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1.0 Executive Summary

In September 2011, the Administration for Community Living (ACL) awarded a contract to NORC at the
University of Chicago (NORC) to develop an evaluation study design to batlerstand ahassess the
effectiveness ofong-Term Care Ombudsman ProgmsthTCOPs). NORC wadaskedwith building the
evidence base on LTC®#h order to develop recommendations for a rigorous and comprehensive study
design that investigates prograffi@ency and program effectiveness at multiple levels, including the
residentfamily, facility, local/statgprogram,and federal levelsI he effort was led by NORC with

extensive input and assistance from the ACL amdchnical Advisory Group (TAG) thatas createdo

guide and inform the overall research objectives and design of the pfé&members reflected a

broad range of knowledgeable stakeholders, with particular expertise in the areas of ombudsman
programs; aging program evaluation; elder abngglect and exploitation research; and {wrg care
systemsThe 14 TAG members included Rosemary Biggins, James,Bif@ Toby EdelmanEdM, JD

Doni Green, Alice Hedt, Brooke Hollistd?PhD,Rosalie KanePhD, MSW,Debi Lee, Yvette Lugo,

Jackie Mgoros JD, Ana PotterJD, William ScanlonPhD,Lori SmetankaJD,and Jean Wood. This
document representsetltulmination of that6 month efforeanddescribes approaches to evaluating the
LTCORP that incorporassongoing feedback from the ACL and TAG migens.A list of participating

TAG members and their affiliations can be found\ppendix A.

Key tasks of the design process involved the development of a family of four logic modalsetiad
overarching research questions to guide the evaluaisovell asthe identification of data collection

tools and data sourcésat informthose questiong.hediversity of proposedactivitiesreflecstheACL 6 s
gods for this evaluation, the commitment to a population health frame of reference, andcséuan
LTCOP characteristics that influence design optitmsn effort b address both the goaisthe
evaluatiomas well as uncertaintyegarding futurevaluation projeciunding we have developed a multi
modal approach to evaluating the LTCOP that ifllyigcalable and features sufficient flexibility to

handle an extensive or modest allocation of resources with a high degree of scientific rigor.

The evaluation study design for the LTCOP consists of two major groups of actaviiexess
evaluation ad an outcomes evaluatioBoth the process and outcome evaluations contain muttipgs
sectional and longitudinaata collection activitiethatcombine existing data sources with new data
collectionthat are botlguantitative and qualitativ&everal core sources of data include interviews (in
person and telephone), gays, focus groups, case studiasd a cohort studZollectively, these

activities gather information from multiple perspectives, including retsdémily members, facility



staff, ombudsmen (state and local), stakeholders, federalastdfbther individualgvith interests irthe
program.Data collected as part of these evaluation activities can be used to support a number of analyses
regarding lhe processes and outcomes of the program as well eanedgseslt should benotedthat

while the process and outcomes evaluation activities are integrated and complementary (and sometimes
combined), the components are separate and any one compameatpursued independently of the

others.In thefollowing repori we present greatertdd on each.TCOP evalation activiy.



2.0 Introduction and Overview

In response to widely reported probleimgolving poor quality of care in nursing homes, timabudsman
program begain 1972as a Public Health Service demonstmaiwoject in five stateSThe 1978

amendments to the Older Americans Act (OAA) established the LTCOP natioiwitinistered by the
Administration on Aging (AoAthrough grants to sties and territoried. TCOPs currently operate in all

50 states, the District of Columbia, Puerto Rico, and Guam.

As mandated by the OAA, thHCORPS s mai n r es p onsi bAppendxiCé&sSedioane t hr ee
712 of the OAA) First and foremost, theTICOP advocates on behalf of residents of g care

facilities, including nursing homes, board and care homes, and similar adult care facilities. In this

capacity, ombudsmen identify, investigate and resolve complaints about the care residentwitbceive

respect to their health, safety, welfare and righéxond, the program advocates for systemange by
representing residents6dé interests before gover nme
monitoring federal, state and local regulationdicpes, and actions that potentially affect residents of
long-termcare facilitiesThird, the ombudsman program proe&information and consultation to

facilities and residents and their families as well as collaboration with other ag@icasgh eduation

and outreach, the LTCOP aims to build capacity for advocacy in a number offivags.include

supporting family and resident councils, developing citizen organizations, and empowering residents and

their caregivers to more effectively advocate airtbwn behalf.

The first national evaluation of the LTCOP was completed in 1995 by the Institute of Medicine (IOM).
Since that time, significant changes have occurred in thetéongcare environment, including an
increase in consumer options in restidrcare and an increasingly older, frailer, and more diverse
population of longterm care resident®Vhile the LTCOP has historicalfilled a vital needor some of
soci etyds most hesechangeshave plaeced greateuapdsmore tomplaxdsion
prograns In its fifth decade, the LTCOP operates in a very different stemographic, economic and
political climatethan was the case duriitg last conprehensive evaluation M&ars ago, making this an

opportune time to rassess the abiligf the program to meet its legislative mandates.



3.0 Evaluation Study Design Goals

The ACLO6s four main goals for the evalwuation of t

1. Documentation of mbudsman practices, approachasd processes, including analysis of the
similaritiesand differences acrostate programs;

2. Provision of feedback ttederal state and local program staff about what is working and areas

for improvements in the LTCOP;
3. Documentation of the outcomes of the LTCOP; and

4. Measurement of program efficiency and todlection of program cost data to support program

planning continuation and/or expansions.



4.0 Characteristics of the LTCOP & Evaluation Designs

In developing an evaluation design for the LTCOP, key attributes of the program that influence potential
study design options were consideredparticular the following program characteristics and their design
implications were taken into account:

In multifaceted and complex prograrauch as the LTCOP, it is challenging to establish a clear and causal
relationship between inputs, outpuasd outcomes while also taking into account contextual fatttats

may influence these relationshifsh e L TCOPG&6s out c o me sntshamevmodenatadby i pl e
myriad contextual factors, and may take several years or more to become afiparent. pr ogr amés go
i mproving residentsdé quality of I|ife anaddngual ity
easily attributable tthe programEven absent concerns about demonstrating causality, significant time

would be required to observe any cause and effect relationships that ddtexistterrelationships of

cause and effecthe strength of these associatioasd followup time required to observe themust be

understood when consideriegaluationdesign options for the LTCOP.

Implications for the evaluation design: A realistic and relevant assessment of the program will focus on
meaningful measures over which the LTCGI8 h reasonable amount of control. These include-short

term and to a limited extent, medittme r m out comes t hat reflect progres
overarching, londgerm objectivesThis involves defining outcomes in a way that limits their scap

factors over which the LTCOP has direct influence. Further, these outcomes must be interpreted in the
context of the LTCOPOG6Gs r es o uhvaryecansidenaldy. ot her cont ex

Although states are tasked with ensuring that $taiel programs meet specific requirements that flow

down from the OAA, they also exercise considerable discretion in fulfilling program functions in a

manner that best serves their elderly populatinsat es 6 abi |l ity to expand prog
their broad flexibility in administering the program (e.g., organizational locatiboth the state and

local levels sources of funding) means that great variatiexistin the structure, operatioand

effectiveness of ombudsman programs across sitBsugh the resulting diversity of program

characteristics tailored tocal contexts is atrength of the program, the same heterogeneity poses

challenges for developing sound research and evatudéisignsAgainst this backdrogyowever there

appears to be sufficient uniformity in goals and prograoness state® be able to talk meaningfully

about a set of common programmatic elements that define a single LTCOP.



Implications for the evaluation design: The proposed approach will include a set of core variables that
addresses program elements that are common across all states, as well as a series of customized modules
that will focus on specific topics whiclpply only toselecedstates, suchsshomebased carelhis

approach permits us to gather standardized information on fundamental LTCOP program fdsliires w

also collectingnformation on important characteristics that are not uniform across states.

Althoughthe Naional Ombudsman Reporting System (NORS) currently collects information on a
common set of variables for the LTCOP nationwide, its ability to consistently and reliably describe
ombudsmen activities has raised conce@igen thedecentralizedmplementatia of the programthe
collection of high quality datean be ballenging Further, variability in interpretatioof data itemsand
thediversity ofdata collectors across sites (threats to irdegr reliability) introduce additional concerns
regarding tle utility of this data set as a viable source afgpam informatiorthat can inform effectively

on programmatic outcomeSor examplethe large number of complaint codes (133) makes consistency
in interpretation difficult across and within programbata provided by NORS on the extentlohg-term
careombudsmarfLTCO) activities, moreoverarelikely to be incompletef-or example,he informal

work performed by ombudsmen thaedootrisetote | e v e | of b eomplantec loassi fi ed
i ¢ o n s md$(ads audgeddy ombudsmen themselyesgygo urdocumentedAs a result of these
examples, any use of NORS quantitative data must be used with caution.

Since the inception of NORS, the extent to which the data are employed as the AoA intended and the

degree to whichtheymeet federal, statand local needs, remains unknowhe Office of the Assistant

Secretary for Planning and Evaluation (ASPE) recently assessed the reliability of NORS based on a

review of2008NORS instructions and datASPE identifed several concerns with respect to
inconsistencies in reporting, concluding that the
on Aging to understand and descri bend)he activitie

Implications for the evaluation design: Any use of existing NORS dafar LTCOP evaluation
purposewill first require a careful review of data elemenfthe examination will help to better identify
ways to fill critical knowledge gaps needed to better understand and/or ah@ygsues surrounding
data collection, use and consisterey well as inform angotentialrevisions to NOR$ the future This
would entail an examination of the data itself as well as interviews with ombudsmen regarding the

process by which data acellected and quality assurasgeracticed

Limitations aside, NORS remains potentially usédulinforming proposed evaluation activities that rely
on aggregate dataych ashe ecological study on systems advoc@®scribed in more detail iregtion



8.32). The narrative sections of NOR@nalso be valuable for identifying systems advocacy efforts
across states for the proposed commissioned paper on legislative accomplishments of theak WaDP
as case studies on systems advodaeya collectedt the local and state levadan be used for the
outcomes evaluatiowhere casdevel information is needeéfor example, the proposed analysis of
ombudsman andursing homeomplaintdata(Section 8.3.1)ely on information that is collected at the
local and state level which is not forwarded to the AoA.

Any new data collection effort, although it would require a significant investafeimie and resources,
must incorporate guidance materials, training, and ongoing technical stgpposuresound quaty
measurement and meaningéalllection, reporting, andse of program data.

Programghatare intended to serve all members of a target population present one of the most difficult
challenges for dggning a rigorous evaluatioti.a program is fully implemented, by definition there is no
comparison grougn the case of the LTCOP, consumer advocacy, which is one of the key program
responsibilities, is intended to benedik olderresidentof nursihg home facilities and licensed board and

care homesncluding assisted livingn 12 states and the District of Columbia, the LTCOP is also
responsible for hombasedongterm supports and servic&siven that the main thrust of the LTCOP is
targeted tall olderresidents of longerm care facilities, identifying a comparison grasipspecially
challengingBecause the program has been in existence since 1972 serving essentially the same purpose,
furthermorethere is no opprtunity for a prepost comparison at the program level.

Implications for the evaluation design: One strategy to develop a comparison group ofltib@OP

users is to identify residents/consumers who pursue complaint handling with agencies other than the
LTCOP.Another way to addresvaluatng outcomes that are intended to benefit an entire population is
to first identify programs that are "stronger" and "weaker" on certain parameters related to, for example,
consumer or systems advocacy, and compateomes between stronger and weaker prograassly, it

is possible to employ a ppost design examining changes in facility and consumer status based on a
specific LTCOP interventiorlhe intervention, in this case, would not apply to complaint inyegsdn
(given that complainants can only be identified after the fact) but to education/outreach or systems
advocacy activities that ombudsmen initiditke effort, moreover, would need to be identified prior to
deployment, reflect federal mandates, aadehthe potential to haved@monstrablémpact at the

consumer or systems level.



In addition to the hybridole® that ombudsmen play (resembling the classical ombudsman model but
without the neutral stance the positimas historicallyassume}] the LTCOP itself can be understood as a
hybrid programwhen we view its advocacy activities across different levelthe individual/consumer

level, advocacy iprovidedin the form of direct services that are typical of humanrise delivery
programsThese services are offered through consultations, referrals, complaint handling, and via
education and outreach activities to build the capacity for advocacy amongitongervies and

supports (LTSS) residendsd their caregiws. At the systems level, the LTCOP engages in more

traditional advocacy activities common to advocacy organizations such as monitoring and commenting on
laws, regulations, government policies and action, and mobilizing stakeholders toward collectiveoactio
support persogentered care practicesandpolicBe spi t e their shared fAadvoca:
advocacy (service delivery) and systems advocacy are profoundly different activities in the case of the
LTCOP.Another related challengmncerns whettr the state LTCO, local level erttes, or both

participate irsystems advocacy workighificant variationsexistamongstates related to their practices

and policies ofvhois doing the sgtems level work and the role thihe state LTCOplaysin leadirg that

effort.

Implications for the evaluation design: Given the distinction between consumer and systems advocacy,
asoundevaluation design requires developing individually tailored evaluation approaches that reflect the
hybrid nature of these programafares.This also points to a need to carefully define terms so that
disparate activities that fall under the same term (e.g., "advocacy") or activities with different names or
audiertes but which arsimilar, are not confused by researcheis i@spondest The IOM report, for
example, notethat, as operationalized by some ombudsmen, advocachloamoles among

ombudsmen, redators, adli protective services, arservicesTAG members, furthermore, advised
prefacing questions to residents regarding adup work in accessible languagben describing the

activities performed by ombudsmen

An important feature of the LTCQOR most statess its heavy reliance amainedvolunteersin 2010,

8,813 certified volunteer oraldlsmen supported the program, a figure representipgi@@nt dall
ombudsmemationwideGi ven t he significant role volunteers p
options must recognize the tremendous contribution of these individuals and be adagtadit work

flow and logisticsln addition, there are differences across states in how they usediusiteers which

! p.42, Institute of Medicine. (1995Real people real problems: An evaluation of the }emgn care ombudsman programs of the Older
Americans ActJ. HarrisWheling, J. Feasley, C. Estes, (Ed.). Washington, DC: National Academy of Sciences



may allow for importantomparisons across programs in terms of both program efficiency and
effectiveness.

Implications for the evaluation design: The design will neetb account for possible differences

between volunteers and paid staff such as the responsibilities assigned to each group, their respective
motivation to perform, and expectations for training and performémeelditian, the use of volunteers
aparticularlyimportant element in cosinalysesMonetizng the value of volunteer labgin addition to

other inkind resourcesgan demonstrate the ability of the LTCOP to leverage donated resources for
implementing the pragm.

The three broad categories of letr@gm care settings include nursing homes, board and care homes
(inclusive ofassisted living andimilar adult care homes), and hotresed cardJnlike the other settings,
nursing hanes are heavily regulated by the federal governnidm.other two settings are either less
heavily regulated, or are regulated to a greater degree by individual Staga®sults in a greater relative
degree of homogeneity among nursing home servimégion than amaogn service provision in other
long-term caresettingsMoreover the OAA authorizes responsibility for ombudsmen to serve residents
who live inonly nursing and board and care facilitidsile responsibility forindividuals receiving in

home services (where ombudsman services to these individuals existiatnaéihdated by states.

Implications for the evaluation design: Ideally, evaluation activities that aim to make inferences about
programmatic outcomes will involve collection of infation from programs that are as homogenous as
possible with respect to fundamental operational elemientisis way, the impact of contextual factors
that may inhibit the ability to draw conclusions about LTCOP outcomes will be mininNzesing

homes a& considerably moreniform than other longerm caresettings for LTCOP evaluation activities.
Further, knowledge about how lothgrm cards provided in board and care facilities across states is
limited, and the same holds true foriome careGiven he variability in settings and populations, any
analyses that are performed will be specific to the type of facility under investigation (data for all settings
would not be aggregatedh addition, because tlevaluationfocuses ommandates outlined in ¢hOAA,

state mandatdssuch as fom-home caré will be studiednsofar as they affect the ability of programs

to carry out federal responsibilities.



5.0 Use of CDC Framework

The proposed design has a population health orientation, following geigaesented in the Centers for
Di sease Control and Prevention6s Frlamé¢heWK.k for Pr
Kellogg FoundatiorLogic Model Developmen®uidée. For this effort NORC carried out the three steps

outlined in the CDC Frameork for conducting an evaluation desigmese include:

Engaging stakeholders, through convening A& to offer input and feedback on all aspects of

evaluation design
Describing the progranmoth through narrative and through logic modekis)d

Focusing the evaluation desigthrough identification of key concerns, research questions,
prospective data sources, and methods

For each step in the evaluation, the CDC Framework offers a set of 30 criteria for assessing the quality of
evaluation activitiesicross the domains of utility (are the information needs of users met?), feasibility

(are plans realistic, prudent, diplomatic, and frugal?), propriety (are activities both ethical and legal?), and
accuracy (is technically accurate information reveatet@nveyed?).

2 Centers for Disease Control and Prevention. Framework for program evaluation in public &R 1999;48(No. RR
11):[inclusive page numbdrs
3 W.K.Kellogg Foundation. 2004. W.K. Kellogg Foundatiomgic Model DevelopmenGuide



6.0 Use of Program Logic Models

The foundation for the LTCOP evaluation desigia £t of program logic models that were developed in
consultation wth the ACL and the TAGThe logic models are intended to provide a common
understandingf how theLTCOP operates and to clarify how program elements and their associated
activities translate to desired shorhedium and longterm outcomesThe family of logic models is
presented iM\ppendix D and includes outcomes that were revised afida@ in cancertwith the ACL

and TAG.

For the evaluation study design of the LTC@/e have focused orthe shortterm outcomes and a select
number of mediunterm outcomes in the logic modeWithin this context, we consider outcomes at all
levels, incling consumér facility, localktatdprogram, andederal While outcomesn the overarching
logic modelare currently described as increasing or decreasing on a given measure, it may be useful to
provide national benchmarks or statgiivalentbenchmark®n various indicators as a means to provide
feedback to states on their performarfgegpendix | presents recommendations from the TAG on how to
potentially measure these outcomes and where to locate available data so@aeitsion to this

feedback, e development of meass for the evaluatiowould benefit frombuilding on measures used

in previous studiesf the LTCOR such as those carried out by the IQMs HelenBader ReportCarroll
Estesand her colleagues, as well@berLTCOPresearchetdDatarelated &orts that would &o serve

as useful references include the workhafNlational Association of State Lofigerm Care Ombudsman

Program8(NASOP)standingdatacommitteethat is specificallyasked with examining NORS data

4 Consumers refeotresidents, families, and their representatives.



7.0 Overarching Research Questions

Severalsouces guided the devel opment olhadditioreto teeMogit uat i or
model s, we referred to the ACLO6s goals for the ev
206 specifications on evaluations of programs authorizéadivye Act , t he |1 OMbés 1995 r
discussions with the ACL.

