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CoverStory

Maintaining the Safety Net: The Role of Skilled Nursing

+ The loss of health care facilities in
Western Massachusetts draws at-
tention to the fragility of the safety
net, which provides service to the
most vulnerable segment of the
population.

« Skilled nursing facilities have be-
come the provider to a number of
individuals who were previously
served in institutionalized settings
that no longer exist to serve them.

* In Western Massachusetts, the
safety net is a loose collection of
agencies and facilities that care for
vulnerable and impaired persons.
This safety net system, while never
financially robust, has continued to
struggle and survive. It is time that
the critical nature of this safety net
in our health and social welfare sys-
tem is recognized for what it does
best.

+ No one element or component of
long-term care is more important
than another. Home and commu-
nity care and nursing home care
are dependent on one another.

ttention is often drawn to

issues when an untoward

event occurs. Foreclosures,

layoffs, and plant closings, for

example, draw attention to the prob-

lems in the present economy. In health

care, untoward events, such as injury or

death, spark interest in medical errors. It

is not surprising, therefore, that the clos-

ing of two health care facilities in West-

ern Massachusetts, Marathon Healthcare

and Anchorage Nursing Home, brings

into focus the tenuous foundation of

a vital component of our health care
system, extended care.

According to Scott Plumb, Senior

Vice President for the Massachusetts
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By James A. Lomastro, PhD

Extended Care Federation, “If there is a
huge run of closures again like we had
10 years ago, then we will be in the same
place as towns that closed their elemen-
tary schools;when enrollmentincreased,
they had no schools in which to enroll
their students. In Massachusetts, if a
single nursing home in a given town
closes, it immediately creates a waiting
list at existing homes. While the demo-
graphics and shifting care needs clearly
suggest that the explosion in long-term
care is going to be in community- and
home-based care, there still promises to
be an increased need for nursing homes
because almost all current nursing
home residents have needs that are too

extensive or too acute for community-
or home-based care.”

The results of these closures—
displacement of residents and staff and
loss of capacity—certainly has height-
ened awareness of the extended care
system’s value. Skilled nursing facilities
serve as a safety net in the commu-
nity. Government payment programs,
primarily Medicaid, are critical, and little
attention is given to the actual services
that constitute the safety net. Without
an understanding of how these services
actually function and which facilities are
at risk, vital institutional components
may not be properly supported.

Misrepresentation by the commu-



nity-based sector works in ways that are
not supportive of the overall system.Bill
Jones, Executive Vice President, Berk-
shire Healthcare, is concerned about the
politicizing that occurs around eldercare
issues by proponents and opponents on
societal issues of such importance to
the health and welfare of this vulnerable
population. “While the economic chal-
lenges faced in Massachusetts are real, it
is not clear why people are so quick to
conclude that part of the solution is to
move our elderly out of nursing homes
into home- and community-based care.
It is important that our elderly popula-
tions have a choice in where and how
their health care needs are delivered.
Those choices include hospitals, nurs-
ing homes, home care, senior hous-
ing facilities, adult day health centers,
senior centers and other community-
based services.In most cases, the elderly
choose to stay home. It is important for
them to maintain their independence
and to continue to do the things they
have done throughout their lives.Health
care providers want to honor this, and
do everything they can do to preserve
this preference.” To insure that we
enhance the safety of the most vulner-
able segment of the population, it is
necessary to assure that the safety net
remains whole and that each compo-
nent, including institutional ones, are
supported and respected.

Perceived Need

The country is rapidly aging. As longev-
ity increases as a direct result of advanc-
es in medicine and changes in lifestyle,
the gain is not without its costs; with
it comes the increased prevalence of
chronic diseases, which, in turn, increase
the number of people who need extend-
ed care. At the present time, almost 10
million people in the United States, two-
thirds of whom are elderly, currently
need assistance completing basic activi-
ties of daily living (e.g., eating, bathing,
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dressing). Most of these people remain
at home, receiving help from family and
friends.This number is expected to grow
rapidly.

Scott Plumb, Senior Vice President for the
Massachusetts Extended Care Federation

Accelerating this need for long-
term care are several trends. First, is the
simultaneous rise in the average age of
the home caregivers and second, the
decline in their number. Finally, these
caregivers are being asked to provide
ever more complex care, involving not
only skill, such as suctioning, but also
using medical devices and monitoring
relatively complex medication regimes
and exercise programs. As these care-
givers become incapable of caring for
impaired relatives and friends, the pres-
sure for additional services, both in and
outside the home, will increase.

