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I. Summary and Background

I ntroduction

Nevada has a compelling opportunity for action. The recent, large influx of relatively young,
affluent seniors will age in place. This group, combined with the historically smaller and older
group of long-term resident seniors, can become an important future resource or a major burden.

That is the choice the State must now make. It stands on the threshold of inevitable growth in the
number of frail seniors who will need care and services. The choice is between two different
scenarios.

1) Continue the present system, still largely institutionally-based despite recent growth in
home and community services; or

2) Developing the system desired by seniors and their families, which shifts the provision of
services from skilled nursing homes to homes and the community. This concept became
the keystone of the Plan.

Figure 1. Total Nevada Long-Term Care
Costs Under Two Scenarios
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! This Plan calls for ascenario (“Act Now”) in which all of the growth in the population of disabled or fragile
Nevada seniors receiving publicly-funded long-term care isin home and community-based services. Figure 1 above
shows the difference in public costs between the strategies laid out in the Plan and what would happen if skilled
nursing facilities absorbed all of the growth related to population changes (“Pay Later”). Figures 2 and 3 on the next
page show the differences in the number of people receiving each type of service under the two scenarios.



The good news is that Nevada seniors and their families are traditionally self-reliant. They want
to care for themselves and each other and remain independent as long as possible. They are
modest users of health and social services relative to residents of other states. These are the very
precious assets upon which this Plan builds.

The bad news is that formal Nevada systems are already straining to meet senior citizens' needs.
If these needs are not addressed over the next 10 years by thoughtful and creative approaches,
the very families who are now assets will become over-burdened and depleted trying to meet
their loved ones' needs without adequate formal support.

This Plan, authorized and funded in 2001 by the Nevada State L egislature in Assembly Bill 513,
lays out a vigorous campaign to maintain the health and independence of seniors and their
families. It proposes dynamic strategies and achievable, reasonably-priced targets appropriate for
the State’ s history and strengths. The strategies and targets also address several major
weaknesses Nevada shares with other states:

= aninsufficient supply of home and community services—on average, less costly, but less
familiar to physicians and families;

= over-reliance on more expensive medical and institutional services aimed at acute,
episodic treatment rather than preservation of health and function or prevention of
disease;

= poor coordination between the two types of services that works against meeting seniors
needs comprehensively.

The Senior Services Task Force that developed this Plan assumes the supply of nursing home
beds will remain at the level it istoday, while home and community-based services will increase.
However, the Task Force aso recognizes that reimbursement for institutional services must be
adequate to support the quality of care required to meet regulations and the demands of the
public.

Figure 2. Act Now Recipients Figure 3. Pay Later Recipients
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Guiding Principles, Core Values, and Over-Arching Strategies
The Senior Services Task Force has acompelling vision:

All seniorsin Nevada are knowledgeabl e, secure, respected and able to make
choices toward health, hope and happiness. They have maximum independence,
direct their own care, and are fully engaged in the occupation of life. A balanced
care system is equally available to, and of equal quality for, all seniors. It hasan
adequate supply of the right resources with al types of servicesreadily available.

The Task Force selected six over-arching strategies to create this system without undue reliance
on increased public expenditures:

1. A dynamic information campaign will increase the public’s awareness of aging and
educate and empower individuals and their informal support systems, as well as the
voluntary sector, to create a positive climate for aging in Nevada.

2. A combination of incentives, regulation, and advocacy (both State efforts and those
supported by the State) will encourage private sector initiatives and other changes
including: 1) development of appropriate housing and transportation services; 2)
comprehensive, medical/socia approachesto health care integration; 3) long-term care
insurance; 4) new or expanded preventive health programs; 5) greater emphasis by local
law enforcement officials on enforcing fraud and abuse statutes; and 6) more local
regulation of air quality that causes lung disorders and other health problems.

3. A “single point of entry” system will enable all seniors and their families to much more
easily access information about how to get assistance, care planning and care
management, and other essential services.

4. Changesin reimbursement rates and development of career incentives will increase
compensation and benefits and provide other inducements to develop and retain a highly-
qualified, stable, frontline long-term care workforce.

5. Increased investment in home and community-based services will be accomplished
through several means. These include accelerating the extension of such servicesto those
above the Medicaid income level who are disabled or frail enough to be served in a
skilled nursing home but prefer to remain at home, and quickly identifying seniors about
to leave the hospital or enter a skilled nursing facility and offering them community-
based services. These and related efforts will add momentum to the shift from
ingtitutional to home and community-based care.

6. New and timely data collection and analysis will provide vigorous accountability by
allowing members of the Commission on Aging Strategic Health Plan Implementation
Subcommittee to track, on a quarterly basis, whether the Plan’ s strategies are being
implemented and the measurable targets they set are being achieved.



Summary Target Areas, Target Area Strategies, and Tar gets

TARGET AREA |: More Nevada seniorslive in the setting of their choice with
support to remain as independent and healthy as possible.

Thistarget area calls for strategies and actions that directly support the overall outcome of
independence that all senior Nevadans want, regardless of their health status and functional
ability. This outcome simultaneously benefits seniors and those who must pay for their support.

Strategies:

A. Adopt a statewide policy regarding the proportion of Nevada seniors and people with
disabilities who will receive publicly-funded long-term care in their own homes.

B. Develop an integrated Nevada data system with the capacity to track data for selected health
and long-term care indicators.

C. Study the barriers and benefits of both integrated and segregated assisted living options for
seniors with Alzheimer’s Disease and related cognitive impai rments.

D. Explore various approaches to assuring that seniors living in fully-accessible units have
integrated or wrap-around services when they need them.

E. Expand current and add new effortsto divert entry of seniors from hospitals to nursing
homes and rel ocate nursing home residents back to their homes, while adding ways to assure
this can happen promptly, with no waiting.

Targets:

1. By June 30, 2010, 60% of the senior Nevadans who get publicly-funded long-term care are at
home, while only 40% are in chronic care institutions.

2. By June 30, 2010, the Nevada hospital admission rate and average length of stay for seniors
65+ are 15% less than the baseline year, 2000.

3. By June 30, 2010, no Nevada seniors with Alzheimer’ s Disease are housed in out-of-state
facilities.

TARGET AREA I1: More Nevada seniors engage in the occupation of life.

Studies show that an important component of seniors’ health is continuing social engagement.
Thistarget area outlines actions designed to help seniors, both those who are relatively
independent and those who are more frail, to remain as active and involved in community life as
possible. It also provides support for their caregivers to be healthier and contribute to the
community.



Strategies:

A. Through the public education campaign, promote the use of formal, out-of-home respite
options.

B. Increase the availability and use of avariety of assistive and adaptive devices (such asvision
and hearing-related devices) that enhance independence.

C. Offer flexible respite care options to help elderly caregivers remain involved in their own
lives.

Targets:

4. By June 30, 2010, 1,200 Nevada senior caregivers caring for afamily member with a
disability use at least one formal respite care option with benefits they and their families can
depend on.

“| got involved because | was a caregiver for a mother with
Alzheimer’s. | almost got divorced. | went through hell. |
wanted to make things better.”

TARGET AREA I11: More Nevada seniors have improved health outcomes.

The Plan recommends empowering seniors to take more responsibility for their own health and
to act at atime when they are still relatively young and healthy. While there is no doubt the
formal health system needs to change in the direction of better integration of health and medical
approaches, dramatic system cost increases (combined with patients’ desires for greater amounts
of high technology care), have diverted attention from thisimportant goal. We believe change
will begin with the senior him/herself.

Strategies:

A. Educate seniors and their caregiversto define their health care needs comprehensively, to
recognize the interaction between their mental health and all aspects of their physical health,
and to better manage their own health and chronic conditions.

B. Expand participation in the Senior Rx Program to assist seniors to afford needed medications.

C. Expand medication management programs to improve health benefits and decrease the costs
of prescription drugs.



D. Design and implement a comprehensive senior oral health strategy that includes adding oral
health prevention and treatment for seniors using rural health centers and expanding waiver
benefits to include twice-yearly preventive dental servicesfor all senior participants.

Targets:

5. By June 30, 2010, the percentage of Nevada seniors 75+ who are severely disabled has
declined from the baseline year 1997.

6. By June 30, 2010, 10,124 low-income seniors participating in the Senior Rx Program can
afford the medications they need.

7. By June 30, 2010, Nevada seniors participating in the expanded medication management
program have fewer hospital admissions than they had prior to enrolling in the program.

TARGET AREA 1V: More Nevada seniorslive in homes that are safe, fully-
accessible, and affordable.

Private sector strategies are key to the success of the Plan, particularly in the area of housing
development. In order for these to be successful, advocacy is heeded to bring about education of
private devel opers and initiate selective regulation. At the same time incentives must be created
and offered to encourage development of the kind of housing seniors want. Public agencies will
lead the way by assuring that the homes in which seniorslive are as accessible as they can be to
promote independence.

Strategies:

A. Require all new construction (public and private) aimed at a senior market to be fully-
accessible.

B. Offer low interest bond financing for senior housing and long-term care projects.
C. Obtain adequate sponsorship and funding for life-sustaining heat and air conditioning repairs.

D. Retrofit existing senior units managed by public housing authorities so they are fully-
accessible.

E. Assurethat all Medicaid waivers include home repair and home modifications for senior
participants.

Targets:

8. By June 30, 2010, 290,000 Nevada seniors pay no more than 30% of their income for
housing and utilities.

9. By June 30, 2010, 700 Nevada seniors occupy public housing units that are fully-accessible.



TARGET AREA V: More Nevada seniorswho arefrail or disabled go from one
place to another when they need to.

Transportation, of all the areas the Task Force examined, seemed one that was highly important
and, at the same time, most problematic. Transportation is essential to independence. It is often
difficult to arrange and extremely expensive when the senior can no longer drive. Its absence
leaves the frail or disabled person stranded apart from community life. Much effort needsto go
into studying and providing leadership for needed changes in transportation systems and their
expansion to all in need.

Strategies:

A. Conduct an independent study of methods to strengthen Nevada transit programs and
approaches so they provide improved quantity and quality of service to seniors and people
with disabilities.

B. Assist all existing providers who transport Medicaid-eligible clients to become eligible for
Medicaid reimbursement.

Targets:

10. By June 30, 2010, 19,300 frail Nevada seniors get where they need to go each year.

“Those who have been |eft alone for any reason
have a difficult time coping. In my own case the
nearest relative is 225 miles away and is extremely
busy with a full time job and volunteer work.
Since |l am nearly 88 years of age and am partially
disabled, | am no longer allowed to drive.”

TARGET AREA VI: More Nevada seniors get the benefits, services and
supports they need.

In thisarea, in particular, Task Force members were careful to prioritize and select the very most
important services and issues for focused attention. The strategies and targets selected will
benefit seniors at all income levels. It is clear that information, assistance, and care management
(when it cannot be provided by afamily member) are fundamental to being ableto stay in one's
home and community. The single point of entry system, already well-underway, will
complement the over-arching strategy of abroad public education campaign.



Strategies:

A. Design, fund, and implement a single point of entry system for information, referral,
assistance, care planning, and care management.

B. Analyze and recommend changes to State and County roles and responsibilities to assure
Nevada seniors have equal access to, and eligibility for, home and community based services.

C. Implement recommendations from the Personal Assistance Services Advisory Council and
study the relationship among personal assistance services, homemaker services, and in-home
respite care to determine which funding sources pull in the greatest number of federal dollars
relative to the investment of state funds.

Targets:

11. By June 30, 2010, 85,000 Nevada seniors and their family members use a single point of
entry system to access information and referral for the array of available services.

12. By June 30, 2010, 9,120 frail or disabled Nevada seniors receive the care planning assistance
and care management they need.

13. By June 30, 2010, 10,650 low-income Nevada seniors use personal assistance and or
homemaker services.

“I can only wash dishesfor a short period of time. |
can’t even sweep the floor. My physical limitations
get in the way.”