Using these sourcewe propose that the national evaluation of the LTCOP address the following

overarching questions:
Process Evaluation Questions

1. How is the LTCOP structured and halwes it operate at the locdlate andfederal levels?

2. How do LTCOPs use existing resources to resolve problems of individual residents and to bring
about changes at the facility and governmental (Istate andederal) levels that will improve

the quality of services available/provided?
3. With whom do LTCOPs partner, and how do LTCOPs work with partner programs?
4. How does the LTCOP provide feedback on successful practices and areas for improvement?

Outcomes Evaluation Questions

1. Are the critical functios, includingfederallymandated responsibilities, of the LTCOP at the
local, state andfederal levels carried out effectively and efficiently?

2. How effective is the LTCOP in ensuring services for the full range of residents of LTSS facilities,

including irdividuals with the greatest economic and social needs?
3. How costeffective is the LTCOP at the local astdte levels?
4. What impact do LTCOPs have on letegm careopractices, programs, and policies?

5. What i mpact do LTCOPs haveHarepandrigngs8 i dent sdé healt



8.0 Evaluation Design Options

There are a number of options for evaluating the LTCOP, each with varying costs, scope, implementation,
and complexityGiven the uncertainty with respect to funding fiasiure evaluationactivities we have
developed &calable flexible, andmulti -modal study design for a comprehensive evaluation of the

LTCOPthat addresses tlapprovedesearchyuestionsThis design has a number of appealing features.

The design iscalablebecause each informatigathering activity can involve larger or smaller

sample sizes (e.g. numbers of people, organizations).

The design iflexible because we can incorporate larger or smaller numbers of distinct

information gathering activities (e.g. number of focus gronpsjber of surveys).

The design isnulti-modal because it involves data collection using both qualitative (e.g. focus
groups) and quantitative (e.g. surveys, cohort study) methods.

These design features and data collection strategies consider progcen@ffiincluding cost and
resource utilization, and program effectiveness at multiple levels, including the consumer, facility,
local/state, and national level€ollectively, the approach can be expanded or contracted depending on
available resources amgeds, making it adaptable to future resource availability.

As noted aboveht evaluation design consists of two major groups of activipsocess evaluation and
an outcomes evaluatioBoth the process and outcome evaluations contain multipledigation
activities, some of which are gualiive and some quantitativall quantitative data collection activities
aretargetedat gathering data tharecurrentlynot available or deemed potentially unreliable in existing
data source In contrast, galitative datacanbe collected to supplement and provide context for
guantitative data anchnbe particularly helpful in addressing research questivmving program

processeas well as outcomes that are not amenable to quantitative approaches

Table 1 belav summarizeshe proposed LTCOP evaluatiantivities.It should benotedthat while the

process and outcomes evaluation activities are integrated and complementary (and sometimes combined),
the components are separate and any one component could bel mospendently of the others.

However, ve strongly recommend thtite Core Process Data Collecticand theModular Process Data
Collectionoccur simultaneoushBeparating the two data collectiaativitiesin time would not only

decrease scientific rigde.g., the same set of respondents may not be able to participate at two distinct



time points) but also increase costsf{edding surveysrepetition of fixed coststc.).Adding modular

sections to the core data collection, moreover, can be donegihataost.

With respect to the order in which the activities are rolled out, we strongly recommend Dataihed
Review of Existing Data Sourcasd theCore and Modular Process Data Collectioome first.There is,
however, some flexibility in segmcing the remaining activitie®/hile procesgelated data collection
efforts generally precede the outcomes evaluation, outcoetasd activities that draw on existing data
sources or are not informed by t@ere and Modular Process Data Collectioanbe pursued earlier in

time.
Process or
Outcomes
Evaluation (or New Data? Evaluation
both)? Activity Qual Quant Yes/No/Maybe Goal
Process Detailed Review of Existing Data X X No 1
Sources
Both Core Data X X Yes 12,3,4
Both Modular Data X X Yes 12,3
Both Commissioned Papers X X Yes 1,3
Both Case Studies X X Yes 1,2, 3
Analysis of Ombudsman and
OLiEsinEE Nursing Home Complaint Data S A .
Qutcomes Ecological Study X No 3
Outcomes Cost Analyses X Yes 2,4
Outcomes Cohort Study X X Yes 3

Threeappendices have been included to assist the reader in understanding how the proposed evaluation
activitiescan becarried outAppendixEi s a matri x of the evaluationods
guestions, data sources, data collectiothoas and logic model outputs/outcomégpendix F andto a

limited extentAppendix | (which areconfined to outcomesjutline various data elements (raot

exhaustivdist) thatwould be collected from respondent classes (discussed further in S&fighrough

8.4.3) and the multiple approaches that will be used to collect those data.

The process evaluation will address program implementation and comettigifdelity with which
states implement theit TCOPs, givent h e p r o g r legisiate ahdgrdne reqaitements

Activities would encompass a review of existing program data sources that can be used to provide context

(



for the program, includingpcal andstate ombudsman complaint da&{()RS, Minimum Data Set (MDS),
Certification and Survey Provider Enhanced Reporting system and the Quality Improvement Evaluation
System(CASPER/QIES) previously Online Survey and Certification and Reporting (OSCAR), and

state level data (such as th&SS Scorecard, etcfhereview will be conducted with an eye toward

linking existing data to new data collection efforts that are described b&ppendix H presents an
annotated bibliography of existing data collection$aid data sources that can potentially support the
LTCOP evaluation.

To supplement the process evaluation activities described above, we proposerafaew data using

a tailored approach that involves "core" d#ia will be collected fronall states as well as "modular”

data that will collect additional information on specific strata (defined below) of interegbgets of

statesCore data wi focus on variables that apply to all states, regardless of organizational strusture,

of volunteersand so forthThese data will describe the breadth of variables of central interest for the

ACL as they apply across the board in all stdtesontast, modular data will be collected based on
identification of key characteristics or "strata" that differ across states and that are hypothesized to impact
programmatic effectivenesthese strata, for example, may include whether programs are respdosibl
homebased care or dedicate a significant amount of time to systems advdadtiqyle modules can be
developed, each with its own set of questions aimed at understanding key practices that vary by key

strata.

Ideally, the evaluation design will ihle core data for each state as well as modular data for all modules
that apply to that state. Thus, it is anticipated that some states would have a great deal of modular data
while others would have little. Resources may dictate that core data elenmekbtsttathe number of

modules andnodular data elements will need to be prioritized, thus resulting ktHaagsomprehensive

data collection on variables of interest for this objectlfes approach recognizes programmati

heterogeneity and is bositalable and amenable to both small and large budgets.

Importantly, the process evadiion core data collectioserves four key purposes. Thactivities(1)
describe the structure and operations of the program, (2) inform subsequent evaluation activities
including the commis®mned paperscase studiesand cohort study(3) identify relevant sites for case

study selection and (4) serve as "pretr variables" for the outcomes evaluation.



Core processelated data will likely be crossectional, involve both qualitative and quantitative
information, and will constitute the backbone of this part of the LTC@Ruation.Core data will reflect
both the breadth and depth of characteristics that are shared by all LTIG®PBsssible that resource
constraints will require prioritizing of core data topics or the number of elements within eachf tibisc.
is thecase, it should be expected that some univeragibjicable topics will receive limited or no

attention at all. Once again, this approach permits flexibility and scalability without compromising rigor.

Process evaluation core data will address evalugbafs 1 and 4, and relate to understanding the

structure and operations of the LTCOP; determining the resources necessary to carry out responsibilities;
assessing the dity of the program to meehandated responsibilities; identifying how states cantyttoe

program relative to the logic model that was developed; and determining how core activities of the

program can be improved, among other areas of investigatiterms of the logic model, the process

evaluation will collect information regardinggh pr ogr ams é i nputs, activities
extent outcomes (in the case of ombudsmen responddRespondents for the process evaluation focus

on program staff at the local, state, and federal $aslvell adocal and state ombudsmassociations.

Additional respondent classes that need to be considered are State Units on Aging and other host agencies
at the state and local levels (such as Area Agencies on Aging) that play a role in the how programs are
structured and operate. Thesekstwlders have been identified for the outcomes evaluation but there

may be a need to seek their input earlier as part of the process evaluation, especially if cost data are to be
collected (Section 8.3.2).

Process evaluatiooore data will be collected in a standardized maah#re state levéiom all states

and from a random sample of local progrdines, census)

At least burrespondent classes (e.g. groups) will participate in the process evaluatioateore d
collection; different data elements will be collectaniossclasses, bun all statesidentical data will be

collectedwithin each class

Class 1:Federal ACL staff, €nters for Medicare and MedicaidNIS), National Ombudsman
Resource Center, Natidnassociation for States United on Aging and Disabilf\WSUAD),
NASOP,National Association for Local Long Term Care Ombudsniil(_TCO) (data collected

from all)



Class 2 State ombudsmen (data collected from all)

Class 3:Local, paid staff (random sangpfrom each state based on size of program/number of paid
staff)

Class 4:Volunteers (random sample based on size of program or number of staff; sampling can be
done on state level by identifying a list of all volunteers, or within local programs acctrdouzl

program size; other options are available and depend on securing comprehensive, accurate volunteer
lists.)

Core pocesdata collection will solicit information on resources/inputs (including costs) as well as
activities and outputs identified in the logic modéiss anticipated that these core data will cover a
variety of topicsOur approachwhich utilizes respondent classpsrmits collection of data on the same
or similar topics from diverse perspectives, atsb accommodates collection of information that applies
to only one class of respondents.

While not an exhaustive list, the following are examples of critical information that we propose for
inclusion in the process evaluation core data set, sortezspgmdent class:

Class 1:Federaktaff and national associatiagnprogram operations, feedback to and monitoring of
state programs, adequacy of resources, barriers to effective operation, interactions with state

programs, inteprganizational relationship use of program data for strategic planning.

Class 2:Stateombudsmern program operations, organizational placement, interactions with local
programsstate mandates, program autonomy, adequacy of resourcesyg#rizational
relationships, politicatontext, main activities, successful programmatic approaches, barriers to
effective operation, ombudsmen characterisficggram sizegata management systernadget
information funding sources, disclosure confidentiality, legal coumesldentranstions to less
restrictive settings, designation of local programs, access to client records, feedback to and

monitoring of local programs, leadership.

Class 3:Local, paid stafi program operations, organizational placement, interactions with state
program, adequacy of resources, integanizational relationships, main activitiesybudsmen
characteristics, training, skills and qualificatipdgrity of roles, data management systeluslget

information rural vs. urban placement, lines of authority.



Class 4:Volunteerss ombudsmen characteristics, training, clarity of roles, skills and qualifications

level of support from both local and state office, knowledge of office of staB©PT

Ideally, data will be collected via4person and telephone interviewing as well as comgasgsisted
surveysRecords review will also be incorporatetbithe data collectiorOf particular interest in the

program records review is the availability of information in the following adasateristics of paid

and volunteer staff (including demographics, skills, qualificatilmwvegl of effort/FTEand tenure),

training and management of staff, cost data, funding sources, and organizational placement at the state

and local levels.

In addition to qualitative data, process evaluation core data will yaeld'fectangular" data set$hat is,

all elements should apply to, and be collected from each ébtiheespondent classdsis anticipated

that state will be tharkt "clusering” variable because Class 3 ddill be related to one another (i.e.,

not independent) because they are grouped within states and local prayeegect that most

analyses will be conducted within each respondent dtassever, if thee are programmatic features for
which data are collected for more than one respondent class, comparisons across these groups will be
possiblelt is anticipated that the smallest number of respondents will be in Class 1, followed by Classes
2, 3 and 4. Itshould be emphasized that because Clasaad®are clustered within state, the clustering

of these data will need to be taken into account in the analysis. In addition, it is anticipated that the
number of respondents for Classesn84 will differ acoss states depending siae whether local

programs existand possibly according to how sampling is conducted for these classes.

On the basis of data collectiémcusingon the structure and operations of the program (in addition to
existing data souss at the statdevels),we expect to identifikey issues affecting program effectiveness.
In addition to providing descriptive statistics on HTECOP, the process evaluation will alfacilitatethe

analysis of similarities and differences between giaigrams.

Program evaluation modular data will likely be crssstional, involve both qualitative and quantitative
information, and act as a targeted, tailored supplement to process evaluation core data fordtopics a
programmatic features that are heterogeneous within and betweenldéatiys. modules will be

developed for all LTCOP strata that differ across states and that can reasonably be expected to impact
program effectivenes8Vhen possible, program evaligat modular data should be collected at the same

time as program evaluation core data.



Ideally, strataspecific modules will be administered in all states to which the module applies. For
instance, a module targeting issues associatédlWWICOPcomplaint handling imomebased care will

be administered in all states where the LTCOP suppshieme carelt is possible that resource
constraints will require either prioritizirthe number of modules that are developed and deployed and/o

the need to deploy modules in less than the complete set of states in which they apply.

The large number of potential strata upon which modules will be developed will require different
respondent classdsven in cases whereaudular data can be collected effectively from one respondent
class, it will be useful to collect parallel data in multiple classes if different perspectives are desired.
Ideally, program evaluation modular data will be collected from the same classbs aathe

individuals as those that participate in the program evaluation core data collection.

Modules can be developed for any LTCOP stratum that (1) differs by state and (2) is hypothesized to
impact program effectivenesbhrough the modular data collection, we will obtain information on
mandates that vary across stateshould be noted however, that state mandates will be studied only to
the extent that they support or detract from federal responsibiRti¢sntial str& include:

Home care responsibility

HCBS affecting both home care and board and care homes

Levels oftime devotion to systems advocacy work

Nursing home closures

Natural disasters (Hurricane Katrina, wild fires, earthquakes, etc.)

Consumer financial @tection

Efforts at culture change

Responsibility forserving as a primary finder of fact fabuse, neglect and exploitaticeports in

long-term care facilities
Absence of volunteerand

Senior Medicare Patrol (SMP) collaboration



While data collection methods will vary somewhat based on the topic and classes of respondents, in
general, it is recommended that data be collected ypalison and telephone interviewing as well as
computerassisted survey3his approach asmes that respondents hawelrnet access and that email
addresses or other means of delivering the URL can be identifezdly, pracessevaluation modular

data collection willbccurconcurrenty with the processevaluation core data collection, and will utilize

the same individual respondents within each respondent class.

Processevaluation modular data will be cressctional, and will supplement core data in a number of
ways.Data will be pooled with core data and examined to understand LTCOP operations in states that
share a key characteristic of interddiese states can also be compared to "control" sites that do not share
the variable of interest or analysts can statisticaljysaidhe data from states that do not share the
characteristic, or to a variety of control groups that can be constructed from the core ttatdsiion,
modular data may also be used to inform and develop case studies around certain topics.

Commissioning formal background papers offers an opportunity to providiepitthh understanding and
analysis orspecificissues. Two potential topics for comnsgoned papers include a review of the
legislative accomplishments of the LTCGiRce the last IOM study J&ars ago and an examination of
barriers to full inclusion of board and care facilities under the ombudsmen umhAdalifonal topics for
commissimed papers may pertain to useafd adequate accesslagal counselGiven the flexibility of

this design element, other subject areas may be suggested by ttees ACidy resources permit.

The time horizon to realize successful systems advocacy efforts is often several years if not decades and
the process ifequentlyindirect, complex, and nelimear. Any meaningful evaluation of systems

advocacy needs to focus on proximate and traeaabllts of progresBor these reasons, the new data
collection we propose aystems advocacy (seec@ion 8.2) is limited to a focus on immediate and

intermediate outcomes.

I n order to take a much | onger viverecomomendt he progr a
undertalking a commissioned paper on the fedesthte, and locallevel legislative and policy

achievements to which the LTCOP contributBdcause the time period against which advocacy
accomplishmentsan be measurad often shorter than ideal,igag new data collection with a longer,

retrospective examination of the program througltracturedoapercanbe a fruitful way to capture both



the requisite characteristics for successful advocacy (including strategic capacity and adaptability to
chang ng, wunpredictable circumstances) and the full

activities.
Possible questions to be answered include:

1. How do LTCOPs approach legislative and policy change efforts?

2. What supports and barriers are in place reladg¢te achievement of legislative or policy change?
3. What topics are most commonly the subject of legislative and policy change efforts?

4. Are there common catalysts that prompt legislative or policy change efforts?

5. What outcomes have beanhieved throughese effortd

6. What level of efforis required of LTCOBto achieve specific legislative or policy changes and

over what period?

To datethe extent to which successful advocacy efforts have been systematically résorotecear

TheNursing Home Refon Law which passed as part of the OmniBuslgetReconciliation Act of 197

is often cited as an accomplishméntvhich theL TCOP contributed but there are likely other policies

and practices in which the LTCOP played a role since the last IOM $tadhe commissioned paper, a

document revieweanbe conductedand includenewspapers, annual reports, the NORS narrative section

on systems advocacy, andtBenb ud s men Resour c e Datecanblsomhédsawmpfiomh | i cat i
interviewsand surveysvith ombudsmenifidependently or witim the process evaluation) and staff at the

NationalOmbuds man Resource Center who are an i mportant

Under the OAA, LTCOPs are responsible for serving residents in skilled nursing facilities, nursing
facilities, board and care facilities, and any other similar adult careshomkiding assisted living
facilities. In the OAA,afboard and care horés defined as an institution regulated bstate pursuant

to section 1616(e) of the Social Security Act, which requdis@es to enforce standards for any category
of institutions, foster homes, or group living arrangements ighvaisignificant number of supplemental

security income benefit recipients residaese regulations vary by state as does the use of the term

National Long Term Care Ombudsman Resource Center, Hunt , S. Jun
to Improve Life for Residents. 0 Retf faut/fdes/eo/systemmdvochcypaper:pdf/ www. | t ¢ o mb



fiboard and care home, 0 which could be used interc
o]

r fAead sliismi ng facilities,d depending on the state.

Although many states have begun covering assisted b@ngcescosts through Medicaid waivers, most

residents pay privately or through leterm cardnsurancepolicy. Board and caréacilities vary great

in terms of size and the services they providle.average, these facilities are larger in number than

nursing homes but house fewer residefitsaconsequence of this geographic spread and volume of

facilities, the capacity of ombudsmen to provide gular presernein board and care facilities can be

more challenging than in nursing homBgspite the fact that the OAA expanded ombudsman coverage

to include board andcare homed 981 (and fAdassisted |iving facility
Algtner m car e f dNORS datsuggesthat TCOCDA6 not visit board and care homes as
regularly as they visit nursing homeg.the same time, the ACL has never defined full implementation

of the mandate toéprovide Aregul ar accesso.

