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PERSON-CENTERED CARE: REFORMING SERV-
ICES AND BRINGING OLDER CITIZENS BACK
TO THE HEART OF SOCIETY

WEDNESDAY, JULY 23, 2008

U.S. SENATE i
SPECIAL COMMITTEE ON AGING
Washington, D.C.

The committee met, pursuant to notice, at 11 a.m. in Room SD-
562, Dirksen Senate Office Building, Hon. Herb Kohl (Chairman of
the committee) presiding. : .

Present: Senators Kohl [presiding], Wyden, Lincoln, Casey,
Whitehouse, and Smith.

OPENING STATEMENT OF SENATOR HERB KOHL

The CHAIRMAN. Good morning, and we thank you all for being
here this morning.

This morning, I will be very pleased, along with Senator Smith,
to turn the gavel over to our colleague Senator Casey. While serv-
ing as Pennsylvania’s auditor general for 8 years, Senator Bob
Casey worked to improve the nursing homes in his State, making
them safer and exposing holes in State oversight. We are very
grateful to have him on the Aging Committee, and we are pleased
that he is holding today’s hearing. A

The issue we will consider today is one that should seem obvious.
When providing someone with healthcare or long-term care, our
first consideration should always be that particular individual’s
needs and desires. This is known as person-centered care. What a
very simple idea. : '

Unfortunately, our health and long-term care industries have
grown so complex that such a straightforward concept has gotten
lost and, to some, providing personalized care with the individual
senior in mind has become inconvenient. ’ i '

Twenty-one years ago, Congress passed a landmark nursing
home reform known as OBRA 87. OBRA laid the foundation for
person-centered care. Today, Senator, Casey will examine facilities

called “Green Houses” that are successfully implementing person-

centered care. Green Houses that are successfully implementing
person-centered care are all too rare. '

We will also hear about the medical home model that CMS is ex-
ploring, which reorganizes the way that physicians, nurses, and

others work together to tailor services to each individual. Finally,

the Committee will explore ways to make it easier for other nurs-
ing homes to move forward toward these model programs.

- (D
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It is clear that within the realm of long-term care there are many
more choices available today than there were just 20 years ago. We
are very pleased to see this expansion of options, and we are very
hopeful that this trend will continue.

The Aging Committee has a long and a proud history of moving
Congress forward on issues of long-term care. So we thank you
once again, Senator Casey, for taking us a step further with today’s
hearings. , .

We turn now to the Senator’s Ranking Member, Senator Smith.

STATEMENT OF SENATOR GORDON H. SMITH

Senator SMITH. Thank you, Chairman Kohl. :

Senator Casey, we thank you for bringing this important issue
to the attention of this Committee. As debate continues on
healthcare reform, we often find ourselves embroiled in discussions
of cost control and payment reform, and too often forget the people
our reforms are intended to serve.

The recent debate over this year’s Medicare legislation was an
excellent example of how we can make necessary policy adjust-
ments while improving the Medicare program for our seniors. I
look forward to today’s discussion as it is in keeping with this posi-
tive trend of placing the care of the person at the center of
healthcare policy discussions.

We have an impressive list of witnesses today, all of whom will
share with us their perspective on person-centered care. I want to
extend a personal welcome to Dr. Diana White, who flew all the
way from Oregon to be with us today. Dr. White will share with
us some of the initiatives going on in Oregon and provide rec-
ommendations garnered from the lessons learned.

As an Oregon Senator, I am very proud of our State’s healthcare
system. We have a large number of community-based care choices,
including home care, hospice, and other services. The diversity in
care options and our State’s continued emphasis on providing a va-
riety of services has supplied Oregonians with one of the Nation’s
best healthcare systems.

The Oregon model has a strong collaborative philosophy and is
designed to get individuals the appropriate care in the settings that
best meet their needs. Oregon’s system lends itself in many ways
to the philosophy of person-centered care. Similarly, person-cen-
tered care focuses on the inherent value-of each individual and em-
phasizes the importance in relationships between caretakers and
receivers. '

As we look for new ways to provide quality care for our seniors,
examining concepts and philosophies like the ones discussed today,
will help us all make informed decisions. Our seniors deserve the
very best. If we can design public policies that maximize choice, au-
tonomy, and relationships between caregivers and receivers, 1 be-
lieve this can go a long way in helping to improve the quality and
dignity of care our séniors receive.

1 am committed to looking at all of the alternatives that will help
our dedicated health professionals in. providing the highest quality
of care to their patients. To that extent, I welcome the opportunity
this morning to learn more about person-centered care and the po-
tential contributions it could hold in providing improved quality
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and increased satisfaction of seniors in outpatient and long-term
care settings. : '

So, with that, I turn back to you, Mr. Chairman and Senator
Casey. _ o

The CHAIRMAN. Thank you very much, Senator Smith.

Senator Casey.

STATEMENT OF SENATOR ROBERT P. CASEY

Senator CASEY [presiding]. Mr. Chairman, thank you very much.

I appreciate your willingness to bring us together today for this
hearing and for your leadership on this Committee that, frankly,
we don’t hear enough about these issues in the public press, and
we are grateful for the opportunity you are giving us today. The
families of America, older citizens across this country, as well as
the witnesses who are here, we will all benefit from the wisdom
and the insight and the experience that these witnesses bring to
bear on this important issue.

I want to thank Chairman Kohl and thank him again for his
leadership, and Ranking Member Smith as well for being with us
today.

I know we are joined by Senator Wyden, long a leader and an
active voice on this issue of how we care for and honor older citi-
zens.

I wanted to thank the witnesses for your presence, your scholar-
ship, your experience, but also for your willingness to travel. We
have witnesses as far away as Oregon, Colorado, Nebraska. We
have some Pennsylvanians here, as well as some from the State of
New York as well. We thank you for that.

We want to highlight today the issue that both Senator Kohl and
Senator Smith mentioned, which is person-centered care, reforming
services and bringing older citizens back to the heart of society. I
guess we should talk about the philosophy that brings us together
today. It is very simple. Older citizens deserve to live lives of dig-
nity and respect at all stages of their lives.

I was recalling this morning what was written in the Philadel-
phia Inquirer 10 years ago in a series about long-term care. A writ-
er by the name of Michael Vitez, V-I-T-E-Z, a good man and a good
writer. In the middle of one of his stories in a series, he said, and
I quote—and he was referring to experts in the field. “Life can have
quality and meaning even until the very last breath.” He was using
as his foundation for that statement those who were experts.

I think that is critically important to remember today. No matter
how old someone is, no matter what stage of life they are in, their
life has quality and meaning until the very last breath. Elders have
a profound right to be decisionmakers in their own care, to be at
th((ia center of their own care with a partnership of family and pro-
viders.

Older citizens are critically important to the overall health and
well being of our society. I quote one of our witnesses today, Dr.
Bill Thomas, and in fact, our hearing title today borrows from a
phrase of his. “People of all ages will live better lives when we suc-
ceed in bringing elders back to the heart of our society.” A well-
crafted summation of what we are doing today, that we have to
bring them back to the heart of our society.
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I will ask that my full statement be made part of the record, but
I did want to review a couple of areas of my statement before I
turn to our other colleagues.

[The prepared statement of Senator Casey follows:]

PREPARED STATEMENT OF SENATOR ROBERT P. CASEY, JR..

Good morning everyone and thank you all for being here. I want to thank Chair-
man Kohl for the opportunity to call this hearing today and I'd like to give a warm
welcome and tremendous thanks to the witnesses we have with us today— some of
whom have traveled from as far away as Oregon, Colorado and Nebraska, others
from PA and NY. Thank you all for taKing the time to be here and for your tremen-
dous expertise and commtment to the work we’ll be discussing.

Our hearing is called “Person-Centered Care: Reforming Services and Bringing
Older Citizens Back to the Heart of Society.” What do we mean by person-centered
care? It is both a philosophy of care as well as the defining principle of several excit-
ing and specific initiatives within health care and long term care for older citizens.
The philosophy is simple: Qur older citizens deserve to live lives of dignity and re-
spect through all stages of life. About 10 years ago, the Philadelphia Inquirer re-
ported, “Life can have quality and meaning even until the very last breath.” Elders
have a profound right to be decision-makers in their own care—to be at the center
of their own care, with a partnership of family and providers. Our older citizens are
critically important to the overall health and well being of our society. I quote one
of our witnesses today, Dr. Bill Thomas, and in fact our hearing title borrows a
phrase from the following quote of his, “People of all ages will live better lives when
we succeed in bringing elders back to the heart of our society.”

