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Abstract

TITLE: Nurse Delegation to Unlicensed Community Caregivers:
A Longitudinal Descriptive Study

AUTHOR:

g
APPROVED:

Darlene A. McKenzie, PhD, Professor, Comrunity Health
Care Systems, Oregon Health Sciences University,
Research Mentor

The use of psychoactive drugs and the related delivery of nursing services
was studied in a sample of 3,454 elderly Medicaid recipients living in Adult
Foster Care Homes in Oregon. The aims of the study were to: (1) estimate the
statewide and urban and rural proportions of routinely and newly prescribed
psychoactive drug use among AFC elders, and (2) to describe the occurrence
and timing of nurse delegation visits for those elders receiving newly prescribed
psychoactive drugs. Licensed RNs are increasingly being used to teach,
delegate, and supervise nursing functions, such as the administration of
psychoactive drugs, to unlicensed, paid care providers in board and care settings
where elders reside.

Subjects were predominantly female (79%), White (91%), urban-residing
(62%), and had a mean age of 82 years. A secondary analysis of Medicaid
reimbursement claims and enrollee records from September 1, 1993 through
December 31, 1994 was conducted. The receipt of routinely prescribed
psychoactive drugs was determined from four months of claims data, while the
history of psychoactive drug use and receipt of newly prescribed psychoactive
drugs used eight months of claims data. Those subjects who received newly
prescribed psychoactive drugs and thus had a high need for a nurse delegation
visit were tracked for up to six month of claims data to determine the first nurse
visit following the new drug.

Findings revealed that 38.2% (n=1320) of the subjects received routine
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psychoactive drugs. The proportion of urban clients who receivied psychoactive
drugs routinely (39.8%) was significantly higher than the proportion of rural
clients who received psychoactive drugs routinely (35.7%) (x *=5.68, df=2,
p<.02).

Of those subjects on psychoactive drugs, 18.6% (n=246) received newly
prescribed psychoactive drugs and thus had a high need for a nurse delegation
visit. The proportion of urban new psychoactive drug users (17%) was
significantly less than the proportion of rural new psychoactive drug users
(21.5%) (x *=4.05, df=1, p<.05).

Only 44.6% (n=103) of the 231 subjects receiving newly prescribed
psychoactive drugs and available (remaining in AFC) for a nurse delegation visit
received one. The proportion of urban clients who received a nurse delegation
visit (61.9%) was significantly greater than the proportion of rural clients who
received a visit (18.5%)

(x*=42.18, df=1, p<.001).

The overall time interval from the newly prescribed psychoactive drug to
the first subsequent nurse visit was expected to occur within 30 days. However,
the median number of days to the visit was 43, with the longest time to a visit
being nearly nine months.

The mean number days between the date of the new drug and the nurse
visit was not statistically significant across geographic areas. The mean number
of days to the nurse visit in urban areas was 59 and the mean days to the visit in
rural areas was 89 (t=-1.41, df=101, p=.087). While urban and rural mean days
to visit were quite different, the difference was not statistically significant because
to the large variablility of the days to the visit within groups.

The survival or event analysis of time to the nurse visit showed that at the
end of the observation period of six months the majority of clients (55.6%) had
not yet received a visit in the context of a new psychoactive drug. At 14 days

nearly three-fourths of the clients had not received a visit after the date of the
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new drug and at 30 days nearly 60% of the clients lacked a visit within the
expected time. Thus, the trend was for clients to receive visits earlier and to
receive fewer over time.

Overall, only 40.8% (n=42) of clients received a timely nurse delegation
visit on or within 30 days of the date of the newly prescribed psychoactive drug.
The proportion of clients who received timely nurse delegation visits was not
statisitcally different across geographic areas. In urban areas, 43% of the visits
were timely or within 30 days. In contrast, 29.4% of the rural visits were timely (x
2=1.08, df=1, p>.05).

This study has identified high rates of psychoactive drug use and low
rates of nurse delegation and monitoring visits in geriatric AFC, a setting with
quality of care concerns. This statewide study suggests that the high rates of
psychoactive drug use and problems with both the occurrence and timeliness of
nurse visits are occurring across geographic areas. The study findings call for
state AFC program managers to further evaluate these clinical issues and

assess the adequacy of current regulations.
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CHAPTER 1
INTRODUCTION
Background

Community-based long-term care (CLTC) facilities are able to provide
increasingly complex care to more impaired elders and thus reduce nursing
home (NH) use because nurses teach community caregivers to perform care
regimens, monitor the safety and quality of care, and make continuous
improvements in care (Ladd & Hannum, 1992: Strumpf, 1994; Clark, 1992; Coile,
1995). Thus, community nursing services are crucial to providing effective care
to dependent elders in these distant and less supervised settings (DeYoung,
Just, & VanKyk, 1994).

Licensed registered nurses (RNs) are increasingly being used to teach,
delegate and supervise care to unlicensed, paid providers in group settings
where elderly people reside (Ladd & Hannum, 1992; Strumpf, 1994). The
delegation of nursing functions to others who are not nurses has expanded the
roles of these non-nurse caregivers. Nurse delegation and periodic supervision is
a promising approach to providing less costly and consumer-preferred CLTC
services and research is needed on this important aspect of nursing service
delivery to frail elders (Kane, O’Connor, & Baker, 1995).

Community-Based Alternatives

The CLTC alternatives to nursing homes (NHs) and delivery of



2
community nursing services to such facilities have experienced explosive growth
over the past decade (GAO/HEHS-94-227; Coile, 1995). An ever increasing
proportion of the population is in need of CLTC (Kinney, Freedman, Loveland-
Cook, 1994). Long-term care has shifted from care in institutional settings,
primarliy NHs, to less expensive home and community-based settings (Miller &
Saunders, 1993). Medicaid spending for LTC grew at a rate of 13.2% per year
from 1989-1993, with expenditures for home and community-based services
growing faster than institutional expenditures (GAO/HEHS-95-1009).

Most elders (75%) with LTC needs live at home or in small, community
residential care settings, such as group homes or supervised apartments
(GAO/HEHS-95-26). The elderly population needing long-term care at home or
in community settings now totals 5.6 million (GAO/HEHS-95-26). However,
information about the number and type of noninstitutional care programs for the
aged and disabled is inaccurate, especially when public funding is not involved
(Kane & Kane, 1987).

The number of older adults needing LTC is expected to double in the next
25 years (GAO/HEHS-95-109). By the year 2030, 22% of the population will be
over age 65 and the number of people over 85 is expected to triple (Kinney,
Freedman, & Loveland Cook, 1994). Because LTC need increases significantly
with age, especially after age 85, a significant demand is expected well into the
next century as the baby boom generation ages (GAO/HEHS-95-26).

Since 1981, Medicaid, through the home and community-based care



waiver provision of section 1915c of the Social Security Act, has allowed states
to fund home and CLTC for aged and disabled people who meet Medicaid
eligiblility requirements and would otherwise require expensive NH care
(Benjamin, 1985; Kinney, Freedman, & Loveland-Cook, 1994). The waiver
program has limited NH care and expanded home and CLTC and funding has
increased rapidly since 1981 (Spector, Reschovsky, & Cohen, 1896). Nearly all
states now have waivers (Kinney, et al., 1994). States with long-standing
Medicaid waiver programs, such as Oregon, Washington, and Wisconsin, have
been able to provide more services to more people with available funds
(GAO/HEHS-95-109).