A commissioned papecould examine barriers tand opportunities foeffectiveservicefor individuals

who livein board and care and similar adult care horf@esnpared to nursing homes, we know less about
the extent to which the LTCOP is involved in board and faiéities, how ombudsmen address the
needs of board and care consumansl whether serving residents of these facilities pose different
challenges than serving nursing home resid&utential bpics for further investigation include
Medicaidfundedhome and community based services (HCBS) consumers who reside in board and care
facilities, the ability of LTCO programs to influence state laws and policies related to these s#téngs,
physical and social environment of board and care homes that mag conducive to protecting

compl ai na ortothdy bapiers to making complaingmd the potential lack of guidance on
advocating for special populations (such as those with developmental disadnilitiestal illnesy The

data collection effort wuld draw on state laws and regulations, LTCOP policies and procedures, and

surveys and interviews of state and lamabudsmen

Whereas modular data will be collected from all states that share a key characteristic (home care
responsibility, etc.), case studies will enable us to examine certain issues requiring more focleg#t, in
study.We propose two possible topidsest practices and systems advoc&@iherareas for studynaybe
identifiedfrom the processvaluation Regardless of the topics that are pursued, this general approach

allows great flexibility and scalabilityt should be underscored that careful identification of ajppate

®According to NORS Instructions, the ACL defines fachdity covera
regular basis not in response to a complaint, by paid and volunteer Ombud&®agular basisneans no less frequently than
quarterly. Not e that the information requested is the undufid)i cated num



sites around the given topic areas is critical to the success of case $tudalest follows, we offer a
starting point for considering the criteria upon whitdtesscan be selectedhput from the ACLwill help
inform the validity andelevance of the data sources and help determine their utility or whether other

sources of information (existing or new) would be more applicable.

One potential topic for case study is an examination of best practisasc@ssful ombudsman programs.

For this effort, the |1 OMO s withdespedttoéldmerastofipmgramo f fAe x e
infrastructure and functiorserves as usefuktarting poinfor selecting state¥.he remaining two ideal
typesofpraci es i ncl ude fAessential pr @dlthoughcBysatshavend funacc

passed since tlyavere first developed, the standastifi serve as an important guide to ombudsman
work today.For many ombudsmen, tbemodel practices offer a badis both measuring compliance
with legislative mandates and a standard to which ombudsmen programs aspire.

In the 1995 report, the IOM developed the following prerequisites for effective ombudsman program
performancetocation of the office that maximizéesh e pr ogr amés strengths (taki
account); qualifications of representatives; legal authority; resources (financial, information management,
legal, and humahn FTE : bed ratio, FTE volunteer ratio); unified, integrated, and cohesive progra

operations; individual resident advocacy services; systemic advocacy work; and educational services.
Exemplary practices in these areas are a composite of the most successful elements that existed in state

and local programdn order to achieve the stest of exemplary practices, all essential practices need to be

in place and be refl ected Atthetimbthe IGM stutlyevastcarried t i vi t y
out, the committee did not seek nor did it locatprogram that adopted all elementgxémplary

practice If the IOM standards are employed, data on each element of exemplary practices may be

collected from the process evaluation to identify sites for selection.

An alternative for selecting prograrfts case studynay be to draw on inpditom ombudsmen and
expertsinthefielldThe Of fi ce of I nspepdntr, Gebfefr ad tdisvé ODBY u d s
Six Case Studies,o for exampl e, selected states (
ombudsmen regarding the best overatigpams and frequent citation by experts in the field and in the

review of the literatureTwo additional highly regarded states (DC and NJ) were selected because of their
unique and outstanding features with respeatsivong enforcement fostand exterige legal support

An earlier OIG study found that successful ombudsman programs were characterized by high visibility

" Office of Inspector General. (199Bffective ombudsman programs: Six case stu@Report No. OE02-90-02122). Washington,
DC: U.S. Department of Health and Human Services.



through the use of both paid and volunteer sxfigrams handled complaints expeditiously, were highly
publicized, secured adequateditial resources, and effectively recruited, mangayed retained

volunteers.

Ot her possibilities for sel ect inorsingfacdilitesandwardst at es d

and care homes and/or states with lpghcentages afonsumer atisfactionwith respect to complaint
resolution.To begin considering @kes forcase studieswve present i\ppendix G a ranking of states
based on various indicators, using data from the 2010 NOR®r criteria for successful practices or
outcomes cabe applied and discussed with the ACL

A second proposed topic for case study is ateipth exploration of systems advocacy, a core function of
LTCOPs specified by multiple legislative mandates under the Q#Ais role,ombudsmeriimust

address and attempt to rectify the broader or underlying causes of problems for residents of LTC
facilities. When working on the systems level, ombudsmen advocate for policy change by evaluating laws
and regulations, providineducation to the public and facility staff, disseminating program data, and
promoting the developmentofi t i zen organi zati ons &@nibudsneesi dent
typically fulfill this responsibility through legislative, judicial, or admingive advocacylimited
resourceshowever, oftemprevent systems advocacy wadkbe fully implementedcross programs

resulting insignificant variationin systems advocacy activity from state to state and locality to lacality
According t02010 NORS data, the time devoted to monitoring/working on laws, etc. (distinct from

education and outreach) among state ombudsmen ranged freroehito 65percent.

A focusednvestigationof this critical aspecbf ombudsmeris work is essentiato understandinghe
LTCOPO6s over all f un andtheoheteroggouanatdrefsysténts advicace makes s
it well-suited for a case study approathlike theombudsmanamplaint handling functiowhich is

universal, the agenda for systems advocabgngedrom jurisdiction to jurisdiction, anderives from
complaint handling trends and particular circumstanekded to the provisioaf long-term care in a

given areaThe window or opportunity for systems changalgsunpredictablend the time course or

arc of action from agenda setting through realization of systems advocacy objectives can span multiple
years A case study of systems advocacy effods tell us what, in addition to more funding and

resourcesganimprove the efficiency and effectiveness of the LTCOP in fulfilling its responsibilifies.

8 p.72,Institute of Medicine. (1995Real people real problems: An evaluation of the }temgn care ombudsman programs of the Older
Americans ActJ. HarrisWheling, J. Feasley, C. Estes, (Ed.). Washington, DC: National Academy of Sciences.



approachoffersa processriented focus ohowselected state and local LTCOs engage in practices

identified in the 1995 IOM report (pp.18®83) as exemplary in the area of systems advocacy, related to

Agenda development and modification, and communication on agenda developtweenbe
state and local LTCOs

Capacity building among residents and their caregivers, through participation in and |paafershi

stakeholder coalitions,

Regular, meaningful, angro-active collaboration with regulatory agencies, legislators and
stakeholdes to leverage an agenda that supports resident rights and consumer protections through
regulatory, legislative and legal actioasd

Recognition of role of the Office of LTCO and authority to represent

Acase st udyisedmoative anblysie @& systems advocacy will rely on constructs and tools
developed in the advocacy evaluation literatRaynor et af, for example, providea construct for
assessing critical organizational capacities for advocacy that includes domains to megt§olee
characteristics of LTCO leadership, internal management of LTCO programs, adaptation of state and
local LTCOs to changing needs and partnerships, and the skill set of LTC@eféfiari® offers a set

of interim outcomes related to policg.¢., awareness, salience, attitudes/beliefs, public will, political

will, constituency or support base growth, media coverage, issue reframing) and to advocacy capacity
(organizational capacity, partnerships/alliances, collaboration and alignment,ngateésaging; new
advocates, new champions, organizational visibility/recognition, new donors, more or diversified
funding). Policy goals are differentiated to enable measurement of interim steps in the systems change
process, from development of a propbshange and success in placing the change on the policy agenda,
through adoption or blocking of the proposed change, and on to implementation, monitoring, and

maintenance of a change.

Using these constructs and measures in a case study of systems ablveebnjed states and localities

would requireadditional data gatherin@volving:

Additional respondent classesuch as state legislators, nursing h@nd board and care/assisted
living associatiog, and judges involved in elder justice or bankruptcy cadesse respondents

would vary dependingn thespecifictopic or topics chosen for the case study.

® Raynor J, York P, ShaBhee S (TCG Group). 200&¢hat Makes An Effective Advocacy Organization? A Framework for Determining
Advocacy CapacityLos Angeles, CA: The California Endowment.
Y Coffman J.2000AUs er 6s Gui de t o Adv oGamhrigge, BA: dldrvard Eaimity Res&atclaRrajett.n g



Additional data instrumentuch asnedia tracking (to identify trends in coverage and content in
print or social media over the coursean advocacy campaign), policy tracking (in addition to
legislative history, monitoring of trends in regulatory and administrative decision making by
public agencies and courts, as well as decision making and implementation at the level of
residential cee facilities)and structured interviews with policy or thought leaders (to gauge the
influence of LTCO piority issues among the range of LTC issues in a jurisdiction or to query for

a ranking of issues).

Additional analytic tools, such atwork mapping or social network analysis (to characterize the
extent and strength of coalitions in which LTCOs participate or take a leadingTioite)

approach t@nalysiswvouldidentify active paticipants in systemsdvocacy in additiorto the

LTCO, counting the frequexy of task force partigiation (to give one exaple), the quality of
participation as measured in ptision of information, staff or financial suppdidr task force
activities, or disseminatioaf task force findings through communictons, testimog, and other
advocacytasks.

Case stuiks can provide thoughtfgshapshatof current activities at the time of data collectialong

with a retrospective lockack at factors contributing to tieamrentstatus of systems advocacy.

Selection oktateghat wouldbe examined iwvariouscase studies will require discussions with the ACL
to identify states that are employing successful systems advocacy strathigeisalanéng other
responsibilitiesFor example, tates nay be selected based on a significant amount of time dedicated to
systems advocacy work (expressed, for example, by the ability to meet a minimum 50% tlagshold
indicated in NOR¥ Employing this approach, however, would first requieterminingthe meaning
behind the NOR®&umbers to ensure that selected cut points (sensitivity analyses) are both valid and

programmatically meaningful.

The second major set of activities in the evaluation design involves collecting and analyzing program

outcomes using both existing as well as new data collection tools and sources.

Given that the LTCORP is targeted tbraursing home and board and care féieifi identifying a
comparison group for a rigorous study desgychallengingNonethelessye have identifie@pproaches

that take this challenge intmnsideration



Although the LTCOP is available to residential consumers, not all elect to utilizegbisrce when an
issue arisesAn alternative is to file a complaint with the state certification agency or other mechanism
that regulates and enforogisevancesincludingthose provided bfacilities'. One approach to assessing
the LTCOP is to compamnsumer complaint outcomes between LTCOP users and state certification
agency (norL TCOP) usersAn advantage of thievaluation activityis the use of existing data sources,
includingombudsman and nursing home complaint ddtavever, it should be notetat it will be

difficult to find comparable complaints or complaint situatioespecially since the role of the LTCO is
distinct from those ofegularly agencies

A recent study by Troyer and Satfs#ustrates this approach and may serve asidegior an evaluation

design that pursues this line of investigatibrawing on complainhdata fromtheNorth Carolina

Division of Health Service Regulation (the state certification agency) and the LTCOP from 2002 to 2006,

as well as facility measures rliCASPER/QIES (the@SCAR), the authors found significant

differences in substantiation rates between the two ageki¢ieseas 9perceniof ombudsmen

complaints were verified, less than half @&8centof t he st ate certifieation a
substantiatedn addition, the study revealed that the two agencies were not duplicating efforts when

examining matched categories of complaints.

Among other methodological issues that needed to be considered with this desaiectiimdbiasesit

the same time, the selection biases themselves (while arffas®resuringigorous meaningful
comparisonsgan providanformation on differential uspatterrs inthe ombudsman programelative to
other complaint resolutiostrategiesFor example, itd possible that younger, more able bodied, residents
pursue alternative, formal channels@porting complaintsvhile older, relatively more vulnerable

residents may find the LTCOP to be more accesaifitieculturally appropriate becausfdts less forma

approach

In an ecological study, the unit of analysis @ogulationor other aggregate measure of individuals. This
is in contrast t@ther designs such aszahort study where the individual is the unit of analyBecause
ecological studies require the availability of aggregate data describing both exposures and outcomes,
NORS data may be potentially useful in this setthig.ecological study on systems advocacy (or other

activity or event with potential outcomes at the aggregate leffels thepossibilityto leverag over15

™ 1n some states, programs do not serve residents under 60 years of age. These younger residents may register cofaplkiiets, with
regulatory agencies, or other grievance mechanism.

2 Troyer, J. L., & Sause, W. L. (201Xyomplaints against nursing homes: Garing two sources of complaiftrmation and

predictors of complaintsserontologist51(4), 516529.



years of aggregatddORSdataas a researatesourceln this context, we propose conducting one or
more ecological studies in which information relevant to systems advocacy can be used as "predictor"”

variables and NORS data used as outcomes.

As with all designs, ecological studies have strengtdsaeaknesses. Tigpotheticalexample that

follows is intended to illustrate the strengths and weakness of one potential application of the ecological
study design in evaluatinhe impact of systems advocacy carried out kyLfhCOP.This scenario

involves a successful statewide initiative targethmgincrease iproblemsrelated taheft and loss in
long-term care facilitiesBased orunfavorablgrends in theft and losomplaints observed the

p r o g IN®ORSuata, State A requests facilities tdst copies of their policies on theft and loState

A compares these policies to requirements in state law to determine hoviatiitigs are meeting these
requirementsin collaboration with facilities, a Theft and Loss Prevention Tip Sheet is gmaknd
distributed to residents and familiesall facilities in State A. Distribution of the Tip Sheet to residents

and families is also incorporated into admission procedures in State A

In this example, the unit of analgds the statdNORS datacanbe used to describe the outconmeinber

of complaints regarding financial property, aggregated by state), and the predictor variable (distribution of
tip sheet or someelatedeffort targeting the prevention of theft/loss) is a simple yes/no variabbeder

to demonstrate how the initiative impacted financial property complaints on the aggregate level, NORS

data are examined over a period of 10 years in several states that did and did not undertakevee initiat

Figure 1 shows 10 years of aggregatadnfinancial property complaints four hypothetical statefn

2006, State A(described above) undertook an initiative to reduce theft and loss wdongare

facilities. The threeother states in Figuredid not initiate such a prograrggregatd NORSdata on

financial property complaintsidicate thatomplaints for theft and loss decreased dramatically in 2006
shortly after the Tip Sheet began to be distributed in State A. Reductions in theft and loss continued to
remain low several yea after.In the three states that did not undertake the initiative, the total number of
financial property complaints stayed relatively steady from 2000 to 2010, suggesting that the change in
frequency of complaints could be related to advocacy effatgdisulted irthe development and

distribution of the Tip Sheet.



Total number of financial property complaints between 2001 and 2010 in four states
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At the same timgeit must be stressed that we cannot concludefehadr reports of theft andss

decreasedn theindividual levelor thatany reductions in theft or loss warausedy the initiative.ln an
ecological study, wean only say that there is a strong suggestiorpitmdtiems with theft and loss
decreasedn the aggregate level imaanner that appears to involtree facility-based prevention

initiative. This is because ecological studies do not "connect" exposures and outcomes on the individual
level or in a causative manndiey can only provide insight into relationships that o@tihe population
level.In fact, it is possible that other, unrelated issues were occurring in State A at the samd&8tipne as
Sheets were distributed to residents and famifies example, it is possible that in 2006, there was a
high-profile case inwlving theft or loss in State A that heightened awareness of this problem in a manner
that increased vigilance among residents and families in StétésAvossible thadther sucHactors and

not the Tip Sheetyere actually responsible for reductiongheft and loss in State Ahese factors are

called "secular trends" and they represent an important methodological issue that must be considered
when drawing conclusions from an ecological studys is especially true in situations where aggregate
data on secular trends are absent or where identification of potentially troublesome secular trends is
difficult. Nevertheless, ecological studies are a relatively inexpensive strategy that could be utilized to

examine the impact of LTCOP systems advocactherpopulation level.

An additional imitation of usingecological studies concerns the availability of data that are relevant to
systems advocacy workhe potentiabutcomes otertainsuccessful advocacy efforts may not be

collected in NORSr other emblished data sourcesor instance nitiativesrelated to increasing



personal care needs allowances or improving nursing home complaint handling by licensing and

certification do not have relevant outcomes captured in N@Rgpassessment of the effectsthese

policies would require new, tailored data collection efforts examining outcomes before and after
implementation of the policyYAnother challenge pertains to the level of aggregation in NOR&e

example provided above, tracking the complaimtdice Af i nanci al , propertyodo acrtr
examining the impact of the Tip Sheet interventMiile a complaint code exists for problems regarding
theft and | oss, the broad category ofainisthataranci al ,
not directly relevant to the intervention. Examples include billing/charges and personal funds that are not
disaggregatedihese data, however, may be available at the state and local levels.

Where data are availalded relevanthowever NORS has the potential tmmplemenbtherproposed
evaluation activitiesuch as theommissionegaperon systems advocacy (Sectio.8.a) andoffer a

more comprehensive understanding of systems advedtysby employing different approaches and

sour@s of datalmplementation of an ecological study in tandem with a commissioned paper can tell us
not only whether a piece of legislation was successfélgsed (whilean achievement iand of itself),

but whether thakegislation had @ositiveimpact onthe residents it was intended to h&lpCOPs have

collected NORS data for over 15 yearsl these data, when used in an ecological study, may potentially
address the role that programs play in preventing problems istdomgcare facilitieswhile the mmber

of complaint investigations is often useddemonstrate the effectiveness of ombudsman programs,
ombudsmen also play a critical role in preventing problems from occamishggevention of these

problems is difficult to measure and therefore goe@saognizedThe prevention of problems, however,

is likely to be realized through broad systems advocacy efforts whose impact could be explored using one
or more ecological studiem the Tip Sheet example above, we see that in State A, there wasteeciéar

of increasing complaints for theft and loss, and the frequency of these complaints decreased dramatically
following deployment of the Tip Sheet. It can be argued that the data in the figure can be used to estimate
the number of prevented theft anddaomplaints, thereby providing an opportunity to "measure"

problem preventiorcological studies that utilize aggregate data from NORS or another sogitas

nursing home deficiency datauld examine a variety of questions related to the impagistérss

advocacy, assuming that the apgpiate exposure and outcome datre available at the aggregate level

for relevant periods of time.

Using this approach, we may identify variables in the NORS data that are suitable for use as outcomes in
an ecologeal study!f this is the case, we can examine these outcomes in one or more states, either in a
single year or over timé.ikewise, we can think about aggregated data that are potentially related to

systems advocacy such as funding levels, and use thahation as the "exposure” or predictor variable



in this type of studyin this way, we can identify shifts or drifts in advocaelated variables and relate
them to relevant outcomes in NORE=r example, if there was a sudden change in a federaker sta
policy that midnt impact outcomes of the LTCO®Re could use NORS data to examine if there were any

meaningful changes in key outcomes after this policy change.