In recent years, this philosophy of person-centered care has been translated into
very specific action. This morning we will hear testimony about person-centered care
within two types of settings: (1) outpatient care for older citizens living on their own
or in assisted living, and (2) long term residential care in nursing facilities. I think
you will find this testimony fascinating, enlightening and inspiring. We have with
us experts in policy and academia and medicine. We also have the ultimate ex-
perts—family members and direct care workers. All these individuals will testify
?bout how person-centered care has transformed their professional and personal
ives.

In hearings before the Aging Committee, we frequently hear the statistics, and
they are alarming, about the increase in Americans over the age of 65. We currently
have an estimated 38 million Americans in this age group, and that number is ex- -
pected to double within the next twenty years. In the midst of this, health care costs
are rising exponentially, the quality of outcomes is not consistent, older citizens are
often abandoned to navigate a confusing and complex health care system. Also, older
citizens report extremely low levels of satisfaction with life in nursing homes. This
$122 billion industry includes 16,000 nursing homes and significant concerns persist
about maltreatment and neglect of our older citizens in 20% of these homes. As I
know from my work in state government, most nursing homes provide quality care
but that 20% is what we hear most about. However, a recent survey by the AARP
found that fewer than 1% of individuals over 50 with a disability want to move to
a nursing home. There has to be a better way, and in fact there is.

Person-centered care provides that better way. It is a straightforward concept and
yet it has taken years of hard work to get concrete initiatives underway. We have
a long way to go and much to learn. But in order to succeed, we must also examine
why this kind of culture change is difficult.

Part of the answer is that our current systems for health care and long term care
are neither structured nor rewarded for person-centered care. Medicare offers finan-
cial incentives for scheduling multiple patients and single services, not coordinating
complex care and providing counseling and genuine partnership in care. This is
unsatisfying for both patients and practitioners—and can even be dangerous or
deadly. The NY Times contained a report Monday about a Philadelphia man, Robert
Williamson, who received a cursory primary care exam which missed the danger
signs of an oncoming stroke that Mr. Williamson suffered a short time later. Not
only did Mr. Williamson suffer a severe health crisis, he incurred $30,000 in hos-
pital costs and had to go on disability at a cost of $1,900 per month.

The number of primary care or “family” physicians, those who traditionally have
an ongoing relationship with patients and their family members and the greatest
“understanding of comprehensive needs, is decreasing. The American Academy of
Family Physicians reports a 50% decline in medical students choosing family medi-
cine. Primary care physicians get lower reimbursements from Medicare and need to
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see increasing numbers of patients, in already over-crowded schedules, just to stay
afloat financially. ’,

In residential care, nursing facilities require residents to revolve around institu-
tional schedules for such personal preferences as waking, bathing and dressing, far
too often identifying residents by their health conditions, vulnerabilities and room
numbers rather than their unique strengths and gifts. Staff members attracted to
the field of direct care service because they want to help older citizens are just as
ill-served by this institutionalized culture as are the residents. Workers are mini-
mally trained, over-worked and carry patient loads that make it impossible to en-
gage in any personal time with residents—in fact, such relationships are often dis-
couraged. They have little or no say in decision-making, relegated—like the resi-
dents—to the fringes of a system that places the needs of the institution over those
of the human beings in it.

The majority of our health care and long term care systems are missing a critical
element in caring for our older citizens—and that is the importance of relationships.
Elder care has become entrenched in habits and methodology and reimbursement
policies that are more suited to “one size fits all” than to personalized, individual-
ized care. We reimburse physicians on the number of patients they can see in a day
rather than engaging older citizens and their family members in a partnership of
care. We evaluate direct care workers on the number of pills they can dispense in
an_hour, rather than the joy they can engender-in the life of an older individual.

Of course the culture change of person-centered care involves more than just an
emphasis upon relationships, and we will hear much about its specific requirements
here this morning. But changing the way we care for older citizens does not need
to be difficult. We have to stop engaging in “business as usual” and look at what
is working. That is why I chose to hold this hearing and will devote a great deal
of attention to this issue here in the Senate. That is why I will be introducing a
bill that will provide loan funding for long term nursing facilities that commit to
the principles of person-centered care.

The movement toward person-centered care has been called a revolution. But al-
though it is revolutionary and “new” in what we are doing, it is also a profound re-
turn to the bedrock values of respecting our older citizens and living the golden rule.
It’s also about peace of mind for family members. The pioneers of this revolution—
and we are fortunate to have many of them with us here today—show us how we
can enrich the lives of both our older citizens and everyone around them. I am so
grateful to them for their willingness to believe in something better, for their cour-
age and persistence in engaging very entrenched systems in innovative change.
They are ﬁere today to tell us how to create change in very specific and successful—
terms, focusing in particular on the outpatient “Medical Homes” model and the
“Green House” model for in patient residential care. Since serious conditions often
lead to hospitalizations and periodic rehabilitative care for older citizens, we will
also hear testimony about how to best navigate such transitions within a culture
of person-centered care.

The solutions we will hear this morning are win-win for everyone. They provide
older citizens and their families with better care, better outcomes, and more enjoy-
able lives; they provide direct care workers long-overdue respect and job satisfaction;

"they allow health care practitioners to meet the comprehensive needs of their pa-

tients; and they save money in the long run.-

Senator CASEY. The majority of our healthcare and long-term
care systems are missing a critical element in caring for older citi-
zens, and that is the importance of relationships. Just one word,
but so powerful and so profound for today.

Elder care has become entrenched in habits and methodology
and reimbursement policies that are more suited to one-size-fits-ail
than to personalized, individualized care. We reimburse physicians
on the number of patients they see in a day rather than engaging
older citizens and their families in a partnership of care. We evalu-
ate direct care workers on the number of pills they can dispense
in an hour rather than the joy they can engender in the lives of
an older individual.

The movement .toward person-centered care has been called a
revolution. But although it is revolutionary and new in what we
are doing, it is also a profound return to the bedrock values of re-



6

specting our older citizens and living the golden rule. It is about
peace of mind for families and family members. A

The pioneers of this revolution, and we are fortunate to have
many of them with us today, show us how we can enrich the lives
of both older citizens and everyone around them. I am so grateful
to them for their willingness to believe in something better, the .
people who are here providing testimony and supporting the testi-
mony, for their courage and persistence in engaging very en-
trenched systems in innovative change.

Finally, the solutions we will hear today are a win-win for every-
one. They are a win for older citizens, a win for those who provide
the care, and for family members. These changes and these solu-
tions provide older citizens and their families with better care, bet-
ter outcomes, and more enjoyable lives. They provide direct care
workers with long-overdue respect and job satisfaction. They allow
healthcare practitioners to meet the comprehensive needs of their
patients, and they save money in the.long run.

In the end, and I will conclude with this, what we are doing
today is, in a larger sense, paying tribute to and affirming the con-
tribution of those who have gone before us, older citizens in our so-
cieties, those who fought our wars, who worked in our factories,
who taught our children, who gave us life and love. The least that
we can do is to stay focused on better ways to make sure their care
is the best that it can be and especially to affirm the good work
that is done by healthcare practitioners and, of course, the direct
care workers who provide most of the daily and hourly care to older
citizens. ' 4

So, Mr. Chairman, we thank you for your leadership and for this
opportunity today. Thank you very much. :

Now I have the honor and the privilege, as of chairing this hear-
ing in my about 18th or 19th month in the Senate, to be able to
((:iall }?n a witness, and I appreciate the Chairman allowing me to

o that. : .

I want to call on now another Senator from the State of Oregon,
someone I have known for several years now and someone who has
been a leading voice on these issues, Senator Ron Wyden.

STATEMENT OF SENATOR RON WYDEN

Senator WYDEN. Thank you. Thank you very much, Mr. Chair-
man. : . .

I want to commend you, Senator Casey. Thank you for your very
fine statements, Chairman Kohl and Senator Smith. :

I will be very brief. I think what is-striking about this——and Ms.
Abrams touches on it in her opening statement—is that when you
look at the debates that we are now having in this country about
healthcare, it seems that so often the patient is almost an after-
thought. o

You hear constant references to the providers, to the insurances
companies, to various payers and budget experts, and at the end
of the discussion, you wonder where does the patient really fit in?

I know in the Senate Finance Committee—Senator Smith and I
are part of the Finance Committee—we had a long discussion last
week about health information technology, a very exciting develop-
ment. We also discussed something known as comparative effec-
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tiveness analysis so that you could see, for example, which provider
gave the best-quality services and at what price. These are all very
useful tools.