The increased demand for the less costly and more homelike CLTC
alternatives has been attributed to: (a) population aging, improved life
expectancy, and increased prevalence of chronic disease and disability (Allert,
Sponholz, & Baitsch, 1994; Manton, Corder, & Stallard, 1993); (b) the reduced
availability of informal unpaid caregivers for elders due to the rising number of
women in the workforce, geographic distance of families, smaller family sizes,
more frequent divorces, and evidence of reduced sense of filial obligation in
blended families (Hays & Branch, 1994: Manton, Corder, & Stallard, 1993:
Binstock, Cluff, & von Mering, 1996); (c) the general preference of the aged and
disabled to have services provided, when possible, in their own homes or
community settings rather than in NHs (Harrington, 1994), (d) the rapid

discharge of elders from hospitals due to managed care (Strumpf, 1994), and (e)



constrained state and federal budgets and Medicaid waiver programs to fund
those who would otherwise require expensive NH care (GAO/HEHS-95-109).

The CLTC alternatives vary from state to state and are known under a
number of names, including board and care, foster care, personal care,
domiciliary care, residential care, congregate care, assisted living, and other
terms (Morgan, Eckert, & Lyon, 1995). Alternatives to NHs for persons with
chronic disabilities fall into two categories, home care or supportive housing
options (Spector, Reschovsky, & Cohen, 1996). The CLTC settings for frail or
disabled persons range from private homes accepting a few residents to much
larger hotel or apartments (Williams & Temkin-Greener, 1996). The range of
services offered by CLTC alternatives varies greatly, although at a minimum,
they provide room, meals, 24-hour protective oversight, varying levels of
personal assistance, varying levels of medical care. a more homelike
environment, and less skilled staff (Spector, Reschovsky, & Cohen, 1996).

The Medicaid 2176 Home and Community-Based Care Waivers have
permited states to purchase CLTC for persons with care needs that make them
eligible for NH care. In 1989, a policymaker suggested that the use of the waiver
would remain small because there are a limited number of individuals who meet
both NH medical necessity requirements and can be safely maintain in an AFH
(Capitman, 1989). This prediction reveals the confusion and controversy that
surrounds the questions of how to finance, organize, and deliver the needed

intensity of care to elders in CLTC facilities.



Caregiving and Healthcare Needs

The elderly population has a need for professional healthcare services in
the community because they are vulnerable to acute ilinesses and unpredictable
disease courses (Salzman, 1992). The provision of CLTC services requires
multidisciplinary professionals to interact with lay caregivers to meet acute,
chronic, medical, and social needs (Topinkova, 1994). Home health policy is
designed to provide skilled nursing and therapy services for acute or postacute,
short-term needs (Williams, 1994). The consumers of long-term care services
are persons with complex chronic illesses that are associated with continuing
multiple health and medical care needs, periods of remission and exacerbation,
and increasing disability (Mezey, 1996).

Caregiving for dependent elders is complex and involves multiple and
interacting needs (Magilvy, 1996). Caregivers need knowledge and skills to
manage chronic iliness, prevent and manage medical crises, control symptoms,
improve function, delay disability, and access community resources (Biegel,
Sales, & Schulz, 1991). Thus, care delivery models are increasingly using nurses
to transfer professional knowledge about care to nonprofessional or lay
caregivers (Arras & Neveloff Dubler, 1994: DeYoung, Just, & Van Dyk, 1994).

Farley-Short and Leon (1990) reported that home care was the most
commonly used service by impaired elderly persons in the community who used
home and community services from the 1987 National Medical Expenditures

Survey. They broadly defined home care to include any professional or



homemaking services provided in the home excluding home-delivered meals.
Further, Greene and colleagues (1995) reported that nursing services, also
called home nursing, are one of the four CLTC services most often provided to
older disabled persons. Nurses are increasingly managing clients in less
supervised sites of care and monitoring safety and quality of care (Coile, 1995).
Moreover, the number of Medicare-certified home health agencies increased by
98% from 1981 to 1987 (Harrington, 1994).

While the sites of care for disabled elders have become more dispersed
and less supervised, the intensity of the medical and nursing care needs of this
population has increased over the past decade (Mor, Sherwood, & Gutkin, 1986;
Arras & Neveloff-Dubler, 1994). In addition, the newer forms of CLTC in the
nation are operated by minimally trained providers and care is delivered by
assistants who are untrained and paid minimum wage (Kane & Kane, 1987).
Moreover, elders and people with disabilities comprise 27% of the Medicaid
beneficiaries and are among the nation's poorest, sickest, and most vuinerable
population groups (DelLew, 1995: Riley, 1995).

Because most people needing LTC live in their own communities,
services available in the home and community are increasingly important. The
provision of more complex care regimens in these settings compels states to
increase their knowledge about the delivery of professional healthcare services
to vulnerable elders (GAO/HEHS-95-26: Miller & Saunders, 1993).

The practice of nurse delegation in community sites of care has grown



and developed over the past decade and virtually no research exists on the
structure, process, or outcomes of delegated care (Kane, et al., 1995). Thus,
there is a need to address systematically nursing services provided to dependent
elders in CLTC. Research is particularly needed in those states which have
widely implemented nurse delegation in the context of CLTC. The findings will be
useful to other states who plan to replicate models for increased delegation of
nursing functions to lay caregivers in their growing and varied CLTC programs.

A _Study of AFC and Nursing Services

Oregon substitutes AFC for persons eligible for NH care and has
placement, oversight, and services in place (Feder et al., 1989). The state
purports to offer better care at lower cost but the evidence to support this
conclusion is needed. Adult foster care, a form of board and care, refers to the
provision, usually by non-relatives, of food, housing, personal care, oversight,
and varying levels of medical and nursing care (Kane & Kane, 1987). The RNs
who serve AFC facilities are usually employed by home health care agencies,
visiting nurses associations, nurse staffing agencies, mental health agencies, or
are independent consulting professionals who contract for their services
(DeYoung, Just, & Van Dyk, 1994).

This study focused on the delivery of delegated nursing services to AFC
homes in one state. A single delegated nursing function, the administration and
management of newly prescribed psychoactive drugs was chosen because of

the: (a) anticipated high use of psychoactive drugs associated with AFC clients,



(b) increasing numbers of elders in CLTC with mental disorders, including
dementia (Sky & Grossburg, 1994), (c) powerful main and significant adverse
side effects of psychoactive drugs experienced by elders (Salzman, 1992), and
(d) clinical knowledge and skills required to administer psychoactive drugs to
older persons safely and effectively (Hogstel,1995).

A geriatric board and care study across 10 states (N=2,949) found that
41% of residents received at least one psychoactive drug, primarily on a routine
basis (Spore, Mor, Hiris, Larrat, & Hawes, 1995). In addition, a study of 55 rest
homes for frail elders in Massachusetts found that 55% of the residents were
taking at least one psychoactive drug, with antipsychotics being administered to
39% (Avron, Soumerai, Everitt, Ross-Degan, Beers, Sherman, Salem-Schatz, &
Fields, 1989). A study of 282 ambulatory residents of 12 Tennessee NHs found
the prevalence of psychoactive drug use to be 58.7% (Thapa, Gideon, Fought, &
Ray, 1995). While psychoactive drug use among NH residents has been
extensively studied and regulations are in place to protect the institutional
population, comparable protections do not exist for the elderly CLTC population.