A key series of activities in theutcomesvduation design involves leveraging data collected in the

process evaluation and using them as "predictor" variabthesepredictorvariables will then be used in

the outcomes evaluation, which will focus on collection of impact or "outcome"Ftattheoutcomes
evaluationour approaclonce agairnvolves collection of "core" and "modular" data, but this stage of the
design focuason outcomes, rather than program characteristics and prodgese@utcome data apply

to all LTCOPRsregardless of statprogram structure, etc., and to parallel classes of stakeholders in each
state.In contrast, modular outcome data involve endpoints that pertain to a subset of states as a result of
heterogeneity in stratas described abov€ore data will be collectediiall states from several classes of
respondents as resources perfriilese respondents should ideally be the same as those described in the
process evaluation activities, with the addition of complainants, k&@S§i8ents and representatiyves

facilities, and stakeholdersn addition to core data, multiple, tailored modules will be developed that aim
to assess heterogeneous outcomes that are linked to keyRrgiandents for these modules may also
vary, but within a module, respondents will be unifolcroas state#s with the process evaluation, not

all modules will apply to each state, and for modules that do apply, multiple classes of respondents can be
engaged to provide a fuller understanding of each topic.

Whereas the process evaluation will eotlinformation from program staff (discussecdbattion 8.2), the

outcomes evaluation will focus on program recipients (residents, facilities) andwltitecsllaborate

with or havean interest in the progranmcluding stakeholder§Vith respect to théogic model, the

outcome evaluation wil!/| collect information regar
state/localand federal levelAs noted earlier, outcomes related to ombudsmen themselves, however, will

be collected as part of thegeess evaluatiolRather than conducting interviews or fielding surveys with
ombudsmemt two points in time, carrying out these efforts simultaneously will result in not only cost

effectiveness but methodological rigor.

Core outcome data can be crggstional or longitudinal, depending on resources and timeliviieite
crosssectional outcome data can provide a "snapshot" of key outcomes at one point in time, longitudinal

data are superior for a number of reasongudicg the ability to capture trajectories and the ability to



collect data on diverse programmatic outcomes that may not all "appear" at one point in time. Thus,
longitudinal data collectionannot only allowfor more complex, sophisticated descriptioh®atcomes,
theycanalso reduce the risk of failing to identify programmatic benefits that may occur at later points in
time. Core outcome data will involve both qualitative and quantitative information, and they will

constitute the backbone of the LTCORtcome evaluationdeally, outcome evaluation core data will

reflect both the breadth and depth of impacts that the LTCOP can reasonably be held accountable for, and
for which rigorous measures can be identified and depldlyedpossible that resourcenstraints will

require prioritizing of core outcomes that will be examined, or of the number of specific data elements

that will be collected for each topic. If this is the case, it should be expected that some universally
applicable outcomes will reces limited or no attention at all.

Data will be collected in a standardized manner from all s(agescensus)

At least Srespondent classes canitdentified/recruitedor outcome evaluation core data collection;

different data elements will be collectadrossclasses, but identical data will be collectethin each

class Obtaining multiple perspectives on LTCOP processes and outcomes is critical fomgrowittext

to data collected as well as ensuringaiety of vantage points-or example, several TAG members
expressed reservations about the accuracy of fab#ised survey3 here was concern over whether
responses on certain outcomes, particularly the management and allocation of LTCO resourcés, would
skewedbecause of a ¢ i | i-ihtérestdMith tlee enbinfy misunderstandings related to LTCOPs,
furthermore, TAG members advised that questions are prefaced with definitions of terms or descriptions
of LTCO responsibilities andre expressed imccessile languageThese issues are important not only

for residents who may not be familiar with the

administrators who do not fully understand the
Class 1:.LTCOP complainants
Class 2:.LTSSresidens and their representatives
Class 3:Former residents dbng-term care facilities

Class4: Facilitiesi staff andadministratorsat the facility itself as well as the corporate level where

there are nursing home chaitrde associations



Classb: Staleholders (SUA directors, AAA directors, surveys and certification, APS, consumer

groups, etc.)

Ideally, respondents will comedm areas/live in facilities thatere surveyed in the process evaluation to

allow for matching between the process and outcaaie d

It is anticipated that outcome evaluation core data will cover a diversity of t@uicgpproach permits
collection of data on the same or similar topics from diverse perspectives, and also accommodates

collection of iformation that applies to only one class of respondents.
Class 1:.LTCOP complainanté complaint handling, consumer satisfaction with LTCOP, etc.

Class 2:.LTSSresidents and representativeawvareness of resident rightsTCOP, and LTCOP
advocacyaccesibility and availabilityof serviceqconsultations, complaint handlingjouncil
participationand supportconsumer confidence in raising issues.

Class 3:Former residents abng-term care facilitie§ prevention of problem4. TCO role in

transitionsout of facilities

Class4: Facilitiesi administrators/staff interactions with bodsmen programspmplaint resolution
process, visiting and consultation process, educatiatigitees, role of ombudsmen, facility size,

type of facility, awareness of sident rights, mbudsman functions and program goaisareness of
prevention of problems due to LTCO interventiparceived professionalism and helpfulnets
ombudsmerto residents and familieembudsmen provision of information and resources to stippor

personcentered care, coalition/stakeholder engagement.

Classb: Stakehol@r knowledge of resident rights abn@iCOP, interorganizational relationships,

callaboration.

Ideally, outcome evaluation core data will be collectedn4aerson and telephone interviewing as well
as computeassisted surveyslowever, tle latter approach isftennot realistic for many older adults,
particularly those in skilled nursinghus, inperson interviewsr focus groupsnay be necessary in orde
to captire consumelevel information Online data collection may be more feasiblefémility staff, and

perhaps also for family members of consumers.



In addition to the availability of extensive qualitative information, omte@valuation core data can

generate a number of rectangular data sets representing diverse information from a variety of respondents.
It is anticipated that state will be the first "clustering" variable because all classes of respondents will

share prognamatic characteristics that are defined to a large extent by the states in which they live or
operateWe therefore expect that most analyses will be conducted within each respondent class.

However, if there are programmatic features for which data dectad for more than one respondent

class, comparisons across these groups will certainly be possible.

Modular outcomes evaluation data can be esessional or longitudinal. This information will involve
both qualiative and quantitative information, and act as targeted, tailored suppégémentcome
evaluation core data for topics and programmatic features that are heterogeneous acrddeatges.
modules will be developed for all IJOP strata that differ agss states and that can reasonably be
expected to impact program effectivenddentification of modules will be conducted with the assistance
of the ACL.

Ideally, strataspecific outcome evaluation modules will be administenedllistates to which the module
applies.For instance, a module targeting outcomes associated with LTCOP operations -inaseihe

care will be administered in all states whefferingin-home ombudsman servicéisis possible that
resource constraintsilwequire either prioritizing of the number of outcome modules that are developed

and deployed and/or the need to deploy outcome modules in less than the complete set of states in which

they apply.

The large number of potential staipon which outcome evaluation modules can be developed will

require a corresponding variety of responddf®n in cases where modular outcome evaluation data can
be collected effectively from one respondent class, it may be useful to collect patallil chultiple

classes if different perspectives are desilégehlly, modular outcome evaluation data will be collected

from the same classes and the same individuals as those that participate in the core outcome evaluation

data collection activities.

Outcome evaluation modules can be developed for any LTCOP stratuifl fthffers by state and (2) is

hypothesized to impact program effectivendspreliminary list of these strata was presented above in



the process evaluati@ection of this documenitopics related to any of those strata can be developed
and deployed in states to which they apply, and be administered to one or more respondents, depending

on applicability.

Ideally, outcome evaluation tdawill be via a secure, wdimsed data entry applicatidrhis approach
assumes that respondents hiternet access and that email addresses or other means of delivering the
URL can be identifiedAs noted above, this is unlikely to be the case in masitientlevel data

collection, but is likely to be more feasible wittility staff. In-person interviewing, whether computer
assisted or with paper, is possible, but will be costly, especially if repeated (longitudinal) outcome
measures are desirddeally, modular outcome data collection walEcurconcurreriy with core outcome

evaluation data collection, and will utilize the same individual respondents within each respondent class.

Modular outcome evaluation data can be csEssonal and/or longitudinal, and will supplement

universal outcome data in a number of wéya. instance, modular outcome data for a given stratum or
strata can be pooled and examined to understand LTCOP operations in states that share a key
characteristiof interest. These states can also be compared to states that do not share the characteristic,
or to a variety of control groups that can be constructed from other strata.

A critical component of demonstrating the value of the LTCOP rests on economic adalyst®nomic
evaluation or cost analysis of the LTCOP can assess whetrmarthees delivered by the progranifier a
good return on investmenthese analyseslsocarpr ovi de a means to compare

relative to alternatives.

In a cost analysis, we begin by estimating the full economic costs of operatinfGRPLThree steps
are involved irderivingthis estimateThesenclude identifying resources (both explicit and implicit
costs), measuring their use, and monetizing the value of those resdVindesxpenditure data are
available on the progranm(FY2010 total program expenditures from all sources were $87,677%),013
this figure does not capture implicit costs, particularly the use of volunteerAikes. strength and
defining characteristic of the LTCOP, however, is its base of trained and dedickteersOf the

total number of ombudsmen who carried out the responsibilities of the program in 2010, 88 percent were

23 http://mww.aoa.gov/aoa_programs/elder_rights/Ombudsman/index.aspx
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unpaid.As a result of this basic programmatic featinrenost states/territorieagglecting tancludethis
unique segment of the LTWP workfore obscures the full costs invely in operating the program. Other
implicit costs that need to be considered include transportation used for facilityagsitsll as shared or
donated resources such as space, and potentially, equifiinesg¢costs may be particularly relevant for
programs located within State Units on Agiiagd local/regional entities located within area agencies on
aging or other muligervice agenciesyhere personnel, office space, and equipment may be shared,
donated, oborrowed.

Whil e assigning a dollar value to each programos
the implicit costs of established federal programs such as the LTCOP poses unique ch8lieceyés.

inception, states have been aceafthroad latitude in implementing their respective programs, a

consideration that results in great diversity in program structure, approach, and operations, including
utilization of human resourceshe consequence of this variation for valuing resourceésllar terms for

implicit costs is considerably more complex.

In the case of explicit costs, resources are easily monelibecchallenge is to allocate costs
appropriatelypetween the LTCOP and other personnel, space, or equipment that are poginatialtyat
agencies where programs are locatdter determining the division of resources, if any, on a digte
state basis, labor, fixed, and variable costs can be calculatesingypudget and expenditure ddteat are
available from each prografdsing standard accounting principles, costs for equipment, such as

computers, can be amortized over time.

Time and space are the primary types of implicit costs that need to be V@il the underlying

variation in program components and structuresgcsbate and local programs, the calculation of some
costs is subtle while others have an uncertain dollar vahigis especially true for monetizing volunteer
servicesbecause athe wide variation in roles that volunteers pldfhereas some programseu

volunteers largely as friendly visitors, others task volunteers with the same work that paid ombudsmen
perform, including complaint investigation and systems advo€ttyer programs may have volunteers
play an ever largevariety of rolesFurther, LTGPs in four stateserve as the primary finder of fact for

of abuse, neglect and exploitation reports in targn care facilities. This may be a tiroensuming
responsibility which is outside the scope of the OAA functidigach of these roles demandditherent

level of skill and responsibilitgndvaluing these rolemustreflect those clear and sometimes subtle

1n some states, other responsibilities that go beyond-@égkribed functions include witnessing advance directives and convening
ethics panelsSome states have additally provided authority to LTCO programs to serve populations beyond those identified by the
OAA. Examples include services to individuals receivingg@me services, transition or follewp services to Money Follows the

Person demonstration projects,sees to residents of ICF/MRs or other settings primarily serving younger individuals with disabilities.



differencesAs a result, assigning a dollar value to the contribution of volunteers will likely be neither
uniform across or even within séat nor will it be the same for all types of voluntebrsome instances,

the equivalent salaried job category of paid staff (factoring in experience) may be used for this Purpose.
Where no comparable substitute exists and the dollar value is unkntnswoategies have been

employed to quantify volunteer services, including assigning market rate salaries or average state hourly
rates.A suficiently wide scopeof salarycomparisos, howevershould be eployed, given the diverse

roles the ombudsmen playVhatevermethods areltimatelyused state and local variations in factors

such as how volunteers are used and cost ofjlimostalsobe consideredlhese issues apply, moreover,

to staff as well as volunteers.

Another category of implicit costs to be valued inclsgace or other equipment donated to the LTCOP.
The extent to which TCOPs rely orin-kind contributions vaesby program ands expected to be partly
determined by program structufeor examplethe location of a program withfBUAs presents potential
benefitsto programsThese include administrative support, ongoing professional trairéegf shared
facilities as well as sufips and clerical suppoftVe anticipate that much of the calculation of implicit
costs will require securing tailored information on each program thafawsilitate valuation ofin-kind
resources in dollar termk addition to recordseview, this information can be collected as part of the

process evaluation from state ombudsmen, as desdnil@=ttion 8.2n thisreport

Once all explicit and implicit costs have been identified and calculated, the cost analysis for the LTCOP
will not yield a single figure, but a range of figur€gveral key decisions involving plausible alternatives
for measuring and valuing resources must be made at various points in the aiadgsigdecisions will

relate in large part to estimating the value@finteer timeAs a result, calculating a figure for each of

the competing assumptions and presenting a range of estimates is recomistitates on the total

costs of the LTCOP can then be compared to existing calculations of total program exge tikiido

not consider implicit cost3.he resulting difference between the two figures represengbitlity of the

LTCOP to leverag€onatedesources foimplementing thgrogram In the absence of volunteers and

other implicit costs, programs wouli#tély incur greater costs in order to provide the same level of
service By calculating the total costs the LTCOR cost analyses can effectively demonstrate the value

of volunteersand other donated resourd¢egshe program.

15 A consideratiorusingthis approach ithat paid ombusinen may not be funded fullExisting wages may bw despitethe complex
work that is involved.



Having calculated the T C O Rotalscosts, the range of cost estimates can serve as a foundation for
additional cost analyses.o address how the LTCOPO6s relative cos
approaches, cosfffectivenes analysis (CEA) can be us€ZEA examines the costs of a program and
weighs them against various outcomes byUnitafl cul at.
effectiveness measure a quantifiable outcome tltatrisal© t h e p bjectives#t shéukd beo

noted that while all states would be required to
the application of CEA need not be equally comprehen€iZé can be applied to any number of state or

local programs, depeing on available resources and can be used to highlight certain features of the

LTCOP.

One strategy to evaluate the ceffectiveness of the LTCOP is to divide total program costs by a
meani ngful measure of effectiswdwedsd 4wcldedsxriim wnmb
successful investigatioAdditional examples of potential cost effectiveness analyses using other

guantifiable outcomes include:

Cost per consumer reached (including complaints and consultations)

Cost per consultation

Costper complaint resolved

Cost of monitoring facilities (regular visits and responding to complaints and other requests)

Cost per volunteer (taking into account the cost of training/managing volunteers compared to the

type of work they perform; compare to to$ paid staff doingimilar work)

Given that all program expenditures are unlikely to be devoted to any single task, whether it be complaint
handling, consultations, systems advocacy, education or other astiwignticipate that one
methodological cHeengewill be isolating expenditures dedicated to complaintother specific

activity) and determining the cost per complaint resolved.

A costeffectiveness analysis must look at the marginal costs and benefits of a program compared to the
status quei.e. what would have occurred if there were no LTCI@Rhe absence of the LTCOP, would

other programs fill the void, possibly at a higher cost because so much of the LTCOP workforce consists
of volunteers®ould consumer needs go unméffe potential argsis to address these questions would
compare the cosffectiveness of certain ombudsmen services to that performed by other agencies

employing a different service delivery model.



Another possibility in approaching cost analyses involves measuring the cost of leaving problems
unresolvedAlthough it is difficult to measurthe costs associatevith avoidng a problem, there may be
some types of complaintgith tangible costs that cdre measuredhese may include problems related

to abuse, neglect and exploitatimnunresolved health issué¥hile it may be possible to capture these
outcomes with hospitalization rates or some other indicator, attributing the outcome to the LTCOP may

itself pose challenges, before any attempt at monetizing the measure is even considered.

One of the first steps in considering cost analisessuring that valid data are available and

standardized definitions aeenployed Before any calculations can beade, it will be necessary to

examine the validity of existingatla sources that are usecost analyses:or example, arrently, the

LTCOP in Texas calculates a number of cost ratios, including average program cost per staff ombudsman
and average progm cost per certified ombudsman (staff or volunté@ifer states are likely to do so as

well. The ability to provide valid data, however, is likely to vary by state as will the reporting tools that

are used across statbtethods used would then needo standardized across states under stddgh

of this information can be garnered throughph&posedgrocess evaluation identify states where use

of these tools for costs studies may be most promifiegisting data (ppgram recordsare deemed

unreliable, using data that are collected as part gitbpeosedohort study (Section 84). may be an

option for securing high quality information for cost analyses.

One of the fundamental measures used to define program edfetivin the LTCOP is complaint
resolution.Investigationand resolutiorof complaints on behalf of lorigrm care residents is at the heart

of the LTCOP and complaint handling and its associated outcomes are most directly and tangibly tied to
the programThe percentage of complaints tipabgramsesolve during the yeas also one of only two

data items in NORS that is considered a performance outcome measure by the AoA (the other being the

number of complaints per long term care facility).

The calculdabn of the complaint resolution percentabeweverdoes not in fact refer to the status of
complaintdispositions as the name suggeRB@ther, it measurdle percentage of complaints that are
resolved to the satisfacti@f the resident or complainaii.is thereforea measure of consumer
satisfaction with ombudsmen complaint outcomgportantly, it ncludes complaints that may or may not
have been fully oevenpartially resolvedTo a large extent, thmeasure reflectissues that areithin

the cantrol of ombudsmed work. Because the program advocates for services delivered by facilities,

government agencies, and other third parties, it is not directly responsible for the provision of these



servicesAt the same time, it is important to know nailythe levels of satisfaction with the resolution of
a complaint investigation but also the actual complaint resolution, and to account for whether resolution
' ies within or out si #vahile NORS aoliect® sorhewfittese alata) thegaiesnt r o |

used appear to intermingle outcomes.

Althoughusing the percentage odmplainantsatisfaction with complaint resolutioa uantify
programmatic effectiveness has been in place for some time, NORS does noticgjuitient
complexities that chacterize the LTCOP and its clienéss a result, the annual percentage of resolved
complaintsmay not beanaccurateeflectionof programmatic effectivenedsurther, this measure
provides no information about programmatic efficieri€gnly the percenof resolvedcomplaintsare
examined programs that operate under especially challenging conditions may be perceived as
underperforming relative to their more resourich counterparts (e.g. programs with more volunteers,

funds, better partnerships, etc.).