But after something like 2 hours’ worth of discussion, I asked
how does the patient fit into all of this? We have heard about why
it makes sense for the budgets and for payers and insurance com-
panies. How would you actually get the fruits of these wonderful
technologies to patients and their families in a usable fashion?

So that is why I think it is very, very helpful that Senator Casey,
with the bipartisan leadership of our Committee, is looking at care
that is patient-centered. This topic and this hearing give us a
chance to elevate the concerns of patients so that at least they get
up to the same plateau as concerns of providers, budget experts, in-
surance companies, and others.

The Healthy Americans Act is the first bipartisan universal cov-
erage health bill in the history of the Senate—we have now got 16
Senators, 8 Democrats and 8 Republicans. Senator Smith, I am
pleased to say, is one of our group. What we do is establish what
is called a “healthcare home.” We don’t call it a medical home be-
cause we want to convey to the world that nurses and physician
assistants and others should also be in a position to do the good
work that Senator Casey has described this morning.

As this debate goes forward about a medical home—what I call
a health home and I am going to ask several of you witnesses to
talk particularly about how we can make sure that this concept
really gets embedded in the health reform efforts. I think it really
is one of the best ways to follow up on this idea of a patient-cen-
tered universe in healthcare.

Thank you Senator Casey for this hearing, your leadership and
especially for making sure that the patient isn’t an afterthought in
this debate.

Senator CASEY. Thank you, Senator Wyden. We are grateful for
your leadership as well. :

I think we will go to our witnesses now, and 1 think it will start
on my left. I think what I will do is just introduce the witnesses
as they testify.

First of all, Dr. William Thomas is a Professor at the Erickson
School of Aging Studies, University of Maryland. He is the Founder
of the Green House model. He is a resident of the State of New
York. To say he has been an innovator and a pioneer is a dramatic
understatement.

He is a Harvard-trained medical doctor and also known in some
circles as a “gentleman farmer.” I will have him explain that if he
wants to at some point. But, Doctor, we are grateful for your pres-
ence here today and your testimony, and we will start off with you.

We are going to try to keep, as best we can, our witnesses to 5
minutes. Of course, each of your statements will be made part of
the record. We will start with you, Dr. Thomas.
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STATEMENT OF WILLIAM THOMAS, M.D., PROFESSOR,
ERICKSON SCHOOL OF AGING STUDIES, UNIVERSITY OF
MARYLAND, ITHACA, NY

Dr. TuoMAs. Thank you, Senator Casey. Thank you to the Com-
mittee for having me.

I actually always like to take a question of public policy and dig
into the history. It is fascinating to me. As I was preparing my re-

‘marks, I went back across the history of medicine and healthcare

in America, and it is fascinating to look at healthcare in America

"in the 19th century.

" In the 1800’s, it was a wild and woolly environment out there,
with just about anybody who wanted to could call themselves any
kind of doctor or practitioner they wanted to. Families, consumers,
patients really had no way of knowing if this snake oil salesman
was really going to offer them some kind of cure or not. I will give
you one little anecdote from that era, which I found fascinating.
The early—when oil was discovered in western Pennsylvania, the
first use it was put to was as a patent medicine. Some enterprising

- souls in western Pennsylvania began collecting the oil that was

running in the streams out there and selling it as a medicine. That
didn’t work out so well. So this whole petroleum thing took over
instead.

But in 1910, a man named Abraham Flexner, with the support
of the Rockefeller family, actually conducted a detailed analysis of
medicine in America, and his findings were, as I have described to
you, crazy. He recommended that we standardize American medi-
cine and much in the same kind of way that the petroleum or oil
industry was being standardized. :

As a result, for the very first time, there were specific require-
ments for physicians to go to medical school. That was new. To ac-
tually have faculty who were doctors, that was new. To actually see
patients, that was new. All of this was:new. The modern medical
school was born in the early 1900’s. . .

The result of that, I am really happy to say, was a dramatic im-
provement in the healthcare made available to American citizens
because now you had people who were actually trained in what
they were trying to do. There was real research going on, and we
began to see real improvements in our health and healthcare.

The other thing that happened as a result of this improved atten-
tion to kind of training and prestige, the reputation of the doctor
changed from possibly snake oil salesman, “I don’t know about this
person,” to a respected member of the community. In fact, there are
some really wonderful pieces of art that are created in the early
20th’ century kind of showing physicians in very kind and caring
and compassionate roles. S :

We began .to match that new social role with some tremendous
technology—the development of antibiotics, effective immuniza-
tions, effective surgical techniques. Medicine went through a stun-
ning transformation. With each new development, the stature of
the doctor rose higher and higher and higher.

In fact, I was a medical student in the 20th century, and when
I began my training, it was customary for nurses to rise from sit-
ting when a doctor entered into the room. That was a courtesy that
was extended to physicians in-part because of this high prestige.
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In fact, there was a joke that went around medical schools at
that time, which I will repeat here because you guys didn’t go to
medical school so—what is the difference between God and a sur-
geon? God doesn’t think he is a surgeon.

So what happened is we developed a “doctor knows best” kind of
culture, where patients were expected to defer to the expert judg-
ment of the physician. I think that worked well at the time. You
know, it had its advantages, but we live in a very, very different
world now. I want to lay out for the Committee just the basic ele-
ments that are changing so you know where the policy—where this
policy impulse is coming from.

First off, medical information is now available to everybody all
the time, everywhere. Some of it is very good on the Internet, and
some of it is very bad. But people have access to information in
ways that were unimaginable in the 1960’s, 1970’s, and 1980’s, you
know, before the information boom.

Physicians are now regularly dealing with patients who have
sometimes as much information as they do about new drugs and
new treatments and new therapies, and it is changing the relation-
ship between doctor and patient.

Also—and I think this is very, very important—we are the in-
heritors of a system that was built on acute medical care. The sys-
tem was created and optimized to provide immediate urgent treat-
ment to illness and injury, and it is good. :

The problem is we are living in a society where more and more
people spend more and more of their lives managing chronic ill-
ness. The ongoing management of chronic illness requires a dif-
ferent relationship between doctor and patient than the immediate
urgent treatment of an illness or injury.

So we are changing away from an acute care oriented system to-
ward a chronic care oriented system, and social roles are going to
have to change to accommodate that.

Next, what used to be—the doctor in Sayre, PA, the Dr. Robert
. Packer hospitals started by Dr. Robert Packer, OK? There you go.
It used to be clear exactly where you went for the answer. Now it
is confusing.

In fact, Dr. Robert Kane, who is a well-known expert in the field
of aging and public policy in aging, wrote a book about how difficult
it was for him, an expert in the American healthcare system, to
navigate when his mother became ill, and he was not the expert,
he was the son of a woman who needed help. So what we find is
that both doctors and patients are increasingly struggling with the
complexities of the system we have created.

Finally, there is a need to put patients, as has been mentioned
in the opening comments, at the center of what we do. There is a
pretty exciting thing that happens when people like me and the
other people in the hearing room here get to develop new models
based on patient centeredness. That is what is different. That is
what is new. That is what has changed.

I am not here today to talk to you about making a nursing home
a better nursing home. I am here today to talk to you about tran-
scending that older model with a new patient-centered model and
reaping the benefits of that change.
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So—and you will hear more about this in detail as we go along,
but the medical home concept, I really want to say, I trained in
family medicine. My sympathies are entirely with providing people
with a healthcare home where they—home-based, where they can
go and get reliable information from people with whom they have
a relationship.

Senator CASEY. Doctor?

Dr. THOMAS. Yes?

Senator CASEY. I just want to cut you short because we are over
by more than 3 minutes. A

Dr. THOMAS. On time? No worries.

Senator CASEY. I want to—we won’t penalize you today. But—
{Laughter.] _

Dr. THoMaS. I thank you for giving me time, and I am sorry 1
went on so long.

[The prepared statement of Dr. Thomas follows:]
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Senate Testimony
Dr. Bill Thomas
Professor of the Practice of Aging Studies

The Erickson School at UMBC

2)

American medicine in the 19
Century oﬁ"ered a broad m.nge
of philosophies and practices.
Nearly all of them are
forgotten now and, by and
large, it is good that we have
abandoned them. .

The turning point came with

the publication of the “Flexner

Report” in 1910, This book-length analysis of medical practice in America

concluded with the following recommendations:

a. Admission to a medical school should require, at minimum, a high school’

diploma and at least two years of college or university study, primarily

devoted to basic science.

b. The length of medical education required to last four years.

c. Proprietary medical schools should either close or be incorporated into

existing universities,

d. Medical schools should appoint full-time clinical professors, who would be

barred from all but charity practice, in the interest of teaching.
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3)

5)

These changes led to the rise of the modern profession of medicine. It raised
the “allopathic” medical philosophy above all others and put most competing

philosophies out of business. The kindly hometown medical doctor became

~ an American legend.