Prior to OBRA-87 several NH studies reported antipsychotic prescribing
rates between 30 and 44% (Avron, Dreyer, Connelly, & Soumerai, 1989; Buck,
1988; Beers, Avron, Soumerai,Everitt, Sherman, & Salem, 1988; Ray,
Federspiel, & Schaffner, 1980). Pre-OBRA-87 antidepressant use rates were
14% (Beers et al., 1988), 11% (Buck, 1988), 9% (Avron et al., 1989), and 6%

(Burns & Kamerow, 1988). While anxiolytic use rates were the lowest at 8%



(Avron et al., 1889), 7% (Buck, 1988), and 6% (Burns & Kamerow, 1988).

Psychoactive drug use in NHs decreased after implementation of the
OBRA-87 regulations. A study of all NHs in Minnestoa (N=33,000) found in the
fourth year post-OBRA-87 use rates of 15% for antipsychotics, 16% for
antidepressants, and 12% for anxiolytics (Garrard, Chen, & Dowd, 1995). in
comparison, the 10-state board and care study by Spore and colleagues (1996)
reported that 21.5% used antipsychotics, 14% used antidepressants, and 16%
used anxiolytics. These studies show similar rates of psychoactive drug use
even though board and care is a non-medically supervised setting.

Oregon provides an ideal setting in which to study nurse delegation. The
state has a large, statewide, and well established AFC program and nurse
delegation has been widely implemented in AFC for over a decade (GAO/HEHS-
94-167; Kane et al., 1995). Further, the state has a high proportion of AFC
clients with complex care needs. Among the state’s nearly 24,000 beneficiaries
for both institutional and noninstututional care, 60% are at the highest
dependency level (GAO/HEHS-94-167). Furthermore, Oregon operates under a
policy that encourages community-based placement over NH placement
(GAO/HEHS-94-167).

In addition, Oregon contains a large number of rural areas where, on a
national basis, CLTC settings are disadvantaged by a critical shortage of
community nurses (Coward, Bull, Kukulka, & Galliher, 1991). Furthermore, rural

physicians have been found to prescribe more psychoactive drugs to NH elders
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than those practicing in urban areas (Hulisz, Sumner, Hodge, & Weart, 1991;

Ray, Federspiel, & Schaffner, 1980). Thus, the study will fill two important gaps

in the literature: (a) access to nurse visits in AFC to delegate nursing functions,

in this study, those related to psychoactive drug administration and
management, and (b) urban and rural differences related to psychoactive drug
use among elderly AFC clients and nursing service delivery. Findings will be
used to inform policy makers and providers involved in CLTC programs across
the states, and to plan primary research in a program focused on the nurse
delegation and supervision process and client outcomes in CLTE.
Study Aims

The purpose of this dissertation study was to estimate psychoactive drug
use among the state’s elderly AFC population funded by Medicaid and describe
the delivery of nursing services in the context of newly prescribed psychoactive
drugs.

The specific aims and research questions for the study were to:

Aim 1. estimate the statewide and urban and rural proportions of elderly AFC
clients who received psychoactive drugs routinely, including the
proportion who were newly prescribed to psychoactive drugs [no
psychoactive drug within the four previous months], and thus had a high
need for a nurse delegation visit.

(1a)  What proportion of clients received psychoactive drugs routinely?

(1b)  How did the proportion vary by geographic area?



(1c)

(1d)

Aim 2.

(2a)

(2b)

(2¢)

(2d)

(2e)

(2f)

=l
Among clients who received routine psychoactive drugs, what proportion
received newly prescribed psychoactive drugs?
How did the proportion who received a newly prescribed to psychoactive
drug vary by geographic area?
describe the occurrence and timing of the statewide and urban and rural
delivery of nurse delegation visits to AFC providers in relation to older
AFC clients who were newly prescribed to psychoactive drugs.
Among eligible clients who received a newly prescribed psychoactive
drug, what proportion received a nurse delegation visit?
How did the proportion who received a nurse delegation visit vary by
geographic area?
Among eligible clients who received a newly prescribed psychoactive
drug, what was the average number of days between the date of the
receipt of a newly prescribed psychoactive drug and the date of the
receipt of a nurse delegation visit?
How did the average number of days between the date of the newly
prescribed psychoactive drug and the date of the nurse delegation visit
vary by geographic area?
Among clients who received a nurse delegation visit, what was the
proportion who received a timely visit?

How did the proportion vary by geographic area?

The next chapter (1) presents the conceptual basis of the study, (2) reviews



e
literature on [a] board and care, including AFC, [b] nurse delegation, [c]
psychoactive drugs, [d] urban and rural differences related to psychoactive drug
use and nursing service delivery, (3) describes the process and timing of nurse
visits to elderly AFC recipients. In chapter 3, the methodology for the secondary
analysis is presented. Chapter 4 is a presentation of the results. Chapter 5
discusses psychoactive drug use and nursing service delivery in geriatric AFC.
The final chapter also presents recommendations for future research in AFC and

nurse delegation to unlicensed paid caregivers serving elders in the community.
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CHAPTER 2
CONCEPTUAL BASIS OF THE STUDY

This study estimates psychoactive drug use among one states’ elderly AFC
client population funded by Medicaid and describes the occurrence and timing of
community nurse delegation visits to those clients receiving a newly prescribed
psychoactive drug. The study methodology is designed to profile psychoactive
drug use and community nurse visits among elderly AFC Medicaid recipients
across urban and rural areas of one state. Findings can be used to plan more
systematic data collection analysis and feedback to policymakers and providers.
The goal of the study is the generation, rather than testing, of hypotheses.

This chaper presents the conceptualization of this study, as illustrated in
Figure 1, which is based on literature and a working knowledge of community
nursing services to older AFC clients funded by Medicaid. In addition background
information is provided on the major areas of focus in the study: (1) board and
care on a national basis, (2) AFC in Oregon, (3) nurse delegation in general and
in Oregon, (4) psychoactive drug therapy in elders and in LTC settings, (5) urban
and rural differences related to community-based psychoactive drug use and
nursing supervision, and (6) the process and timing of nurse visits to AFHs in
Oregon.

Theorectical Jusitification for the Study

The board and care segment of the LTC market has grown rapidly and

changed significantly over the decade (Phillips et al., 1995). These changes
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include: (a) board and care facilities now provide more extensive services and
protective oversight to a significantly older and more disabled population, (b) the
majority of residents live in large facilities with over 50 beds, and (c) a new type
of unlicensed home has emerged: retirement apartments and assisted living
facilities that provide the relevant services and oversight but are unlicensed
(Hawes et al., 1995). The shift to lower cost alternatives to NHs in community-
based settings is predicted to continue and noninstitutional services will be at the
core of the future LTC system (Kodner, 1996).

These factors compel policymakers to address the two most pressing
challenges facing board and care: quality of care problems and underdeveloped
regulation (Baggett, 1989; Hawes, et al., 1993). Other studies have
demonstrated that the board and care population has become older, sicker, and
more cognitively and physically impaired over the past two decades (Dittmar et
al., 1983; Mor et al., 1986). The trend is to provide expanded medical and
nursing services to aged board and care residents who now fit the profile of the
intermediate NH population (Baggett, 1989: Spector et al., 1996).

While the intensity of the medical and nursing care needs of this population
has increased over the past decade the sites of care for disabled elders have
become more dispersed and less supervised (Mor, Sherwood, & Gutkin, 1986;
Arras & Neveloff-Dubler, 1994). Board and care operators are struggling with the
complex care needs of frail, disabled, acutely, chronically, or terminally ill elders

(Magilvy, 1996). Low staffing ratios, minimally trained staff, and a lack of staff
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knowledge of care practices and monitoring led researchers to raise questions
about whether board and care homes are capable of providing adequate care,
particularly medication management (Hawes, et al., 1985).