In moving toward designing a rigorous and polielevant design for the LTCOP, it is critical to consider
how to address the challenge of measucimigplaintresolutionin a manner that "levels the field" and
permits a clear, and thoughtful assessméptagram performance across a wide range of programmatic
environmentsOne way to do this involves not only measuriagnplaintresolution as a percentage (as
does NORS), but also measuring it as a tatdudingcomplaint resolution rate into our datallection
plansenables us tevaluateefficiency becaustime isincorporaté into our study of complaint

resolution Together with the complaint resolutioerpentagestudying complaint resolution rate can

provide afuller picture of the ability of the TCOPto fulfill its responsibilities.

In order to rigorously and fairly assess the effe
obtain information ortomplaintresolution rates, a cohort study is essenfialohort study is a form of

longitudinal or observational study that follows a group of people who share a similar characlesistic

a specifiedoeriod of timeFor the LTCOP evaluation, we propose establishing a cohort of complainants

in a select number of programs who would be follo¥veth the time they initiated a grievancetie

point at which their grievance was resolv&tis cohort will be used to study LTCOP outcomes that

require followup on individuals and which are not feasibfngeither the outcome evaluation core or

moduar data.

The cohort study would be carried out concurrently with NORS but would refine dd@&i$elements
(such aglistinguishingconsumer satisfaction from complaint resolution) and include new data items

(such as demographic and health/disabilityrabiristics of residents, the complexity of the complaint,



as well as facility information for data linking purpogd3ata collection for the cohort study would focus
onidentiffingnewco mp | ai nt s t hat are opened dnutr ipnegAsiao dsop)e.ci f
with NORS, theseomplains would be followed through to their resolutidm.order to determine the

appropriate timeframe for this data collection effort, it is necessary to examine the duration of complaints
(from initiation to resolutiopand obtain measures of central tendency (e.g. mean, median, quartile

ranges) on complaint dataeally, the enroliment period and follow up needs to be long enough to cover

the duration of 80 90 percent of complaint¥hat is, we need to define a fw-up period in a manner

that permits collection of complete data on a majority of complaints that are opened and resolved during

the studys

By assessingomplaint resolution rates as well as relevafarmation oncomplains and programwith

a cohort tudy, we can more accurately assess program effectiveness under various cohltilikes.
percentagesates allow us to consider time when evaluatiognplaintresolution For example, one

program may resolve complaints 90 percent of the time wheretts'eanmtay resolve complaints only 50
percent of the timeélhe additional information on rates may reveal that despite its lower complaint
resolution percentage, the amount of time the seemingly poorer performing program takes to resolve its

complains is the sameasthe higher performing program.

A cohort study also enables us to take confoundin
(discussed further in section 814), another advantage that percentages do notwfken interpreting
complaintresolution Adjusted rategan account fotime, organizational placement, staffingvels or

mix, turnover rates, anather factors that might affect the speed with which programs resolve their

complaints By identifying these confounders and understanttiedr role in influencingomplaint

resolution rates, recommendations can be made about specific features of the LTCOP, and/or specific
features otomplains that are likely to impede program efficienuch conclusions are possible to draw

from data ciected in a welldesigned cohort studiat allows calculation of rates in addition to

percentagedut they cannot be drawn fraemistingNORSdataalone

Given the intensity of the proposedhort studyeffort and the anticipated reliance on ombudsmen t
collect study data, fielding a pilot study in a few sites prior to expanding the effort to a greater number of
programs is advesl Piloting, and eventually deploying, the cohort study evaluation instruments would

likely require the provision of incent# as well as training to ensure consistent, high quality reporting in

% The beginning of the study period is the enrollment peSothsequently, there would be a period of time when new complaints are

added to the studyntil a target is reache@he enroliment period would then close and we would follow this cohort of people for the
duration of the study period. The period between tmed @midnti tof en
will be longest for the people who are enrolled first and shortest for the people who are enrofiedviastr, if resolutions occur

quickly, this should not matter because the full duration for most enrolled people will be captured.



this decentralized evaluation environmdhsuch a function is desirethe cohort study caalsoserve as

a model for future modifications in the NORS system.

Another important conderation is the individudkvel demographic information that we seek to obtain.
One of the defining characteristics of ombudsmen work is protecting resident confideRigigents
trust ombudsmen with sensitive information not only about their comiat also about themselves.
There may be concerns among residérdseven ombudsmeéinregardinghedisclosire ofindividual
level data to researcheand it deserves emphasizing that resident participation is volu@aeyof the
advantages to a cohort syud that participants would provide informed consent prior to enrollriidig.
consent would give permission for the sharing of personal information that might otherwise not be
available to researcherBhus, the cohort study would be a regulated reseativity that would be
distinct from the service provision that LTCOPS routinely providese and other dastewardship
issues will be addressed using the most conservative approaches available, and in consultation with the
ACL and the evaluation sites

If available evaluation funding precludes the implementation of a cohort study, a less methodologically
rigorous alternative for obtaining data on complaint handling is tetase or local level data elements
that arecollected In considering this dpn and its associated methodological issues, it is necessary to
determine whether the data elements of interest are currently collEatstk data items include:

Demographic and health information on complainants

Demographic information on ombudsmanoaiandled the complaint

Volunteer or paid status of the ombudsman

Role of ombudsman in program

Manner ofcomplainanticcessing the ombudsman/how learned of LTCOP

Ease of contacting the ombudsman

Type of complaint

Complexity of the complaint

Time to initiate processing of complaints

Resolution times

Result of complaint investigation

Consumer satisfaction with services



Willingness to use LTCOP services again

Willingness to recommend services to someone else with a related issue to resolve
Availability of other options to pursue complaint

Perception of effectiveness of ombudsman

Type of facility

Size of facility and

Facility ID code (to link with other data sources)

In addition to establishing the availability of these ddéamentsthe reliability and vadlity of the data
mustalsobe systematicallpssessedome states colleatnumber of bubot all data edments listed
above Another consideration is the ease with which disaggregatedalalte obtainedln relying on
retrospective data, we may notlybe restricted analytically to what dat& a@vailablebut also to the
programs that collect thre@=data.While state or local data elements areoption for examining complaint
handling, the available data are unlikely to effectively serve the neadbhofough evaluation of the

programbés complaint resolution function.

Through an example in the following section, we provide background information on ratesefiow th
differ from percentagesyhy we believe a cohort study that includes rate measureimentie potential
to provide clear, policyelevant information on LTCOP performanemdhow this information can be

used for informed decisiemaking as the program continues into the future.

The table belovillustrates the experiences of 10 hypothetical complainants, i.e., one or more individuals
who either initiated a complaintqmplaintsl, 2, 3, 4, 5, 6, 8, and 9) or had an ongoing complaint that
continued from the previous yeao(aplains 7 and 10) dunig a hypothetical year. These people were all
clients in programi\. It should be noted that the example is only roughly modeledf ¥ORS.There are

a number of codes not represented heeeretainednly those necessary fdlustrative purposes



Program A

Complaint
number Month
Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
1 I X X R
2 | X X X X
3 | X X X X
4 |
5 | X X R
6 I X R
7 C X X X X X X X
8 | X X X
9 | X D
10 C X X X X X X X X D

I= a month in which the complaint was [nitiated

C=a case that Continued from the previous year.

R=a month when a case was successfully Resolved.

D= a case that was determined not to be pursued, or was Dropped for some reason
Cases with an "X" in December are still open at the end of the year.

As shown in Figure 510 complainants had amplaintopen at some point during the y@aiProgram A

2 of whom had emplaintsthat were continuing from the previeyear Of the 10 complainants, 50
percent (5 complainants) had theimplaintsfully resolved, 20 percent (2 complainants) had an open
complaintat some point during the year that was dropped for some reason, and 30 percent (3
complainants) still had aspen omplaintat the end of the yeaFhese numbers represgmoportions.

They are percentages of complainants with variongptaintdispositionsThe percentagesay nothing
about how long the complainants were followed, when tloeipdaintswere openwhen they closg and

so forth.Percentagealsofail to incorporatehe complexity of theamplaint available resources, the
number of staff the LTCOP had during the year, or other factors that might influence how quickly this

program resolves itsompaints

Valuable informatiortan beprovided by calculatig a rate In the same group of complainants, there
were a total of 64 months during which these 10 complainants opeoetptamt continued to have an
open omplaint or during which aomplairt was dropped or resolvedhe 64 months is called "person
time", which is the amount of time that atiraplaintswere monitored during this hypothetical ye@af.

all the months that complainants were monitored, 28 months were among complainantsontgzsats
were resolved during the year, 14 months were among complainantsesehgsaints werelropped, and

22 months were among complainants whasegmlaintswere still open at the end of the ye@omplaint



number 10 contributed 11 persoronths to the tal, but @mplaintnumber 4 contributed only 2vhile
the disposition of thessomplaintswas different, their time is counted in the same way regardless of what

happens to theiramnplaints A rate is a number of events that occurs per unit.tiRages arexpressed as

fractions or decimals, with the number ohaplaints(events) in the numerator, and the amount of person
time in the denominatom the above example, tlwerall complaintresolution ratefor the hypothetical

year was Tomplaintsper 64 pesonrmonths (5/64=0.078).

There are many statements we can make abousraplaints subsets ofamplaintsor other

combinations using ratel order to compare rates to each other, rates must be expressed in terms of a
common denominatof.he choice oflenominator is arbitrary, but is often chosen based on the amount of
time that people are followed. In this example, usel00-person months (a denominator of 1000 or even
1,000,000 is also possibl@)herefore, he overall omplaintresolution rate codlbe expressed as 7.8

cases per 100 persomonths (0.078 multiplied by 100).

Program B
Complaint
number Month
Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
1 | X X X X X X X X X X X
2 X X X X X X X X X X R

In program B, there are onlycdmplainants with aamnplaintopen during the year, and 50 percent of
these omplaints(1 person) had theaomplaintresolved.The complainants in program B contribute 23
persoamonths of time in this examplBespite the smaller number of complainantd #re same
proportion of resolvedomplaints the rate otomplaintresolution is lower than Program: A/23=0.043,

or 4.3complaintsper 100 persomonths.In fact, thecomplaintresolution rate in program A is almost
twice the rate of program B: 7.8/4B81.Because NORS does not permit calculation of rates, however,

the type of information in this example is not available.

The experience of these two programs illustrates the added value of lookamgdintresolution in
terms of rates in additiom fooking at this outcome in terms afngentagedJnlike percentagesates

allow us to take time into accountien we evaluateotnplaintresolution On the surface, a 50 percent
resolution in Programs A and B appear to be "the same," but we see tlabhpfogesolved its
complaintsfaster this year than Program B despite its higher [Daelte may be a variety of reasons that

account for this outcome.



Program B may have fewer volunteers and more compleplaintssuch that resolution of certain

complant types is more challenging; Program A might have stronger partnerships with stakeholders that
are critical for speedgomplaintresolution.Factors like these that might influence tioenplaint

resolution rate (or other LTCOP outcomes of interest theatedated to time) are called "confounding
variables."That is, they can "confound" or confuse interpretation of rates and other quantitative measures
if they are not taken into account. This is especially true if confounding factors occur much more in one
program than in another.

Currently NORSneitherpermit calculation of ratesjor allowsconfounding variables to be taken into

account when interpretingbmpliantresolution.This is in large part because (1) many variables that are

likely to act as cofounders are not collected in NOR3) the data are not constructed in a way that

permits confounding variables that are collected to be examined in relatompdaintresolution and

(3) NORS precludes disaggregated analysis of data elemarsresult, our ability to use NORS as the
primary tool for rigorously evaluati mogplanthe LTCOPS®S
resolution rate) cannot be achieved with this data solihzeswe propose conducting a cohort study in

which persortime will be collected as well as information on a host of potentially confounding variables

that carbe taken into account when we examineplaintresolution rateln the proposed cohort study

we would examine a number of outcomes that reflect how quicldgs are resolved and look at

percentagegthe "traditional" approach)oenplaintresolution rates, and also "adjusted" rates.

AfAdjusted ratesodo are calcul at ed -timé, omplastt at i st i cal
disposition, and confoundingariablesThat is, they areanplaintresolution rates that "adjust" the rates

for the confoundershese confounding variables can be on the program level (staff, budget, geographic
distance, statievel policies that impact case adjudication, etc.) @lé as the complaint level (complaint

type, first or repeat complaint, etcThe statistical procedures can describe how long cases take to resolve
in a particular state or program in relation to confounding factors, thereby yielding the adjusted rates
described aboveThus, our approach will involve several strategies to evalwatglaintresolution It

should be stressed that the newer, more complex strategies can paint a much more accurate (and
potentially much more favorable) picture of LTCOP perfamogg especially for programs that have

severe challenges such as the combination of extremely high case loads and very low staffing levels.
Adjusted rates can take these challenges into account, thereby "evening the field" across pregrams i

way that is not currently possible with NORS data.

Using Program B'samplaintresolution rate of 4.3 per 100 persmonths as an example, it is possible

that if we adjust this program'’s rate for the fact that it has no volunteers, and that @ihpertsthat



come into this program are extremely complex, we might see that Prograomintresolution rate
is actually 7.2 cases per 100 persoonths.This highlights the role that confounding factors play in
impeding the program from its centgdal of speedyamplaintresolution.Perhaps more importantly,
adjusting the rates changes our perception of the program's performance from one that was not as good as

program A, to one that is very similar to program A, "all things considered."



9.0 Summary

The LTCOP is a unigue and multifaceted program that does not readily lend itself to traditional evaluation
approachedn this report, we have presented a number of design options for a rigorous evalfiteon
LTCOPthataccounsfor the progrand s d i st i nwhiteiaddressifigehaet uA@datmental

research questionk large measurehe strategies proposed in this reparé theresultof ongoing

collaboration andeedback from both the ACL and TAG.

Collectively, the process and oatoes evaluation activitiggroposed here adesigned to describe the
structure and activities of the LTCOP andhssess its programmatic outcomes at multiple levels,
including the resident/family, facilityas well adocal/state/program and federal l&s/&Vhile drawing on
existing data sources, the proposed evaluation of the LTr€l@B8heavilyon new data collection efforts
These includénterviews, surveys, focus groups, case studies, and a cohortsinly.our strategies,
both existingdataandnew data collection can then be used to inform or support additional evaluation
activities, including commissioned papers, case studies, analysedofisman andunsing home
complaintdata, cost analyses, and ecological studibe.synergies that thipproach offers are
numerous and contribute to the efficiency of the overall evaluation design.

Of the evaluation activities that are proposed in this report, the cohort study and cost analyses are perhaps
the mostpromisingfor demonstrating the value tifeLTCOP. The cohort study in particular can provide

the most direct evidence of the programbés i mpact
Measuring and valuing the LTCO#Pthe proposed cost analysesuld represent the first timedhthe

total costs of the prograarecalculated and a clear pictusbtainedof the value othevolunteer

workforce upon which the program reliés effect, the analyses would demonstrate the cost of the

program in the absence of volunteers.

Becausetiis unlikely that achproposed evaluation activity wililtimatelybe undertaken, we have

developedand proposed a set s€alable, flexible, and multhodal activities Thescope of our

approachesan be expanded or contracted depending on resourceseasl making it adaptabledo

range offunding contingenciedvloreover, he components of theverall evaluatiordesignaredistinct

andcan be pursued independently of the othfisile the order in which the evaluation activities are

carried out is geerally flexible,it is essentialthaét he pr ocess evaluationds cor e
collection come firstGreater flexibility, however, exists for sequencing remaining actividiralyses

that draw on existing data sourcegtwse that do ndtinge onthe process data collection can commence



at any timeCommissioned papers, for example, can precede or follow the process evaluation, or it may
take place both before and aft€he timing and number of activities largely depend on whether clear
priorities and funding resources exiSametopics for investigatiomay be predefinedut promising

areas foresearchmay also be identifiedased on whas learned from the process evaluati®he same

optionholdstrue for the case studies.

While many of the design elements can stand on their own, however, it is highly recommended that
multiple evaluation activities are undertaken to ensure a rigorous assessment of the @olyramnthis
way can we obtain a comprehensive picture oLIh@OP and its impact for residents and their families,
facilities, programs, and systems.



Appendix A: TAG Members

Rosemary Biggins

Program Manager

Aging & Disability Services
Administration

State Unit on Aging

PO Box 45600

Olympia, WA 98504

(360) 725-2466
rosemary.biggins@dshs.wa.qov

James Bulot, Ph.D.

Director

Georgia Department of Human
Services

Division of Aging Services

2 Peachtree St NW, Suite 9-398
Atlanta, GA 30303-3142

(404) 657-5258
jibulot@dhr.state.ga.us

Toby Edelman, Ed.M., J.D.
Senior Policy Attorney

Center for Medicare Advocacy
1025 Connecticut Ave NW, Suite
709

Washington, DC 20036

(202) 293-5760
TEdelman@medicareadvocacy.org

Brooke Hollister, Ph.D.
Assistant Professor
University of California San
Francisco

Institute for Health and Aging
3333 Callifornia St. #LHts-340
San Francisco, CA 94143
(415) 476-2309
Brooke.Hollister@ucsf.edu

Rosalie Kane, Ph.D., M.S.W.
Professor

University of Minnesota School of
Public Health

Division of Health Services
Research and Policy

420 Delaware St. SE, MMC 729
Minneapolis, MN 55455

(612) 624-5171
kanex002@umn.edu

Debi Lee

Lead Regional Ombudsman
Centralina Area Agency on Aging
525 North Tryon St.

Charlotte, NC 28202

(704) 348-2714
dlee@centralina.org

Doni Green

Chief Aging Program Officer
Area Agency on Aging of North
Central Texas

PO Box 5888

Arlington, TX 76005

(817) 695-9193
DGreen@nctcog.org

Alice Hedt

State Long-Term Care Ombudsman
Maryland Department of Aging

301 W. Preston St. Suite 1007
Baltimore, MD 21201

(410) 767-1108
ahedt@ooa.state.md.us

Yvette Lugo

Director

Agency on Aging of the Rio Grande
Area

1100 North Stanton St.

El Paso, TX 79902

(915) 533-0998

yvettel@riocog.org

Jackie Majoros, J.D.

State Long-Term Care Ombudsman
Vermont Legal Aid, Inc.

264 North Winooski Avenue
Burlington, VT 05402

(802) 863-5620
JMajoros@vtlegalaid.org

Ana Potter, J.D.

Deputy State Long-Term Care
Ombudsman

Office of the Long-Term Care
Ombudsman

3855 Wolverine NE, Ste 6
Salem, OR 97305

(503) 378-6533
ana.potter@Itco.state.or.us

William Scanlon, Ph.D.
Health Policy Consultant
National Health Policy Forum
2131 K St. NW, Suite 500
Washington, DC 20037
(202) 872-1390
scanlonw@gmail.com

Lori Smetanka, J.D.