Biennium Target 1 Target 2 Target 3 | Target4 | Target5
2001 - 2003 33% Home Establish 43 seniors | 835 senior Baseline
and baseline for with caregivers unknown

Community hospital Alzheimer's | are

Based admissionrate | Diseaseor | receiving

Services and average cognitive respite

(HCBS) 67% | length of stay | impairment

Nursing are placed

Homes (NH) in out-of -

state
facilities
2003 — 2005 39.5% HCBS | Reduce by 34 seniors | 926 senior Determine
3.75% of are placed caregivers | baselinefor
0,

60.5% NH 2000 levels out-of-state severely
disabled
seniors 75+

2005 — 2007 46% HCBS Total 23 seniors 1,017 senior | Set
54% NH reduction is are placed caregivers | percentage
7.5% of 2000 | out-of-state goa
levels
2007 — 2009 52.5% HCBS | Total 11 seniors 1,108 senior | Survey
0 reduction is with are caregivers | seniorsto
47.5% NH 11.25% of placed out- determine
2000 levels of-state change
2009 - 2011 60% HCBS Total No seniors | 1,200 senior | Verify
40% NH reduction is are placed caregivers | percentage
15% of 2000 | out-of-state change

levels




Biennium | Target 6 Target 7 Target 8 | Target 9 | Target 10
2001 —-2003 | 7,500 Senior | Establish 260,134 78 seniors Number of
Rx program and seniorscan | liveinfully | ridersis
participants determine afford accessible unknown
baseline. Set % | housing public
goal for housing
hospital units
admissions of
medication
management
participants
2003 - 2005 | 8,500 Senior | Track 260,134 100 seniors | Determine # of
Rx hospitalization | seniorscan | liveinfully | ridersusing
participants rates of afford accessible public
program housing public transportation
participants housing
units
2005 —2007 | 9,041 Senior | Track 270,000 300 seniors | 16,000 riders
Rx hospitalization | seniorscan | liveinfully | areusing
participants rates of afford accessible public
program housing public transportation
participants housing
units
2007 —2009 | 9,582 Senior | Track 280,000 500 seniors | 17,650 riders
Rx hospitalization | seniorscan | liveinfully | areusing
participants rates of afford accessible public
program housing public transportation
participants housing
units
2009 - 2011 | 10,124 Senior | Determine% | 290,000 700 seniors | 19,300 riders
Rx changein seniorscan | liveinfully | areusing
participants hospitalization | afford accessible public
rates and housing public transportation
analyze budget housing
savings units

10



Biennium Target 11 Target 12 Target 13
2001 - 2003 | Establish aSingle 5,828 seniors 6,572 seniors
Point of Entry (SPE) | receive care receive personal
system planning assistance | care/homemaker
and care services
management
2003 — 2005 | 30,000 seniorsand | 6,651 seniors 7,590 seniors
their family receive care receive personal
members use the planning assistance | care/homemaker
SPE and care services
management
2005 -2007 | 48,350 seniorsand | 7,474 seniors 8,610 seniors
their family receive care receive personal
members use the planning assistance | care/homemaker
SPE and care services
management
2007 — 2009 | 66,750 seniorsand | 8,297 seniors 9,630 seniors
their family receive care receive personal
members use the planning assistance | care/homemaker
SPE and care services
management
2009 - 2011 | 85,000 seniorsand | 9,120 seniors 10,650 seniors
their family receive care receive personal
members use the planning assistance | care/homemaker
SPE and care services

management

11



Summary of Plan Costs

This Srategic Health Plan sets forth a set of new and continuing investments totaling $373
million that will profoundly increase the health and independence of all Nevada seniors and their
families. The Plan proposes the following investments:

Over-Arching Strategies

$1.03 million ($240,000-$278,000 each biennium) to create a positive environment in
Nevadathat is powerfully supportive of the rapid aging of its population. Thisinvestment is
in: 1) adynamic sustained public information campaign to assure residents and public and
private organizations make a proactive response to the “graying of Nevada’; and 2) staff to
coordinate activities—including regulation and advocacy—of State and local governmental
entities.

$150,000 to analyze the mix of strategies that will provide sufficient inducements to develop
and retain a highly-qualified, stable, frontline long-term care workforce. This investment will
fund a study of long-term care reimbursement rates and career incentives.

$5.7 million to assure all Nevada seniors and their families can get the assistance, care
planning and care management, and other essential services they need. This investment,
funded by Federal Older Americans Act Title I11-E, will support development of the Single
Point of Entry system.

$268 million to serve 1,152 more Nevada seniors, including many who are above the
Medicaid eligibility threshold, with home and community-based services; to maximize
federal funds for the expansion of these services; to assure that individuals leaving hospitals
or wishing to leave skilled nursing facilities can be served at home or in community settings;
to add additional benefits to the service packages of individuals served under Medicaid
waivers to allow more of them to remain at home; and to assure equal access for individuals
served by State and county home and community-based services programs. It will also
support a 14.2% increase in the personal assistance rate as recommended by the Rates Task
Force.

$1.8 million to assure the strategies and targets contained in this Strategic Health Plan are
actually achieved. These funds will support two population-based surveys; two staff positions
and consulting time to track necessary data and Plan implementation; staffed meetings of the
Commission on Aging’s Strategic Health Plan Implementation Subcommittee; and
development of anew Strategic Health Plan in 2011.

$50,000 to determine whether individual s with Alzheimer’s Disease and related cognitive
impairments are best served in integrated or segregated residential environments when their
level of function does not allow them to remain at home in the full-time care of their families
and others. This study is an important piece of an overall strategy to bring all Nevada
residents with such conditions home from the out-of-state facilities where a number of them
presently reside.

12



= $9.5 million to provide respite care to families caring for their loved ones with long-term
care needs. Thisis already budgeted using a Tobacco Settlement Independent Living Grant,
but isincluded, along with an inflation adjustment ($646,000, not previously budgeted) in the
Strategic Health Plan costs.

=  $86.5 million so that 2,600 more seniors will be able to: 1) afford the prescription drugs they
need; and 2) avoid medication problems that have a serious, adverse effect on their health
and on the use of hospital and other expensive medical services.

= $20,000 to improve the oral health of Nevada' s seniors. Thisinvestment funds devel opment
of acomprehensive set of strategies, including the most effective way to add oral health
prevention and treatment at rural health centers.

= $125,000 to enable seniors, particularly those who are most frail or live in rural areas, to get
where they need to go, as independently as possible, by strengthening Nevada' s transit
programs. Thisinvestment funds a specialized consultant to evaluate the present
transportation system; facilitate a process for better integrating and planning for statewide
transportation services; identify best practices; analyze and recommend funding mechanisms
and grant opportunities; and recommend changes in Nevada s transportation system.

Plan Purpose, Context, and Accountability

This Plan is a strategic health plan for Nevada seniors. Itslegal standing is derived from
Assembly Bill 513 of the 2001 Legidlative Session that appropriated general funds to prepare the
Plan. Its general purpose isto guide a variety of strategic public and private efforts between now
and 2011 that will result in improved health for Nevada seniors.

A deeper purpose of the Plan isto foster an integrated approach to improving the lives of
Nevada's seniors. ThisisaPlan for all Nevada residents. those in good health and those in poor
health; those with substantial incomes and those without; those who have assets to protect and
those who do not; those of all races and those speaking any language. Seniors and their families
need to be supported first by their natura communities, and second by private sector
organizations and State and local government. But individuals and the community must sense
that some accountable body will step in when they are overwhelmed, their resources are
exhausted, and private systems are not working. All of thisis part of what we mean by an
integrated approach.

Below, when we speak of long-term health care or long-term care, we mean care required over
an extended period of time, mainly involving low-tech supportive services, often to treat chronic
disease, functional limitations, or developmental disabilities. This care may also have medical
components, but typically, those who need long-term care also require primary, acute and
rehabilitative care when they are sick or injured.

The systems and providers that meet seniors and others’ long-term care and health care needs
are intimately connected for the consumer and should also be integrated by the providers,
funders, and policymakers. Were this actually happening for seniors and others with disabilities

13



in the society as awhole, much of the work proposed in this Plan would be unnecessary. For
many reasons, this integration is not happening.

The national and state context, discussed below, provides fertile soil in which the seeds of
seniors discontent and suffering can grow. It also contains nutrients to feed solutions to the
problems seniors and their families are experiencing. It will take a concerted effort, along with
the strategies presented herein, to suppress the former and allow the latter to flower.

Health and Long-term Care

The term integration takes on additional meanings as we step over the threshold from life to
health. This Plan is focused on long-term health care rather than on all health care or chronic
disease management. It recognizes, however, that all realms of health are linked and that each
affects consumers and each other in amyriad of complex ways. Not only are necessary
connections not being made between individuals' long-term and other health care needs, but the
fragmentation doesn’t stop there.

It ismirrored by the separation of health care treatment from prevention of disease and
promotion of positive health. It shadesinto a profound lack of connection between realms of
socia care and realms of health care. And more than that, when necessary components of
life—that can contribute positively or negatively to health, such as housing, transportation,
family relationships—are left out of amodel of health, seniors are harmed, since most experience
increasing health problems and challenges as they age. For example,

In long-term care, housing conditions are as essential as services. The place where
people live, including the physical and socia environment, can greatly enhance or
impede a person’ s functional disability, independence, and quality of life.

At an individual level, integration means continuity of care and being able to see a
familiar set of providersin both health and illness; it means not having to move away
from one’s community to get the services one needs; it means that one’ s family can be
engaged in the kinds of support they can best provide but not overwhelmed by increasing
daily care to the point of seeking institutional relief.

One final, more technical, area of potential integration should be mentioned. Medicare is
the Federal health insurance program for those over the age of 65 and Medicaid isthe
Federal/State health insurance program for the poor of all ages. These programs are
typically administered by entirely separate entities and in entirely separate ways.

Demonstrations, including the Social and Health Maintenance Organizations (Nevada's,
operated by Sierra Health Services, is discussed in the Integrated Managed Care Section,
p. 23) and others, bring these programs closer together and provide more integrated care.
These demonstrations are being increasingly encouraged by the Federal government and
private foundations. If promising, they will be implemented on a national basis. Both

State government and seniors would benefit from integration of Medicare and Medicaid.

% Stone, R., 2000, p. 6.
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Nevadaisinterested in these approaches and should take every opportunity to pursue
them.

Staffing Shortages

Dr. Robyn Stone believes that “the lack of atrained workforce is the biggest problem in long-
term care policy, because the graying of America and the growth of a more chronically, rather
than an acutely, disabled population, cry out for health and long-term care professionals who
understand how to treat the whole individual and the family.”?

Shortages of nurses (both registered and practical), home health aides, physicians, dentists,
pharmacists, physical therapists, and dental hygienists in Nevada have been well-documented.
For example, according to an article in the July/August 2002 issue of Comstock’ s Business,
“Nevada nursing schools are only producing one-third of the new nurses needed to staff today’s
health care facilities.”*

Less well-publicized, but even more fundamental to the health and well-being of Nevada seniors,
isthe future supply of qualified, stable, long-term care workers. The current shortage of personal
care assistants, nurse' s aides, and certified nursing assistants directly impacts seniors needing
long-term care at home, in community programs, residential facilities, and institutions such as
skilled nursing facilities and hospitals.

As the senior population grows, the number of seniors needing long-term care will increase.
Unaddressed staffing shortages may well lead to a dire situation. Affluent seniors will be unable
to purchase sufficient quality servicesto meet their needs. Asthe primary purchasers of care for
low income seniors, Nevada State and county governments will be even less able to find the
workers their lower income residents need.

Health Care Costs, | nsurance Costs and the Uninsured Senior

According to the CEO of the Nevada Hospital Association, Bill Welch, “everything boils down
to the economics of healthcare.”* A crisisin health care economics has existed for the past
decade and various cures have created as much pain as the disease itself. Increases in the cost of
health care are not only causing higher out-of-pocket expenditures for consumers, but are
actually driving more people into the ranks of the uninsured.

The high cost of health careis caused by the interaction of a complex set of factors. Important
driversinclude: heavy reliance on technology for diagnosis and treatment; research,
development, and advertising costs associated with new drugs, and the tendency of physicians
and consumersto rely heavily upon medication as a key treatment modality. Additionally,
employer-based health insurance, which became widespread in the 1970’s, shielded consumers
from the true cost of the care they were using and often encouraged over-use of high-cost
services. Both public and private insurance provide more extensive coverage for care in the most
medical and highest-cost settings (hospitals, skilled nursing facilities) rather than other, perhaps

3 Stone, R. 2000, p. 47.
*Welch, B., 2002, p.43.
®>Welch, B., 2002, p.41.
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equally appropriate settings that are more social or residential in nature (homes, board and care
facilities, adult day centers).

Because health care is expensive, the insurance that covers the provision of such careis similarly
expensive. For those working-age people, many of whom receive health care through their
employers, thisis not a critical issue as long as they retain employment with health insurance
coverage. It isaso not an issue for those who are very poor and eligible for Medicaid, the
primary public insurance program for people under the age of 65. Since seniors are vulnerable to
job loss and early retirement, they are also vulnerable to losing employer-sponsored health
insurance and access to affordable health care. Two factors related to health insurance coverage
affect individuals 55-64 before they are eligible for Medicare, especialy if they are in poor
health and unemployed or underemployed. These individuals often cannot find coverage of any
kind if they have existing disease, and when coverage is available, it islikely to be unaffordable.