After World War Two, an unprecedented world historical boom in medical
technology empowered the medical profession. New medicines, new
technologies and new procedures transformed medical practice and raised
the power .and p;'estige of American doctors to unprecedented heights.

There is a joke that every 20" medical student remembers..

'Q: What is the difference between God and a surgeon?

A: God does ot think he’s a surgeon.
We are now entering another transformational era in health Snd health care.
The relationship between patients and “health care providers® is being

remade. The old ideal of, “Doctor Knows Best” is giving way to a new, and

much more equal, partnership between patient and practitioner.
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a. Patients are seeking, finding and using healt.‘.l information from a wide
variety of @urca. The consumer information -revolution is alive and well in
the health care areﬁa.l .

b. ‘Patients and doctors are spending more time dealing with the ongoing
management of; chronic illnesses and less time dealing with the immediate
treatment of acute ilinesses and injuries. This trend will accelerate as our
society ages. |

¢. Patients and medical professionals face an increasingly complex network of
sub-specialists and a;ivanced treatment options that are both powerfully
effective and very confusing,

6) 1 think the best new model for the emerging patient-provider relationship is
"patient-cen-teref‘lness." This philosophy of care places the individual patient
at the center of the decision;making matrix. It encourages the exchange of
information in both directions.

Providers who adopt this framework soon find themselves working to
develop new models, new systems and new approaches to previously
intractable problems. These new models include:

a. 'The idea of a “Medical Home” offers us a way to manage increased
complexity and confusion of the existing jumble of specialists and sub-
specialists. http:/len.wikipedia.orgMH)Medi;al_home

b. The “Planetree” model shines a light on person-centered practice in acute
care environments. http://en.wikipedia.org/wiki/Planetree_Alliance

¢ The "Eden Alternative” provides a pathway for existing long-term care

organizations to alter their organizations and environments in ways that

“bring decision making as close to the elders as possible. http://edenalt.org
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d. The “Green House” provides a radically “person-centered” approach to the

long-term care needs of people who would otherwise be required to live in

nursing homes. 1t offers a developmental approach to aging and care that

adapts the daily routine to the needs of the elders rather than requiring the

elders to adapt to an institution’s daily routine.

.0 itali id=

7) “Person-centered” care is an authentic grassroots movement that has the

power to unite patients and providers in a shared effort to experience how

we interact with the health care system. So what can the federal government

do to drive innovation forward? Here are my suggestions:

a. Weave person-centeredness into the reimbursement system.

i. The current system provides outsize financial rewards to people and

iii.

organizations that concentrate heavily on technology-centered or

sub-specialty-oriented care.

ii. We are entering a historical period where the greatest advances in

our health and well-being are going to come from creative new
ways to use the technology and knowledge we already have.
Our reimbursement system is based on an outdated “input-based”

approach to health care.

b. Encourage the development and testing of responsible, evidence-based '

innovations in new models, work roles and funding strategies.

i,

We have supported biomedical research and that support has
yielded life saving drugs. Now it is time to fund health care system
research,

Fear of regulatory sanction deters some people and organization
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from pursuing new “patient-centered” models. 1 do not favor a
'regulatory roflback. | do favor improved mechanisms for
understanding and responding to that fear.

iii. Invest in developing the leaders who _will take our entire health care
system into a “person centered” future.

c. Come to terms with the fact that our health care system is heavily biased
toward the immediate treatment of acute illnesses and injuries and that the
bias needs to be changed so that it favors the ongoing management of
chronic conditions. This is the essence of the person-centered reform

movement.
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Senator CASEY. That is OK. Maybe we will give others a little
warning.

Senator Whitehouse is here from the State of Rhode Island. I
don’t know if he wants to offer a statement now or whether you
want to do a statement later?

Senator WHITEHOUSE. I am more than happy to hear from the
witnesses and not deliver a statement.

Senator CASEY. That doesn’t always happen in this place.
[Laughter.]

Thank you, Senator Whitehouse.

Senator WHITEHOUSE. Maybe it will catch on.

Senator CASEY. Let me move to our second witness.

Robert Jenkens is here, and he is the Director of the Green
House Project.

Just by way of background, Mr. Jenkens serves as Vice President
of the subsidiary of NCB Capital, the Community Solutions Group.
He directs the Green House Project and the Coming Home Pro-
gram, and I know we are going to be hearing—have a chance to
ask some questions about all of these and-about the elements of the
Green House, what characterizes the Green House.

But, Mr. Jenkens if you have a chance, we will try to give you
5to 6 maybe Thank you very much.

STATEMENT OF ROBERT JENKENS, DIRECTOR, GREEN HOUSE
PROJECT, NCB CAPITAL IMPACT, ARLINGTON, VA

Mr. JENKENS. Thank you, Senator Casey, Chairman Kohl, Rank-
ing Member Smith, and other members of the Committee for this
opportunity to share with you information about one successful
model of person-centered care, The Green House Project.

T am Robert Jenkens, Director of the Green House Project. The
replication of The Green House model is a partnership between
NCB Capital Impact, the Robert Wood Johnson Foundation, Bill
Thomas, and the early pioneering providers who have joined with
us in this effort.

Person-directed care is about creating a place where people live
lives on their own terms while receiving the care they need with
dignity and control. Today, I want to share a brief overview of The
Green House model, our research, challenges, and what Congress
can do to help.

Edna Hess and Zoe Holland will speak on the next panel about
their personal experiences with The Green House homes and how
they transform the lives of elders and staff. Additional detailed in-
formation is available in my written statement.

The Green House model reinvents nursing homes to make them
real homes. Not home-like, but real homes with the control, choice,
and flexibility that you or I expect when we get home. To do this,
the model changes three areas—the environment, the organization,
and the philosophy of care typically found in skilled nursing homes.
This comprehensive and integrated approach is key to the model’s
success.

The environment in The Green House homes is a small, warm,
and fully independent home with an open common area with a
kitchen, dining room, and living room at its core, surrounded by 10
to 12 private bedrooms, each with a private bath and all the sup-
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port areas necessary, each organized to meet skilled nursing home
requirements and building standards.

At the core of the philosophy is creating an environment where
people living and working in the home are in control of their lives
and have the chance to get to know each other. When you have
control and know someone well, you can better understand and
meet their individual needs and preferences.

- The organizational design restructures staff and flattens the
management of traditional nursing homes. It is an empowerment
workforce model where direct care staff called Shahbazim work in
self-managed teams. The Shahbazim are certified nursing assist-
ants with 120 hours of additional training. They provide and man-
age all the critical tasks of running the household—providing care,
cooking, cleaning, and doing the laundry.

Self-management and the universal worker approach leverage
the Shahbazim’s great capacity, creativity, and compassion to cre-
ate a flexible environment and schedule that meets individual pref-
erences. Just as at home when we care for a small number of peo-
ple we truly know.and care about, we find ways to accommodate
and celebrate their individuality. The organization’s clinical staff
continues to provide skilled services using the best practices we
have developed in traditional settings.

Dr. Rosalie Kane of the University of Minnesota, a leading re-
searcher in long-term care, conducted an independent evaluation of
the first Green House homes. Her research found significant im-
provements for the elders in both quality of life and quality of care,
areas we have tried to have an impact on for many years. She also
found great improvements for staff in their job satisfaction.

‘We believe these improvements translate into significant Med-
icaid and Medicare cost savings through greater functional and
mental health as well as avoided and shortened hospitalizations
and acute episodes. CMS has been supportive of The Green House
model, finding that it meets all Federal rules and more fully imple-
ments the intent of the Nursing Home Reform Act.

There are three major challenges to spreading The Green House
model of person-centered care. The first challenge is capital cost.
Green House homes require new construction. State Medicaid rates
are generally inadequate to cover the costs associated with new
construction for any nursing home, a traditional nursing home or
a Green House home.

The second challenge is low Medicaid rates. Nationally, the aver-
age Medicaid rate has been found to be less than the cost of good
quality care. The Green House model is a high-quality model re-
quiring staffing levels higher than the national average, but at the
rate research has shown is necessary to provide good quality care.
Low Medicaid rates mean that even the most mission-driven pro-
viders are often forced to limit their Medicaid participation.