Director

National Long-Term Care
Ombudsman Resource Center
1001 Connecticuit Ave, NW, Suite
425

Washington, DC 20036

(202) 332-2275 ext. 206
Ismetanka@theconsumervoice.org

Jean Wood

Executive Director

Minnesota Board on Aging

Aging and Adult Services,
Minnesota Department of Human
Services

PO Box 64976

St. Paul, MN 55164

(651) 431-2563
jean.wood@state.mn.us



mailto:rosemary.biggins@dshs.wa.gov
mailto:jjbulot@dhr.state.ga.us
mailto:TEdelman@medicareadvocacy.org
mailto:DGreen@nctcog.org
mailto:ahedt@ooa.state.md.us
mailto:Brooke.Hollister@ucsf.edu
mailto:kanex002@umn.edu
mailto:dlee@centralina.org
mailto:yvettel@riocog.org
mailto:JMajoros@vtlegalaid.org
mailto:ana.potter@ltco.state.or.us
mailto:scanlonw@gmail.com
mailto:lsmetanka@theconsumervoice.org
mailto:jean.wood@state.mn.us

Appendix B: Glossary

Assisted living facility: Assi sted | iving communities provide fAho
assistance with activities of daily living (ADLS), such as bathing, dressing, toileting, and medication

administration. Some facilities provide specializ

Board and care homes: A congregatdiving arrangement for peopigho cannot live independéy but

do not requireskillednursingcare. Ths r esi denti al setgricmwgp ilsomd.so Thed
arrangements provide residents with help with activities of daily living (ADLS) such as eating, bathing,

and using the bathrooin.

UndertheOAA, a fiboard and care facilityd means an ins
1616(e) of the Social SecurtyAG.ecti on 1616(e) of the Soci al Secur
establish or designate one or more State or local atitisawhich shall establish, maintain, and insure the
enforcement of standards for any category of institutions, foster homes, or group living arrangements in

which (as determined by the State) a significant number of recipients of supplemental semmigy in

benefits is residding or is |ikely to reside. o

Case: Each inquiry brought to, or initiated by, the ombudsman on behalf of a resident or group of
residents involving one or more complaints which requires opening a case and includes ombudsman

investigdion, strategy to resolve, and follewp 19

Certification and Survey Provider Enhanced Reporting system and the Quality Improvement

Evaluation System (CASPER/QIES): Formerly the Online Survey Certification and Reporting (OSCAR)

file, the Certification andurvey Provider Enhanced Reporting (CASPER) system and the Quality

|l mprovement Evalwuation System (QIES) replaced the
2012. Maintained by CMS in cooperation with state survey agencies, CASPER/QIES includes detaile
information on all institutional health care providers certified to provide services under either Medicare

and/or Medicaidlt represents the most comprehensive source of information on facilities, patient

characteristics and regulatory compliance osmg homes.

Cohort study: A study which tracks two or more groupsross time to assess causal relationsfips

type of study can be done by goifogward in time from the present (prospective cohort study) or,

7 http:/Mmww.medicare.gov/longtermcare/static/BoardCareHome.asp
28 http://Mww.aoa.gov/AoA_programs/OAA/oaa_full.asp
9 http:/Mmww.aoa.gov/AoA_programs/Elder_Rights/Ombudsman/docs/Form_final2015.pdf



alternatively, by going back in time toroprise the cohorts and following them up to the present
(retrospective cohort study). The defining characteristic of all cohort studies is that they track people

forward in time from exposure to outcoite.

Complaint: A concern brought to, or initiated bjpe ombudsman for investigation and action by or on
behalf of one or more residents of a ldagn care facility relating to health, safety, welfare or rights of a

residentOne or more complaints constitute a cédse.

Complainant: An individual or a partyi(e., husband and wife; siblings) who files one or more
complaints made by, or on behalf of, residents with the ombudsman prégram.

Consultations: Providing information and assistance to an individual or a fatilday does nohvolve
investigating andvorking to resolve complaints (i.e., a consultation is not a case). If the ombudsman
refers someone with a concern to another agency and is not actively involved in investigating and
working to resolve the problem, it is not an ombudsman case or complaiher, it is considered a

consultatiorg3

Ecological study: Aggregate data on exposures are compared with aggregate data on oufbenuedt

of analysis is a group, not an individualmay also be used to study the effects of ghewpl constructs
such as laws (e.g. the impact of a seatbelt law) or services (availability of a suicide prevention hotline).
They do not allow causaiferencego be drawn since the data are not associated with indigidna are
thereforefor traditionalhypothesis tesig.24

Focus group: A type of group research, whose interview topics are limited to a small number of issues.
The contemporary focus group interview generally inve8¢o 12 individuals who discuss a particular
topic under the direction of a moderatoraytromotes interaction and ensures that the discussion remains

on the topic of interegt.

20 https://research.chm.msu.edu/Resources/4%20cohort%20studies.pdf
21
NORS
2 bid
= http://www.ltcombudsman.org/sites/default/files/ombudsisepport/training/ NORS raining ThreeCs-09-08-11. pdf
% Kirch, Wilhelm. (Ed.). (2008). Ecological Studgncyclopedia of Public Healtlfvol. 1, p 315). Springer.
% stevart, D. W., Shamdasani, P.N., Rook, D.W. (2007). Focus groups and the research toolbox. In L. Shaw, D. Foster, & R. Holm
(Eds.),Focus groups: Theory and proactip. 37). Thousand Oaks, CA: Sage Publications, Inc.



https://research.chm.msu.edu/Resources/4%20cohort%20studies.pdf
http://www.ltcombudsman.org/sites/default/files/ombudsmen-support/training/NORS-Training-Three-Cs-09-08-11.pdf

Home and community based care: Formal services that are provided to patients at home or community
based settings (e.@dult day service programs, senior centers). These services can be paid for from

either private or public funcs.

Home and community based long-term services and supports (HCBS): HCBS is a longerm service
and support (LTSS) under Medicaid. Refers sstance with activities of daily living (ADLS) like

bathing and dressing and instrumental activities of daily living (IADLS) such as grocery shopping and
money management. Assistance of the kirgenerallymeant tchelp older adults and people with
disabilities remainindependenin thecommunity A significant amount of care for individuals in need of
ADL and IADL assistance imformal, andorovided by family member&tatelevel programare

available toassist older adul@ndthe services they offerary by stat&?

Inter-rater reliability: The measure of reliability or consistency among observers/rateestiimgs where
observation areperformed by multiple peoplasing the same tooldssessments are considered reliable
when patients receive robly the same score, regardless of who administerssgesament. In practice,

two or more raters score episodes of behavtich arethenused tocompute a measure of agreenént.

Logic model: A systematic way of presenting a picture of hprogram work: the theory and
assumptions underlying the program; how it is expected to work; what activities need to come before
others; and how desired outcomes are achieved.

Long-term services and supports (LTSS): The services and supports used by individualslafgas

with functional limitations and chronic illnesses who need assistance performing routine daily activities
such as bathing, dressing, preparing meals, and administering medi¢dtionsl e r Me d i-terma i d
servi ces anolulesdathprngutional sate antHCBS.

Long-term care facility: A skilled nursing facility, nursing facility, board and care facility, rehabilitation
facility, or similar adult care home (including assisted living facility) that provides extended (although not

necesarily permanent) care to patiefis.

% http://aspe.hhs.gov/daltcp/reports/hchcusaAsof 5/7/2012, CMS concluded that further discussion and consideration of a
definition for home and community based care was necessary. A new proposed regulation is set totbatigsliegtablish setting
criteria for the definition.

AARP, fHome a-BasedCanghenm Rervices and Supports for Older People:
http://assets.aarp.org/rgcenter/ppi/ltcA@health.pdf

B Gliner, J. and Morgan, G. 200Research Methods in Applied Settinghwah:Laurence Earlbaum Associates.
Zhttp://mww.hilltopinstitute.org/publications/LTSSChallengesandOpportunitiesforStatesindifficultBudgetDiesesnber2011. pdf
%0 The Older Americans Act, Section 108tp://www.a0a.goAoA_programs/OAA/oaa_full.asp



http://aspe.hhs.gov/daltcp/reports/hcbcusa.htm
http://assets.aarp.org/rgcenter/ppi/ltc/fs222-health.pdf
http://www.hilltopinstitute.org/publications/LTSSChallengesandOpportunitiesforStatesindifficultBudgetTimes-December2011.pdf
http://www.aoa.gov/AoA_programs/OAA/oaa_full.asp

MDS (Minimum Data Set): Part of the federalynandated process for clinical assessment of all residents
in Medicare or Medicaid certified nursing homes. Provides a comprehensive assessment of each

resi dent 6csapfabnctiitoneasl and hel ps nurspBng home st aff

NORS (National Ombudsman Reporting System): The ombudsmen complaint reporting system, which
collects the information that SLTCOPs (State L-dmgm Care Ombudsmen Programs) record in

regective infornation system&?

Nursing home: Nursing homes provide total care for their residé@mtBidingroom and board, social and
dietary needs,sawell as mdical careThese facilities must be licensed and staffed by licensed nurses and
certified nusing assistants. State Medicaid programs are required to provide nursing home services to
eligible individuals over 21. Nursing homes accept a variety of payment methods, such as private pay

(which includes insurance), Medicaid, and Medicare.

Nursing facility: A nursing home certified to participate in Medicalithese longerm care facilities

provide three types of services:
Skilled nursingor medical care and related services;
Rehabilitationdue to injury, disability, or illness;

Long- term carehealthrelated care and services (above the level of room and board) not available in

the community, needed regularly due to a mental or physical congition.

Outcomes evaluation: An assessmerthat involves collection of data on the shiatm or immediate
resuts of a project. Shotterm results describe the immediate effects of the project on the target audience
(e.g., percent of the target audience showing increased awareness of the subject). Information from such

evaluation can show results such as knowledgeattitude changes, shtetm or intermediate behavior

shifts, and policies iniiated or other instituti
Personcenteredcareensur es an individual 6s r i gondesireThis choose
approactpresents alloptions honors and respects an individual 6s

%1 http://www.cms.gov/apps/mds/default.asp

32 http://www.nasuad.org/documentatiombudsman/LTCOP_ReportingSystems. pdf

33 http://www.medicaid.gov/Medicai€HIP-Programinformation/By Topics/Déivery-Systems/InstitutionaCare/NursingFacilities
NF.html

34 http://minorityhealth.hhs.gov/Assets/pdf/Checked/1/EvaluationProtocol. pdf
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http://minorityhealth.hhs.gov/Assets/pdf/Checked/1/EvaluationProtocol.pdf

the individual as the expert in her ofiphygsically own

emotionally, and spirituall§g

Process evaluation: Examines whether program is being executed as planned, including fidelity to the
tasks and procedures involved in implementafidrese includéhe administrative and organizational

aspects of the program activities, delivery procedures involved in the edffotishetherthe target

population is being reached. Process evaluations are a form of monitoring to ensure feedback during the
course of the program or project instead of after its conclusion.

Strata: In this report, ky characteristics that differ across states and that are hypothesized to impact
programmatic effectiveness. Examples include whether programs dedicate a significant amount of time to

systems advocacy.

Substantiated complaints: Complaints investigated and substantiated by the state survey agency in a
long-term care facilityThis involves providing adequate factual information to verify that the
circumstances described in the complaint are accurate an&tsantiation is used for purposes of

regulatory or law enforcement action.

Verified: determined after work (interviews, record inspection, observation, etc.) that the circumstances

described in the eoplaint are generally accurate.

®Mi chi gan ADR Clp®sematian toshe No2ttsKy non profit
®NORS



Appendix C: Older Americans Act

According to Section 712 of the Older Americans Act, the functions of the Office of the Statd &iong
Care Ombudsman are as follows:
(A) identify, investigate, and resolve complaints éhat

(i) are made by, or on behalf of, residéhtard

(ii) relate to action, inaction, or decisions, that may adversely affect the health, safety, welfare, or
rights of the residents (including the welfare and rights of the residents with respect to the

appointment and activities of guardians and represeaaayees), @
() providers, or representatives of providers, of lbegn care services;
(1) public agencies; or
(1) health and social service agencies;

(B) provide services to assist the residents in protecting the health, safety, welfare heafridpe

residents;

(C) inform the residents about means of obtaining services provided by providers or agencies described in

subparagraph (A)(ii) or services described in subparagraph (B);

(D) ensure that the residents have regular and timely accéss services provided through the Office
and that the residents and complainants receive timely responses from representatives of the Office to

complaints;

(E) represent the interests of the residents before governmental agencies and seek admiregitive, |

and other remedies to protect the health, safety, welfare, and rights of the residents;

(F) provide administrative and technical assistance to entities designated under paragraph (5) to assist the
entities in participating in the program;
(G)

(i) andyze, comment on, and monitor the development and implementation of Federal, State, and

local laws, regulations, and other governmental policies and actions, that pertain to the health, safety,

fiResidento is defined as i a-termedredfacility[$en.dlil(@)] dual who resides in



welfare, and rights of the residents, with respect to the uadgqof longterm care facilities and

services in the State;

(i) recommend any changes in such laws, regulations, policies, and actions as the Office determines
to be appropriate; and

(iii) facilitate public comment on the laws, regulations, policies,astbns;
(H)
(i) provide for training representatives of the Office;
(ii) promote the development of citizen organizations, to participate in the program; and

(iii) provide technical support for the development of resident and family councils to pretecelt
being and rights of residents; and

(I) carry out such other activities as the Assistant Secretary determines to be appropriate.

According to Section 102 of tthea nODlcdhare Adaecriild anysd 6A

(A) any skilled nursindacility, as defined in section 1819(a) of the Social Security Act (42 U.S.C.i1395i
3(a));

(B) any nursing facility, as defined in section 1919(a) of the Social Security Act (42 U.S.C. 1396r(a));
(C) for purposes of sections 307(a)@2)nd 712, a board and care facility; and

(D) any other adult care home, including an assisted living facility, similar to a facility or institution

described in subparagraphs (A) through (C).


http://www.aoa.gov/AoA_programs/OAA/oaa_full.asp#_ftn1
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[ Resources/Inputs

Enabling legislation/
state mandates

‘ Regulations

Program standards/
state policies

Partnerships/MOUs

Training and technical
assistance

|
o
|
|

‘ Peer-to-peer support
(associations)

Staff (paid and volurteer)

Data systens & IT

|
e
E

Long-Term Care Ombudsman Program

Logic Model
Activities [ CQutputs [ Qutcomes
[ Short-Term ] [ Medium-Term ] [ Long-Term
Individual/ Amount of service (# referrals,
consumer advocacy consultations, investigations
G » Meets target/benchmark of
hours spent at facilities, time to follow up) resident rights, LTCOP, & Improved prevention of
LTCOP advocacy problens
Meets target/benchmark of Reductions in unmet need
Amount of information distributed to | ST OSSO T
Education and EOSIIES N consumer confidence
cation Meets target/benchmerk of raising issues/making
# consummers reached ; . =
outreach mers T —| | complaint resolution complaints to LTCOP, Higher quality of life & level
# citizensGorganizations promoted proportion/rate facilities, councils, etc. of functioning
Amount of community education Improved prevention of
obl
provems _ Higher quality of care
Councils developed & received
Meets target/benchmark of | Méintained i
i pybli(_: t&ctim?nies at heafings, »( support for development &
legislative sessions, etc. maintenance of in councils Meets target/benchmark of
Systems advocacy ] ‘ ge
L # legal remedies sought - Mests target/enchmerk of resident confidence
7| Meets target/benchmark of # consumer groups/ N
»| consumer anareness of organizations coordinated .
LTCOP advocacy agenda | | on systems issues ~EVEE| TS
Amount of consistent program mgrt & :)orrplamts, rir?ltsmlm &
monitoring (analysis of program Epedt comp
iderrtificgt?ogwofeyr?ergin%r?gw&sﬁgj) igher levels consurmer experienced
Program quality Analysis of efﬁciency providing Improved consumer access allocation of LTCOP
assurance consumer-level service 5 ser\/loes (00Wp|a_j”t resources
Monitoring of consumer-level LTCOP handiing, consuitations,
outcomes etc.)
% consumers served w best practices Improved & more efficient
) ) services; efficiency in
Rate of complaints against ombudsmen response to consumer
issues
D = £F e

Contextual Factors
program autonomy and conflicts of interest (related to organizational placement, access to legal counsel, willful interference); personal characteristics of LTCOP staff (leadership, management, advocacy,
negotiation skills); relationship with stakeholders; social, political and fiscal climate of the state; financing, number, and type of LTC facilities, services and supports; demographic, socioeconomic, geographic, and
health and disability characteristics of consumers, populations and communities

T See list of enabling/limiting factors for an expanded set of variables. T




( Resources/Inputs

Enabling legislation/
state mandates

{ Regulations

‘ Program standards/
state policies

Long-Term Care Ombudsman Program
Logic Model

J L Activities J

( Qutputs

Individual/
consumer

advocacy

Y%facilities visited regularly
Hours spent per facility

Education and

{ Legal counsel
{ Partnerships/MOUs

‘ Training and technical
assistance

Peer-to-peer support
(associations)

‘ Staff (paid and volunteer)

Funding

{ Data systems & IT

Y

outreach

Systems advocacy

Program quality
assurance

Sl =

Amount of information distributed to
facilities

Hours of training/consultations provided to
facilities

# & range of facilities reached

Amount of other contacts (e.g.,
presentations) made

# facility-level stakeholder meetings

)

\ 4

# written analyses & recommendations
#legal remedies sought

Identification of emerging issues

# stakeholder meetings

Amount of consistent program mgn &
monitoring

Rate of complaints against ombudsmen
Analysis of efficiency providing facility-
level service

Monitoring of facility-level LTCOP
outcomes

Y%facilities served w best practices

\ 4

Outcomes
Short-Term ‘ | Medium-Term ‘ ‘ Long-Term
Meets target/benchmerk of |, Meets targetibenchmerk for
provider knowledge of provision of information &
consurer rights, LTCOP resources to support
_ person-centered care
Improved prevention of provided by staff
oblems 1 i i
e vesspbovimaicd > sy e
targetbenchmark of | | coalitiorvstakeholder P
perception of ombudsmen engagement
professionalism & |
. mproved person-centered/
?ae'uﬁ’if”'”e&; to residents/ individualized care policies/
157 legislationy regulation

Improved management &

allocation of LTCOP >

resources Meets target/benchmark for

g lower repeat offenses
Meets target/benchmark of
consistency of service L
1 " Reduced disparities within

provided at the facility level e T
Improved efficiency of complaints and offenses
LTCOP services

Contextual

Factors

program autonomy and conflicts of interest (related to organizational placement, access to legal counsel, willful interference); personal characteristics of LTCOP staff (leadership, management, advocacy,
negotiation skills); relationship with stakeholders; social, political and fiscal climate of the state; financing, nunber and type of LTC facilities, services and supports; demographic, socioeconomic, geographic, and
health and disability characteristics of consumers, populations and communities

T See list of enabling/limiting factors for an expanded set of variables. T




Long-Term Care Ombudsman Program

Logic Model
‘ Resources/Inputs | Activities Qutputs Qutcomes
Enabling legislation/ | Amount of information distributed to Short-Term ‘ ‘ Medium-Term ‘ ‘ Long-Term
state mandates Education and outreach stakeholders
Hours of training/TA provided to
‘ Regulations — stakeholders
# & range of stakeholders reached
Program standards/ Amount of other contacts (e.g., Higher quality of life and
- : Meets target/benchmark of ger qualty of life
{ state policies presentations) made s ehold?ereﬂkmm e of mﬁnakemmr k care provided to residents
;roor‘dwrrer rights, L1(')CfJOP, More efficient, effective,
understanding uitable LTCOP
{ Legal counsel program among advocates, =
e : partner agencies, Improved person-centered/
#Pubictestimonies at heaings, legisiators, and policy indivicalized care
‘ PartnershipsMOUs egislative sessions, efc. mekers practices & policies at the
#written analyses & local/State/ program level
- : Systems advocacy recommendations Mests target/benchmerk for Enactment, promulgation,
{ Training and technical # & diversity of stakeholder implementation of best refinement & enforcement
assistance relationships & diversity of topics practices of LTCOP-supported laws
imoroved a P &regulations
mpr management
‘ Peer-to-peer support Sir LTCOP staff allocation of LTCOP Greater coordination of
(associations) ot Jgeftencies resources local & State-level
Amount of cqnsi_stent program s
[ Staff (paid and volunteer) mgmt & monitoring (e.g., volunteer
mgmt)
Analysis of efficiency providing
{ Funding local/State/programlevel service
# evidence-based programs
Program quality implemented
‘ P BN RIS assurance Level of access to stakeholders
Monitoring of external local/State/
programissues
Sl £ e

Contextual Factors

program autonomy and conflicts of interest (related to organizational placement, access to legal counsel, willful interference); personal characteristics of LTCOP staff (leadership, management, advocacy,
negoatiation skills); relationship with stakeholders; social, political and fiscal climate of the state; financing, number, and type of LTC facilities, services and supports; demographic, socioeconomic, geographic, and

health and disability characteristics of consumers, populations and communities
T See list of enabling/limiting factors for an expanded set of variables.




