it to the press.

Workers, Consumers, and Famiilies
Organizing Together for High Quality

Family mernbers and caregivers working together can achieve
quality victories which neither could achieve alone. For example, in
aone Pennsylvania nursing home, family members and caregivers
organized together to overturn administrative limits on family visiting
hours; those limits had applied only 1o cartain families. In an Ala-
bama nursing home, the former head of the family council, who had
been unsuccessful for years in winning corrections of serious quality
problems, organized with caregivers 1o issue a report documenting
quality problems. And, in another nursing home, family members and
caregivers, unsuccessful for over a year in convincing the administra-
tion to fix the problern of no hot water, won hot water after they
circulated a pelition among family members and caregivers, and

Families, consumers and careagivers also have had success
fighting for improvemams through the state legisiature, including
minimum staffing levels and increassd reimbursements targeted to
caregiver wages. Caregivers have won collective bargaining agree-
ments that promote high quality care through mechanisms such as:
the establishment of a joint labor/management patient care committee
and a patient care representative to work on patient care issues;
infection control measures; statfing levels that promote quality patient
care and minimize worker injuries; and protection against retaliation
for caregivers who report quality problems.

Director and say this is
8oing on and you go as a single entiry,
they say. ‘that’s funny, no one else is hav-
ing thar problem.’ [f you have a family
council. use it because as a group, you
have power. But. as a single person, like
these giris <caregivers>, they dont lis-
len 1o you." — Raelcne Nowak, Con-
sumer Advocate

Consumers, caregivers and families have
a joint interest in achieving the employ-
ment conditions that promote the highest
quality of care. Too often, administrators
lack sufficient funds or are unwilling to
implement reforms that would improve
deficient conditions.

~There's a need for the worker and the per-

son with a disability. or their family. 10 work
ivgether — never lake the power away from
that relutionship.” — Ed Robens, bome care
consumer. and President of the World In-
stitute on Disability (deceused, 1995).

“The workerys are going 10 have 1o not be
afraid to relate what is laking place with
the residents in the facility.” — John Floyd,
Alzheimers Association

Caregivers and consumers can work effec-
tively together il they have the power
make needed changes 1o improve the qual-
ity of cure. Winning consumer protecions
and caregiver employment protections to-
gether promote high quality care.
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Education and Training

“The preponderance <of the evidence>
shows thai one approach to improving qual-
ity s 10 improve the number and skill mix
of the personnel providing care.”

— Charlence Harrington, Ph.D, R.N.
F.A.A.N.

“Eighry hours <of raining> is not enough
Jor anybody 10 1ake a job caring for people
« ... We should learn all thar we possibly
can. We should upgrade this industry...lt
might be you and I thal needs ihis service.”
~—Carrie Bradford. nursing home caregiver

Despile the range of duties they are asked
1o perform, and the increasingly complex
medical needs of the clients they provide
care for, caregivers in homes, communities
and nursing homes do not receive substan-
Ul training.

The Nursing Home Reform Act of 1987 re-
quires nursing home workers 10 complete a
75-hour course and exam to become certi-
fied nursc assistants. Some states have
greater aining requirements.

Many home care workers receive no lrain-
ing wharsoever. Training requirements vary
state-by-state and even counly-by-county,
and aliso by the rype of health care program
and source of funding (Yee, ciling
Cupitman, et al). Where uaining is required.
home care workers often begin work before
training is completed. (Yce, ciling
Sadowsky). b

There is great range in the types of home
care provided. Some home caregivers pro-
vide personal care services [or peopie need-
ing modest levels of help. others provide
skilled nursing care services for people who
are homebound; and still others offer com-
plex —high-tech™ care for high-nsk infants,
people with cancer, people with HIV, etc.

A 1995 survey of home care agencies found
that more than half of the aides in their area
were being assigned lo non-traditional tasks.
To mect the more medically complex needs
of managed care consumers Who are recciv-
ing care at home or in a nursing home, and of
the growing ranks of the oldest-old. appropri-
ate qaining is of paramount irportnce.

provides:

their functional capacity,

included In a state registry;

clinically “unavoidgbie.”