Much of the recent emphasis has
been on bolstering home care and home
services through changes in Medicaid
reimbursements. Much of this effort
is well intentioned and based on the
assumption that home is the always the
least restrictive and most appropriate
environment for care. However, there is
a risk of draining resources from skilled
facilities that must be available when
home care is not appropriate or practi-
cal.

According to Plumb, “Recent reform
has led to a unhealthy competition
between home- and facility-based
long-term care. Home- and community-
based care advocates are seeking a total
re-balance of care. They want more and
more of the care dollars to be shifted to
the historically short-changed home-
and community-based care industry.
For example, the Patrick administration
has said that it would pay for the expan-
sion of the Community First Program by
freezing the nursing home rates. Unfor-
tunately, this has pitted one group of
eldercare providers against another.This
is the first time that any provider group
has ever advocated against rate increas-
es for another provider group.Our fear is
the 'l win, only if you lose’ mentality will
inhibit the health care continuum.”

In his 1980 book, Unloving Care,
Bruce Vladeck concluded that U.S. nurs-
ing home policy was largely the by-
product of broader social welfare legis-
lation. This was not meant as a compli-
ment. However, given the current reality,
nursing homes have developed both as
heath carefacilities,and at the same time,
as an essential part of the social welfare
system in the absence of other options
that are safe and capable of provid-
ing care to very compromised persons.
In many ways, the home care industry,
in its efforts to secure funding, has so
demonized facility-based care that it
threatens to jeopardize its ability to care
for those who cannot live at home. Both
home- and facility-based care options
are necessary. Plumb emphasizes the
synergy of the two:“The long-term care
continuum is actually very dynamic. It is
rare that elders stay in one health care
setting or another for their entire long-
term care experience. Good home care
needs good nursing home care, which
needs good home care.They are entire-
ly dependent on one another. Over
100,000 people are discharged annually
from nursing homes, thereby feeding



the home and community care system.”
Again Jones explains, “Home- and
community-based care is a vital service
and needs to be viable in the future
as does each segment of the system.
However, protecting its
future should be a policy
issuethatis notsolved at the
expense of an equally vital
nursing home segment. It
should be supported on its
own merits, and the funding
sources should be created
to strengthen the collec-
tive system, including home
care. To accomplish that,
home care should be stud-
ied to evaluate the econom-
ic model, the care that can
be provided, and the extent
to which the system could
be expanded to meet the
needs of those who are
served. Quality standards
should be established,
measured,and made public.
Regulatory oversight of government-
funded care in the home needs to be
developed to ensure that government
gets what it pays for in the same fashion
that hospitals and nursing homes are
today. Our communities deserve no less
from any segment of health care they
choose.”

Changing Role of Nursing Homes
The role of skilled facilities in providing
care, a safe environment, and an oppor-
tunity to maintain and even regain func-
tion (rehabilitation) to those who are
frail and disabled is not a new concept.
From the colonial times, care for the
elderly and disabled “poor” has been
a responsibility of the public. Up until
1820 the public response was to auction
offimpoverished citizens to families who
often provided poor living conditions
in return for grueling work. The expres-
sion “over the hill” comes from an 1871
ballad that depicts the plight of an old
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woman cast out by her children to live in
a government-run workhouse. Likewise,
many of the disabled were confined to
massive institutions for those afflicted
with mental illness or developmen-

tal disability. The only commonality
among these diverse groups was their
inability to live in a way considered safe
and productive by society. While some
“poor houses” and public and charitable
extended-care facilities were communi-
ty-based, many of these institutions were
located in rural areas for economic as
well as therapeutic reasons. During the
1950s and 1960s, many of these facilities
began to close for economic, therapeu-
tic, and humane reasons. The process
accelerated with the civil rights move-
ment in the 1960s when the courts chal-
lenged the right of society to consign
individuals to these institutions.

Parallel with this development, the
residential nursing home profession
was growing and developing to meet
the needs of changing demographics.
People were living longer and the prev-
alence of those with cognitive impair-
ments (dementia) also rose, increas-

ing the demand for facilities that are
able to accommodate them. With the
advent of Medicare and Medicaid that
covered long-term services, this sector
expanded to meet their needs.The 1939
census counted 1,200 nursing
facilities with 25,000 beds. By
1960, there were 9,600 nurs-
ing homes with 330,000 beds.
However, by 1970 after Medi-
care and Medicaid added
long-term care coverage, the
number exploded to 23,000
facilities with 1.1 million beds.
Currently, there are about
17,000 nursing homes caring
for 1.6 million residents. In
Massachusetts, there are about
50,000 nursing home beds,
but on any given day only
about 46,000 beds are occu-
pied. As acute care hospitals,
under pressure from Medicare
through its reimbursement
mechanisms to cut lengths of
stay, there was an increasing
need for short-stay beds (15-100 days)
able to meet the skilled though not
acute needs of many of their patients.