‘ Resources/Inputs

Enabling legislation/
state mandates

‘ Regulations

Program standards/

[ state policies
{ Legal counsel

‘ PartnershipsMOUs

Training and technical
assistance

‘ Peer-to-peer support

Staff (paid and volurteer)

(associations)
{ Funding

‘ Data systems & IT

L.

Long-Term Care Ombudsman Program

Activities

Cutputs

Education and outreach

Amount of information distributed to
stakeholders

Hours of training/ TA provided to
stakeholders

# & range of stakeholders reached

Amount of ather contacts (e.9.,
presentations) made

Systems advocacy

# public testimonies at hearings,
legislative sessions, etc.

# written analyses &
recommendations

# & diversity of stakeholder
relationships & diversity of topics

Program quality
assurance

Amount of consistent program
mgmt & monitoring

# coalition/partnerships developed
Analysis of efficient provision & use
of Federal resources

Monitoring of Federal issues

e =

Logic Model
| Outcomes
‘ Short-Term ‘ | Medium-Term ‘ ‘ Long-Term
Improved Federal Higher quality of life and
Meets target/benchmerk of Ly, sialceholder coordination/ 1| Care provided to residents
Federl stakeholder collaboration g _
knowledge of consumer More efficient, effective,
| rights, LTCOP among equitable LTCOP
advocates, partner nationwide
ageruies, legisators, and Meets targetfbenchmark for
PRlE7 N E promotion and support of
person-centered/
individualized care
- practices through Federal
programs (e.g., TA centers,
grant opportunities)
Stronger LTCOP staff Meets target for Enactment, promulgation,
competencies inmplementation of best refinement, & enforcement
. practices of LTCOP-supported laws
Meets target/benchmarkin & regulations
AOA monitoring and Ly Improved mgntt. & N o
feedback to State allocation of LTCOP Greater coordination of
programs resources Federal and State-level
mandates
Meets target/benchmark of Meets target/benchmark of
» level other Federal funds diversity of funding Meets target/benchmerk for
” consumer protection

Contextual Factors

program autonomy and conflicts of interest (related to organizational placement, access to legal counsel, willful interference); personal characteristics of LTCOP staff (leadership, management, advocacy,
negotiation skills); relationship with stakeholders; social, political and fiscal climate of the state; financing, number, and type of LTC facilities, services and supports; demographic, socioeconomic, geographic, and

health and disability characteristics of consumers, populations and communities
T See list of enabling/limiting factors for an expanded set of variables. T




Long-Term Care Ombudsman Program

( Resources/Inputs } ( Activities and Cutputs } ( Qutcomes (Consumers)
Enabling legislation/ | Individual/Consumer Advocacy [ Short-Term ) [ Medium-Term j [ Long-Term
state mandates ;
O — Amount of sexvice (# referrals, ». ¢ awareness of resident rights, LTCOP & Improved prevention of problems ¢ quality of life
| consultations, investigations) LTCOP advocacy Support for development/ ¢ quality of care
Regulations L Accessibility of service (# facility , t ; s of " _
Visits, hours spent at activities, time & EEREILORSNIEES , || TEIntenance of councis |3 ¢ resident emponerment
to follow up) —» ¢ complaint resolution rate/proportion Meets targ%}fbe_mhnark_fqr: ) ° repeat complaints & disparities in
Program standards/ | | ¢ support for councils Gonsumer corfidence raising issues complaints & resolutions
state policies Education and Outreach ¢, satisfaction w LTCOP
Amount of info distributed Improved & more efficient services
Legal counsel # people & orgs reached | 7 | )
| # citi 5 izati omoted
. |zer1§ c‘Jrganl Ions. > [ Qutcomes (Facilities, Programs, Systems)
Hours training/constitations
Partnerships/MOUs provided [ Short-Term j [ Medium-Term j [ Long-Term
| | | #facility-level stakeholder migs
ad Facilities Facilities Facilities
Training . . . . - . . . . . .
technical assi H Systems Advocacy . tTpég/ljder knowledge of consumer rights, ;,0 gﬁgﬁn of Imﬁ%ﬁrﬁ ¢, quality of life for residents
#:chtﬂlct&stermles . - T e | provided by staff —» ¢, quality care provided to residents
Pee(r—t&pegiri;usr))mn . i egal remeaies soug ¢, consistency & efficiency of LTCOP services Improved mgmt & allocation of mqe’ge? mﬁgﬁf’a
B . perception of professionalismhelpfuiness LTOOP resources egsatonreg
— Identification of emerging issues T ¢ coalition/stakeholder engagement ° repeat offenses & disparities in
Staff (paidand | | # stakeholder e complaints & offenses
volunteer) 9 Local/State/Programs ¢ f
# & diversity of stakeholder ; ol cons :
relationships & diversity of topics ETSC%'Ker?rigstandfrgggf ?)rfogramrta'rerrx;]rg\ghts’ L, Local/State/Programs Local/State/Programs
Funding m o ity As | advocates, partner agencies, legislators, policy Inpro_ved_ stakeholder collaboration/ ¢, quality of life for residents
Ogrzrc]:f(?org)s/tems;r;rrl;i i mekers. R ¢ quality care provided to residents
L Str LTCOP staff encies & ;, stakeholder advocacy on behalf of
Deta systems & IT H & monitoring Or.]t?\%% compet ETOOP issUes Improved person-centered care
Analysis of efficiency providing A . implementation of best practices practces &polies
service Fodera ¢ M ! Enactment, promuigation, refinement
Rate of complaints against ) Improved mgmt & allocation of & enforcement of LTCOP-supported
| T e, a2 ¢, Stakeholder knowledge of consumer rights, LTCOP resources laws & regulations including
) LTCOP, understanding of program among consumer protection
# evidence-based programs advocates, partner agencies, legislators, policy
implemented N makers ¢, coordination of local/State/Federal
Level of acoess to stakeholders Stronger LTOOP staff competendies A i
Monitoring of external issues ¢ AoA monitoring & feedback to State
# partnerships developed programs
;, other Federal funds
T, = - £ =

ram auit

Contextual Factors

and conflicts of interest (related to organizational placement, access to legal counsel, willful interference); personal characteristics of LTCOP staff (leadership, management, advocacy,
negotiation skills); relationship with stakeholders; social, political and fiscal climate of the state; financing, nunber and type of LTC facilities, services and supports; demographic, socioeconomic, geographic, and
health and disability characteristics of consumers, populations and communities - See list of enabling/limiting factors for an expanded set of variables. -




Appendix E: Cross Walk Matrix

Evaluation Goal

Evaluation Question

Respondents/Data
Sources

Data Collection
Method

Outputs/Outcomes Captured

(1) Documentation of
Ombudsman
practices,
approaches and
processes,
including analysis
of the similarities
and differences
across State
programs

How is the LTCOP
structured and how
does it operate at the
local, State and Federal
levels?

How do LTCOPs use
existing resources to
resolve problems of
individual residents and
to bring about changes
at the facility and
governmental (local,
State and Federal)
levels that will improve
the quality of services
available/provided?
With whom do LTCOPs
partner with and how
do LTCOPs work with
partner programs?

1 Local, State, and
Federal LTCOP staff

1 LTCOP volunteers
1 Program partners
1 Facilities

Records review

1 Program records

1 Publications

1 Existing data sources

Commissioned papers

Core & Modular
Process Data

T Interviews

1 Surveys

1 Focus groups

Modular Process Data
1 Media tracking
1 Policy analysis

Case Studies

Ecological Study

Individual/Consumer advocacy

1 Amount of service (referrals, consultations,
investigations)

1 Accessibility of services (# facility visits)

Education and Outreach

T Amount of info distributed

1 # of people & orgs reached

i #citzens & organi zations
1 Hours training/consultations provided

1 # facility-level stakeholder mtgs

Systems Advocacy

# public testimonies

# legal remedies sought
# written analyses & recs
# stakeholder mtgs

# & diversity of stakeholder relationships &
diversity of topics

= =4 =4 A A

Program Quality Assurance

1 Amount of consistent program mgmt and
monitoring

Analysis of efficiency providing service
Rate of complaints against ombuds

# evidence-based programs implemented
# partnerships developed

= =4 A -9

pr




Evaluation Goal

Evaluation Question

Respondents/Data
Sources

Data Collection
Method

Outputs/Outcomes Captured

(2) Provision of How does the LTCOP 1 Local, State, and Core & Modular 1 ACL monitoring and feedback to State programs
feedback to Federal, provide feedback on Federal LTCOP staff | Outcomes Data f Improved, consistent, national reporting system
State and local successful practices § LTCOP volunteers 9 Interviews
program staff about and areas for 1 Surveys
what is working and improvement? v
areas for
improvements in the
Long-Term Care
Ombudsman Program
(3) Documentation of Are the critical 1 Consumers Records review 1 Awareness of resident rights, LTCOP, and
the outcomes of the functions, including 1 Facility staff 1 Policy documents, LTCOP advocacy
I(.)ong-'l(;erm CeFl)re mandate.d. B 1 Local and State testimony, comments | 1 Consumer access to services
mbudsman Frogram E_sggr;sgllﬂzs]bgglthe LTCOP staff on laws, etc. I Complaint resolution proportion/rate
’ {1 Staff of partner 1 State and local ' Support for development and maintenance of
State and Federal
levels carried out agencies/orgs records resident/family councils
effectively and 1 Staff of advocacy/ NORS data 1 Consumer satisfaction with LTCOP
efficiently? consumer groups Core & Modular 1 Efficiency of services
['_?évoeg?Ct'Ve is the I Associations Outcomes Data 1 Consumer confidence raising issues
in ensurin i i . :
cervioes forthe fulgll 1 Re3|dc_a|nt & family 1 Interviews 1 Prevention of problems
range of residents of counciis 1 Surveys 1 Provider knowledge of consumer rights
LTC facilities, including 1 Focus groups 1 Facility perception of LTCO professionalism and
older individuals with Modular Outcom helpfulness to residents and facility
thedgrea_telst ecgn;)mlc Dgtau arutcomes 1 Consistency and efficiency of LTCOP services
an sgua needs? § Media tracking 1 Facility perception of LTCO provision of
What impact do o . information and resources to support person-
LTCOPs have on LTC 1 Legislative history centered care provided by staff
g;%cggﬁzi’e?srg grams Cohort Study 1 Coalition/stakeholder engagement
. Ecoloaical Stud 1 Facility perception of management and
ﬂrgct)gps;sg%n g y allocation of LTCOP resources
residentso | 1 Facility coalition/stakeholder engagement
safety, welfare and 1 Stakeholder knowledge of consumer rights and
rights? LTCOP
1 Stakeholder collaboration
1 Strong LTCOP staff competencies & sensitivities
1 Optimal mgmt. & allocation of LTCOP resources




Respondents/Data

Data Collection

Evaluation Goal Evaluation Question Sources Method Outputs/Outcomes Captured
(4) Measurement of Are the critical 1 LTCOP staff Records reviews (cost Consistent national reporting system
program efficiency functions, including 1 Facility staff and performance) Efficiency in response to local/State/program
and the collection of mandated {1 Staff of part Cost | issues
program cost data to responsibilities, of the alt of partner ost analyses . .

organizations/ Optimal management & allocation of LTCOP

support program LTCOP at the local, e Core Outcomes Data resources
planning and to justify State and Federal 9 1 Interviews ; ) )
program continuation levels carried out i Staff of consumer/ Diversity of funding (non-federal, non-
and/or expansions effectively and advocacy 1 SUFVEYS governmental)

efficiently?

How effective is the
LTCOP in ensuring
services for the full
range of residents of
LTC facilities, including
older individuals with
the greatest economic
and social needs?

How cost-effective is
the LTCOP at the local
and State levels?

organizations




Appendix F: Data Elements

Existing Data

New Data

Data Elements

Program
Records

NORS

MDS

CASPER

In-person
Interview

Telephone
Interview

Survey

Focus
Group

Media
Tracking

Policy
Analysis

Cohort
Study

Process Core

Federal: ACL Staff

Program operations

Feedback to and monitoring of state programs

Adequacy of resources

Barriers to effective operation

Interactions with state programs

Inter-organizational relationships

Use of program data for strategic planning

X iIX X X X X X

Federal: National Ombudsman Resource Center

Role/relationship with LTCOP

Interactions with state programs

Interactions with local programs

Successful programmatic approaches

Barriers to effective operation

X i X X i X X

Federal: NASOP/NALLTCO/NASUAD

Role/relationship with LTCOP

x

Definition of systems advocacy issues

Opportunities, challenges for systems
advocacy

Extent of involvement in LTCO-led systems
advocacy

Federal: CMS

Role/relationship with LTCOP

State Ombudsmen




Existing Data

New Data

Data Elements

Program
Records

NORS

MDS

CASPER

In-person
Interview

Telephone
Interview

Survey

Focus
Group

Media
Tracking

Policy
Analysis

Cohort
Study

Program operations

Organizational placement

Interactions with local programs

State mandates

Program autonomy

Conflicts of interest

Adequacy of resources (funding, staffing)

Inter-organizational relationships

Capacity building

Political and fiscal context

Main activities by type of facility

Successful programmatic approaches

Barriers to effective operation

Ombudsmen characteristics

Data management systems

Cost data

Funding sources

Designation of local programs

Legal counsel

Access to resident, records, facility

Feedback to and monitoring of, local programs

Transition to less restrictive settings

Use of program data for strategic planning

Management and allocation of resources

Disclosure confidentiality

MOUs

X IX X IX IXIX X IX X IX IXIX XXX IEX XX X X X X X X X EX

Adequate access to or control over program

resources, budget and expenditures

X




Existing Data

New Data

Data Elements

Program
Records

NORS

MDS

CASPER

In-person
Interview

Telephone
Interview

Survey

Focus
Group

Media
Tracking

Policy
Analysis

Cohort
Study

Ombudsmen characteristics (tenure, etc.)