M edication Over-use and I nteraction

Seniors take agreat deal of medication as aresult of standard practice in health care. That they
may also request particular medicationsis related both to drug companies’ advertising and to
physicians' standard practice. Not enough attention is paid to monitoring the effects of

medi cation and the interaction of one medication with another. Seniors and others who use
multiple medications—especially if prescribed by multiple providers or purchased at more than
one pharmacy—are at grave risk for health complications, injury, and even death by over-

medi cation, drug-interactions, and adverse affects to medication. An April 1998 report in the
Journal of the American Medical Association, “When Medicine Hurts Instead of Helps:
Summary,” estimated that 106,000 fatal adverse drug reactions occur annually. If adverse
reactions to medications were classified as a distinct disease, this disease would rank as the fifth
leading cause of death in the United States.®

People over 65 consume more prescription and over-the-counter medications than younger
people. They are more likely to be taking multiple medications simultaneously for various health
problems. When they experience an adverse drug effect, they are more likely to need
hospitalization or suffer psychiatric problems than people at younger ages. Medications can
cause confusion, impair function, and even trigger permanent disabilities. All of these reduce the
independence of older people. Each year medications are implicated in tens of thousands of auto
accidents, homeinjuries, falls, and fractures’. Frail or dependent elders with visual or cognitive
impairment are at increased risk for adverse drug reactions as they may be unable to properly
monitor their own drug intake and may be dependent on the monitoring and communication
skills of caregivers.

Medication-related problems can be prevented through increased provider, patient, and caregiver
education and improved medication management. An important strategy in thisPlanis
medi cation management.

8 http://www.agingresearch.org/brochures/medici nehurts/'summary.html
"1bid.
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Liability and Malpractice

One of the key health care cost drivers nationally has been the soaring cost of medical
mal practice insurance. We have become a risk-intolerant, litigious society on many fronts.

Nevada physicians face an insurance crisis as liability and mal practice premiums have more than
doubled for some providers. The St. Paul Company, which had insured more than half of the
state’' s doctors, pulled out of the malpractice insurance market altogether. The American Medical
Association identified Nevada as one of 12 states experiencing amedical liability insurance
crisis.® Skyrocketing premiums seriously threatened patient access to care as the number of
providers willing to take on high-risk cases decline and the cost of premium increases is passed
on to consumers.

The American Medical Association ranks Nevada 47" in doctors-per-100,000 residents (at 196
licensed physicians per 100,000 residents.)® Thus, access to health care providers was already an
unmet need for many senior Nevadans before the insurance crisis, particularly in rural areas.

Nevada has made an affirmative response to this crisis by creating the state-operated Medical
Liability Association in August, 2002, to provide mal practice insurance to Nevada physicians
and enact new medical malpractice caps. The situation should be closely monitored to assure that
these solutions are adequate.

Liability insurance for assisted living and group care facilitiesin Nevadais a'so a new and
critical issue. A number of providers have stated they may go out of business since their rates do
not presently cover a huge increase in the costs of their insurance coverage.

Olmstead

A landmark Supreme Court decision in 1999, known as the “Olmstead Decision,” is helping to
advance strategies and programs that et people with disabilities receive supports and services at
home or in community-based programs instead of institutions.

The Olmstead Decision represents a recent culmination of significant change in public policy
goals regarding people with disabilities that began three decades ago. This public policy is based
on the four goalsin the Americans with Disabilities Act. It isincreasingly being recognized that
this policy framework can, and should be, built into all aspects of states' health, human services,
and other planning, service coordination, service provision, monitoring and evaluation
functions.'® The four core policy goals are:

= Equality of Opportunity: treating people on the basis of objective facts; providing
reasonable accommodations; making programs accessible; guaranteeing inclusion and
integration.

8 Albert, T., August 26, 2002.
°Willis, S.J., May 8, 2002.
19 gj|verstein, R., February 4, 2002.
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= Full Participation: involvement in decision making at the program and systems level;
ensuring informed choice; providing self-determination and empowerment; recognizing
self-advocacy.

= |Independent Living: recognizing independent living as alegitimate outcome of public
policy; providing long-term services and supports including personal assistance services
and assistive technology devices and services, providing cash assistance and other forms
of support (such as health care, transportation, and housing).

= Economic Sdlf-Sufficiency: recognizing economic self-sufficiency as alegitimate
outcome of public policy; providing employment related support systems and services;
providing cash assistance and work incentives to employers and employees.

The Olmstead Decision means, states may be found in violation of Title Il of the Americans with
Disabilities Act (ADA) if they provide care to people with disabilitiesin institutional settings
when they could be served in home and community settings. This gives a context of urgency to
the collection of certain baseline data and development of initiatives and strategies for preventing
institutionalization and moving people out of institutions.

Two requirements for compliance with Title Il of the ADA are: @) analyze what needs to be
changed and develop a comprehensive plan, and b) move people off waiting lists at a reasonable
pace.™ This Plan advances both of these requirements.

Consumer-Directed Care

“Catalyzed by younger people with physical disabilities who strongly oppose institutionalization
and want a range of home and community-based options controlled by consumers, a trend
toward more consumer involvement and management has begun to emerge among the elderly,
reports Dr. Robyn Stone. One of the areas in which this movement, called consumer-directed
care, ismost notable isin the area of personal assistance in the home. Thisis a service many
consider to be the most fundamental building block in a strategy that helps older persons who are
frail or disabled stay at home.

n12

There are some very promising results from a California “independent provider program” in
which clients hire, manage, and pay their own workersto provide their home care. The state
maintains aregistry of home care workers from which clients can choose and even allows them
to hire family members as caregivers (as do 35 of the 50 states). An evaluation of the program
found that clientsin the consumer-directed model, compared with those receiving professionally
managed services, had greater satisfaction with their services; more feelings of empowerment;
and a perceived higher quality of life

“Cash and counseling” is, perhaps, the ultimate in consumer-directed care. In such programs,
people with disabilities are offered cash benefits, usually along with guidance on how to find
what they need and to purchase needed services. Three states—New Jersey, Arkansas, and

“Donlin, J., February 4, 2002.
12 Stone, 2000, p. 25.
3 |bid.
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Florida—are receiving Medicaid waivers under a grant from the Department of Health and
Human Services and the Robert Wood Johnson Foundation to experiment with “ cashing out”
their home and community-based care programs.**

Advancesin Technology and Design

Advances in technology such as increased access to computers, high-speed Internet access, and a
corresponding increase in the sophistication of software design may lead to a significant increase
in telemedicine applications in the near future. Telemedicine can range from phone conferencing
between physicians at remote locations, to e-mail and newsletter updates for patients coping with
disease, or video-conferencing that provides specialty services such as tele-radiology to arural
clinic. Telemedicine potentially increases access to health care services and information at a
fraction of the cost of traditional, on-site care.

While recognizing how helpful telemedicine applications will be in the future, particularly for
rural elderly, this Plan is not counting upon advanced technology improvements. However, its
framers were very much aware of the need to incorporate in the Plan’ s strategies existing
technology that helps people with disabilities remain more independent—from hearing and low
vision aids to housing built upon universal design principles.

Universal design creates products and environments that are usable by all people, to the greatest
extent possible, without the need for adaptation or specialized designs.™® Examples of universal
design features include lever-style door and faucet handles, entrance ramps, and shower stalls
built flush to the floor. People of all ages and abilities benefit from the ease of use and
accessibility features of universal design products.

Long-term Carelnsurance

The private purchase of long-term care insurance by individuals and members of employee or
other groups has been proposed as a partial solution to middle-class seniors and others either a)
spending down their assets on long-term care and then accessing Medicaid long-term care
benefits, or b) transferring assets to relatives to become Medicaid-eligible and then accessing
Medicaid long-term care benefits. Therefore, some states have played an active role in the
promotion of long-term care insurance policy purchase, especialy by seniors. Y et, others,
including Nevada, are considering just what role they should play with respect to long-term care
insurance.

In theory, increasing the length of time that a person in need of long-term care can use their own
resources (insurance benefits and assets) to pay for it potentialy limits the liability of the state to
pay for care. However, to date benefits paid under long-term care insurance policies have not
measurably reduced Medicaid expenditures and there are reasons to believe this will never
happen to any significant extent. There are two major reasons for this: 1) those who can afford to

14 Center on Aging, University of Maryland, Cash and Counseling Demonstration and Evaluation Program, March
2002, p. 1and 3

!> The Center for Universal Design, North Carolina State University,
http://www.ncsu.edu/www/ncsu/design/sod5/cud/univ_design/princ_overview.htm.
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purchase long-term care insurance are higher income than those who typically are or become
eligible for Medicaid, and 2) despite healthy growth in the number of policiesin force, relatively
few seniors own long-term care insurance policies (only 4.1 million people compared to 23
million individuals who have private Medicare supplemental insurance or Medigap policies).
According to the Centers for Medicare and Medicaid Services, in 2000, only 8 percent of nursing
home revenues came from private insurance including both long-term care insurance and
Medigap policies.

Nonetheless, promoting quality long-term care insurance policies is an important role for states
and it is possible that some individuals who would have accessed state-funded services will not
need to as aresult of owning such policies. Involvement by states can be of at |east three types:
1) educational, including publicizing both the reasons why purchase of long-term care insurance
is beneficial and what types of policies give the greatest value; 2) incentives for purchasing long-
term care insurance; and 3) legal or regulatory guidance and oversight that will protect its
consumers by assuring the highest quality insurance products are available for purchase.

The Senior Services Task Force recommends that Nevada' s primary role be of the first type,
while at the same time contacting other states to learn the results of their efforts in incentives and
regulation. The average resident of Nevadais not likely to be aware of the numerous benefits to
purchasing policies. This Strategic Health Plan proposes a comprehensive public information
and education campaign and it is under the discussion of that strategy that specific
recommendations can be found related to educating the public about the benefits of purchasing
long-term care insurance.

At the same time, it will be important for Nevadato develop its capacity to regulate the types of
long-term care insurance policies sold in order to convince consumers that such policies are a
good deal.

Nevada's Unique Economy and Demogr aphy

Two aspects of the Nevada context that drive many other characteristics of the state are its
extremely rural nature (3.3 persons per square mile) and the enormous contribution made by
tourism to the state’s economy.”

The state is afrontier with the exception of one large and rapidly-growing urban area, Las Vegas,
and one smaller but growing area of Reno/Sparks and Carson City. Hence the nomenclature that
is used to refer to the counties. Clark, Washoe, and “the rurals.” Unique deals are cut for the
financing of social and educational services because of huge Las Vegas-generated gambling
revenue. To alesser extent, thisis also true for Washoe County, with Reno contributing a
significant amount of tax revenue from tourism to the state’s economy.

In addition, Las Vegas has experienced huge population growth. Overall, it had the fastest
growth rate in the nation between 1990 and 2000. More relevant to this Plan, is the dramatic
growth in the Nevada elderly population. Figure 4 on the following page shows Nevada s senior
population increase compared to the other top three states with rapid growth between 1990 and

18 U.S. Census and Nevada State Demographer, University of Nevada Reno, see Attachment F, Population Data
Report for a detailed description of population statistics and data sources
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2000. However, because Nevada has historically had arelatively small elderly population, its
total number of seniorsislower than the national average. Only 11 percent of Nevadans are
seniors, while the United States percentage is amost 12.5.

Figure 4. Percent Change in Elderly Population
Top Four States and U.S., 1990-2000
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Further, the seniors who have migrated to Nevada are not typical of the state’ s senior population
asawhole. They are more affluent and younger. They fit the “amenity-seeking” profile of young
retirees who move for better climate, lower taxes, and good housing values. These individuals
are likely to contribute more to the state’ s economy (in spite of many having selected Nevadain
part as alow tax state) than they take back. For one thing, it is speculated, Nevada may
experience the so-called “return migrant” phenomenon,*’ whereby older and less-healthy seniors
return to their state of origin.

It should be noted that the reduction in tourism revenue after the events of September 11, 2001,
impacted the Nevada economy at least as much as in most other parts of the country. How this
will affect the State’ s economy over the longer-term is amajor question for the state.

Nevada’s Cultural Norms

The strong value placed on self-reliance is as striking a Nevada quality asits frontier geography.
Familiestake care of their own, but they also care for othersin their own communities to an
extent that is not seen as often in states with more highly-developed public systems of care
(though it is likely more common in rura states). Thisis an extraordinary strength. It has
influenced Nevada s use of formal services and conserved state resources.