1987 Nursing Home Reform Act:
Consumer Protections

The OBRA 1987 Nursing Home Reform law put in place a range of important
quality requirements. Among other reforms. the Nursing Home Reform Act

- Patient rights, including. immediate access to a long-term care ombuds-
men, family members and physicians; tha freedom to express grievances
and a right 1o timely response; the abilily to participate In residentAamily
councils; notice regarding transter and discharge, restrictions against the
use of chernical or physical restraints; free choice of providers: privacy,
confidentiality. accommodation of needs, and access to information about
Medicare and Medicaid eligibility and benetits.

* Limited staffing protections. inciuding the prasance of a licensed nurse 24
hours/day. this must be an R.N. for at least 8 hours a day, with some excep-
tions; and round-the-clock staffing “sufficient” to allow residents to maintain

* Minimum training requirements: 75 hours of training for nurse aides plus
additional in-service education: employee training history and competency
avaluations must be documented, and incidents of abuse or neglect must be

+ Initial and annual assessments of consumers to determine their individual
needs and capabilities, 10 develop a plan of care o “attain or maintain the
highest practicable physical. mental and psycho social well-being of each
resigdent,” and pravent deterioration of a consumner'’s condition, uniess It is

Nursing Home Quality
Requirements

The OBRA 1987 Nursing Home Reform
law put in place a range of imporant qual-
ity requirements. Swd-

Other studies have shown that curailing
chemical restraints, which was required by
the Nursing Home Reform law, resulied in
increased independence. 80 percent fewer
falls, increascd activities, increased weight
gain, and decreased problems with bowel
or bladder incontinence

ies show quality im-
provements brought
about by the law. One
study of 4,000 nursing
homc residents found
that high-cost hospital-
izations dropped by 25
percent (amounting to
$2 billion 1n savings to
Medicare): a 30% drop
in dchydration; a de-
cline in the use of re-
straints and urinary

cat‘- »”

“In reality, you go to the
nursing home that has
the space, whether it's
the best one in town or
the worst one in town.
The discharge planner
places you in the very
first bed she can lo-

Theresa Johnson, Older
Women's League

{NCCNHR, 1995).

Despitc the vast im-
provements won as a re-
sult of passage of the
Nursing Homc Reform
Act of 1987, serious
quality problems re-
main. An investigution
by Consumer Reports
lound 40 percent of
nursing homes certified
by the Health Care Fi-
nancing Administration

catheters; and a two per-
cent drop in peopic with bedsores
(NCCNHR, 1993a).

have had repeated vio-
fations over a recent four year period;-dem-
onstrating a need for beticr enforcement.




202-638-2356 (WL

895 PE3  APR 22 '96 1@:56

Oider Women's League "~

Reimbursement Levels and Caregiver
Wages and Benefits

Wage and benefit lcvels are a function of Medicare and Medicaid
payment levels, as these two programs pay for the majority of long
term cure. Decent pay rates and other employment benefits can
improve the stability of the workforce. Nursing home payments
average more than $30.000 per year, per consumer (NCCNHR,

_1995b). Approximately hall of these expenses go toward nurse

assistant wages and bencfits. Home care visits cost about $50 each
in 1995 (NAHC); wages and benefits account (Or about 70 1o 90
percent of home care costs.(NAHC and Doty, et al)

According to the Health Care Financing Administration, approxi-
matcly 65% of long term care costs are paid by Medicare, Medic-
uid. or other public programs: the rest is paid cither out of pocket
by individuals or by private insurers (HCIA). For two-thirds of
aursing home residents, Medicaid is the primary payer (HCIA).