A survey of board and care officials across 30 states revealed a lack of
access to case management and nursing visits (Feder, Scanlon, Edwards, &
Hoffman, 1989). In addition, Hawes and colleagues (1995) found limited
availability of licensed nurses in 512 board and care homes across 10 states.
Furthermore, skilled nurses who provide long-term care are acutely scarce in
rural areas (Beaulieu, Rowles, & Myers, 1996).

Psychoactive drugs are a common and beneficial approach to managing
symptoms related to dementia, depression and other mental disorders (American
Association for Geriatric Psychiatry, 1992). However, the potential risks
associated with these drugs are significant, especially for the elderly (Hanlon,
1992). Numerous studies have documented the widespread and hazardous use
of psychoactive drugs among NH residents over the past three decades
(Zawadski et al., 1978: Ray et al., 1980; Beers, et al., 1988; Garrard et al.,1992).
The concerns about overuse, underuse, and inappropriate use of psychoactive
drugs in NHs led to federal NH reform legislation (Omnibus Budget
Reconciliation Act [OBRA] of 1987) (Elon & Pawlson, 1992). The regulations
significantly reduced psychoactive drug use in NHs (Ray et al., 1993: Shorr et
al., 1994; Semla et al., 1994: Garrard et al., 1995).

The same controversies and concerns surround psychoactive drug use in
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board and care facilities. A limited number of studies have demonstrated high
rates of psychoactive drug use, 34%, 55%, 41% respectively, among board and
care residents (Dittmar et al., 1983; Avron et al., 1989; Spore et al., 1995).
Comparable rates of each of the three major psychoactive drug classes were
found in both NHs and board and care facilities, even though board and care are
nonmedically supervised settings (Garrard et al., 1995; Spore et al., 1995).
Further, psychoactive drug use among NH residents has been associated with
increasing rurality, but this has not been studied in rural board and care residents
(Hulisz et al., 1991; Ray et al., 1980).

Older AFC recipients in Oregon are expected to be receiving a relatively high
proportion of psychoactive drugs because of the nature of this debilitated
population and the state’s policy to maintain elders in the community
(GAO/HEHS-94-167). In addition, preliminary data suggest a high prevalence
(34%) psychoactive drug use among a subsample of (n=142) elderly, AFC
clients, funded by Medicaid in Oregon (Maylie, 1995).

Residents of board and care facilities receive a range of powerful drugs,
including psychoactive drugs (Hawes et al., 1995). Ongoing professional
monitoring and appropriate administration of the drugs taken by elderly board
and care residents are issues of concern to policymakers and regulators
(Morgan et al., 1995). Licensed nurses are required to delegate the knowledge
and skills related to psychoactive drug administration to paid nonprofessional

caregivers in the community.
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Systematic information on the nurse delegation in board and care settings is
very limited (Kane et al., 1995) even though Oregon officials report that nurse
delegation is central to maintaining elders in the community (GOA/HEHS-94-
167). Limited knowledge exists on the adequacy and timeliness of nursing
service delivery to the board and care population. However, anecdotal
information (cited elsewhere in this dissertaion) about the delivery of nurse visits
to board and care facilitie suggests several areas of concern. These include: (a)
the process for identifiying the need for and requesting nurse visits for AFC
clients is highly variable across the state, (b) the request for a nurse visit can
depend upon the AFC provider to initiate the request, (c) the systems to contract,
manage, and deploy nurses are variable and generally loosely organized across
the state, and (d) the availavbility of community nurses on a statewide basis is
unknown.

In summary, the board and care sector is a crucial and substantial
component of the LTC continuum, even though only a small body of research
exists on board and care (Hawes et al., 1993). National studies of board and
care facilities have raised questions about high rates of psychoactive drug use,
access to nursing services, effects of rurality on psychoactive drug use and
nursing service delivery, and needs for stronger regulation regarding chemical
restraint and professional resources. The state of Oregon has a special interest
in board and care settings and it is looked to as a national model for this sector

of LTC. Adult foster care is the largest board and care setting in the state (Hawes
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et al., 1993). Therefore, a description of psychoactive drug use among AFC
clients and the delivery of nurse visits to those clients receiving newly prescribed
psychoactive drugs was needed.

Board and Care Homes
Housing, Care, and Services for Older People

This section dicusses the board and care home industry on a national basis
and AFC in the state of Oregon. Topics include a description of the setting,
including financing, organization, regulation, and current trends; and
characterisitics of facilities, operators, staff, and residents.

Historically, board and care has evolved from the almshouses for the poor
elderly, custodial and then therapeutic care for the mentally ill, publicly paid
foster family care programs, boarding houses, proprieta'ry rest homes, and the
deinstitutionalization movement (Sherman & Newman, 1988). Now assisted
living facilities, apartments and retirement communities are included under the
rubric of board and care if they provide the same services as board and care
homes (Hawes et al., 1995).

Board and care homes are the most common form of residential setting,
excluding NHs, with services for people with disabilities (Hawes et al., 1994).
Board and care is a generic or umbrella term for personal care homes, rest
homes, domicilliary care homes, homes for the aged, AFC, residential care
homes, assisted living, personal care homes, and other titles (Morgan, Eckert, &

Lyon, 1995; Hawes et al., 1995). Board and care homes tend to serve those who
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are unable to live independently but are not impaired enough to require NH care
(Moon, 1989). The major dependent populations served by board and care
homes are the mentally ill, mentally retarded, developmentally disabled,
physically disabled and dependent elderly (Morgan et al., 1995). The largest
group served in board and care homes is a mixed population of physically frail
elderly, cognitively imparied elderly, and persons with mental health problems
(Hawes, et al., 1995).

It is estimated that approximately one million adults nationwide are housed in
more than 65,000 licensed and unlicensed board and care facilities (Spore, Mor,
Larrat, Hiris, & Hawes, 1996). The licensed board and care homes are estimated
to include 34,000 facilities with more than 613,000 beds (Hawes, et al., 1995).
Furthermore, as many as three times this number (3.2 million) are estimated to
be at immediate risk or board and care placement, with the majority of these
residents being frail elders (McCoy & Conley, 1990). Older people are estimated
constitute 40 to 60 percent of the board and care population (Morgan et al.,
1995). Approximately 73% of those served under the home and community-
based care waivers are aged and physically disabled (GAO/HEHS-94-167).

The legal definitions of board and care vary by local, state, and national
statutes and the health and welfare agencies that monitor the homes (Sherman,
1995). Most commonly, board and care refers to nonmedical community-based
settings that provide room, meals, 24-hour protective oversight, help with

activities of daily living [ADLs], medication supervision, and varying levels of care
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and services (Spector, Reschovsky, & Cohen, 1996: Hawes et al., 1995). The
care provided can range from minimal assistence with ADLs to skilled nursing
care for incontinent, bedfast and confused residents (Sherman, 1995).

Overall, the board and care industry is differentiated between the small
(eight or fewer beds) family-type homes with a live-in operator and the larger
more “medicalized” homes that are staffed from the outside, run as a business,
and regulated by the state (Morgan et al., 1995).

Financing, Organization & Requlation

Residents of board and care pay for the services through Supplemental
Security Income (SSI); private pay, including Social Security, VA, and other
pensions; or Medicaid (Sherman, 1995). About half of all elderly board and care
residents pay for their care with private resources and many states have more
than one agency responsible for funding residents and homes (Hawes et al.,
1995).