M Litwak and Longino, 1987.
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In this context, note that:

= While nationally 60% of elderly individuals with disabilities living at home rely
exclusively on family and friends for care, a 2000 Nevada study showed that family and
friends were the exclusive caregivers for approximately 90% of the elderly individuals
with disabilities who were surveyed.™®

=  The percentage of Nevadans who die at home was 32% in 1997, compared to 24% for the
United States. The percentage of Nevadans who died in nursing homes was 16.5% in
1997, compared to 24% for the United States.™

" |1n 1999, Nevada sratio of nursing home beds to population aged 65+ was 23 per 1,000,
compared with 46 per 1,000 for the United States. Nevada s ratio of nursing home beds
to population 85+ was 297 and Oregon’ s was 224. Therefore, its bed-to-population ratio
isvery much in line with at least one other state that has had an aggressive nursing home
diversion program.®

Nevada' s Health Indices

Some indicators of Nevadans' health status differ from those of the rest of the country in ways
that are predominantly negative:

= Nevada s suicide death rate is higher than the national rate and, while data are not always
in agreement, the rates for white males 65 plus are even greater.?! It is al'so one of the
leaders in deaths from motor vehicle accidents and homicide.?

= Nevadaranks dlightly below the United States in the proportion of adults who do not
engage in leisure-time physical activity and that proportion is increasing.”

= Nevadais above the national average in the percentage of individuals who smoke
cigarettes and, therefore, has a significantly higher rate of deaths from chronic obstructive
pulmonary disease than the United States.**

= The Nevadadeath rate from cirrhosis of the liver, which islargely attributable to heavy
alcohol consumption, is significantly higher than the national rate.®

18 Cannon Center for Survey Research, University of Nevada Las Vegas, June 2000.

19 www.cher.brown.edu/dying/nvstate.htm

2 population datais from the Nevada State Demographer and data on number of nursing beds, from Harrington, et
al., Nursing Facilities, Saffing, Residents and Facility Deficiencies, 1993-1999, p. 22.

2! The most current mortality data for Nevada, including suicide by age, is available in Nevada Vital Statistics, 2000,
published by the Nevada s Center for Health Data and Research, April 2002, p. 125, National data on suicide rates
by states and the U.S. as awhole can be found in National Vital Satistics Report, Vol. 50, No. 15, September 16,
2002.

2 The Nevada Bureau of Health Planning and Statistics, Healthy People 2010 Nevada, February 2002 contains data
on deaths from motor vehicle accidents (p. 26), Homicide (p. 30), for Nevada and the United States.

2 bid., p. 41.

2 |bid., pp. 42 and 50.

% |pid., p. 47.
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= Nevadaisalso above the national average in the percentage of individuals who do not
have good access to health care, including those who have no health care coverage; have
not had aroutine physical examination in the past two years; report they have fair to poor
health; and report cost as a barrier to health care.?

Integrated Managed Care

According to Bonnie Hillegas, Vice President, Care Management, Sierra Health Services, one of
the unique aspects of the provision of health careto seniorsin Nevadaisthe fact that Sierra
Health Services Health Plan of Nevada (HPN) offers a social and health maintenance
organization (SYHMO) as an option to Medicare-eligible individuals. This program began in
1996 and now has more than 40,000 enrolled beneficiaries. It is funded with afederal grant asa
“second generation” S'THM O demonstration program. The grant and S'THMO status has allowed
HPN to provide additional services not routinely covered by Medicare HMO plans or traditional
fee-for-service. Such benefits include respite care, homemaker, personal care, extra therapy and
emergency response, and safety equipment.®’

Nevada’s Social Service Providers

In part due to the rural (and even frontier) character of Nevada, and the lack of long-standing
formal systems, the health and social service providers serving senior residents and their families
have specia qualities. The outsider isimpressed by the fact that they are more closely-knit and
depend more on both face-to-face and telephone communication than in other geographic areas
with which we are familiar. These qualities have stimulated collaborative working relationships.
They appear to be one of the factors allowing Nevada providers to accomplish so much with
relatively few resources. Furthermore, these rel ationships have been an informal means through
which senior services are integrated. It will be important to preserve these positive qualities,
while developing the kinds of more formal structures and systems that will fit the needs of the
rapidly-growing population of seniors.

Plan Accountability

The Plan was developed over a period of nearly ayear with the help of a contractor, The
Rensselaerville Institute, and a 16-member Senior Services Task Force charged with leadership
of the process and oversight of the contractor. The Task Force met 14 times, for more than 80
hoursin total.

Task Force members negotiated differences of opinion, set priorities, and provided very broad-
based |eadership. The names of the Task Force members are found in Attachment A. Other staff

of the Division for Aging Services and Clark and Washoe counties, and several other individuals,
also made significant contributions. AARP Nevada provided important advice to the process.

% Elias, J, n.d.
" Hillegas, B., February 27, 2002.
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The Senior Services Task Force proposes to continue its oversight role as a subcommittee of the
Commission on Aging. At least eight Task Force members and two Commission on Aging
members should participate on the subcommittee. The subcommittee will meet quarterly to track
progress on the Plan’s six over-arching strategies and twenty-two target area strategies. More
importantly, they will monitor the accomplishment of thirteen targets that reflect changesin the
behavior or condition of seniors and their families as aresult of successful implementation of
strategies. These strategies and targets are the primary content of the Plan and a description of
them follows.
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II. Nevada Seniors and Their Families

Nevada’'s Seniors Today and in the Future

Nevadais fortunate to have a growing number of people who are over the age of 65. Older
residents bring stability and resources, both human and financial, to the community. Those over
the age of 65 make up 11 percent of Nevada stotal population. During the past decade, Nevada's
elderly population grew nearly three times faster than the national rate of growth. Although the
overall Nevada population also grew more rapidly than any other state (increasing by 66.3%), the
number of people who are 85 and older increased from 7,500 to 17,000—a 128% increase.
During the next 20 years, the elderly population will continue to grow at arapid rate and after
2010 the baby boom generation will increase that rate significantly.

In spite of thisrapid growth rate, Nevada seniors still make up a smaller percentage of the total
population than the national average of 12.4 percent (see Figure 5 below for a comparison of
Nevada's senior population growth with that of the United States from 2000 to 2025). Even with
the projected rate of increase of elderly Nevada residents, it will be many years before the senior
population could reach the percentage rates of states like Florida which have very high
populations of older people.®

Figure 5. Percent Growth of 75+ Population
Nevada and U.S., 2000-2025
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% U.S. Census and Nevada State Demographer, University of Nevada Reno, see Attachment F, Population Data
Report for a detailed description of population statistics and data sources
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In addition to the challenges and opportunities of a growing elderly population, the Nevada
population is becoming more racially and ethnically diverse. Although Nevada has seen
population increases of al groups, from 1990 to 2000 the Hispanic popul ation more than
doubled (204%), the Asian or Pacific Islander population increased by 192%, and the African
American population grew by 66%. This trend toward a more diverse population is expected to
continue for many years and by 2010 an estimated 40 percent of the population is projected to be
non-white or Hispanic.

Nevada's population explosion has been caused primarily by in-migration. Over 71% of
Nevada's population increase was the result of people moving to the State from other places.
Many of these residents are seniors who were attracted to Nevada because of affordable housing.
According to a study conducted by the National Association of Home Builders called “ Seniorsin
the Market for Housing: 1999 through 2006,” Nevada is the top state for attracting those over 55
to its housing market.

Although the number of seniorswho liveinrural areasis small, proportionally more seniorslive
in rural Nevadathan in the state as awhole. Only 10.6% of the Clark and Washoe county
population is over the age of 65, but 12.8% of peoplein all other counties are seniors. Minera
and Nye counties have the highest proportion of seniors with 19.8% and 18.4% respectively.
Elko has the lowest proportion of seniors with only 5.8% of the population over 65.

Many Nevada seniors have the resources to live comfortably and are blessed with family
members and friends who help them as they become more dependent on others for support.
Additionally, more Nevada seniors have incomes above the poverty level, die at home, are cared
for by friends and family, and own their own homes than in other parts of the country.

While most seniors share the Nevada tradition of self-reliance and independent thinking, others
have great difficulty taking care of their persona needs. An estimated 51,000 people over the age
of 65 need help with basic activities of daily living. As the population of seniors, especially those
over the age of 85, continues to grow over the next 10 years, many more seniors will need help
with personal care. Conservatively, the number of people over 65 needing help with daily
activities will grow to 69,000 in 2010. Many of the people needing help with activities of daily
living will receive that help from family and friends; an estimated 35 percent (24,150) seniors
will need services and supports from the formal service system.

In spite of the fact that many Nevada seniors need help carrying out their daily tasks, thousands
of them, together with other Nevada seniors over the age of 55, are productive, contributing
members of the community. An estimated third of Nevada seniors 55 and over work for pay,
another third volunteer in churches, hospitals or charities, and another third provide informal
care for family members, friends, and neighbors.?

Nevada Seniors Needs

One of the key assumptions used in preparing the Strategic Health Plan for Seniorsisthat
seniors and their family caregivers, friends, and neighbors “drive’ the Plan’s strategies and

2 Rowe, JW., M.D. and Kahn, R. L., PhD., 1998.
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actions. Consequently, a comprehensive process was undertaken to learn about the needs and
concerns of Nevada' s seniors.

Between November 2001 and June 2002, 2,035 Nevada seniors, service providers, and
caregiversfor seniors from every region of the State responded to questions about the needs and
concerns of seniors (the complete summary isincluded in Attachment B to the Plan). A number
of concerns were indicated by respondents as follows:

= Nevada seniors want to retain their health. They value their independence and want to be
able to care for themselves and their loved ones at home.

= Many seniors heed personal assistance and household help to remain in their homes.
= Caregivers desperately need respite from providing around-the-clock care.

=  Many seniors are having a difficult time accessing health care, especially dental and
vision services.

= Seniors are having trouble paying for basic expenses such as food, housing, medical bills,
and utilities. They are especially concerned about the high cost of prescription drugs and
need help to be able to afford their medications.

=  Transportation becomes a huge obstacle for frail and dependent seniors and isabasic,
unmet need for many seniors.

= Seniors want to remain engaged in the community through participating in senior center
activities, exercise classes, volunteer opportunities, and through paid employment.

= Companionship is precious to isolated and “ place-bound” seniors. Seniors find that a
sense of humor, a positive attitude, and loving family and friends help them to make the
most of their later years.

Additionally, two public meetings were held with Native American Indians from several Nevada
reservations. The needs and concerns of Native American Indian elders living on reservations, in
rural areas, and in urban settings were discussed at the Native American Indian Human Resource
Caucus convened on January 30, 2002 and the Public Forum for Native American Indian Elders

held on May 16, 2002. Meeting participants identified four critical needs:

= Native American Indian elders are concerned that elders die soon after placement in non-
native institutions. They want 24-hour community based care that is close to home so that
friends and family can visit eldersin a supportive living environment.

= Health care clinics are needed that are close to home and have the capacity to serve

community membersin atimely way. Mental health services, substance abuse services,
dental care, and transportation to health care services are especially needed.
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Better coordination of services and resources between Indian Health Services (IHS),
Bureau of Indian Affairs, and the State is needed. For example, IHS pays for in-home
care providers, but funding is needed from the State to train caregivers. Also, when
multiple agencies or funding sources are used, administrative guidelines must be
dovetailed so that a*“ double workload” is not created. Native American Indian elders are
entitled to all services and resources offered to seniors by the State, but they cannot
always access these servicesin rural areas and on reservations. State and tribal leaders
need to determine how to fully use Medicaid resources and consider how all Native
American and non-Native American health care facilities can be used for both
populations.

Native American Indians should be represented on state boards and within state agencies.
Additionally, better linkages between state and tribal programs should be made so that
issues and concerns can be discussed and addressed on aregular basis.
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I11. Over-arching Strategies

I ntroduction

The Strategic Health Plan calls for a strong and compelling course of action. A course, if taken,
that will:

® |ncrease the health and independence of al Nevada seniors and those who care for them.
= Distinguish Nevada as aleader in forward-thinking, effective long-term care policy.

= Create preferred home and community-based service options for elderly Nevadans.

= Save the State needless expenditures for chronic care institutional services.

ThisPlan is not a“pie-in-the-sky,” overly-complicated, or bureaucratic response to Nevada's
long-term care challenges. Instead, it is a concrete set of specific strategic actions that will
dramatically change the lives of Nevada' s seniors and their caregiversfor years to come.