The third challenge is getting the Green House homes off of cam-
puses and into the communities where people live and homes be-
long. Community integration requires a scattered site approach. To
make a scattered site approach financially viable, multiple homes
need to be licensed together so they can share overhead costs. Fed-
eral nursing home rules may not support such an umbrella licens-
ing approach.
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To assist with these three challenges, we recommend that Con-
gress consider the following. To help with the capital costs, create
Federal programs to offset development costs for projects with a
low-income focus. Program models could include a dedicated tax
credit equity program, targeted grants, and interest rate subsidies.

Senator Casey, the proposal you plan to introduce, the Promoting
Alternative Nursing Homes Act, will be a significant resource in
this area if passed.

To improve access for Medicaid-funded individuals, develop long-
term Federal Medicaid incentives to encourage States to provide
adequate rates designed to support the operations of Green House
homes and similar innovations. Long-term incentives are necessary
to align with the 20- to 30-year commitment providers assume
when they develop these models.

Finally, to get Green House homes into the community, form a
workgroup to 1dentify an acceptable community-based Green House
strategy and license and identify and resolve any conflicts with
Federal rules.

Thank you again for this opportunity to testify today.

"I look forward to your questions.
[The prepared statement of Mr. Jenkens follows:]
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Person-Centered Care:
Reforming Services and Bﬂnglng Older Citizens Back to the Heart of Society

Testimony before the Senate Special Committee on Aging
’ July 23, 2008 .

_ Robert Jenkens, Director
THE GREEN HOUSE® Project _
Thank you Senator Casey, Chairman Kohl, Ranking Member Smith, and other members
‘of the Committee for the opportunity to appear before you today and share with you
one succesfnl apbroach to person-centered care; THE-GREEN HOUSE® Modet.

| would lik_e to begin by asking each of you to picture a time you were in a nursing
home. What did you see? How did you feel? Did you sense the elders were living lives
of meaning and hope? Or Were there elders sitting idle for long stretches of time with
tittle to do; waiting for the nexf meal or friendly face to come atong? In nursing
homes, we ask people to live private lives in public places. '

Now, wipe away that scene:-Picture etders waking up when they choose, toa
breakfast of their choice, made fresh and hot just for them. They spend their day _
ag:c_ofding to their choices and preferen_ces; with staff who know them very well.
Their family and friends are welcome and feel comfortable visiting a place that is
truly mom’s, dad’s, or grandma’s home. Person-dirécted care is about creating a
‘place where people live life on their own terms, with dignity and control. The Green
House® Model is a powerful example of person-centered care in action, of creating
private places for private lives. '

| - Model Overview

The Green House® model de-lnstitutxonalizes nursing homes and reinvents them with
the goal of restonng eldersto a place they consider home. It combines small houses
with the full range of personal care and ctinical services needed by elders typically
served in skilled nursing facilities. Green House® homes are licensed as nursing
homes, but totally transform the elder care experience in a home that is small, warm
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and private. The program creates an intentional community to support the most
positive elderhood and work life possible. To achieve these goals, the model changes
the architecture, ofganizational structure, and the philosophy of care.

The Green House® model was created by Dr. William Thomas, from who you just
heard. The replication of The Green House model is being spearheaded by a team at
NCB Capital Impact with generous financiat and technical assistance from The Robert
Wood Johnson Foundation. NCB Capital Impact is a not-for-profit, mission- driven
organization providing innovative assistance and services to low and middle income
communities, in the areas of healthcare, affordable housing, and education. The
Robert Wood Johnson Foundation is the nation’s largest philanthropy ded_icated to
improving health and helping Americans get the care they need. This team works
hand-in-hand with’long-teﬁn care providers and other community-based organizations
to bring Green House® homes to communities across the country. ‘

The Robert Wood Johnson Foundation has provided support for this replication effort,
with the goal of developing Green House® homes in at least 50 communities.

The Green House model is a fully integrated approach to transforming the way long-
term care is provided. It calls upon an organization to transform 3 areas
simultaneously:

" e The philosophy of care"
* The architecture & physical environment
» The organizational structure, including the workforce

The Green House approach is about much more than building small, residential-style ’
homes. The elements of philosophy and structure are at least as important as
architecture, if not more so, in creating an environment that truly supports person-
directed ‘care and an empowered workforce.
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The Philosophy of Person-Directed Care _

The Green House home is a place where the elders have the ability, the power, and
the support to make decisions about their own lives. This reframes the view of aging
‘from one limited to declines and losses to one of wellness and potential.

The Green House philosophy is consistent with the central tenets of person-centered
care and calls on long-term care providers to create an atmosphere that offers
dignity, autonomy, and privacy for daily lives.

Added to these core values is the idea of creating a relaxed environment of
“knowing” between elders and staff. Knowing is a critical component in The Green
House model’s ability to improve quality of care and quality of life. When you know
someone, you can better understand and meet their individual needs. You can be a
friend and companion. Each Green House® home is designed to foster an intentionat
community that créates *knowing’ relationships and provides a meaningful and
therapeutic community in balance with autonomy and privacy.

Architecturé and Physical Environment .

The Green House home is a small, flexible environment, typicatly of 10 elders,
organized around the centrat common area called the hearth. The hearth includes
the kitchen, living area and dining area in an open plan and is intended to support
intentional community and strong relationships. This home is able to truly align the
physical spaces with the mission of person-directed. care and to make the home a tool
that supports elqers to live lives with dignity and control.

A core feature of The Green House home is a private bedroom and bath for each
elder, to provide sanctuary and privacy.

The open kitchen becomes a hub for elder and staff activity and normat social life.
The aroma of fresh, home-cooked food stimulates appetite and makes meals
comfortable and familiar again.




22

The homes are self-contained and the design supports an intensive level of care and
services by being small and accessible. Current technology is incorporated in
communication systems and ceiiing-track lifts to create ‘smart’ homes. The design
creates a therapeutic environment, encouraging self-reliance through short distances
and a safe environment for elders. o

Organizational Redesign

The third area of transformation in the Green House model is the organizational
structure. The model reorganizes staff and flattens the hierarchy of the traditional
organization. It is an empowered workforce model, where direct care staff, called
Shahbazim; are recognized as the most critical staff members in the daily life of the
elder. The Shahbézim are certified nursing assistants, expert in providing personal
care and services, but also in managing and executing all of the tasks of running the
household - cooking, housekeeping, laundry - and are the primary group of individuals
facititating the elders’ 'frequent and continuing opportunities for engagement in
pursuits and activities of interest. The Shahbazim are universal workers taking
responsibility for cooking, housekeeping, activities, as well as personal care in
partnership with elders. You will hear much more about the role of the Shahbaz from
Edna Hess on the next panel.

Each house functions independently, with consistent and separate Shahbazim staffing.
They function in self-managed work teams, reporting to the Guide, a position
typically assumed by the nursing home administrator. The Guide acts primarily in a
coaching and mentoring role, facilitating the team to effectively make decisions and
solve problems.

The team holds its own regular meetings to make decisions and resolve issues,
develops its own schedules, with each person accountable to the other members of
the team in the event of a need for a change in schedule, and is responsible to the
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Guide, both individually and collectively, for managing the household and caring for
the elders in accord with organizational standards, expectations and constraints.

The organization’s clinical staff forms the Clinicél Support Team. Nurses from the
team meet the clinical needs of the elders (1 - 1.2 hours total per elder per day) in
partnership with the ‘Shahbazim (4 hours per elder per day), for a total of 5.2 direct
care staffing hours per elder per day. The remaining clinical professionals visit the
house on a routine basis and as required by the needs of the elders.

The Sage - a new role in The Green House model - is an elder community volunteer
who provides his or her guidance and wisdom to the team to help them grow and
develop their team capacity and skills. :

The model shifts to one that in many ways is more like Home Care than institutional care,
with the elders at the heart of their home and making decisions about their lives.

It Tracking Successes of Person-centered Care in The Green House® Model

Currently there are 41 Green House® homes on 15 campuses in 10 states, with
another 12 homes due to open by then end of this year. There are 120 additional
houses in planning on 19 campuses, expanding Green House homes to 22 states. In
time, the model in ekpected to spread to all 50 states. One indicator of success is the
future plans of many of the current sites to buitd additional Green House® homes.

Rosalie Kane, Ph.D: of the University of Minnesota conducted an independent
evaluation of the first Green House® homes, developed by stsissippi Methodist
Senior Services in Tupelo, MS.

A 2-year longitudinal study compared elders living in the first 4 Green House® homes
with elders in traditional nursing home care and found significant improvements for
the elders in Green House® homes in the areas of privacy, dignity, autonomy,
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enjoyment of food, relationships, emotional well-being, feeling safer and meaningful
engagement. These are very important areas that the model was designed to address
and we were excited to see improvements since we have been WOrldng for many years
to improve these aspects of life in a nursing home without a great deal of success.