Many support the contention that home and CLTC, once developed, can limit
the rise in NH costs without an equally large increase in alternative costs
(Meiners, 1996; Greene et al., 1995). However, the demonstrations to evidence
this have been fraught with conceptual and methodological problems thus cost-
effectiveness questions still exist (Han & Ferraro, 1991; Clark & Rhodes, 1994).
The cost to Medicaid of treating the average person in a waiver program is
significantly lower than the average cost of a NH day, but this does not

necessarily translate into savings for Medicaid if those served in CLTC would not
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have actually entered NHs (Weissert et al., 1988). For example, the Medicaid
2176 Home and CBLTC waiver programs in Oregon, Washington, and
Wisconsin increased access to CLTC at lower costs and reduced NH bed use
(GAO/HEHS-94-167). Assisted living settings in Oregon cost 65% of the price of
NH care (Strumpf, 1994).

Board and care programs may be supervised and managed by public
agencies, such as state or local (regional, district, county) departments of social
services, aging, mental health, MR/DD, VA, hospitals, or other voluntary
agencies. A single program may be supervised by different agencies for
licensure, placement, and ongoing supervision (Sherman, 1995). It can be
difficult to identify the numerous agencies involved in oversight of board and care
facilities (Baggett, 1989).

In a national study, using 1980 data, Mor, Sherwood, and Gutkin (1986)
reported on the regulatory status of residential care homes. The large facilities in
their study were generally regulated by state health departments, while smaller
homes were regulated, if at all, by a mix of programs administered by various
state agencies (e.g., aging, disabilities, housing, health care, income
maintenance, and adult protection).

Board and care has grown rapidly and now delivers a wide range of services
in a policy environment of confusion and conflict (Baggett, 1989). Policymakers
have had difficulty balancing the noninstitutional and low regulation features with

needed protections against abuse and exploitation. In addition, board and care
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falls under conflicting and overlapping local, state, and federal jurisdictions
(Morgan et al., 1995). Further, the new forms of housing, such as assisted livng
are developing so quickly that few regulations are in place (Hyer, 1995).

The Federal government's role in regulating the quality of home and CLTC
services is limited to oversight specified in the Keys Amendments (Hawes et al.,
1995). The Keys Amendment to the Social Security Act, passed by Congress in
1976, requires states to establish, maintain, and enforce standards in institutions
or other group-living arrangements in which a significant number of SSI
recipients reside or are likely to reside (Morgan et al., 1995). These standards
include admission policies, life safety, sanitation, and civil rights protection
(Stone & Newcomer, 1985).

The primary responsibility is on state and local governments to regulate,
monitor, and enforce board and care standards. However, this legislation has
been largely ineffective (Baggett, 1989). States are reluctant to enforce the state
standards by reducing the SSI payment to the resident (Morgan et al., 1995).
The Department of Health and Human Services (DHHS) has assisted the states
with standards development, established a board and care coordinating unit, and
implemented enforcement through withholding Older American Act funds as well
as required the Medicaid waivers be contingent upon compliance with the Keys
Amendment (Stone & Newcomer, 1985).

There is enormous interstate variation in the degree to which quality of care

is monitored or residents rights are protected in board and care (Moon, 1989).
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The range of services provided, types of populations served, number of residents
per facility, and the nature of the setting makes regulation difficult to design and
implement (Bagggett,

1989). The persistence of reports of seriously substandard care led the AARP
to sponser a 50-state survey of state board and care regulations which found
substantial variation across the states in the regulation of board and care homes
(Hawes et al., 1993). The regulatory environments ranged from extensive sets of
regulation, inspections, and enforcement of standards in California to a relatively
limited regulatory system in Texas (Hawes et al., 1993).

Several major problems face board and care settings serving elders while
they are expanding to meet current and future LTC needs. These include the: (a)
lack of uniform nomenclature, classification, licensing and enforcement of policy,
(b) prevalance of unlicensed board and care homes, (c) lack of systematic
information on board and care, (d) concerns about the adequacy and quality of
care, (e) lack of widely available community-based services across the country,
especially for SSI recipients and mentally ill persons, (e) concerns about the
adequacy and quality of care, and (f) doubts that existing regulatory systems can
assure safe, appropriate, and adequate care (Hawes, et al., 1993)

Previous research has suggested that state regulation of board and care
homes was inadequate, ineffective, and had little or no effect on quality other
than to improve the fire safety (Dittmar, et al., 1983; Hawes et al., 1993).

However, the Hawes et al (1995) study of 512 board and care facilities across 10
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states found substantial and widespread positive effects of regulation on quality
in board and care homes. Regulation was associated with better quality in many
areas. Findings showed that (1) licensure alone was effective in ensuring that
homes provided care above a threshold of minimum performance [preventing the
worst performance], (2) states with extensive regulation had fewer unlicensed
homes, (3) extensive regulation was associated with better safety, quality of life,
and quality of care, [lower use of psychoactive drugs, and contraindicated drugs
for elders, operator training, more supportive devices and social aids, increased
staff knowledge of the ombudsman program] and (4) licensed homes in
extensively regulated states were not more “institutional.” The most important
implications of the effect of regulation on board and care quality study by Hawes
et al (1995) were the need to assure a range of services, adequate staffing, and
adequate staff training and knowledge needed to meet the need’s of today’s
residents.

The largest issues surrounding the board and care segment of LTC are the
serious concerns about quality and underdeveloped regulation ( Hawes, et al.,
1995; Morgan et al., 1995). Cases of abuse and neglect and substandard living
conditions among residents have been reported extensively, however, efforts to
improve public oversight have generally not been effective (McCoy & Conley,
1990; Stone & Newcomer, 1985).

Strengths. Sherman and Newman (1988) found that two-thirds of the homes

they studied were family-like, with closer relationships between the provider and
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resident than among residents themselves. However, the question is raised as to
whether or not the new and larger board and care facilities are maintaining the
family-like environment. As board and care facilities and residents increasingly
resemble the NH, the potential increases threats to resident needs for privacy,
self-determination, and psychosocial support (Baggett, 1989).

Kane et al. (1991) compared 400 NH residents with 400 AFC residents,
controlied for disability, and found that AFC residents engaged in more informal
socializing, went outside for community activities more, and reported higher
satisfaction. However, NH residents participated in more organized activities.

Board and care can delay or avoid the more costly option of NH care
(Sherman, 1995). Studies show that CLTC can reduce NH use when it serves
people who are likely to enter a NH, but the reduction is usually small (Weissert
et al., 1988).

Weaknesses. It is more difficult to monitor settings that are often private,

distant, and dispersed in the community (Harrington & Estes, 1994). It has also
been suggested that the high degree of attachment between providers and
residents might encourage dependence (Sherman, 1995). However, excess
dependency may also relate to a lack of provider knowledge of how to maintain
and improve function in elders.

A study of 602 board and care homes across seven states showed “a
bleakness that reflected insufficient resources, regulation and training for

providers, and fragmentation of responsibility, resulting in inadequate caring for
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elderly persons who happen to be poor” (Dittmar, et al., 1983 in Moon, et al_,
1989, p.3). Because board and care homes can't offer the same level of
organized activities that institutions can, community resources need to be
available and used (Hawes et al., 1995).

Current trends. The board and care industry has experienced significant

growth and change recently in terms of the increased frailty and disability of
residents and the higher level of medical and nursing care needs (Hawes et al.
1995). An array of housing and care options for older adults now exist (Baggett,
1989). More recent developments are attributed to the dramatic changes in the
acute health care delivery system that have occurred over the past decade. The
movement of care away from the hospital and capitation has spurred the growth
of nonhospital low-cost providers and emphasized maintenance of function in
home and community-based settings (Hyer, 1995).