“Low reimbursement rales make it impossible 1o properly com-
pensate home care paraprofessionals.” — Halamandaris and
Arrindell

“Many of the ladies <caregivers> are working two jobs in order '

1o gei the minirnwm things they need for their family.” — John

Floyd, Alzhcimers Association of Southcust Michigan

For all they give. our nation’s paid carcgivers get very little in
return. "Overworked and underpaid™ is an apt description of the
caregiving profession in America. On average, nursing home
workers camed about $6.50 per hour in 1995 — certified nurse
assistunts earncd $6.50: uncentificd workers carmed $6.36 (Hospi-
wal and Health Care Compensation Service). Average pay for home

Home Care Quality Requirements

Generally, home care services are unregulated or
poorly regulated. Agencies certified to provide ser-
vicas through Medicare must megat certain training re-
quirements, but quality and content of training vary
widely The qualily of homa care paid for by Medicaid
may be monitorad by varying state or county ruies.
The lack of a home caregiver registry, like the nursing

~ home registry. may set up consumers for potentie/
abuse and/or neglect.

health aides in 1995 was $7.25 per hour:; average pay for home - -

care aides providing personal care services was $5.70 per houte v
(Hospial and Health Carc Compensation Service). Considering
that home care workers generally are not paid for their transporta-
tion ume from one home to the next, and that many spend more
time with their clients than they are paid for, the actual hourty pay
for home caregivers is meages. Seventy percent of home care
workers are pot even given full ime schedules (NAHC) adding 10
the insecurity of their paycheck amount.

“Nursing homne workers — [ belleve we receive the lowest wages

. 1 know janitors receive more. ['ve even seen people at
Mc.Danalds get more for flipping burgers. We're working with
people’s mothers and fathers, sisters and brothers. and we ‘re gel-
ling less pay. It seems like every other job in this nation is paid
better than people who take care of people...Good workers are
walking away to work with automolive parts and machines: and
whal is this leaving for hwnan beings? The love in our hearts for
peaple is one of the grealest things on earih, bul you also need
benefiis; you need money io keep yourself going on.” — Betty
Davis, nursing home caregiver

CHARTS
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Poor wages and benefits make it ditficult
for paid caregivers to care for themselves
properly, which limis their ability to care
for others. Low pay forces many to work
two jobs, and even then, many scrape by.
Home caregivers olten lack sick pay —
so they cither work sick, or losc pay. Ac-
cording 1o the 1996

you deserve, and you should gei benefils
as well. The fact thar you have no health
care benefits and if yout get sick what hap-
pens 1o me? ['m up the creek.” — Ed
Roberts. home care consumer and Presi-
dent. World Institute on Disability (de-
ceased, 1995)

Institute on Medi-

Many paid carc-

cine repor[‘ A ’xent SUfVGy 0’5.000 giVBTS fack ben-
“Clearly, the com- Alinois home care workers ¢fits. particularly
bination of low av- revealed that only one in health care ben-
erage wagcs and ten received health insur- cfits. About threce
benefits contributes ance through their job; in ten nursing
to high Lurnover two-thirds reported going home workers
and poor quality without needed medical and four in ien

carc.

“l have a four-
year-old thai is a
sickle cell patien:.

care. Eightin ten had
never had a paid vacation
or hofiday; two-thirds lose
pay for time off, and more

home care work-
crs have no health
insurance
(Crown)- Very
fcw home care

I am concerned than two-thirds reported workers receive
about just having not having enough to eat fringe benefits be-
the medical <insur- by the end of their pay- cause they are un-
ance> for him . . .. check. able to consis-

The health benefils

tently work the re-

. <Cost> way
more than I can afford to put my other
rwo children on and my husband on, be-
cause of the low wages. The companies
are making more money, bur they're giv-
ing us less.” — Carla Hale, curegiver

“You're a very important part of my life
and [ want you w get the kind of money

quired number of
hours. Only about 15% of home carc
workers and 20% of nursing home
workers have pension covcrage.
(Crown) Many home care workers do
not receive Sick pay or vacation pay.

“We have whal's called the rotaling
door syndrome; come in and go ou,

: Page 9

come in and go our.” — Marsha

Valiakis, caregiver

“{ don't want another attendant in six
months. [°ve just been through six
monlhs of gelling 10 know you and to
learn about whal your needs are so you
can learn about what my needs are.
And thai relationship for many of us, is
the key relationship in our lives.” —
Ed Roberts, home care consumer and
Presidenl, World Institute on Disabil-
1ty (deceased. 1995).