All the strategies in the Srategic Health Plan rest on a set of assumptions:

®  First and foremost, the needs and desires of seniors and their family caregivers are the
primary “drivers’ of Plan strategies.

= Seniors, their caregivers, and members of the communities they live in are interdependent
and will be the Plan’ s beneficiaries when its strategies are implemented. Plan strategies
and services will help all seniors and their caregivers to remain healthy and actively
involved in the life of the community.

= When designing and implementing services and supports proposed in the Plan, the needs
and concerns of people from a variety of races, ethnic and cultural backgrounds will be
considered. Therefore, seniors of al ages, in all areas of the State, and from a variety of
cultural and ethnic backgrounds will be able to access services and benefit from Plan
strategies.

= |tisboth prudent and popular to invest public funds in home and community-based
services.

=  The State fundsin the Plan purchase services for seniors who are at greatest risk of being
placed in chronic care institutions.

= New public and private sources of revenue will be vigorously pursued and secured.

= All alowable federal matching funds will be collected and used to support Plan strategies
and targets.
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We believe the Plan’ s strategies are informed by the best and most current information available.
Even these data, however, can be improved upon.

= Useand demand for servicesis projected using the best available data.

= Datafrom the 2000 United States Census, Nevada State demographer projections, and
national and local studies are current and the best data sources for information about the
characteristics of Nevada seniors and their caregivers.

=  The State will complete a population survey twice during the Plan’ s implementation to
better portray success in improving the health status of Nevada seniors, both those being
cared for and those seniors who are caregivers.

=  The State will improve its data collection systems within the next five years so that future
planning can be done with the help of reliable service data that describes what services
participants use.

With these assumptions in mind, the over-arching strategies, target areas, target area strategies,
targets, and action steps on the following pages provide aroad map for action that will result in
the best possible outcomes for Nevada seniors.

The over-arching strategies that follow affect more than one area of the lives of seniors and their
families. These strategies are broad and important.

Public I nformation and Awar eness

Over-arching Strategy 1: A dynamic information campaign will increase the public’s awareness
of aging and educate and empower individuals and their informal support systems, as well as the
voluntary sector, to create a positive climate for aging in Nevada.

Description: The Senior Services Task Force believes that lack of awareness negatively affects
the ability of Nevadans to care appropriately for themselves and each other. A public information
effort to increase awareness and build on the desire of Nevadansto care for themselves will
address the following barriers:

= denia about their own and their loved ones' aging, disease, disability, and death;

= jgnorance about both normal aging and disability;

= putting off even those steps they know they should take to keep themselves safe and in
good health;

= unwillingness to take primary responsibility for maintaining their own health and ability
to function independently;

= sensory losses (hearing, vision, and the like);

= reduced opportunities to exercise;
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= other poor health habits that contribute to poor health and functional deficits, such as
smoking and drinking;

= increasing isolation from the social mainstream as they age or become caregivers for
someone who is disabled;

= difficulty in finding employment or other forms of activity that gave meaning to their
lives when they were younger;

= |ack of knowledge about resources, benefits, and services—both that they exist and how
to select appropriate ones of high quality;

= no or misinformation about their insurance coverage and need for coverage in addition to
that provided by public sources.

The Task Force believesit is possible to develop a sophisticated campaign that employs social
marketing techniques to change attitudes and behavior and create more powerful and positive
social norms than those that exist today. Most of the barriers listed above can be removed only
through increased awareness, knowledge, information, and commitment to change behavior on
the part of individuals. No amount of public care can restore the balance when individual s cannot
do agood job of caring for their own health, or when they expect physicians and other providers
to fix their problems without their active participation physically, mentally, and emotionally.

Most Nevada seniors care for themselves or have loving family members and friends to help
them. Unfortunately, some seniors neglect their own care, suffer from mental illness that causes
them to abuse themselves, or are subjected to abuse or neglect from paid caregivers, family
members, or friends. Those suffering from elder abuse or neglect will receive help through better
information about appropriate caregiving, increased knowledge about respite care options,
improved enforcement of elder abuse laws, and increased reporting of abuse and neglect.
Through the public information campaign and training of law enforcement agencies on how to
recognize elder abuse and enforce laws, fewer seniors will suffer from abuse or neglect and get
the support they need to safely remain in their homes.

Another important component of good health is eating regular and nutritious meals. Many
seniors are unable to cook for themselves and need help with their meals. Home-delivered meals,
meal s prepared by caregivers, and meals provided at senior centers help to ensure good nutrition
for seniors. Information about how to get nutritional support, along with many other important
health service components such as information about the use of assistive and adaptive devices,
will be part of the public information campaign and will be included in care planning for seniors
who want to remain in the community.

When the ability to participate is no longer present, the social safety net must be there to help.
But before that time, the job of public funding isto leverage other social resources. A large-scale
public information campaign will need seed money from the State, in the form of staff support to
obtain grants and other private resources.
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Private Sector Development

Over-arching Strategy 2: A combination of incentives, regulation, and advocacy (both State
efforts and those supported by the State) will encourage private sector initiatives and other
changesincluding: 1) development of appropriate housing and transportation services; 2)
comprehensive, medical/socia approaches to health care integration; 3) long-term care
insurance; 4) new or expanded preventive health programs; 5) greater emphasis by local law
enforcement officials on enforcing fraud and abuse statutes; and 6) more local regulation of air
quality that causes lung disorders and other health problems.

Description: A number of the target area strategies, particularly in the area of housing,
transportation, and health care, require tapping into the myriad of private organizations with the
capacity to bring about change for seniors. It will be important to work with hospitals, Sierra
Health Services/Health Plan of Nevada (especially the Senior Dimensions S'HMO program), and
other insurers and health care providers; with private housing developers; with transportation
providers; with private charitable foundations; with private corporations; and with private media
organizations.

It will be equally important to link these entitiesin astightly as possible to public efforts on
behalf of seniors and their families, including the State Health Division’s Healthy People 2010
efforts; the State Housing Division, the Division of Insurance, and county governments,
particularly Clark and Washoe. Other important private contacts include the executives of State-
level associations. Nevada Health Care Association, Nevada Hospital Association, Assisted
Living Association of Nevada and others.

Another vital aspect of this effort will be to involve people who are already actively advocating
for changesin the health and social service system. Many Nevada organizations (such as AARP
Nevada, Nevada Seniors Coalition, Nevada Council of Senior Citizens, and Seniors United)
contribute countless volunteer hours in support of senior issues. Their expertise and support will
be recruited to become partners in both the public information campaign and the private sector
development strategies.

The thrust of these coordinating and exploratory activitiesisto fully understand and tap into the
ability of the private sector to come up with appropriate solutions to problems before government
entities attempt to do directly what others may be able to do at lower cost. The aging of Nevada's
population is a phenomenon laden with both opportunities and risks. All public and private
agencies have a stake in this phenomenon and should be working collaboratively. Funding for
one full-time staff person is sought in order to carry out these responsibilities and those
associated with over-arching strategy #1.

Single Point of Entry System
Over-arching Strategy 3: A “single point of entry” system will enable all seniors and their

families to much more easily access information about how to get assistance, care planning and
care management, and other essential services.
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Description: In many ways, the most important resource for seniors, their family members and
caregiversisinformation. Without knowledge about what services and resources exist to help
seniors remain healthy and stay in their own homes, many seniors and their families may make
decisions to move to chronic care facilities before it is necessary, or to go without needed health
and social services.

Seniors, aswell as social service and health providers, are keenly aware of the need to have
easily accessible information about all of the available resources and services. During the past
year, State Division for Aging Services, social service agencies, Clark and Washoe County, and
the Sanford Center on Aging staff have begun a pilot project to create a Single Point of Entry
system (aflow chart of the system isincluded in Attachment K to the Plan). They see the Single
Point of Entry human service delivery system as the vehicle to improve access, reduce
duplication, and cooperatively manage care for Nevada seniors and their families.

The envisioned system will alow anyone to access services as soon as they call or visit any
senior services agency. Seniors, family members, and agency staff will be able to call asingle 2-
1-1 information number connected to all agenciesin the State and linked to national information
and assi stance services and resources. Regardless of where the senior first makes contact, the
same basic questions will be asked to start the process of helping seniors or family members find
Services or supports.

Additionally, all of the information can be accessed directly from the senior’s computer at home
or inlocal senior centers or other public sites. When the new Single Point of Entry systemis
fully developed, seniorswill be able to sign up for services on the web. Theinitial screen will
help to determine eligibility for services and will keep people from having to call several
numbers to find out whether they are eligible to apply for a service.

Over time the system will serve asatool to refer seniors to needed services and to assure that
services have been delivered. Agencies will report back to the system that the senior isreceiving
the requested services. In the long run, reimbursabl e services from various fund sources can be
completed over the system and information can be generated or stored in the centralized data
base.

When seniors and/or their families need specialized care management assistance, they will be
referred to appropriate public or private agencies to receive needed support. The Single Point of
Entry System will provide information about what care management services are effective and
will assure that care managers are trained to use all available community and social services
resources to support seniors and their families.

Eventually, an information database will be created to identify what services are being delivered
and what services are needed. The system will also be atool to help policy makers determine
what services they should fund to help seniors remain healthy and livein their own homes for as
long as possible.

During the next few years, the Single Point of Entry system will be piloted at five or six sitesin
various parts of the state. Through the pilot, the agencies will test new software, determine how
existing resources can be used to support the new system, and finalize all aspects of the design.
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Training and support will be given to frontline workers to assure that the new system is
responsive to the needs of callers.

Asthe system is developed, new ways to improve access to information and ongoing assistance
will be tested and implemented. Nevada' s planned Single Point of Entry System will build on the
strengths of Information and Assistance systemsin other states but will also focus on
groundbreaking methods to better serve the information and service needs of Nevada seniors,
their families, and caregivers.

L ong-term Care Workforce

Over-arching Strategy 4: Changes in reimbursement rates and development of career incentives
will increase compensation and benefits and provide other inducements to develop and retain a
highly-qualified, stable, frontline long-term care workforce.

Description: While shortages of nurses, physicians, and other health professionals have been
well-documented, paraprofessional caregivers provide most of the formal services needed by
frail and disabled seniors. They help people bathe, eat, transfer, and toilet. The services
caregivers provide enable those they serve to remain healthy and alive, while also directly
affecting the quality of their lives.

These caregivers work for low pay and poor fringe benefits. Many cannot afford health insurance
even when their employer subsidizesit.** Many leave the long-term care field for more lucrative
and socially-supported careers, in part because they are unable to feed, house, and care for
themselves and their families due to poor pay and limited access to benefits. Other reasons for
the shortage of workersinclude the lack of respect and recognition for the work they do, the
times of day and hours worked, and the physical and mental stress of the work.

The money spent by health and long-term care providers on recruitment, providing basic training
to new employees, and other activities associated with high employee turnover, could have
helped to cover wage increases for experienced employees in a more stable workforce.
Caregivers who do remain in the profession carry a heavy caseload, may not receive adequate
training, and often have to juggle more than one job to meet their family needs—all factors that
diminish their ability to provide high quality care.

High turnover rates among long-term care workers mean that those receiving care must re-adapt
frequently to new, often inexperienced care providers. Consumers are at risk of receiving
inadequate care when it is delivered by inexperienced or poorly-trained workers. Even under the
best of circumstances, new caregivers must learn how to meet the individual needs of each care
recipient, a process that takes time away from care itself.

A frontline long-term care workforce must be cultivated, trained, and retained in order to meet
the needs of seniorsin Nevada now and in the future. These considerations drove the framers of
this Plan to include $150,000 for a study of the incentives, job restructuring, and other

30 http://www. urban.org/content/I ssuesl nFocus/L ong-TermCarefortheEl derly/L ong-
TermCareWorkerShortage/shortage.htm




approaches that will assure this happens. Members of the Senior Services Task Force agreed that
with respect to guiding such a study, the training needs of the most basic entry-level workers are
where the greatest emphasis should be placed, followed by those of Certified Nurse Assistants
(CNAYS).

Home and Community-Based Services I nvestment

Over-arching Strategy 5: Increased investment in home and community-based services will be
accomplished through several means. These include accelerating the extension of such services
to those above the Medicaid income level who are disabled or frail enough to be servedina
skilled nursing home but prefer to remain at home, and quickly identifying seniors about to leave
the hospital or enter a skilled nursing facility and offering them community-based services.
These and related efforts will add momentum to the shift from institutional to home and
community-based care.