The largest and most comprehensive study of board and care homes
(n=493) and residents (N=2,949) over ten states to date by Hawes and
colleagues (1995). Findings revealed that the homes now provide more
extensive services and protective oversight and they are larger and often
unlicensed.

Facility Characteristics

The board and care regulation survey of the 50 states by Hawes and
colleagues (1993) found that board and care homes were called by more than 25

different names, served diverse populations, and ranged in size from one to two
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beds in a private house to several hundred beds in a formal and structured
setting.

The 10-state board and care study of the effect of regulation on quality by
Hawes and colleagues (1995) dispels the widespread belief that homes are
small, “homelike” settings. The facilities in their study (n=490) ranged in size from
places with two beds to those with more than 1,400 and included family homes,
multilevel facilities, and campuses that had board and care as well as
congregate apartments and a skilled NH. While many small homes exist, most
residents live in medium-sized homes (11-50 beds) or in large homes (571+
beds).

Hawes and colleagues (1995) also documented board and care facility
characteristics. Less than 20% of facilities were nonprofit, with licensed homes
being less likely to be nonprofit than unlicensed homes.The average occupancy
rate was about 80%. The study facilities varied greatly on admission criteria.
Admission was refused to mobility-imparied (almost 50%), incontinent (23%),
and SSI recipients (19%). However, almost all facilities reporting accepting
residents with behavior problems. As residents ‘aged in place” less than 10%
discharged residents who became incontinent, developed behavior problems, or
started receiving SSI. Large licensed homes were significantly less likely to admit
mobility-impaired residents and were more likely to discharge them than were
their unlicensed counterparts.

Services provided, including nursing care. Geriatric foster care operators of
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small homes in Hawaii provide range of motion and other exercises, tube
feeding, dressing changes, insulin injections, and catheter irrigations among
other services (Braun & Rose, 1987: 1989). Some board and care facilities
provide extensive services, up to 16 hours per day of licensed nursing, enabling
them to serve a very frail population who fit the profile of intermediate-care NH
residents (Spector, Reschovsky, & Cohen, 1996). In contrast, other facilities offer
few professional services (Dittmar, 1989: Feder et al., 1989).

The board and care homes studied by Hawes et al (1995) provided more
care and services than congregate apartments with supportive services and
boarding houses but fewer skilled and rehabilitative services, less routine
monitoring, assessment, and care planning, and less nursing and restorative
care than NHs. In addition, facilities varied in their willingness and ability to
arrange for daily or temporary nursing care. Only 21% of the homes provided
services with RNs or LPNs who worked full or part time in the home. If a resident
needed intermittent skilled nursing care, only 42% of licensed and 21% of
unlicensed homes reported that they provided services with facility staff or
arranged for a home health agency to provide care. The majority (82%) of the
homes were unable or unwilling to provide nursing services to a resident for an
iliness that lasted longer than 14 days. However, 58% reported that they send
the resident to a hospital/emergency room when the resident became ill and
needed temporary nursing care. However, 44% of licensed homes and 56%

unlicensed would discharge the resident to a hospital or NH.
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State officials in Colorado determined that case managers were responsible
for excessive use of emergency care for board and care residents and initiated
monthly nurse assessments to promote a more appropriate level of care (Feder
et al., 1989).

Operator and Staff Characteristics

In the early 1980s, more than three-fourths of board and care facilities were
owned by an individual or couple and about one-third were multiple home
owners (Dittmar et al., 1983). Similarly, Hawes et al (1995) found that about
one-third of the operators reported owning or operating another board and care
facility in addition to the one included in the study.

As the board and care population becomes increasingly impaired, the
experience, training, and knowledge of the staff providing care becomes more
critical. The large 10-state board and care study by Hawes and colleagues
(1995) found low staffing ratios, minimal training required for staff, and a lack of
appropriate staff knowledge of care practices and monitoring. Staff were tested
on their knowledge of what signs are part of “normal aging” and how to handle
hypothetical cases (e.g., new onset of incontinence, chest pain). Those who
administered medications were tested on correct procedures and symptoms of
adverse reactions. Only 14% of the operators and staff scored 76% or higher
(possible score of 100%). Moreover, 39% of the staff provided correct answers
for half the questions or fewer. For example many believed that confusion, sad

mood, and incontinence were normal for the aged.
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Hawes et al (1995) reported that nearly 20% of the operators in licensed
homes and 33% in unlicensed homes did not require training for staff. Of those
who required training, only 23% of licensed homes and 15% of unlicensed
homes required that training be completed before caregiving began. Over half of
those in the high regulation states required two or more days of training
compared to about one-third in states with limited regulation. In almost 25% of
the homes, the operator was the only paid staff person. Unlicensed medium and
large homes had, on average, more residents per direct care staff than did
comparably sized licensed homes, with -the average ratio in large unlicensed
homes being almost 12 times that of large licensed homes. The researchers
questioned the capability of the board and care homes studied to provide
adequate care, particularly in managing medications and monitoring the effects.

Resident Characteristics

Board and care residents now more closely resemble the NH population of
previous decades (Baggett, 1989). In 1990 McCoy and Conley reported that it
was impossible to make meaningful distinctions between the care needs of NH
and CLTC populations. The sample of 3,257 board and care residents of the
Hawes et al (1995) study were predominantly elderly (78%), female (66%), white
(91%), and widowed, divorced, or never married (85%). Further, they were older
and more cognitively and physically impaired than the residents described in
studies conducted in the 1980s but still significantly less impaired than NH

residents. Sixty four percent were age 75 or older and 34% were 85 or older
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(Hawes et al., 1995). In contrast, the Denver Research Institute (DRI) 5-state
survey of 602 board and care homes and 2,933 residents in the eary 1980s
found that only 38 percent were 75 or older (Dittmar, Smith, Bell, Jones, &
Manzanares,1983). In addition, Hawes et al (1995) reported that 40% of the
residents were cognitively imparied [moderate to severe], 23% had urinary
incontinence, 15% used a wheelchair, 7% were bedfast or chairfast, 9% received
help with locomotion, and 6% received assistance with eating.

The criterion for NH placement is often requiring assistance in three or more
ADLs, thus the findings in the Hawes et al (1995) sample of 12% dependent in
three or more ADLs and 40% with cognitive impairment indicates some overlap
with the NH population. Hawes et al (1995) used data collected on the NH
population in 1993 across 10 states (N=2,100) and found that, on average,
board and care residents are much less impaired than NH residents, with 70%
NH residents receiving assistance with three or more ADLs. By comparison,
Dittmar et al (1983) found 30% of the residents were cognitively impaired, 7%
had urinary incontinence, 3% used a wheelchair, and only 2% were bedfast or
chairfast. Mor and colleagues (19886) found that 24% were cognitively impaired.

Increasingly, people with substantial impairments are choosing
alternatives to NH care and there are CLTC clients who are as severely disabled
as those in NHs (GAO/HEHS-94-167: Ladd & Hannum, 1992). Hawes et al
(1995) concluded that board and care is aligned more closely with NHs than with

other types of residential settings such as boarding homes and congregate
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apartments because of the services provided and the characterisitcs of the
residents served.

Medications

All of the facilities in the 10-state study by Hawes and colleagues (1995)
reported providing medication storage or supervision. In addition, 75% of the
residents reported receiving assistance with medications, and many were taking
psychoactive drugs. While 73% of staff who administered medications were not
licensed nurses, only one state (Oregon) had a program for training and
certifying nonnurses to administer medications. Eighteen percent were LPNs and
10% were RNs. Of the staff who gave medications, 26% had received no training
on medication supervision or management . Of the staff that gave injections,
28% were not licensed nurses.