Just as important, areas of clinical care improved as well. This was an added benefit
and one we believe is attributable to the smaller environment where staff know and
understand the elders much better. Areas of improvement included greater
independence in functional areas defined as “late-loss activities of daily living” (ie.,
bed mobility, transfer, eating and toileting), less depression, and fewer elders who
were bedfast or had little or no daily activity. These successes illustrate
improvement in major domains of quality of life and quality of care that translate into
better lives and care. .

Workforce Outcomes
Universal workers in self-managed work teams are a very efficient way to deliver care
and services. This approach to care delivery supports the Shahbaz to organize work

logically without navigating many departments and systems. Nursing homes have

groaned under the weight of complex silos and systems, resulting in costs wasted in
bureaucracy and redundancy. This has been an expensive mode of delivering care
with many resources going into non-care related activities.

Specific successes related to The Green House workforce include:

1. Significant décreases in staff tumover are consistently reported by Green House®
homes. In a field where tumover of direct care workers averages 71% this is a
critical finding. Serious attention is needed to the issue of job quality and
satisfaction if we are to have a sufficient workforce ready to care for a rapidly .
aging nation. The stabilization of staff in Green House® homes reflects the higher
staff satisfaction reported by Shahbazim, nurses and other clinical support team

members.
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2. Just as important is the development of close, knowing relationships that grow out
of this model. The Shahbazim and nurses get to know and understand elders well,
which results in more immediate recognition of small, but potentially significant,
changes in health status. The potentia( for rﬁinimizing acute health problems and
avoiding expensive hospitalizations adds to the benefits of a person-centered
modet of care.

The Robert Wood Johnson Foundation is currently funding research to measure these
outcomes as well as the efficacy of the Nurse/ Shahbaz relationship related to clinical
outcomes, and a work flow analysis examining the universal worker model of care
delivery. Results from these studies will be available early in 2009.

Regulation and Policy _

The big question asked by providers and the public is: can a person-directed care
model be fully realized within existing federal and state nursing home regutations?”
There are currently Green House® projects open or in development in 22 states. Each
open Green House® home has met the building codes, life safety and clinical care
system requirements to operate as a licensed nursing home within their state.

The Centers for Medicare and Medicaid Services (CMS) carefully reviewed both the
structural and programmatic elements of the modet and in a tetter to Congress last
year stated it found no barriers to certification of homes developed under The Green
House model as skilled nursing facilities. The letter also indicated that innovations
like Green House more fully implement the Nursing Home Reform provisions of the
Omnibus Reconciliation Act of 1987, from which CMS nursing home regulations are
derived. 1 have attached a copy of a letter and ask that it be included in the record
with my written testimony.
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Financial Viability

Information on the financiat viability of this model is emerging as open projects track
operating and capital costs over time. The good news is that it is viable for 15
organizations across the country and many of those providers are building more homes
and campuses. Success to date means significant fund raising to off-set capital costs
and limiting Medicaid funded residents particularly in lower reimbursing Medicaid
states. Some providers with good direct-care staffing levels have found operating
costs to be comparable to their traditional nursing home operations.

However, The Green House model’s operations require slightly more direct care staff
than the industry average. According to data avaitable on CMS’ Medicare Corhpare
website, the national average nursing home staffing for Certified Nursing Assistants
and licensed nurses (including those in administrative roles) is just under 3.5 hours
per resident per day. By contrast, The Green House model calls on organizations to
provide a combined total of direct care licensed nursing (exclusive of administrative '
nursing time) and Shahbazim time of 5 - 5.2 hours per elder, per day.

This is appropriate because the Green House model’s staffing is at the level that
research has shown is required for positive outcomes. With positive outcomes, other
costs may be saved in ch‘nic_ial care and acute care areas. To extend these benefits to
the majority of Medicaid funded nursing home residents, some changes will be
required or it will not be possible for the majority of providers. issues like Medicaid -
reimbursement rates, debt load and the capital expense of constructing new homes .
impact the ability of a provider to build successful Green House® homes. Economies
of scale—where several homes can share costs and systems—are also critical to the
model.

m Identifying the Challenges Ahead

The Green House® Project and the Robert Wood Johnson Foundation are committed
to making a person-centered model of care, specifically The Green House homes,
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avaitable to those of all income groups needing skilled nursing care. This necessarily .
requires Medicaid reimbursement rates that adequately support a consumer-driven,
humane modet of care. . Medicaid rates range from an average rate of $100 in illinois
to over $225 in New York in 2006, Currently, Green House® homes are serving elders
receiving Medicaid funding only in states with higher reimbursement rates.

An additional challenge is the capital costs for building new buildings. In the 1960's
the Hill Burton Act provided funding for building many of the nursing homes that exist
today. The capital costs were significantly defrayed so that only the operating costs
needed to be covered for the nursing home to be viable. Today, many state Medicaid

- reimbursement rates cover only a small percentage of the actual capitat costs of
constructing a new skilled nursing facility. This problem is even more acute for Green
House® providers due to the model’s focus on private rooms and home-like'.common
areas as important features of improved .quality of life.

IV Recommendations for Policymakers

To move person-centered care forward, action on the federal, state and local levels is
needed. We recommend that policymakers consider the following:

1. Form a national workgroup including providers, consumers, elders and regulators
to make recommendations to streamline the process for developing and operating
Green House® homes and other innovative models that support person-centered
care. Specifically charge the workgroup to explore the creation of a skilled
nursing license category or-allowance to provide for locating Green House homes
individually orin pairs in residential neighborhoods. This license would need to
allow multiple homes (each with full-time nursing available on site) that are
physically distant from one another, to operate under one license to achieve
economies of scale. This will truly support elders to stéy integrated within their
own multi-generational neighborhoods. People do better when they stay
connected and indentified with their own community.

~
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2. Incentivize providers to build new models through public support of capital costs,
including tax credit equity programs, targeted grants, and interest rateé
reductions. These mechanisms should help generate equity investments in
innovative skilted nursing models while also reducing debt service costs.

3. Work with states to enhance Medicaid reimbursement rates for true person-
centered models of care, by supporting fast-track review processes for state plan
amendments that relate to payment rate changes for Green House® providers.

In Closing

We are only beginning.to understand how far we can go in challenging the status quo
in nursing homes. For-too (ong, most of us have accepted that good care in nursing
homes meant keeping our elders clean, dry, and fed. [f the clinical outcomes were
pretty good, we said that was the best that we could achieve,

But we now know that we can do a lot better. And life is better today in 41 Green
House homes for 430 elders. We hope that you will support our efforts - and the
efforts of others developing truty person-centered care models - to create places in
-every community across the country where our elders can live life on their own terms,
with dignity and control. '

We hope that you will take the opportunity to come and visit a Green House® home
and see for yourself the difference it is making in the lives of its elders and staff,

Senator ’Casey, Chairman Kohl and Ranking Member Smith, thank you again for holding
this very important heérjng and for the opportunity to testify before you today. 1 look
forward to answering any of your questions.
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Senator CASEY. You are under your time. That counts for a lot
around here.

Next we have Melinda Abrams, who is the Assistant Vice Presi-
dent, Director of Patient-Centered Primary Care, that project, I
should say, of the Commonwealth Fund. She does direct that par-
ticular patient-centered project. Ms. Abrams has a distinguished
career in health policy. Since coming to the Commonwealth Fund
in 1997, she coordinated the Fund’s Task Force on Academic
Health Centers, Commission on Women’s Health, and the Com-
monwealth Fund Harvard University Fellowship in Minority
Health Policy. '

She has played a lead role in reviewing and modifying State poli-
cies regarding preventive healthcare that addresses early childhood
development. It is an honor to have you here, Ms. Abrams, and you
have the floor. ‘

Thank you very much.

STATEMENT OF MELINDA ABRAMS, M.S., ASSISTANT VICE
PRESIDENT, PATIENT-CENTERED PRIMARY CARE, THE COM-
MONWEALTH FUND, NEW YORK, NY

Ms. ABrRAMS. Thank you. Thank you, Mr. Chairman, Senator
Smith, and Senator Casey, to testify on person-centered care for
older adults in ambulatory care settings.

I am Melinda Abrams, Assistant Vice President of the Common-
wealth Fund, where I direct our program on patient-centered pri-
mary care.

An approach to providing person-centered care in primary care
settings is the patient-centered medical home. We can call it a
healthcare home, I don’t mind. But the point is that it organizes
care around the relationship between the patient and the personal
clinician.