Description: Medicaid is the Federal/State-financed program that covers health and long-term
care services for individuals with low incomes, including the elderly. The Federal government
sets the requirements for this program and picks up approximately half of the costs. Except for
the past 20 years, the Medicaid program required states to provide care only in skilled nursing
homes and to serve only those of very low income. Since that time states have had the
opportunity to waive certain Medicaid requirements for individuals who are very disabled and
could be served in nursing homes.

At the present time, the Federal government is providing agreat deal of leadership for the
enhanced and expanded use of Medicaid waivers. This is because they believe “thereis
tremendous potential to serve people who meet nursing facility level of carein private homes or
in community residential settings that would be more acceptable to the beneficiary, without
increasing costs to the states.”

Under these Medicaid waivers, arange of home and community-based services can be provided
to individuals who would otherwise be over-income for Medicaid’s medical services (but are still
low income). In addition, services that would not normally be covered by the Federal share of
Medicaid may be offered, as long as those receiving them are really frail or disabled enough to
qualify for carein askilled facility, but prefer to remain at home.

The point of the waiversisto stimulate creative state approaches to keeping frail or disabled
individuals (elderly and other) in their homes for aslong as possible. Not only is this thought to
be desirable from the consumer’ s and family’ s standpoint, it also saves the states money, since
many of those who enter nursing homes (for which the states pay half the cost) are poor but over-
income for Medicaid’ s medical services. Were they not served under awaiver, the only way they
could get the medical care they need would be to spend-down all their resources and enter a
skilled nursing facility. Indeed the average cost per individual senior participating in a Nevada

*From the August 13, 2002, letter from the Centers for Medicare and Medicaid Servicesto all State Medicaid
Directors. Italics added.
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Medicaid waiver program in 2001 was just over $9,000, while it cost Nevada $30,100 to support
an individual in a skilled nursing facility, according to Nevada Medicaid staff.**

Home and community-based Medicaid waivers are the most powerful financing tool that states
have to implement an overall strategy to keep people in their homes, rather than in institutions.
Nevada was slow to begin using Medicaid waivers, for avariety of reasons, including theway in
which financing for skilled nursing home care for seniorsis shared with Washoe and Clark
counties. However, in the past biennium, the two waiver programs that serve seniors have
expanded significantly. They served 1,400 individualsin 2001 and are projected to increase that
number by 29% by the end of fiscal year 2003. Nonetheless, the Community Home-Based
Initiatives Program (CHIP) waiver has awaiting list of approximately 700 individuals.
Furthermore, the growth of the senior population and of those who will need skilled nursing
home care, suggests that the Nevada Medicaid waivers need to be significantly enhanced during
the next 10 years.®

For this reason, the Senior Services Task Force is recommending that the number of individuals
served under the senior waivers continue to increase by an additional 29% between 2003 and
2011.

When planning for enhanced use of waivers, it is extremely important to keep these programs
targeted to those who are truly at risk of skilled nursing facility placement. If thisis not done, the
state is likely to have significantly growing costs under Medicaid for both the institutional and
home-dwelling senior populations. The following Medicaid enhancements and related strategies
are proposed in this Plan because they either: 1) make it more likely that those served under the
waivers will be the right individuals—those who would otherwise have entered an institution at
greater cost, or 2) increase the power of the waivers to support people at home or in the
community by adding new elements:

= Establish presumptive éigibility for waiver servicesin order to make sure individuals do
not enter skilled nursing facilities unnecessarily;

= Add preventive dental services, home modification/repair services, and non-medical
transportation services,

= Providefor staff and/or consultant time to work on optimizing the way in which the
waivers are structured (re-doing the CHIP and Group Care waivers to merge them;
making sure the service package is able to maximize the use of State funds and draw
down all possible Federal match);

=  Provide for staff that work pro-actively and expeditiously with hospitals and chronic care
institutions to divert and relocate individuals who can remain in their own homes.

# Ajello, E., August 6, 2002
= bid.
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A related strategy (V1-B), callsfor analyzing and recommending changes to State and County
roles and responsibilities to assure Nevada seniors have equal access to, and eligibility for, home
and community-based services.

Data Collection and Plan Accountability

Over-arching Strategy 6: New and timely data collection and analysis will provide vigorous
accountability by allowing members of the Commission on Aging Strategic Health Plan
Implementation Subcommittee to track, on a quarterly basis, whether the Plan’ s strategies are
being implemented and the measurable targets they set are being achieved.

Description: During the planning process it became clear to everyone involved that information
about Nevada seniors and their familiesis limited. Data can be found in the Census and through
other national and local sources. But the specific information that will allow people to verify that
the Plan’ s strategies are being implemented and are succeeding to make changes in the lives of
Nevada seniorsis not presently available. Consequently, accountability for Plan implementation
requires the following actions:

® |n 2004 and again in 2010, a comprehensive population-based survey will be conducted.
The surveys will solicit information from Nevada seniors and their family members
related to health and long-term care indicators. The information can be used by policy
makers, planners, and implementers to measure changes in the health of Nevada' s seniors
and determine results of Plan implementation.

= Each year the Plan will be re-evaluated and recommendations made for needed changes
in Plan strategies or the level of State support needed to meet Plan targets. For example,
the Plan’s proposed funding increase for the Senior Rx program was based, in part, on
elimination of the present waiting list. The waiting list could grow rapidly again after the
first year of expansion and additional increases might be recommended. On the other
hand, a new Medicare prescription drug benefit or a prescription drug waiver with federal
matching funds could reduce or eliminate the need for this program. Other examples of
important changes include the potential loss of Medicare funding for the Socia and
Health Maintenance demonstrations or a reduction or elimination of State Independent
Living Grants (tobacco settlement funds).

®  To assure continuous improvements in the State’ s data systems, the Task Force
recommends that the State hire afull-time data analyst who will design and implement
improved data systems and negotiate changes in data collection within State agencies and
in County and non-profit agencies. The analyst will track measures for target
accountability and oversee survey implementation and analysis.

= A special subcommittee of the Commission on Aging will be established to monitor the
success of the Plan. The recommended subcommittee will be composed of eight Senior
Task Force members and two Commission on Aging members. The Senior Task Force
proposes that the subcommittee meet quarterly to evaluate the Plan’ s success with the
help of consultant support and a new Division for Aging Services staff person to oversee
all aspects of Plan implementation.
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In 2011, anew Task Force will be commissioned and a strategic plan developed. By this
time, Plan recommendations will have been implemented and the State will be ready to
plan for the next challenge of meeting health and long-term care needs of its senior
population. In the years between 2011 and 2020, many of the baby-boomers will be over
the age of 65. The State will be faced with new challenges and opportunities. Depending
on how vigorously the State has implemented the present Plan’s strategies and targets, it
should be ready to take on the new challenges and strategically plan for the next decade.
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IV. Target Areas, Target Area Strategies, and Targets

The strategies that follow are specific to areas of seniors' and their families' needs and desires.
The targets themsel ves stand as measures of whether or not some important, positive changeis
actually happening.

TARGET AREA |: More Nevada seniorslive in the setting of their choice with
support to remain as independent and healthy as possible.

Thistarget area calls for strategies and actions that directly support the overall outcome of
independence that all senior Nevadans want, regardless of their health status and functional
ability. This outcome simultaneously benefits seniors and those who must pay for their support.

Strategies:

A. Adopt a statewide policy regarding the proportion of Nevada seniors and people with
disabilities who will receive publicly-funded long-term care in their own homes.

Description: By adopting an explicit policy, the State can verify each year how successful it
has been in helping seniors with disabilities remain in their own homes and communities.
Seniors prefer the option of remaining at home and, with careful targeting of servicesto those
most likely to enter institutions, the State can offer more cost-effective and desirable home
and community-based services.

B. Develop an integrated Nevada data system with the capacity to track data for selected health
and long-term care indicators.

Description: During the preparation of the Srategic Plan for Seniors, it became increasingly
clear that the data systems used in Nevada are inadequate for planning and evaluation
purposes. A comprehensive and integrated data system would allow the State to evaluate how
long-term care resources and services are being used and by whom. To do agood job of
verifying how effectively the Plan’s strategies and targets are being met, the new system
should include indicators of health and long-term care.

C. Study the barriers and benefits of both integrated and segregated assisted living options for
seniors with Alzheimer’s Disease.

Description: Applying percentage estimates from a 1996 consensus panel organized by the
Agency for Health Care Policy and Research, and population projections prepared by the
Nevada State Demographer, an estimated 15,400 seniors in Nevada have Alzheimer’s
Disease. As Alzheimer’s Disease progresses, many family caregivers have difficulty
supporting their loved one at home. Few services and supports exist in Nevada to help people
with Alzheimer’s Disease and their families. Consequently, seniors are often placed in out-
of-state or out-of-community institutions for care. Because the number of people with
Alzheimer’s Disease will increase over the next ten years, this strategy calls for the State to
commission a study to determine the best way to address this growing need.
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D. Explore various approaches to assuring that seniors living in fully-accessible units have
integrated or wrap-around services when they need them.

Description: One of the key waysto keep seniors who are frail or disabled living in their
communities is to have services and supports that are integrated within their home
environment. Ideally, the services and supports are not just add-ons but areincluded in a
comprehensively designed plan of care that integrates housing and other supports and allows
seniors with disabilities to have maximum independence.

E. Expand current and add new effortsto divert entry of seniors from hospitals to nursing
homes and rel ocate nursing home residents back to their homes, while adding ways to assure
this can happen promptly, with no waiting.

Description: The Department of Human Resource’ s Community Integration and Diversion
Project diverts people with disabilities from nursing home care when in-home care might be
more appropriate and desired. To assure that seniors and people with disabilities do not enter
and stay in institutional care, the State should expand current efforts by working with
hospital discharge planners and social workersto develop a plan of care for each person with
adisability. The plan of care should be designed to use services and supports in home and
community settings. Additionally, a system of presumptive eligibility should be established
to assure that public services can be delivered as quickly as possible to allow seniorsto return
home with the services they need. To implement expanded community integration and
diversion activities, the State will need to add three new positions to the Facility Oversight
and Community Integration Services unit in the Department.

Target 1: By June 30, 2010, 60% of the senior Nevadanswho get publicly-funded long-term
careareat home, whileonly 40% arein chronic careinstitutions.

Current Information:

In 2001, 1,406 senior Nevadans who were at-risk of entering chronic care institutions received
publicly-funded home and community based services under two Medicaid waiver programs
(CHIP and the Group Home Waiver)*. State Medicaid funding also paid for the care of
approximately 2,918 seniors who were in nursing homes™. This means that 33% of seniors were
living at home and 67% were living in institutional care. The State should implement additional
strategies so that of those who receive publicly-funded long-term care, 60% will receive support
while living in their own homes, and only 40% will receive support in chronic care institutions
(primarily skilled nursing homes).

Currently, datais only available regarding the number of people in nursing homes. However, the
expanded data system will include timely reporting of the number of seniorsin chronic care
ingtitutions (such as psychiatric hospitals) both in and out of state.

* Aiello, op. cit.
% |bid.
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Eventually, Nevada s goal should be 85% at home and 15% in institutions, which iswhat afew
other states have been able to achieve because they have funded diversion, relocation, targeted
case management, and a variety of in-home and community-based services. This shift can be
accomplished by holding the number of nursing home slots at the 2002 funded level and
increasing home and community-based services and support for those who would otherwise enter
chronic care institutions.

Plan Implications:

By adopting an explicit policy to strengthen the home and community-based service system and
to reduce reliance on skilled nursing facilities, the State will need to make funding and policy
decisions to support this change.

Verification:

Using State data on service usage, verify each year that the number of people receiving publicly-
funded home and community based servicesis increasing as the population of frail seniors
increases, and that the number of seniorsin nursing homes remains constant.

Target 2: By June 30, 2010, the hospital admission rate and aver age length of stay is 15%
lessthan the baseline year, 2000.

Current Information:

The average length of stay in hospitalsin 2000 for seniors 65 and older was 5.72 days. The
number of seniors 65+ who were admitted to the hospital in 2000 was 66,498 (thisfigureisan
estimate based on the number of dischargesin the year).

Plan Implications:

The Plan’s emphasis on providing services in the community in order to avoid unnecessary
institutional placement will have the effect of reducing the number of seniors 65 and over who
are admitted to hospitals and shortening their stay in hospitals.
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Verification:

Analyze health statistics on the number of hospital admissions and length of stay to verify the
15% drop in admissions. Figure 6 below shows the present admissions and length of stay data
and what it would be in 2010 if the target is reached.

Figure 6. Nevada Hospital Admissions and
Length of Stay for People 65+, 2000-2010

B 2000
2010

Admissions per 1,000 AverageLength of
Stay in Days

Target 3: By June 30, 2010, no Nevada seniorswith Alzheimer’s Disease ar e housed in out-
of-state facilities.