X

X

Leadership

X

Barriers to effective operation

X

Legislative activities (briefings, drafting
legis/reg, comments on legis/reg)

Testimony prepared/delivered, setting/context

Written policy analyses/reports prepared,
disseminated

Advocacy partners/stakeholders, identity &
frequency of contact

Work group participation/leadership

Media contacts/interviews, press releases

Training related to systems advocacy

Local Ombudsmen and Paid Staff

Program operations

Ombudsmen characteristics

Organizational placement

Interactions with state programs

Adequacy of resources

Inter-organizational relationships

Supervision of ombudsmen

Main activities by type of facility

Clarity of roles

Access to residents, records, facility

Data management systems

Cost data

Program size

Rural vs. urban placement

Location in AAA or other

X iIX X IX X X IX X X X X X X XX




Existing Data

New Data

Data Elements

Program
Records

NORS

MDS

CASPER

In-person
Interview

Telephone
Interview

Survey

Focus
Group

Media
Tracking

Policy
Analysis

Cohort
Study

Management and allocation of resources

Assignment to type of LTC facility

Lines of authority

Barriers to effective operation

X i X i X | X

Legislative activities (briefings, drafting
legis/reg, comments on legis/reg)

Testimony prepared/delivered, setting/context

Written policy analyses/reports prepared,
disseminated

Advocacy partners/stakeholders, identity &
frequency of contact

Work group participation/leadership

Media contacts/interviews, press releases

Training related to systems advocacy

x

x

Volunteer Ombudsmen

Ombudsmen characteristics

Training

Skills

Qualifications

X i X i X i X

Clarity of roles

Assignment to type of LTC facility

Location in AAA or other

X iX i X i X X X X

Guidance on advocating for special
populations

x

Supervision of volunteers

Lines of authority

Relationship with facility staff

Barriers to effective operation

X i X i X i X

Legislative activities (briefings, drafting
legis/reg, comments on legis/reg)




Existing Data

New Data

Data Elements

Program
Records

NORS

MDS

CASPER

In-person
Interview

Telephone
Interview

Survey

Focus
Group

Media
Tracking

Policy
Analysis

Cohort
Study

Testimony prepared/delivered, setting/context

X

X

X

X

Advocacy partners/stakeholders, identity &
frequency of contact

X

X

X

Work group participation/leadership

Media contacts/interviews, press releases

Training related to systems advocacy

x

Facility administrators and staff

Interactions with ombudsmen programs

Visitation and complaint resolution process

Educational activities

Consultations

Perceived role of ombudsmen

Perceived role of volunteers

Type of facility

Size of facility

Medicare/Medicaid

Workforce issues

Participation in resident and family councils

Role/relationship with LTCOP

Definition of systems advocacy issues

X IiX IX X X X XX X X X XX

Opportunities, challenges for systems
advocacy

x

Extent of involvement in LTCO-led systems
advocacy

Resident & Family Council Members, LTC
consumers & caregivers

Role/relationship with LTCOP

Definition of systems advocacy issues

Opportunities, challenges for systems
advocacy




Existing Data

New Data

Data Elements

Program
Records

NORS

MDS

CASPER

In-person
Interview

Telephone
Interview

Survey

Focus
Group

Media
Tracking

Policy
Analysis

Cohort
Study

Extent of involvement in LTCO-led systems
advocacy

X

X

Outcomes Core

State, Local and Volunteer Ombudsmen

Perceived effectiveness in systems advocacy
overall

Program/policy/practice changes toward
person-centered or individualized care

Additional funds for LTC or LTCO as result of
systems advocacy

Specific advocacy issues placed on policy
agenda at state, regional, local level

Policies/regulations/program changes including
enforcement adopted or blocked

LTCOP complainants

Demographic and health information

Demographic information on ombudsman

Volunteer or paid status of ombudsman

Manner of accessing ombudsman

Ease of contacting ombudsman

Type of complaint

Complexity of complaint

Time to initiate processing of complaint

Resolution time

Result of complaint investigation

Consumer satisfaction with resolution

X i X i X i X

Substantiated referrals

Willingness to use LTCOP services again

Willingness to recommend services

Availability of other options to pursue complaint

X iX iX iIX i X i X iX iX iX iX iXiXiXiXiX




Existing Data

New Data

Data Elements

Program
Records

NORS

MDS

CASPER

In-person
Interview

Telephone
Interview

Survey

Focus
Group

Media
Tracking

Policy
Analysis

Cohort
Study

Perception of effectiveness of ombudsman

Type of facility

Size of facility

Facility ID code

X i X i X

LTSS consumers

LTSS consumers awareness of resident rights,

LTCOP and LTSS

Accessibility of services

Availability of services

Council participation

Unmet need

Perception of role of ombudsmen

Perception of role of volunteers

X X X X X X

Prevention of problems

X iX X X X X X

Facility administrators and staff

Provider knowledge of resident rights, LTCOP
and LTSS

Willingness to contact LTCOP

Perception of effectiveness

Referral of program to residents and their
families

Recognition of LTCOP's value

Change in practices

Change in policies

Stakeholders

Knowledge of resident rights, LTCOP and
LTSS

Inter-organizational relationships

Coalitions




Existing Data

New Data

Data Elements

Program
Records

NORS

MDS

CASPER

In-person
Interview

Telephone
Interview

Survey

Focus
Group

Media
Tracking

Policy
Analysis

Cohort
Study

Participation in surveys

X

Strength of supporting agency/stakeholder

X

Perception of ombudsman leadership

X

Resident & Family Council Members, LTC
consumers & caregivers

Perceived effectiveness of LTCO

Program/policy/practice changes toward
person-centered or individualized care

Additional funds for LTC or LTCO as result of
systems advocacy

Specific advocacy issues placed on policy
agenda at state, regional, local level

Policies/regulations/program changes including

enforcement adopted or blocked

Process and Outcomes Modular Topics

State mandates: home care responsibility

State mandates: mandated reporter,
investigation of abuse, neglect, exploitation

Significant time devotion to systems advocacy
work

Rebalancing & transition to least restrictive
settings: nursing home closures, Money
Follows the Person demonstrations,
involuntary discharges

Natural disasters

Consumer financial protection

Efforts at culture change

Absence of volunteers

Senior Medicare Patrol (SMP) collaboration

X i X i X iX X

X X X X X

Behavioral/mental health: dementia among
LTCO clients, safety threat to LTCO clients by
other residents




Appendix G:

Area

W lowea

O Indiana

B Puerto Rico

W MNew Hampshire
W Wisconsin

W Mew Jersey
E Utah

B South Dakota
W virginia

B Mebraska

B Tennessee
E Alaska

W Ohio

W Missouri

B Michigan

B Minnesota

E District of Colurnbia

B Horth Carolina
W lllinois
B Rhode Island

W South Caralina
E Wwashington
B Mew York

W Califarnia

B Cregon

W Morth Dakota
B Maryland

W Teras

W Georgia

B Hawsaii

W Fennsylvania
O west Virginia
W Alabama

B Arkansas

W Arizona

W Colorado
O Connecticut
W Delavware
B Florida

W Idaho

M Kansas

H Kentucky

W Louisiana

B Massachusetts
W Maine

W Mississippi
E Montana

W Mew Mexico
B Hevada

W Oklahoma

E vermont
W wiyoming

Micromaps
Micromaps rank Percent of Nursing Facilities Visited at Least Quarterly
for sorted column 1=Lovwest
50 -40 0 40 &0

F | 1 0.23 1 0.23
’D 2 2 10.45
3 3 16.67
4 4 2558
5 5 3172
/7 B B 4177
B 7 7 4237
O D 8 B 4414
g g 4552
1 10 47.20
. 11 11 51.58
0 E&@) 12 12 53.33
13 13 54.11
14 14 56.14
s 15 18 5928
. 18 16 62.73
0 b " 17 63.16
5 18 18 63.35
14 19 64.70
H 20 20 68.13
i 21 21 73.03
0 4 22 22 77.60
5 22 23 79.19
24 24 80.40
H 25 24 80.09
g 26 26 81.60
0 N ar 27 84.62
5 78 28 00.13
* 20 29 07.85
Hw 3 30 98.00
i 3 ) 98.05
N 32 a2 0922
5 33 23 100.00
22 23 100.00
A% 33 33 100.00
33 23 100.00
22 13 100.00
5 3 3 100.00
22 13 100.00
A 33 22 100.00
3 33 100.00
22 33 100.00
5 3 3 100.00
22 33 100.00
HE 33 33 100.00
3 33 100.00
33 33 100.00
3 33 100,00
22 33 100.00
3 33 100.00
23 13 100.00
33 33 100.00




Area

B District of Columbia
E lowea

W Michigan

W ‘Wisconsin

B Hawaii

W Indiana

E mMew Jersey

B Hevada

Bl MNew Hampshire
B Minnesota

W Texas
E maryland
W virginia
W Utah

B Ohio

W Alaska

O Cregon

W Fuetto Rico
B South Dakota
B Missouri

W Mebraska

O west Virginia
W South Caralina
W Mew York

W Tennessee

W Califarnia

O Arizona

B Connecticut
B lllinois

W Rhode Island

M Kansas

E Georgia

W Morth Carolina
W Washinoton
W Morth Dakota

W Alabama

E Mew Mexico
W Kentucky

B Fennsylvania
W Yermant

W Arkansas
E Colorado
W Delavware
W Florida
M Idaho

B Louisiana

H Massachusetts
B Maine

W wississippi

B Montana

O Cklahoma
W Wiyoming

Micromaps

for sorted column

S L)

o R
i
g
CaeiS i A
» “oig%
A

£
Eﬁ@ v
<

%
Q"b@

s
P

5

Rank
1=Lorwest

(e Cu et ] Mo 0 = —

Percent of Board and Care Facilities Visited at Least Quarterly

60 a0 0 40 80
0.00 1 0.00
0.00 1 0.00
0.40 3 0.40
0.98 4 0.98
1.91 5 1.91
2.21 b 221
2.29 7 229

& 5.79

g 6.08
10 7.61
11 15.26
12 16.01
13 17.74
14 18.39
14 19.59
16 20.00
17 20.77
18 2232
149 22.67
20 23.64
21 2439
22 25,61
23 28.74
24 34.08
25 34.88
26 35.03
7 36.36
28 39.47
24 40.21
20 40.98
3 56.59
a2 62.07
33 62.97
34 74.14
35 76.47
36 82.32
a7 85.33
38 86.51
29 97.61
40 99.17
41 100.00
41 100.00
41 100.00
41 100.00
41 100.00
41 100.00
41 100.00
41 100.00
41 100.00
41 100.00
41 100.00
41 100.00




Area

B District of Columbia
H Montana
W Wyoming
W Kentucky
B vermont

W Alaska

E Mevada

B Colorado

W Idaho

B west virginia

W maryland

E Puerto Rico
W Mew Mexico
W wississippi
B Rhode Island

W Utah

H Massachusetts
W Delavware

B Cklzhoma

W COhin

W Alabama

O South Carolina
W Georgia

W Maine

W Louisiana

W Arkansas

O ®orth Carolina
W Arizona

W Virginia

W MNew Hampshire
W Pennsylvania
O washingtan

W Mew Jersey

B Texas

W Wisconsin

M lllinois
O Florida
M Kansas
W rorth Dakota
B Connecticut

B South Dakota
O Califarnia
B Mew York
W Wichigan
B Mis=souri

B Indiana

E Tennessee
B owa

W Mebraska
B Cregon

O Hawaii
W Minnesota

Micromaps

for sorted column

<&

[ |

mﬁmﬁ‘ﬁ ﬂ
.[%q :

&
w

) v
gf
vl v

bl
i

Rank
1=Lorwest

(e Cu et ] M= 00 b —

FTE to Bed Ratio

6040 3020 0 3020 6040
1 491.14
2 799,36
3 884.60
4 904.68
5 921.06
B 1,002.00
7 1,080.91
g 1,119.87
g 1,142.00
10 1,234.43
11 1,253.77
12 1,309.75
13 1,317.41
14 1,370.00
15 1,420.00
16 1,421.14
17 1,440.47
18 1,493.60
19 1,529.50
20 1,682.30
1 1,744.47
22 1,748.73
73 1,754.55
24 1,921.06
75 2,308.56
75 2,316.86
7 2,368.18
78 2,374.13
79 2,413.42
a0 2471.40
3 2,516.06
32 2.506.77
33 2,890.58
34 2,964.02
35 2,968.11
36 3,176.85
a7 3,247.94
38 3,434.20
39 3,555.38
40 3,614.10
41 3,620.33
42 3,758.10
43 3,034.42
44 4,232.70
45 1,245.92
45 4,279.20
47 4,355.08
43 5,264.80
43 5,320,91
a0 5,100.38
51 5,686.00
52 7.569.35




Area Micromaps Rank Percent of Complaints Filed by Residents in Nursing Homes

for sorted column 1=Lorwest
-80 -0 -30 0 30 g0 an

B Mew Jersey 1 1 331
E Puerta Rico = ? 2 2 5.26
W Wyoming k] 3 6.22
W Delavware 4 4 s )|
B South Dakota 5 4 7.52
B Maine a & G 11.36
I Utah gﬂ . % 7 T 12.73
B Hew Hampshire g8 g 13.22
W ‘Wisconsin ] 49 13.64
B Morth Dakota 10 10 15.98
W Indiana 0 vy 1 11 16.44
E Rhode Island meT 12 12 16.78

Alaska \ 13 13 18.18
W California g 14 14 19.12
E South Carolina n 15 15 19.32
B Tennessee ny 16 16 19.90
O Mevada oe 17 17 21.95
B Minnesota - 18 18 23.28
W Florida i 149 149 24.59
| lllinois & » 20 20 25.20
W Morth Carolina £ 21 21 27.25
E Arizona ai a 22 22 2752

Alabarma 23 23 27.96
B \West Virginia ':%V 74 1 28.71
B Montana b2 25 75 26.82
B Arkansas e 26 26 30.47
E Idaho a9 27 27 30.50

Yermont » 28 28 31.13
B Distictof Colurbia 3 ':@ 79 79 31.70

Ohin a0 30 32.64
W Georgia kil il 3277
O Michigan 3z 32 35831
W Connecticut 33 33 35.50
B Mew Mexico 34 34 35.83
W Oklahoma 34 35 36.43
M Kansas 36 36 38.31
B Colorado 37 37 41.94
Wl Pennsylvania ag Kt 42.08
W maryland 29 39 43.01
W virginia 40 40 44.06
B Cregon 41 41 16.82
E Hawaii 42 42 49,11
W lowea 43 43 49.16
= Mississippi 44 44 53.67

Texas 45 45 54.00
W Kentucky 46 46 54.41
E Louisiana 47 47 54.96

Mew York 48 43 55.05
W Mebraska 49 49 57.81
B Washington a0 a0 £9.51
O Massachusetts 51 a1 61.07
W Missouri 52 a2 95.83




Area

B MNew Hampshire
E mMew Jersey

B Mevada

M Florida

B South Carolina

B Rhode Island
E Utah

B South Dakota
W Idaho

B Arkansas

W Connecticut
E wwest Virginia
W Oklahoma
W Cregon

B virginia

W lllinois

O Califarnia

W Alaska

W Mew Mexico
W Arizona

W Hawaii

E Ohio

W Wisconsin
W Morth Dakota
W FPennsylvania

B Montana

H Kentucky
W Georgia

B Mebraska
W ‘Washington

W Maryland
E Michigan
M Colorado
B vermont
W Louisiana

W Delavware

B Alabama

W Indiana

W rMorth Carolina
W Mississippi

B Minnesota
O Tennessee
B Maine

W Mew York

M Kansas

B Texas

H Massachusetts
B Missouri

W Iowea

B Wiyoming

O District of Colurmbia

W FPuetto Rico

Micromaps

for sorted column

s

o e
H

] ! ]
-
Jas <;’J<|;;:qﬁ I

s

il
|
c%[%

H

Rank
1=Lorwest

(e Cu et ] M= 00 b —

Percent of Complaints Verified in Nursing Facilities

w40 9 @
1 36.51
2 38.59
3 38.95
4 44.65
4 49,22
b 50.68
7 52.55
g 55.16
49 55.74
10 56.96
11 62.92
12 64.69
13 66.01
14 G7.27
14 69.41
16 70.00
17 72.06
18 72,34
19 73.09
20 73.65
21 75.91
22 75.97
23 76.12
24 76.18
26 76.43
26 76.89
27 77.69
28 78.27
29 78.34
a0 79.03
Kl 80.22
32 80.99
33 81.21
34 81.51
35 8§2.28
36 83.14
37 83.43
38 88.31
39 88.36
40 88.63
41 88.81
42 89.12
43 89,39
44 91.04
45 91.67
A6 94.47
47 94.71
43 96.96
49 97.29
a0 97.35
a1 99.30
52 100.00




Percent of Complaints Resolved to Satisfaction of Complainant in

Area Micromaps Rank
for sotted column 1=Lowest Nursmg Facilities
W 4 0w e
B Utah | 1 1 29.143
E Arizona 2 2 30.04
W Alaska a » 3 3 34.04
W Morth Dakota 4 4 34.29
B District of Columbia E ] 4 3843
B South Dakota i & fi G 41.59
H Hawaii = 7 7 44.39
B Rhode Island H g8 g 45.13
W wichigan ] 9 46.30
H Mebraska A% 10 10 47.32
W Arkansas 11 11 18.66
O Flarida ﬂf@ = 12 12 4924
B Montana H & 13 13 49,92
B Connecticut E 14 14 50.53
B Wiscansin H o 15 15 5156
W lowa - & 16 16 51.72
E llinois i 17 17 52.83
W Mew Hampshire H & 18 18 52.96
B Washington 0 19 19 53.60
W Pennsylvania = ) 20 20 53.76
W Oregon 7 21 21 53.77
E Mew Mexico (3= 22 22 53.79
W ldaho < 23 23 54.64
B Colorado B 24 24 56.14
B Minnesota A% N 25 25 56.02
W Kentucky A 26 26 56.96
O Texas = v 27 58.12
W Yermont S 28 28 58.33
W West Virginia 29 29 58.50
B Wyaming a% A 30 30 58.76
W Alabama rd) 31 Kl 59.17
O Cklahoma = 3z 32 60.03
W Morth Carolina = 33 33 60.81
B California ITB 34 34 62.29
B Maryland % 35 5 63.84
W VYirginia 36 36 63.85
O Mew York 37 37 64.18
W Indiana % kI a8 64.92
W Georgia 29 39 64.93
E Chio A% 40 40 66.56
B Mis=souri 41 4 67.94
O Delavware 42 42 68.34
M Kansas % 43 43 68.67
Bl Massachusetts 44 44 69.30
B Tennessee i 45 45 70.42
B Louisiana 46 45 7397
H South Caralina 47 47 714.11
W Maine 4a 48 78.18
W wississippi 49 49 ¥8.70
B Mevada a0 a0 81.55
O Mew Jersey 51 a1 82.79
W FPuetto Rico 52 a2 100.00




Area Micromaps Percent of Complaints Verified in Board and Care Facilities

for sotted column 1=Lowest 1=Loweest
-0 -05 01 0s 10
B Kansas a 1 1 0.32
O Mevada B 2 2 0.38
W rew Hampshire q L] 3 3 0.39
B South Caroling v 4 4 0.48
B Mew Jersey 8 A 0.49
W Utah s 5} B 0.54
O Haweaii ES) 7 T 0.55
W ldaho - = 8 g 0.56
W Florida 9 9 D.58
W Alaska # » 10 10 0.60
W Louisiana = 7 10 10 0.60
O South Dakota . P 10 10 0.60
W lllinnis — = 13 13 D.65
B Cregon 13 13 0.65
B West Virginia A BT 15 15 0.67
W California - ) 16 16 0.69
0 Tennessee %y 16 16 0.69
B Georgia — 18 13 0.70
W Kentucky 18 18 0.70
B Maryland Aw 2 18 18 0.70
B Arizona £ 21 21 0.71
O Mebraska bl 21 M 0.71
B Cklahoma 21 21 0.71
W virginia 24 24 0.72
B Mississippi RN 25 25 0.73
B viashingtan £ 25 24 0.73
E wWisconsin 25 25 0.73
W Chio 28 28 0.74
W Morth Dakota 29 29 0.75
B Fennsylvania H a0 30 0.76
B Rhode Island ) 31 Kl 0.77
O Alabama = 3z 32 0.79
W Michigan 33 33 0.81
W Mew Mexico 33 33 0.81
B Colorado A% 25 5 0.82
W Yermaont A 36 36 0.84
O Delavware a v 3 0.85
W Morth Carolina kI a8 0.86
B Indiana 39 39 0.87
B hinnesota % 40 40 0.58
M Texas 41 41 0.90
H Massachusetts 42 42 0.9
B Mew York 43 43 092
W 10w 44 44 094
B Maine 44 14 094
B District of Columbia 46 46 0.96
E Mizssouri 47 47 097
W wiyoming 48 48 0.98
W Arkansas 49 449 1.00
B Connecticut 49 49 1.00
E Montana 49 49 1.00
W Fuerto Rico 49 49 1.00
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http://projects.propublica.org/nursing-homes/
