In February of 2007, four primary care specialty societies, rep-
resenting more than 300,000 physicians, released joint principles
outlining and defining key characteristics of a medical home. In
practical terms, a medical home promises a personal clinician -
whose practice provides better access and effective care coordina-
tion within the context of an ongoing relationship.

In a medical home, for example, a patient can expect to obtain
care from the practice on holidays, evenings, and weekends without
going to an emergency room or have medical questions answered
by telephone or email on the same day that she contacts the office.
In a medical home, the primary care clinician helps a patient select
a specialist and, with support from designated staff, proactively fol-
lows up with both the providers and the patient about tests or ex-
amination results, reviews treatment options, and helps to resolve
conflicting advice possibly received from multiple providers.

To carry out these enhanced functions, the medical home re-
quires improved infrastructure, such as an electronic health record,
patient registries to organize clinical information, ability to review
results remotely, and the capacity to collect and analyze informa-
tion about the quality of care provided. That information about
quality should also include information from patients about their
experience.
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I want to emphasize the importance of the medical home for
older Americans. Since 86 percent of Medicare beneficiaries have
one or more chronic conditions, investing in improving coordination
of care in primary care is critical to reduce unnecessary and redun-
dant services, gaps in service, problems with care transitions, and
medical errors.

The patient-centered medical home also requires fundamental
payment reform. Many medical home services are reimbursed ei-
ther inadequately or not at all by the current fee-for-service sys-
tem. Primary care practices would submit to a voluntary and objec-
tive qualification process to be recognized as a medical home, and
in exchange, the practice would be supported with an enhanced or
additional payment to cover the improved care management infra-
structure and care coordination.

There is substantial evidence showing that a strong foundation
of primary care can reduce costs and improve quality. The Com-
monwealth Fund’s 2007 International Health Policy Survey found
that only half of all adults in the United States have a medical
home. Patients with a medical home were more likely than those
without to report better access to care, more time with their doctor,
fewer duplicative tests, and greater involvement in healthcare deci-
sions.

Among adults with chronic illness, patients with a medical home
were less likely to report medical errors and more likely to have
a written care plan to manage illness at home.

The Commonwealth Fund is supporting evaluations of several
medical home demonstrations, including one in Rhode Island, to
determine if they slow the growth of healthcare expenditures.
There is data to suggest—however, there is data to suggest that
this approach can reduce health system costs.

For example, a medical home pilot project at the Geisinger
Health System, an integrated delivery system in northeast and
central Pennsylvania, showed a 20 percent reduction in hospital
admissions and a 12 percent decrease in hospital readmissions at
their Lewistown hospital. :

Although not serving a large proportion of elderly patients, a few
State Medicaid programs, such as North Carolina, have dem-
onstrated cost savings of about $225 million in 2004 when bene-
ficiaries were enrolled in networks of medical homes. In both of
these examples, primary care clinicians were paid an additional per
member per month fee to manage and coordinate patient care
above and beyond the standard covered by traditional fee-for-serv-
ice payments.

Congress has recognized the potential value of stronger patient-
centered primary care. The Tax Relief and Healthcare Act of 2006
instructs the Centers for Medicare and Medicaid Services to de-
velop an eight State demonstration of the medical home under
Medicare. The recently passed Medicare Improvements for Patients
and Providers Act of 2008 provides an additional $100 million to
augment the demonstration. I commend the Congress for its will-
ingness to test this promising approach in Medicare.

As the Committee considers legislative and regulatory strategies
to encourage person-centered care for older adults in ambulatory
care settings, there are a number of steps Congress could take.

«~
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First, you can ensure greater transparency of the Medicare med-
ical home demonstration. In light of the keen interest from numer-
ous stakeholders to reform and improve primary care, regular re-
porting to Congress and the public about the progress and early
lessons from the Medicare demonstration can inform policy and
pr.ia\ctice around the country as well as ensure timely evaluation re-
sults.

Second, direct the Centers for Medicare and Medicaid Services to
join commercial and State payers in the Medicare medical home
demonstration. With explicit encouragement from Congress, Medi-
care could collaborate with several of the commercial payers in
State Medicaid programs around the country that are already will-
ing to change payment rates to primary care practices to test this
concept. .

Another strategy is to pursue an intermediate and incremental
financing changes to promote components of the medical home. One
option is to authorize a separate payment for discrete services asso-
ciated with key care coordination functions, such as hospital dis-
charge planning which could help reduce unnecessary hospital re-
admissions. Another is to implement the recent recommendation of
the Medicare Payment Advisory Commission to increase payment
levels for evaluation and management services provided by primary
care clinicians to help support care management, care coordination,
and patient-centered care.

Finally, consider implementation of scholarships or educational
loan forgiveness programs to encourage medical students to choose
careers in primary care. This strategy would address the current
shortage of primary care physicians to staff medical homes.

Thank you for the opportunity to participate, and I look forward
to your questions. -

[The prepared statement of Ms. Abrams follows:]
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ACHIEVING PERSON-CENTERED CARE:
THE PATIENT-CENTERED MEDICAL HOME

Melinda Abrams

Thank you Chairman Kohl, Senator Smith, Senator Casey and the Members of the
Committee for this invitation to testify about medical home in your hearing about care fo
older Americans. I am Melinda Abrams, assistant vice president at the Commonwealth
Fund, and responsible for the Patient-Centered Primary Care Initiative. The
Commonwealth Fund is a private, grantmaking foundation that aims to promote a high
performing health care system that achieves better éccess, improved quality and greater
efficiency, particularly for society’s most vulnerable populat{ons, including elderly
adults.

The principle driving patient-centered care is relatively simple: the health care system
should be designed around the person — not around administrators, physicians or
financing. The Commonwealth Fund 2007 International Health Policy survey showed
that an overwhelming majority of Americans want care that is accessible; well-
coordinated and family-centered.! And yet, today’s health care system has difficulties
focusing on the patient. Care is generally reimbursed with little or no regard for medical
outcomes, physician offices rarely schedule patient appointments in the evenings or
week-ends convenient to patients and there is little coordination between primary and
specialty care providers.

In this testimony, I am going to discuss how a medical home, by providing patient-
centered primary care, can improve health outcomes. I will define the concept, present
evidence showing its value and review policy options for future Congressional action.

Defining the Patient-Centered Medical Home

A patient-centered medical home is an approach to primary care that organizes care
around the relationship between the patient and the personal clinician. Although the
concept was first introduced by the pediatricians, their broad definition is relevant to
other populations, especially older adults with multiple chronic conditions — a medical

e Schoen, R. Osborn, M.M. Doty, M. Bishop, J. Peugh, and N. Murukutla, “Toward Higher-
Performance Health Systems: Adult’s Health Care Experiences in Seven Countries, 2007, Health Affairs
Web Exclusive (Oct. 31 2007); 26(6):w717-34.
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home is a practice that provides primary care and is “accessible, continuous,

comprehensive, family-centered, coordinated, compassionate and culturally effective.”

In February 2007, four primary care specialty societies — representing more than 300,000
internists, family physicians, pediatricians and osteopaths — released Joint Principles
defining the Patient-Centered Medical Home with the following characteristics:>

o Personal physician - each patient has an ongoing relationship with a personal
physician trained to provide first contact, continuous and comprehensive care.

o Team Care - the physician directs team of professionals and staff who
collectively take responsibility for the ongoing care of patients.

o Whole person orientation — the personal physician is responsible for providing
for all the patient’s health care needs or taking responsibility for appropriately
arranging care with other qualified professionals. This includes care for all stages
of life; acute care; chronic care; preventive services; and end of life care.

e Care is coordinated and/or integrated across all elements of the complex health
care system (e.g., subspecialty care, hospitals, home health agencies, nursing
homes) and the patient’s community (e.g., family, public and private community-
based services).

¢ Quality and safety — practices use evidence-based medicine and clinical decision-
support tools to guide decision-making. Physicians advocate for their patients
defined by care planning and partnership with patietns. Physicians in the practice
accept accountability for continuous quality improvement through voluntary
engagement in performance measurement and improvement. Patients actively

" participate in decision-making and feedback is sought to ensure patients’

expectations are being met Patients and families participate in quality
improvement activities at the practice level.

o Enhanced access to care is available through availability of same-day
appointments, expanded hours of operation and new options for communication
between patients, their personal physician, and practice staff.

o Payment that recognizes the enhanced value from care coordination, health
information technology and team-based care.