Current Information:

In 2002, 43 nursing home residents over the age of 65 were placed in out-of-state facilities. Of
these residents, 41 were placed in an out-of-state facility because they needed a secure facility
due to wandering or behavior problems. State staff indicated that many Nevadafacilities are
reluctant to accept individuals with behavior issues and no Nevada facility was available to
accept these residents.

Plan Implications:

Through studying the barriers and benefits of various types of housing options for seniors with
Alzheimer’ s Disease and implementing recommended changes, aternatives to placing seniorsin
out-of-state facilities can be implemented.
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Verification:

Each biennium, the number of out-of-state placements should be analyzed and progress toward
eliminating these placements should be made until no seniors with Alzheimer’s Disease are
placed in out-of-state facilities.

TARGET AREA |l: More Nevada seniors engage in the occupation of life.

Studies show that an important component of seniors’ health is continuing social engagement.
This target area outlines actions designed to help seniors, both those who are relatively
independent and those who are more frail, to remain as active and involved in community life as
possible. It also provides support for their caregivers to be healthier and contribute to the
community.

Strategies:

A. Through the public education campaign, promote the use of formal, out-of-home respite
options.

Description: Often, family and friends who care for seniors who need extensive personal
assistance never get a break from caregiving. These caregivers can become isolated,
depressed, and anxious. Many caregivers are not aware of available respite services and do
not understand how using formal, out-of-home respite options might allow the frail senior to
participate in outside activities and help the caregiver cope with the stress of caregiving. The
State should include promotion of out-of-home respite care options as part of the overall
public education strategy.

B. Increase the availability and use of avariety of assistive and adaptive devices (such asvision
and hearing-related devices) that enhance independence.

Description: In order for Nevada seniors with hearing, visual, or other impairments to be
active and engaged in life, many need information about assistive devices that could help
them be as physically and cognitively fit as possible. Through the public information
campaign and training efforts with in-home care providers, seniors can become aware of, and
use, adaptive devices that will increase their independence.

C. Offer flexible in-home respite care options to help elderly caregiversremain involved in their
own lives.

Description: Because many seniors receive personal assistance from other seniors, every
effort should be made to fund and create options for flexible respite care. By providing
respite, senior caregivers can maintain an active and engaged life while providing care for
their loved ones.
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Target 4. By June 30, 2010, 1,200 Nevada senior caregivers caring for a family member
with a disability use at least one formal respite car e option with benefitsthey and their
families can depend on.

Need:

Family members and friends are the primary caregivers for seniors, enabling many Nevada
seniors who are disabled to live at home. A high proportion of seniorsin Nevadarely exclusively
on their families and other unpaid individuals for care. In arecent study conducted for the
Nevada Division for Aging Services, survey respondents indicated that family and friends were
the exclusive caregivers for approximately 90% of seniors with disabilities.*® In anational study
conducted by Family Circle and the Kaiser Family Foundation in September 2000, researchers
found that caregiving can be an emotional roller coaster. Caring for aloved one demonstrates
love and commitment but it also can lead to exhaustion, burn out, stress, and depression. Over
53% of those surveyed reported they were worried and 28% felt sad or depressed. Nevertheless,
senior caregivers are not always aware of, able to find, or willing to use respite services. Senior
caregivers should know about and have quality options for getting respite support to help them
provide care with less stress.

Current Use/Supply:

Approximately 835 senior caregivers (36% of 2,320 caregivers) over the age of 65 are receiving
formal respite care services to help with the care of their ederly relative.*” Many other senior
caregivers are providing informal personal care services without receiving respite support.

Action Steps:
= Consider the possibility of adding in-home respite services to the Medicaid State Plan.

® For rural areas, consider piloting a project that trains and reimburses family members,
friends, and neighbors other than the primary caregiver to provide respite services.

Verification:

Conduct a survey of caregivers who use respite services and determine how many of the
caregivers are seniors and whether they and their families have experienced tangible benefits
from using respite care.

Estimated Costs:

The cost of thistarget isincluded in the overarching public information and awareness strategy
to promote the use of respite services by senior caregivers. Respite services are available to
senior caregivers through the CHIP waiver, Title I11-B services, and Independent Living Grants
administered by the Division for Aging Services.

% Cannon Center for Survey Research, University of Nevada Las Vegas, June 2000.
3" Colorado State University Cooperative Extension, 1999.



TARGET AREA |11: More Nevada seniors have improved health outcomes.

The Plan recommends empowering seniors to take more responsibility for their own health and
to act at atime when they are still relatively young and healthy. While there is no doubt the
formal health system needs to change in the direction of better integration of health and medical
approaches, dramatic system cost increases (combined with patients’ desires for greater amounts
of high technology care) have diverted attention from this important goal. We believe change
will begin with the senior him/herself.

Strategies:

A. Educate seniors and their caregivers to define their health care needs comprehensively, to
recognize the interaction between their mental health and all aspects of their physical health,
and to better manage their own health and chronic conditions.

Description: As part of the public information campaign, seniors will be given
comprehensive information about preserving and enhancing their physical and mental health.
One myth about aging is that seniors can only expect deterioration in their health status.
Through aggressive public information efforts seniors will learn about the benefits of
exercise, a healthy diet, and involvement in their community for increasing their mental and
physical health. Through these efforts, seniors will also become more aware of how spiritual,
social, and cultural enrichment activities can improve their health and well-being.

B. Expand participation in the Senior Rx Program to assist seniors to afford needed medications.

Description: Many Nevada seniors have reported that they have difficulty living on limited
budgets. The high cost of prescription drugsis placing an added burden on an otherwise
stretched budget for many seniors. Because Medicare does not cover the cost of medications,
many seniors cannot afford to purchase medications they need to maintain their health.

This strategy increases funding for the State’s Senior Rx program by adding people who are
now on the waiting list for services to the program and expanding services each year to meet
the needs of a projected growth in the elderly population. Additionally, this strategy adds
funding to include a medication management component and staffing to the program that will
help seniors better manage their medications and at the same time decrease the overall cost of
the program through reduced insurance premiums.

C. Expand medication management programs to improve health benefits and decrease the costs
of prescription drugs.

Description: Promising results have aready been achieved through a pilot project that has
hired geriatric pharmacists to evaluate medications used by participantsin the State’s CHIP
waiver program. The medication management program informs seniors and their caregivers
about drug interactions, duplications in medications, and appropriateness of the medications
taken. Already, many seniors are decreasing the number of medications they take and are
learning how they can reduce their prescription drug costs by changing medications to lower
cost, but equally effective, generic drugs.
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In addition to including a medication management component to the Senior Rx program, the
Plan recommends expanding the medication management program to include more
participants in the CHIP waiver program as well as seniors on the State Medicaid Plan who
have been in the hospital and are discharged. Over time, appropriate management of
medications for seniors will increase their health status and, at the same time, reduce the
overall cost of medications for the State.

. Design and implement a comprehensive senior oral health strategy that includes adding oral
health prevention and treatment for seniors using rural health centers and expanding waiver
benefits to include twice-yearly preventive dental servicesfor all senior participants.

Description: Nevadais experiencing a severe shortage of dentists, and seniors are
particularly affected by the shortage. Nevada has 35 dentists per 100,000 residents, ranking
Nevada 50" in the nation in the ratio of dentists per capita. Many seniors cannot afford dental
care or find available dentists in their communities. Availability of dentistsis particularly a
problemin rural areas of Nevada.®

Unfortunately, Nevada seniors are less likely than seniorsin other parts of the United States
to have visited adentist or have had their teeth cleaned within the past year. According to a
national survey done through the National Oral Health Surveillance System in 1999, 39.1%
of Nevadans over the age of 65 reported that they had not had their teeth cleaned within the
past year compared to the national average of 27.5%. Additionally, people with incomes
below $15,000 ayear were even less likely to have had their teeth cleaned—66.5% had no
dental cleaning within the past year. Nationally, 53.3% of those with incomes below poverty
had not had their teeth cleaned.

Research has shown that a lack of proper dental care can be directly linked to other poor
health conditions. Minor infections and diseases of the gums and mouth can lead to serious
infections and diseases of the mouth and gums which can spread to other parts of the body.
Therefore, preventive dental care can lead to better overall health status and well-being.*

This strategy has two components. The first isto study the feasibility of adding dentistry
services to health clinicsin rural areas and identifying additional actions that will increase
available dental services. The second component isincluded as part of the overall Medicaid
strategy which adds twice-yearly preventive dental servicesfor all CHIP waiver participants.

BUNLV lIssue Brief: A Brief Summary of Important |ssues Facing Nevada, Nevada’'s Dentist Shortage, November
2001.

% National Center for Chronic Disease Prevention and Health Promotion, Oral Health in America; Summary of the
Surgeon General’ s Report, May 2000.
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Target 5: By June 30, 2010, the per centage of Nevada seniors 75+ who are sever ely disabled
islessthan the baseline year 1997.

Current Information:

The Census Bureau published the Survey of Income and Program Participation (SIPP) report in

1997 that displays information about disability by age for the nation. According to the Nevada

State demographer, 95,823 Nevadans are over the age of 75 in 2002. Using the SIPP estimates,
48% (45,900) seniors over 75 are severely disabled. Figure 7 below shows the projected growth
in the number of people 75 and over through 2025.
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Plan Implications:

Through a concerted effort to build on the assets of the 75+ senior population and through
implementation of specific strategies, overall health status of seniorswill improve and disability
levelswill drop.

Verification:

Using information from a population-based survey of seniorsin 2004, verify adrop from the
1997 SIPP estimate of 48% in the percentage of people 75+ with a severe disability.

Target 6: By June 30, 2010, 10,124 low-income senior s participating in the Senior Rx
Program can afford the medications they need.

Need:

Nationally, the lack of coverage for medicationsis seen as one of the key problems with the
Medicare program, and health coverage overall. In a customer information process that reached
over 2,000 Nevada seniors, prescription drug benefits were mentioned as the second greatest
concern or problem by seniorsfilling out comment cards and by those participating in focus
groups. Additionally, arecent Clark County Senior Advisory Council report of senior concerns
noted the high cost of medical care and medicine.

Over 150,000 seniors in Nevada have incomes between federal poverty level and $1,700 a
month, the approximate eligibility level of the Senior Rx program. This group of seniorsis
particularly hard hit by the lack of coverage for prescription drugs. While more than two-thirds
of these seniors are estimated to be healthy, another one-third has disabling conditions. Another
serious problem faced by seniors who require medications is the lack of knowledge about the
interactions of medications and the effect of taking incorrect dosages.

Current Use/Supply:

Approximately 9,500 very low-income seniors in Nevada have access to prescription

medi cations through the Medicaid program. Each month the Senior Rx program serves a
maximum of 7,500 seniors with incomes below $1,793 per month, except those eligible for, or
receiving, Medicaid services. The Senior Rx program presently has alist of 1,000 seniors
waiting to become participants in the program*. Additionally, some low-income people have
private health insurance or participate in health programs such as Medicare HM Os that include
prescription drug benefits.

“0 Smedes, J., July 2002
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Action Steps:

®  |ncrease the maximum number of people on the Senior Rx program by 1,000 in 2003 and
by 6% each biennium to meet the needs of a growing population of seniors and eliminate
the waiting list for services.

= Vigorously pursue preparing an application for aMedicaid waiver benefit for prescription
drugs to offset the cost of the expansion and possibly further expand the program.

®  Include a medication management component (similar to the Medication Management
Pilot Program). The cost-savings anticipated from managing medications should make a
case for premium reductions; therefore the use and costs of medications will be
documented.

= Query participants about decreases in adverse medication effects.
Verification:

Determine each biennium if increases in the maximum participation levels have been achieved.
Survey participants to determine if they are better able to afford prescriptions.

Estimated Cost:

As described under the strategy to expand participation in the Senior Rx program, the Plan
proposes eliminating the waiting list for services and adding 1,000 participants to the Senior Rx
program in the first biennium and a 6% increase in the number of program participants each
biennium to address increases in the number of people who will be 65 and over. Increasesin the
budget will also be required for adding a half-time staff person, offering medication management
services, and for a 5% cost-of-living adjustments each biennium.

Target 7: By June 30, 2010, Nevada senior s participating in the expanded medication
management program have fewer hospital admissionsthan they had prior to enrolling in
the program.