Hawes et al (1995) found that residents of licensed homes in states with
more extensive regulation had lower use of psychoactive drugs. Although
psychoactive drugs have beneficial effects for many, their inappropriate use can
be devastating. Moreover, because of the lack of licensed nurses to monitor
residents’s reactions to psychoactive drugs in board and care home, widespread
use among residents has been a particular concern (Avron et al., 1989).

In summary, board and care facilities and residents exist on a continuum
from service minimal settings to service intensive settings (Baggett, 1989). The
board and care home sector occupies a middle range position between: (a)

housing and health care systems, (b) home care and NH care, (c) lay providers



34
and professionals, (d) family care and professional care, (e) home-like
environment and an institutional environment, (f) independent living and skilled
nursing care, (g) family homes and big business, (h) public and private systems,
and (i) no regulation and heavy regulation (Morgan, et al., 1995; Sherman,
1996). This diversity and flexibility offers both strengths and weakness for the
sector. Many consumers value the home-like environment, individualized care
and autonomy of board and care over safety, equipment, training, and physical
plant. Because many of tomorrow’s people with LTC needs will be older, sicker,
and more disabled and will require heavier care, there are urgent needs to
strengthen and standardize regulation, improve management and service
delivery, increase and enhance personnel, and improve the quality of care.

Adult Foster Care in Oregon

Oregon is an ideal setting in which to study nurse delegation to foster care
providers because of the state’s long history in CLTC and being at the forefront
nationally for keeping frail elders in the community. The state has a long-
established foster care program and has the resources in place to meet the
nursing care needs of geriatric clients (Ladd & Hannum, 1992).

As part of the Omnibus Reconciliation Act (OBRA) of 1981, Oregon was the
first state granted a waiver to use federal Medicaid-matching funds for CLTC
alternatives to NH care (Clark & Rhodes, 1994). Oregon began receiving such
funds in 1983, with the requirement that these services be targeted to Medicaid

clients who are NH eligible (either intermediate or skilled care) and who would be
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institutionalized without the services (McKenzie, 1990). Oregon, Washington,
and Wisconsin lead the nation in the development of community residential care
alternatives (GAO/HEHS-94-167).

The Department of Human Resources, Division of Senior and Disabled
Services, licenses two major categories of board and care facilities, each of
which has three major subcategories of homes: Adult Foster Homes (AFHSs),
which provide personal care services for one to five elderly residents, and
Residential Care Facilities (RCFs), which serve six or more elderly and physically
disabled residents, with Assisted Living apartments being the the third subgroup
of RCFs (Hawes, et al., 1993).

The subcategories of AFHs are defined as follows: (a) Level | facilities are
newly opened and provide room, board, some medical assistance, and some
personal care; (b) Level Il homes have been in operation for several years,
accept bedfast residents, and perform some skilled nursing tasks, (c) Level 11|
homes serve more dependent residents who require a higher level of skilled care
and accept post-hospital persons who require temporary skilled nursing services,
and accept only one bedfast person (Hawes et al., 1993).

Oregon's AFC program is large, growing, and widely accepted by the public
and middle class (Kane, Kane, Hixon-lliston, Nyman, & Finch, 1991). There are
currently 3,757 AFC homes in Oregon, having grown from 1000 in 1984.
Collectively these facilities have 9,300 licensed beds, two thirds of which are

occupied by private pay clients (D. Olson, personal communication, April 11,
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1997). Further, in 1994, of the AFHs in the state 1,496 or 36 % were relative
AFHs in which Medicaid paid relatives to care for their family members (O’'Neill &
McKenzie, 1994). The relative AFHs currently number 1,625 and typically care
for one client (D. Olson, personal communication, April 11, 1997). The usual
costs for AFC are between $1,000 and $2,000 a month but can reach $3,000
depending on the level of care needed (Rubenstein, 1997).

AFC services. In Oregon, AFC homes are licensed to provide 24-hour

personal care, housekeeping, social, and supportive services to five or fewer
disabled elders (Kane & Kane, 1987). Care is provided in a private home in a
residentially zoned area by a resident manager who may or may not be the
owner of the AFC home but who must actually live in the home (Stark, Kane,
Kane, & Finch, 1995). Most AFC homes in the state are single, private family
residences which provide a home-like environment, however, multiple home
ownership has steadily increased in recent years (Lane & Mayes, 1994).

Varying levels of health care services are provided, and skilled or licensed
nursing care is delivered by community nurses as needed (Ladd & Hannum,
1992). The delegation and supervision of nursing functions to nonprofessional
AFC providers is a central feature of AFC in Oregon (GAO/HEHS-94-167). The
resident manager or substitute caregiver does housekeeping, personal care,
serves meals family style, and may also perform delegated nursing functions
(Stark et al., 1995).

Adult foster care providers. Similar to CLTC providers nationally, the majority
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of AFC providers in Oregon are lay persons, without health care credentials and
background (Ladd & Hannum, 1992). There are no educational minimums or
certification requirements to meet, but about one-third of both AEC home owners
and non-owner resident managers are certified nurses aides or home health
aides (Kane et al., 1990). In 1989, Kane and colleagues reported that the
proportion of RN and LPN providers and resident managers in AFC was only
12%.

Potential providers must complete 18 hours of training before receiving their
license (Kane et al., 1990; O’Neill & McKenzie, 1994).The Oregon Adult Foster
Home Licensing Reform Act (effective 4-1-96) increases training requirements
for providers to 30 hours and adds testing to the training process (ORS-
411.50.400-411.50.490). The minimum requirements for becoming an AFC
provider were intentionally lenient, especially in terms of training, initially in order
to encourage the supply of providers (Kane, 1989). Moreover, instability and high
turnover among AFC provider-owners, resident managers, and substitute
caregivers has been a long-standing problem (Kane, et al., 1990; Mayes & Lane,
1994).

Adult foster care clients. The AFC population in Oregon is debilitated and

dependent. Evidence indicates a trend in both AFHs and RCFs in Oregon to
provide expanded medical services to aged residents (Baggett, 1989). In 1992,
the majority (60%) of AFC clients in Oregon were in the highest dependency and

most impaired level of care (GAO/HEHS-94-167). The level of frailty and
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disability in AFC in the state is expected to be higher than other states because
of the state’s policy committment to keep people in the community. In addition,
the licensing agency for AFC in Oregon grants exceptions which allow providers
to exceed the level of care, and permits clients to age in place until death, given
that providers are able to meet client needs (ORS 411-50-443).

The distinctions between the health and functional status of CLTC clients
and NH residents have become blurred, and there are CLTC clients who are as
severely disabled as those in NHs in Oregon (Ladd & Hannum, 1992;
GAO/HEHS-94-167). The majority (69.2%) of AFC clients in Oregon are
dependent in one or more activities of daily fiving (ADL) (mobility, eating,
cognition, or toileting) (SDSD, September, 1994). Further, McKenzie (1990)
determined that almost 40% of the Oregon Medicaid caseload (N=11 ,173) .
receiving NH or CLTC in 1988 were moderately or severely cognitively impaired.
Of Oregon AFC clients (N=1,821), only 17% are without cognitive impairment,
55% are minimally cognitively impaired, 23% are moderately cognitively
impaired, and 5% are severely cognitively impaired. Moreover, these figures may
underestimate the prevalance and severity of cognitive impairment because the
data were collected seven years ago, the prevalence of dementia increases with
age and most dementias are progressive (DeYoung et al., 1994; Mace, 1990). It
is estimated that 50% of those over the age of 85 will be afflicted with dementia
(Sky & Grossberg, 1994).