So what does this mean in practical terms? In a medical home, a patient could expect to
obtain care from the physician practice on holidays, evenings and week-ends without
going to the emergency room. The patient could have medical questions answered by

2 American Academy of Pediatrics, “The Medical Home: Medical Home Initiatives for Children with
Special Needs Project Advisory Committee” Pediatrics, 1 Jul 2002; 110(1):184-186.

% American Academy of Family Physicians, American Academy of Pediatrics, American College of
Physicians and American Osteopathic Association, “Joint Principals of the Patient-Centered Medical
Home", March 2007.
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telephone or email on the same day that she contacts the office. Non-urgent care
appointments could be scheduled one or two days ahead of time, instead of weeks or
months. In a medical home, care coordination is vastly improved. The primary care
clinician helps the patient select a specialist and (with support from staff) proactively
follows up with both the providers and the patient about test or examination results. In a
medical home, the personal physician reviews treatment options with the patient and her
family to help understand or resolve conflicting advice received from multiple providers.
Patient-centered medical homes require improved infrastructure — such as electronic
health records, patient registries, ability to review test results remotely and electronic
prescribing or referrals — to deliver primary care effectively. The medical home patient
could expect to receive email or telephone reminders from the practice about overdue
appointments as well as telephone notification about test results with the option to view
her patient record online through an Internet link. Patient could expect to routinely
complete surveys or participate in focus groups to report on the care experience. The
medical home practice would use that information, along with data about clinical quality,
to improve how the practice is structured or managed. Patients must perceive that the
medical home serves their needs to be truly patient-centered.

The patient-centered medical home also requires fundamental payment reform that is
intended to strengthen and reward primary care. For successful implementation, primary
care practices would submit to a voluntary and objective qualification process to be
recognized as a patient-centered medical home. In exchange, the medical home would be
supported with an enhanced or additional payment to support the improved care
management, infrastructure and care coordination.

[ want to emphasize the importance of the revised approach to payment and practice to
helping older Americans. Approximately 125 million Americans are living with chronic
illness.* Among the Medicare population, 86 percent of the nearly 40 million
beneficiaries have one or more chronic conditions and 23 percent have five or more
chronic conditions.® In a medical home, patients would receive individual care that is
integrated and coordinated across all providers, which would reduce duplication of
service and ensure consistency of a care plan for patients with multiple conditions.

* G. Anderson and J. Knickman, “Changing The Chronic Care System to Meet People’s Needs”, Health
Affairs, November/ December 2001, 20(6): 146-160.

3 M. Maxfield, et al., “Design of the CMS Medical Home Demonstration”, submitted to the Office of
Research Development and Information at the Centers for Medicare & Medicaid Services, June 19, 2008.
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Evidence Demonstrating the Value of the Patient-Centered Medical Home

Evidence on Medical Home Improving Quality of Care

Health care systems with a strong foundation of primary care can reduce costs and
improve quality. People with primary care clinicians are more likely than those without to
receive preventive services, to have better management of chronic iliness and report
better experiences with their care.® States with more primary care providers have lower
total mortality rates, lower heart disease and cancer mortality rates and higher life
expectancy at birth compared with states that have few primary care providers.7 In
contrast, increases in specialist supply are associated with increased cost, but not
improved quality.?

Edward H. Wagner, MD, MPH, director of the MacColl Institute for Healthcare
Innovation, developed the Chronic Care Model, which has shown that an effective way to
help people with chronic conditions is to structure care around productive interactions
between “an informed, activated patient” and a “prepared, proactive practice team”.
Achieving this effective dyad requires organization and support of individual practices in
ways that are equivalent to a patient’s having a medical home. Self-management support
and appropriate health information systems are necessary components of the practice
infrastructure. The literature shows that implementation of these elements improves
quality of care for patients with diabetes, asthma, and depression.g"o" 112

§ Dartmouth Atlas Project. 2006. The Care of Patients with Severe Chronic Illness: An Online Report on
the Medicare Program. Hanover, N.H.: Dartmouth Medical School, Center for the Evaluative Clinical
Sciences.

7 B. Starfield, L. Shi and J. Macinko. “Contribution of Primary Care to Health Systems and Health”,
Milbank Quarterly, September/October 2005, 83(3): 457-502,

% B. Starfield, L. Shi, and J. Macinko, Health Affiars, Web Exclusive (March 15, 2005), w97-w107.

2 M.W. Batersby, “Health Reform Through Coordinated Care: SA HealthPlus, British Medical Journal,
2005 March 19; 330:662-665.

0p Lozano, J.A. Finkelstein, V. Carey, E.H. Wagner, et al., "A Multisite Randomized Trial of the Effects
of Physician Education and Organizational Change in Chronic-Asthma Care”, Archives of Pediatrics &
Adolescent Medicine, September 2004; 158(9): 875-883,

Y G. A. Piatt, T. J. Orchard, S. J. Emerson, et al., “Translating the Chronic Care Model into the
Community”, Diabetes Care, April 2006; 29(4):811-817. .

2 M. Dwight-Johnson, K. Ell, P.J. Lee, “Can Collaborative Care Address the Needs of Low-Income
Latinas with Comorbid Depression and Cancer? Results from a Randomized Pilot Study”, Psychosomatics,
June 2005; 46: 224-232.
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Two recent Commonwealth Fund surveys show a number of benefits of having a medical
home. '* ** In both studies, presence of medical home was determined by specific patient
experience reports. The Commonwealth Fund’s 2007 International Health Policy Survey
defined medical home if respondents reported

a) They had a regular doctor or source of primary care,

b) A provider who had information about their medical history,

. €) Their provider could be contacted by phone during office hours and

d) The provider coordinated their care.
Based on these criteria, only half of all adults in the United States have a medical home.
Across all seven countries that participated in the survey, patients with a medical home
compared to those that did not were more likely to report positive care experiences.
Specifically, patients with a medical home were more likely to experience better access to
care on hotidays, evenings and week-ends; greater involvement in care decisions; more
time with their doctors; fewer duplicative tests and assistance in selecting a specialist.
Among adults with chronic illness, patients with a medical home were less likely to
report medical errors (e.g., medical mistake or wrong medication) and more likely to
have a written care plan to manage their illness at home and receive reminders for
preventive or follow-up care. The 2006 Healthcare Quality Survey showed similar
benefits of the medical home for adults with the added advantage of demonstrating
substantial reduction of racial and ethnic disparities.'

Evidence on Medical Home Reducing Health Care Costs

The Commonwealth Fund is supporting rigorous evaluations of several medical home
demonstrations to determine if they slow the growth of health care expenditures.
Preliminary data from one medical home pilot and results from a few studies suggest that
widespread adoption of patient-centered medical homes can reduce health system costs
and achieve better quality and health outcomes.

The Geisinger Health System, an integrated delivery system in northeast and central
Pennsylvania, shows positive, early results from its medical home pilot. The health
system encompasses 40 community practice sites, several specialty hospitals and multiple

" A.C. Beal, M.M. Doty, S.E. Hernandez, K. K. Shea, K. Davis, “Closing thé Divide: How Medical
Homes Promote Equity in Health Care: Results from the Commonweaith Fund 2006 Health Care Quality
Survey” (New York, NY: The Commonwealth Fund, June 2007).

' C. Schoen, R. Osborn, M.M. Doty, M. Bishop, J. Peugh, and N. Murukutla, “Toward Higher-
Performance Health Systems: Adult’s Health Care Experiences in Seven Countries, 2007, Health A ffairs
Web Exclusive (Oct. 31 2007); 26(6):w717-34. o

' A.C. Beal, et al., “Closing the Divide: How Medical Homes Promote Equity in Health Care: Results from
the Commonwealth Fund 2006 Health Care Quality Survey™, 2007.
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tertiary medical centers. All clinicians and practice sites are connected through a fully
integrated electronic health record. As part of the patient-centered medical home pilot,
Geisinger expanded patient care to include ongoing telephone monitoring and case
management, telephone follow-up post-hospital discharge and post-emergency
department visits, easy access to clinicians by telephone, group visits, educational
services and personalized tools such as chronic disease report cards. Participating
providers were paid an additional fee for the improved access and care coordination.
After one year, preliminary findings show a decrease in hospital admission rates, ranging
from a 14 percent reduction in Lewisburg Community Hospital to a 20 percent drop in
Lewistown. Hospital readmission rates also declined dramatically. The Lewistown
hospital demonstrated a 12 percent decrease in hospital readmissions while Lewistown
declined by 48 percent. '®

Although not serving a large proportion of elderly patients, a few state Medicaid
programs have demonstrated that medical homes can reduce health care costs across a
system of care. The North Carolina Medicaid progr