Current Information:

Participants in the Community and Home Based Initiative Program (CHIP) administered by the
Division for Aging Services receive reviews by a geriatric certified pharmacist. Seniors
diagnosed with diabetes, asthma, or congestive heart failure, who had been taking eight or more
prescription drugs, were screened to participate in the program. One hundred participants have
been screened for the pilot medication management project. Preliminary results for 80 seniorsin
the project have shown that:

= 71% of participantsin the pilot project had one or more drug interactions taking place
and severa participants had from three to five interactions.

= 42% of participants were taking from one to eight duplicative medications.
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= 15% were taking a drug determined to be inappropriate for elderly use.

= 23% of participants were advised to decrease the number of medications taken, and 20%
of participants were advised to decrease the cost of medications.

= Two participants were identified as taking potentially lethal combinations of medications
and their physicians, on the advice of the pharmacists, subsequently changed the
participant’s prescription.

Plan Implications:

By expanding the Medication Management Program to include more CHIP and Medicaid
participants (particularly those seniors who have been hospitalized frequently in the last five
years), the State should see both areduction in the cost of medications for individual participants
(and possibly for the programs overall) and a reduction in the rate of hospital admissions for
seniors whose medications are reviewed by geriatric pharmacists.

Verification:

The strategy to expand the Medication Management Program will have a research component
that will survey records of the population in the pilot to determine their hospitalization admission
rate prior to the pilot. A year later, after participants have received medication management
assessments, areview of their records will determine whether areduction in hospitalization has
taken place. The research will aso include data on cost savings accrued as aresult of changing or
reducing medications.

TARGET AREA IV: More Nevada seniorslivein homesthat are safe, fully-
accessible, and affordable.

Private sector strategies are key to the success of the Plan, particularly in the area of housing
development. In order for these to be successful, however, advocacy is needed to bring about
education of private developers and to initiate selective regulation, while at the same time
developing and offering incentives for devel opersto create the kind of housing seniors want.
Public agencies will lead the way by assuring that the homes in which seniors live are as
accessible as they can be to promote independence.

Strategies:

A. Require all new construction (public and private) aimed at a senior market to build fully-
accessible units.

Description: More and more devel opers recognize the importance of building homes for the
senior market that anticipates the senior’ s long-term health needs. Because the vast majority
of seniorsdesire to live at home as long as possible, they want and need homes that are fully-
accessible. As part of the overall strategy to encourage private sector development, efforts
will be made to inform developers about the positive aspects of building accessible senior
housing and methods for doing so cost effectively.
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To promote accessible housing construction, a housing development specialist will be hired
who will train and support developers and explore options for initiating regul atory changes
that will encourage or require development of fully-accessible housing in senior
communities. At the same time, the specialist will develop options for reducing, streamlining,
or eliminating unnecessary requirements for developers, and recommend incentives for
increasing accessible housing devel opment.

B. Offer low interest bond financing for senior housing and long-term care projects.

Description: Other states such as California and Massachusetts have found innovative
mechanisms to encourage the development of low-cost housing options for senior housing
and long-term care housing projects. Through low-interest bond financing and other creative
funding options, the supply of affordable housing will increase. The housing devel opment
specialist to be hired to explore ways to increase accessible housing will also work on
researching and devel oping financing options that will increase affordable, low-income
housing and long-term care projects. As part of this development, he or she will work with
staff from several departments and divisions of the State and with private developers to
initiate projects that will increase the low-income housing supply.

C. Obtain adequate sponsorship and funding for life-sustaining heat and air conditioning repairs.

Description: Many Nevada seniors have expressed concern about the high cost of utilities
and the cost of repairs for heating and air conditioning units. Through efforts of the housing
development specialist, new ways to assist seniors with these repairs will be explored and
implemented and new funding or sponsorship will be obtained. The specialist will work with
members of the Energy Commission to develop options and will coordinate efforts with the
public information campaign to inform seniors about all available options for obtaining
needed repairs.

D. Retrofit existing senior units managed by public housing authorities so they are fully-
accessible.

Description: The number of fully-accessible, senior housing units owned and operated by the
public housing authoritiesis only 78 units, approximately 5% of the entire low-income
housing stock. Given the State’ s population explosion of those over the age of 85 and
increased likelihood that these seniors have very low incomes and are disabled, the public
housing authorities must act now to increase the number of fully-accessible housing units.
Proposed efforts to help seniors remain in their own homes should be supported by public
housing authority efforts to increase appropriate, accessible housing for seniors as they “age
in place.”

E. Assurethat all Medicaid waivers include home repair and home modifications for senior
participants.

Description: Similar to housing authorities, other public entities must recognize the
importance of low-income seniorsto be able to live in homes that are in good repair and that
are accessible. This strategy calls for the State to add home repair and home modification
services to Medicaid waivers so that seniors with disabilities will live in safe and accessible
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housing that maximizes their independence and allows them to stay at home. Adding home
repair servicesto all Medicaid waiversis part of the overall Medicaid strategy to increase,
enhance, and improve waiver services so that fewer Nevada seniors will be placed
unnecessarily in chronic care institutions.

Target 8: By June 30, 2010, 290,000 Nevada senior s can afford to pay for housing and
utilities.

Need/Demand:

During 2001-2002, Nevada seniorsin focus groups across the State talked about the “ ability to
pay for basics’ as the greatest problem or concern and 200 seniors made comments about the
high cost of utilities when filling out comment cards at senior fairs and group meetings.

According to a special 2000 census study on housing by income and age, 28,900 (13.2%) of
Nevada seniors rent their homes. Of these renters, 53.8% or 15,500 paid more than 30% of their
income for housing. In an AARP analysis of the 1995 Urban Institute American Housing Survey,
an estimated 14% of homeowners paid more than 40% of their income for housing (the
Department of Housing and Urban Development (HUD) defines “ excessive expenditures’ as
30% of income for renters and 40% of income for homeowners). Therefore, approximately
15,500 Nevada renters and 26,500 homeowners over the age of 65 spent more than 30-40% of
their income on housing in 2000. If nothing is done to affect housing affordability by 2010, an
estimated 62,030 Nevada seniors will pay an excessive amount for housing, and 260,135 will
not. This target reduces the percentage of seniors who spend excessive amounts of income on
housing from 20% in 2000 to 10% of seniorsin 2010.

Current Use/Supply:

In 1998, the Meyers Group estimated that the supply of publicly-supported, available, accessible
Nevada senior housing units that meet ADA requirements for handicap accessibility was 3,775.
The number of senior housing units managed by the housing authorities is approximately 1,458
units. Some seniors a'so receive housing through Section 8 vouchers and other publicly-
supported housing programs. Additionally, the private market produces affordable housing for
low-income individuals.

Action Steps:

® Increase the number of options for financing housing for low-income seniors by using
innovative funding mechanisms.

= Encourage private developers to build low income or mixed-income housing to increase
supply.

= |nform seniors about low and moderate income housing options and link them to services
through the single point of entry information and assi stance system.
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® |ncrease substantially the number of seniors taking advantage of the tax rebate program
for low-income homeowners and renters by including a comprehensive outreach effort as
part of the public information campaign.

® Increase awareness of the low-income energy programs for seniors through the public
information strategy.

= Establish outcomes and responsibility for increasing affordable housing through a
partnership with local housing authorities, the State Housing Division, Department of
Employment, Training and Rehabilitation, Energy Commission, and the Division for
Aging Services.

Verification:

Analyze information from the population-based survey completed in 2004 to determine the
progress made in reducing the percentage of renters who are paying no more than 30% of their
income, and homeowners who are paying no more than 40% of their income, for housing and
utilities. Redo the population-based survey in 2010 to determine whether the target has been met.

Estimated Cost:

As strategies are developed and implemented the State may need to invest new resources to
encourage private development of low-income housing and spend more money to fund low-
income public housing.

Target 9: By June 30, 2010, 700 Nevada senior s occupy public housing unitsthat are fully-
accessible.

Need:

Over 50% of seniors who have incomes below the poverty level in Nevada have a disability.
Therefore, it is safe to assume that at |east half of the seniorsin public housing (all of whom are
low-income) have disabilities and should be living in housing that is fully-accessible.
Additionally, the number of seniorsin public housing who are over the age of 75 will increase
during the next ten years as the 65—74 population grows older.

Current Use/Supply:

The Nevada housing authorities manage approximately 1,458 units of public housing (staff from
each housing authority in the State reported the number of total units and accessible units). Of
these units, 78 are estimated to be fully-accessible, only 5% of the total units.

Action Steps:

= Work with the public housing authorities to devel op and implement a plan to increase the
number of fully-accessible, existing units.
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= |dentify and secure resources to increase the supply of fully-accessible low-income
housing units.

= Secure an agreement with the housing authorities and other low-income housing
developers to assure that all new low-income housing units will be built fully-accessible.

Verification:

On ayearly basis, ask each housing authority to report the number of fully-accessible units they
manage. Each year 100 fully-accessible new or existing units will be added to public housing
properties.

Cost:

No new State resources will be required to meet this target. However, State Departments should
form a partnership with the housing authorities and identify and secure CDBG and other
resources to help the housing authorities devel op fully-accessible housing units.

TARGET AREA V: More Nevada seniorswho arefrail or disabled go from one
place to another when they need to.

Transportation, of all the areas the Task Force examined, seemed one that was highly important
and, at the same time, most problematic. Transportation is essential to independence. It is often
difficult to arrange and extremely expensive when the senior can no longer drive. Its absence
leaves the frail or disabled person stranded apart from community life. Much effort needsto go
into studying and providing leadership for needed changes in transportation systems and their
expansion to all in need.

Strategies:

A. Conduct an independent study of methods to strengthen Nevada transit programs and
approaches so they provide improved quantity and quality of service to seniors and people
with disabilities.

Description: The lack of adequate transportation services has been identified by seniorsin
surveys and focus groups throughout the State. New approaches and innovative programs are
needed to improve the quantity and quality of transportation services for people of all ages
with disabilities, and for seniors who are frail or disabled. Because of the rapid growth of
Nevada's population, the public transportation system has not been able to keep pace with
the population growth. Federal and state funding has been limited, yet the need for expanded
transportation services has increased substantially.

Consequently, this strategy proposes that the State hire an independent consultant in the
second biennium. The consultant will evaluate the present transportation system, research
and recommend approaches to increase transportation services, recommend transportation
funding options and possible changes in transportation planning and delivery.



B. All existing transportation providers will become eligible for Medicaid reimbursement for
medical trips.

Description: Transportation services for seniors who are frail or disabled are l[imited. Many
low-income seniors, especially in rural areas and on reservations, are not able to obtain
needed transportation services. These seniors are particularly vulnerable to being isolated and
unable to obtain needed health and social services. As part of the overall Medicaid strategy to
enhance and improve services, every effort will be made to assure that all existing
transportation providers receive Medicaid reimbursement for medical trips. Additionaly, the
Plan proposes to include non-medically related trips as part of Medicaid waiver servicesin
order to increase the independence and health of waiver participants.

Target 10: By June 30, 2010, 19,300 frail Nevada seniors get wher e they need to go each
year.

Need:

A significant number of seniors, caregivers, and service providersin al areas of the State have
identified transportation as a magjor concern. In a Clark County Advisory Council report, seniors
said they needed more transportation services to remain independent and to avoid becoming
“shut-ins.” While the transportation resources in metropolitan areas are stretched, peoplein rural
areas have been particularly concerned about the lack of transportation for seniors and people
with disabilities. At a Native American Indian Public Forum held in May 2002, participants
stated that transportation services are limited or non-existent on reservations. During the needs
assessment process completed by the Rural Subcommittee of the Disability Task Force,
subcommittee members and community residents repeatedly identified the lack of accessible
public transportation as a major concern. People identified the inability of seniors who are frail
and those with disabilities to get to medical appointments or to buy food as a serious problem
and one that can lead to unnecessary institutionalization.

Current use/supply:

In Reno and Las Vegas a fixed route system serves the general public. This system serves urban
seniors who choose not to drive or who cannot afford to drive. The vehiclesincluded in this
system are typically lift-equipped and, therefore, handicapped accessible, so the system can also
be used by some seniors and others with disabilities who are able to get from their homes to bus
stops. It is operated by the Regional Transportation Commissions (RTCs) and should be the
system of choice for most non-driving seniors. Citi-Lift in Reno/Sparks and Citizen Area Transit
(CAT) in Las Vegas provide curb-to-curb transportation service for seniors and people with
disabilitieswho are too frail to use the fixed route system. Additionally, Senior Ride, a taxi
voucher program operated in parts of Clark County and funded by the Taxicab Authority, allows
seniorswho are frail to purchase vouchers for taxi services.

The Nevada Department of Transportation (NDOT) serves seniors who live outside of these two
urban areasin small urban and rural areas includin