In the 1980s and 1990s these trends,
deinstitutionalization (the policy of
treating disabled in the community)
and the rising need for short-term care
converged, and the modern nursing
home profession took shape to address
both health and social welfare needs.
However, to call these facilities “nursing
homes” is misleading. While, on the one
hand, they strive to produce a home-like
environment, they are hardly “homes”
in the common sense. Further, the term
“nursing” does not describe fully the
range of services that they offer. They
have become for all practical purposes
the health care safety net for society,
providing services that hospitals, clinics,
community health centers, and group
and foster homes cannot. However, they
cannot continue to provide these essen-



tial services for very vulnerable individu-
als without proper support.

Safety Net

The health care safety net serves as
the default system of care for many
people who fall outside the medical and
economic mainstream and for whom
there are no other readily avail-
able services. Safety net provid-
ers are providers that deliver a
significant level of health care to
the disabled, elderly, and unin-
sured. Providers have two distin-
guishing characteristics: either
they are explicitly designated
by legal mandate (e.g., public
facilities, such as public hospi-
tals, community health centers,
and local health departments)
or implicitly as in the case of
nonprofits. As public institutions
closed, community-based alter-
native were not available. Those
not able to care for themselves
were placed in nursing homes as
the only safe and secure setting
available.

As an example, Plumb points out,
“Many of the people in nursing homes
who are under the age of 60 have
mental health issues, such as dementia
and substance abuse. Nursing homes
are not supposed to admit people with
active mentalillness.However,thereisan
exclusion for people who have no other
care setting. Since many of these people
are homeless, and there are no longer
many group homes for the mentally
ill, they end up in nursing homes. One
could argue that they do not belong
in a nursing home but in another care
setting, but until that care setting exists,
it is better to be in a nursing home than
homeless or in a hospital.”

Conclusion

The closing of facilities more than any
singleeventbringsintofocusthefragility
of the health care safety net. In Western

10 | Healthcare Ledger

CoverStory

Massachusetts, the safety net is a loose
collection of agencies and facilities that
careforvulnerable and impaired persons
that is often not coordinated or at times
aware of the function it performs. In the
absence of planning, what has evolved
is an informal system of care that relies
mainly on private and propriety provid-

ers that depend on funding from Medic-
aid. This safety net system has never
been financially robust, but it has contin-
ued to struggle and survive.

It is time that the critical nature of
the safety net in our health and social
welfare system is recognized. It is of
particular concern that we recognize
the complexity of this safety net and
that no one aspect is more important
than others. It is important that the
system is well balanced. For example, if
efforts to provide services at home for
some frail elders and disabled persons
are insufficient to meet their care needs,
then skilled nursing facilities must
be available to provide these vulner-
able individuals not only with a bed in a
secure setting but also with programs to
enable them to continue to lead produc-
tive lives.Jones believes that the nursing
home industry is stereotyped in a way
that is mythical: “Unfortunately, nursing

homes have done (until very recently)
a poor job talking about those stereo-
types and the associated mispercep-
tions that society has of them.” Rather
than demonizing nursing homes and
minimizing their role, they should be
recognized as essential for those who
need more treatment and services than
residential care.Plumb echoes this
notion, indicating that specializa-
tion is what is eventually going to
happen.“There are already several
examples of this: Northampton
Rehabilitation and Skilled Center
with its medically fragile children’s
component and the Farren Care
Center for patients with neurobe-
havioral disorders are examples
of nursing homes that are now
specializing. However, nursing
homes are largely community-
based and local; people want to
place their loved ones locally so
that visiting is easy. In fact, most
people go to nursing homes
within 10 miles of where they live.
Perhaps the state should shift its focus
toward developing regional centers of
excellence, which can be staffed appro-
priately and innovative day programs
created, but this has to be accomplished
in the context of everybody wanting
local access.”

Jones concludes, “Western Massa-
chusetts and our rural communities are
particularly vulnerable in this campaign
by home-care advocates to close nurs-
ing homes and shift the money to home-
and community-based care. Often, rural
communities are served by several nurs-
ing homes that have high-occupancy
levels and uniquely specialized services.
It is hard to understand the rationale for
exposing people to unnecessary clinical
risks to save a purported buck.” ll