AFH regulation. Hawes and colleagues (1993) described the AFH
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regulations in Oregon to include the following. Homes are required to have one
staff person on duty at all times unless written physician approval for a resident
to be left unattended for a specified amount of time is obtained. An extensive
investigation is done at initial licensure and annual inspections are done, usually
by a welfare worker and a fire marshall, and a building inspector, nurse, or social
worker may accompany the inspectors. Local case managers and ombudsmen
do routine spot checks during their regular visits. Corrective action plans are the
most widely used enforcement option, in addition to bans on referrals and
admissions, warning letters, fines, and license revocation. Fines can range from
$50 to $250 a day per resident per incident. In 1990, three homes were fined
and six licenses were revoked. State licensure staff reported that some homes
fail to meet licensure standards because reimbursement rates are insufficient
and facilities “grandfathered” into the program are marginal, not well-maintained,
and operate in an outdated business manner.

The inadequate monitoring of private-pay clients in AFHs and RCFs has
been a long-standing problem. The Keys Amendment made no provision for
oversight of facilities where no SS recipients resided, thus only the Medicaid
funded clients receive periodic monitoring by case managers and have nurse
visits paid for by the state (Baggett, 1989). Thus, the same case supervision is
not available to two-thirds of the AFC population in the state.

Oregon is also a good state to describe the occurrence and timing of nurse

delegation visits in relation to psychoactive drug use because quality of care
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issues among AFC homes in Oregon have a risen despite there being an
infrastructure in place for providing RN support to these facilities (Heinz, 1995).
In 1994 county and state government audits of AFC homes and journalistic
investigations revealed problems about the quality of AFHs, including,
medication mismanagement and "chemical restraint" in AFC (Blackmer, 1994;
Mayes & Lane, 1994). The audit of the largest county in the state found
violations in more than two-thirds of the 40 randomly selected homes
(Rubenstein, 1997). Violations included leaving residents without supervision,
keeping inadequate records, including of medication administration, and a home
with one resident intimidating another. Furthermore, prelimiary data suggest
need to address drug utilization among elderly AFC clients in Oregon (Mayilie,
1994a; Maylie, 1994b; Maylie, 1995). See Appendix E for a summary of pilot
studies.

Following the 1994 AFH audits and newspaper reports of problems,
legislative reforms were implemented. These included improved screening
procedures (criminal record checks) for home operators and personnel,
increased operator training requirements prior to licensing, increased oversight
of homes, new guidelines to impose sanctions for substandard care (Rubenstein,
1997).

Nurse Delegation
Delegation of function from professional to nonprofessional is the hallmark of

community and institutional LTC (Mezey, 1996). The nursing profession has
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monitored the regulation, education, and use of unlicensed assistive personnel
(UAP) to the RN since the early 1950s (American Nurses Association, 1992). A
1992 survey of nurse practice acts in 50 states revealed that 28 states had
specific language about delegation of nursing functions to unlicensed personnel,
while acts of the remaining 22 states generally and vaguely permitted the
process of delegation (Washton & Hansen, 1994). The increased use of UAP
and changes in care delivery sites have caused most states to more clearly
define nurse delegation and supervision (del Bueno, 1993: Hansten &
Washburn, 1994). However, Kane and colleagues (1995) found significant
variability and ambiguity in policies and practices regarding nurse delegation
among the states.

The National Council of State Boards of Nursing defines delegation as
"transferring or assigning to a competent individual authority to perform a
selected nursing task in a selected nursing situation” (Hansten & Washburn,
1994). The American Nurses Association [ANA] (1993) directs the nurse to
consider client condition, complexity of the task, competency of the unlicensed
caregiver, extent of supervision required, and caregiver workload before making
the professional judgment to delegate and being accountable for that decision.
As part of delegation, the nurse is also legally required to provide ongoing
supervision by directly observing and evaluating the unlicensed delegate's
continued ability to perform the task safely (Hansten & Washburn, 1994). The

frequency of supervisory visits is also determined by nursing judgment (ANA,
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1992).

Nurse delegation in Oregon. The Oregon Nurse Practice Act empowers the

RN to assess, educate, supervise and evaluate the care given by those to whom
she/he delegates (OARS 851-47-010). Delegated nursing functions include
skilled nursing care tasks such as insulin injection, blood sugar monitoring, and
new ostomy care. The 1996 Administrative Rules for Licensure of AFHs state
that the AFC provider shall not request a psychoactive medication to treat a
resident’s behavioral symptoms without a consultation from a health professional
(doctor, nurse, or mental health practitioner) that includes: (a) discussion and
use of behavioral methods, (b) demonstration of provider and all caregivers of
psychoactive drug knowledge.

The Oregon Nurse Practice Act permits RNs to delegate the administration
of non-injectable medications, including psychoactive drugs, to nonprofessional
caregivers in CLTC settings (ORS 851-47-030). Nurse delegation services have
allowed the state to reduce NH use and expand community-based alternatives
(GAO/HEHS-94-167).

The methods of accessing professional nursing services for AFC client
needs in Oregon varies. The Senior and Disabled Services Division (SDSD)
administers the AFC program and uses its local case managers (who may be
employed by the state, county, or local Area Agency on Aging [AAA]) to assess
client service needs, determine financial eligibility, develop and monitor care

plans, and authorize services (GAO/HEHS-94-167). The case management
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programs are used to hire and deploy independent or home health agency RNs
to serve Medicaid-funded clients (Kutza, 1994). Some AFC providers in Oregon
hire independent consulting RNs or agency RNs for ongoing contact with
physicians, delegation, and care need (Ladd & Hannum, 1992; Kane et al.,
1995). The state of Oregon pays for RN visits to Medicaid-funded clients while
AFC providers or families pay for RN visits to private pay clients.

The RNs of interest to this study are available through the Medicaid claims
data, identified as personal care RN, also called contract RN. The RNs may be
hired by the state as independent RNs, home health care agency RNs, mental
health agencies, or private duty RNs.

If an AFC client is not seen as expected in the context of a need for nurse
delegation by a RN who is reimbursed by SDSD, it is possible that a visit may
have been made by a RN from either individual RNs, consultant firms, the
Visiting Nurses Association (VNA) or a public service agency. About 25% of the
VNA's caseload is to Medicaid-funded AFC clients. It is not possible to account
for RN visits to AFC clients outside of the Medicaid reimbursement system.
However, the vast majority of RN visits to AFC clients are reimbursed by the
Medicaid reimbursement system.

The state specifically defines the role of the nurse in CLTC to be
consultative, rather than the direct provision of care. The nurse is to assess, plan
care, teach, and delegate (SDSD, 1994). The community nurse is hired by the

state primarily to train and monitor unlicensed CLTC caregivers (GAO/HEHS-94-
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167). State policies in effect in 1994 required AFC providers to access nurse
delegation services when a client is newly prescribed psychoactive drugs.

Oregon is unique in combining Medicaid and Administration on Aging
services under one state agency (Clark & Rhoades, 1994). While SDSD provides
payment for and oversees LTC services, operational responsibility occurs at the
local level through Area Agencies on Aging [AAAs] (Kutza, 1994). In the state,
LTC service delivery is provided through a network of local government, private
agencies, and regional state offices (Kutza, <ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>