Given the poor employment conditions,
it is difficult to attract and retain
caregivers; lurnover rates are inordi-
patcly high. On average, the wrnover
rate among caregivers in nursing homes
is morc than 100% per year.(IOM)
Turnover among home caregivers who
work for private agencies i3 estimated
at 12% (Feldman, citing Marion Merrill
Dow) but turnover among home
caregivers working for public agencies
is much higher (SEIU, 1996); wages arc
significantly lower for home caregivers
in public agencies (SEIU, 1996).

High turnover undermines the continu-
ily of carc so important in assuring high
quality. Caregivers are less familiar
with consumers’ needs and desires, and
lcss able to recognize mcdically impor-
tant changes in behavior or routine.

9B




202-638-2356 OuL

89S P11 RPR 22 '96 18:57

- Older Women's League:

Adequate Staffing:

and agencies can find one another more easily.

provide needed care.

Health and Safety:

Cousumer Protectiong;

tors 10 improve quality.

quality long-term care that our socicty values.

caregivers to provide high-quality care.

| Recommendations

* Nursing homes should be required 1o provide staffing that averages at minimum, one carcgiver for cvery eight residents;
this standard should be adjusted to ensure additional staffing to meet the higher acuity care needs of consumers.
 Each locality should have a centralized registry of available and qualified homce care workers, 5o that workers, families

» Home care agéncies should assure that care plans and assigned hours arc consistent, so that caregivers have time 0 ~

* The Occupational Safcty and Health Administration (OSHA) should develop and implement workplace standards that
wauld be effective in reducing or eliminating the incidence of workplace injury. In addition to OSHA requirements,
employers should further minintize or eliminate potential hazards for caregivers and consumers alike.

* The Nursing Home Reform Act of 1987 must be kept in place, with funding levels that make compliance possible
» Assure that consumers, families and workers are empowered 10 participate in care planning and to work with administra-

* Federal requirements (or caregiver training must be improved, to meet the increasing care needs of consumers, including
pecople with disabilities, older people. and managed care consumers. Employers should be required 1o pay for continuous
education and training appropniate 10 the type of care that caregivers are asked to provide.

« Federal funding for long term care must be sufficient 10 assure everyone access 1o carc and to promote the Jevel of high-

» Reimburscments must be used cfficienty, and translate inwo the warking conditions and quality improvements that allow

———

——

——

FUTURE — IMPACT OF PROPOSED CUTS
IN MEDICAID AND MEDICARE

Substantial cuts in Medicaid and Medicare would have a dramatic
impact on care for the elderly and chronically ill. Medicaid cuts
would threaten eligibility and quality in nursing home care and home
care. Cuts in Medicare long lerm care spending would affect ben-
eficiaries who are homebound; imposing prospective payment for
Medicare home care could undermine quality and access o care.
Studies have linked prospective payment systems 0 safting reduc-
tions (Harrington, citing Dubay). And, past cost conwinment mea-
sures have already taken a toll on the quality ol care in some nurs-
ing homes providing care for Mcdicaid patients.

The statc-by-state data in this report offers a graphic depiction of
the kind of impact that sharp cuts in public long term care funding
can have on the quality carc. As prcsented here. if the Medigrant

cuts passed by Congress in 19935 had been signed into law, that
could havc reduced staffing ratios in nursing homes from the
current ratio of 1:12 to an overwhelming 1:15 ratio by the year
2002. This analysis was based on an assumption that spending
cuts would be targeled to provider payment rutes.

If we arc to assure the level of quality of care that our society
values, we cannot cut funding for long term care.  Adequate
long term care financing is critical 1o assuring Americans ac-
cess to the high quality tong term cure everyonc deserves. Fur-
ther. consumers, families and caregivers must be empowered to
work logether to assure that long term carc {unding levels are
used efficiently o provide the highest quality care possibie.

“Our work together will change the system. We'll make it bet-
ter for you and for me.”” — Ed Roberts, home care consumer
and President, World Institute on Dizability (deceased, 1995)
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Potential Impact of Medigrant Funding
Cuts on Staffing Ratios in Nursing Homes MéthOdOI(ng
If Medicaid cus were implementied 10
Stata: Current Poligy: Had Medigrant Been Enacted: refloct 1995 Medigrant, those cuts would
Nurse Aideto Nurse Aide to have reduced quality of care, prevented
Consumer Staffing  Consumer Stafting some people from getting needed care az all,
Ratlos'j 985 Ratios 2002 or both. This methodology assumes that
) e ) : Medigrant funding-cuts in the area of
:::ls)ka;n a 1 ;O :‘l :g nursing-home spending would affect
Arizona 110 1:12 provider pay rates, but not access. Thus,
Arkansas 1:13 118 this analysis presents the potential impact of
Califormnia 11 114 spending culs on staffing ratios.
Colorado 112 1:15
Connecticut 1:13 1:14 To generate the poteatal staffing ratios that
Delaware 110 12 could result from such provider pay cuts,
Distof Col.  1:10 1 the following sicps produced our baseline.,
F'°"d5il 112 1.16 We started wilh staie-by-siate nurse aide
g::gla } 13 '1' 12 hours per resident (Hamingion) and, using
idaho 110 113 state data for mexdian number of beds and
Hinois 113 117 accupancy rates, calculated for each suate
Indiana 1:13 1:17 the number of nurse assiswant full-time
lowa 1:13. 1:20 equivalent carcgiver staff in 2 median
Kansas 1:13 1:14 nursing home. We converned this to an
Kentucky 1:10 1.14 average nurse aide siafl ratio (baseline). We
Louisiana insufficient data Insutficient data assumed this current swffing ratio would
Maine 1:9 112 remain the same by 2002, absent change in
Maryland 11 1:14 policy.
Massachusetts 1:11 1:13 _
Michigan 110 113 To calculate the change in staffing ratio, we
M!nnesota_ 1 ;1 3 1 j1 5 sarted with the number of fuil-time
Mississippi 1:10 114 ) .
Missouri 111 112 eqmvulemmgln:n who would no tonger
Montana 110 1:14 be working if Medigrant cuts were enacted.
Nebraska 113 116 We begun with cach stale’s percentage cuts
Nevada 113 115 10 the Medicaid program in each year 1996-
New Hampshire 1:11 11 2002. Assuming thal all Medicuid seclars
New Jersey 1" 113 " would be reduced by the same percentage
New Mexico 1:11 116 amount, and that cuts in the nursing home
New York 112 114 sector would be entirely rate cuts, no
North Carolina 1:11 1 1 4 eligibility cuts, n new per diem pay rate was
North Dakota 1 f" ! j13 calculated. This was converted 10 average
8:;gh°ma s e oss per facility, adjusted to reflect 6% of
Oregon 1;10 1;12 beds as Medicaid beds. Taking 46% of this
Pennsylvania 1:12 114 amount, to reflect the proportion of facility
Rhode Island  1:11 116 budgets spent on carcgiver sifling, we
South Carolina 1:11 1:13 divide the losses by the average salary for
South Dakota 1:13 1:16 caregivers in cach state, to get the number
Tennassee 1:18 1:18 of full-time equivalent aurse aides who
Texas 112 1:15 would be lost. Those FTEs were converted
Utah wmm 1:14 inio losses in ierms of nurse aide siaff mtios.
Vermant 113 118
Virginia 1.12 114 . N ”
Wash ington 111 1:14 ::Z dz;‘.)-c' Fl. ML gurmdwl'r we
West Virginia  1:11 116 icxed daua for average CNA salary. [n
Wisconsin 1N 1:14 these stiles, we used the nglional average
Wyoming 111 114 lon incaregiver swaffing 10 calculae
United States 1:12 1:15 the new ratio 'of\r_l‘urse aides per residen:.




