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T here is a growing drive in
this nation to provide care
where seniors live or want to

live—and not to insist that seniors
live where the care is. The intro-
duction of home- and community-
based waivers that provide funding
for services that would otherwise
be provided in a nursing home is a
major move toward satisfying this
growing demand.  

The increasing move away from
traditional skilled nursing facilities
to senior homes and home-like set-
tings will result in a growing num-
ber of seniors living in assisted liv-
ing facilities (ALFs). In other words,
the popularity of ALFs is not likely
to diminish anytime soon. How-
ever, we will see the acuity level of
ALF residents growing as well—and
beyond what we have typically
seen today. 

What we currently see is that the
average ALF resident looks more
like a SNF resident of a few years
ago. This individual is 80 years or
older, has multiple chronic illness-
es, has some cognitive impairment,
and receives an average of between
5.1 and 6.1 prescription medica-
tions daily.1,2

However, despite the fact that
ALF residents are looking increas-
ingly like those in SNFs, AL resi-
dences have fought and ultimately
prevented the intrusion of federal
regulations into their business.
Combined with the typical operator
philosophy that ALFs are nothing
more than real estate ventures,
ALFs are largely void of clinical
services that are a standard for resi-
dents with similar characteristics liv-
ing in nursing facilities.

A recent article by Philip Sloane,
MD, illustrated the extent of med-
ication undertreatment in assisted
living settings, and a previous arti-
cle of his showed generally inap-
propriate medication prescribing in

this same setting.3,4 In a correspon-
ding editorial, Jerry Gurwitz, MD,
proposed that these findings were
the result of several factors, includ-
ing the need for systems of care
that improve drug safety and en-
hance adherence in elderly persons
on complex medication regimens
and the persistence of financial bar-
riers to medication access.5 Clearly,
greater clinical involvement in ALFs
and other places where seniors will
reside is needed.

This shift in seniors’ residence
preferences already are apparent in 
real estate value increases in non-
traditional areas. Historically, real
estate increased most based on fam-
ily values—such as good school dis-
tricts. Now, however, we are seeing
real estate values increase where
demographics favor seniors—such
as lower taxes and easy access to
services and vendors they use most
frequently. This is resulting in a
growth in “senior-friendly” cities. It
is also increasing the growth of nat-
urally occurring retirement commu-
nities (NORCs).

At the same time, we are seeing
an expansion of programs such as
the Program for All-inclusive Care 
for the Elderly (PACE); and the new
Special Needs Plans (SNPs) intro-
duced under MMA are already bring-
ing clinical services to where seniors
live. PACE has been shown to deliv-
er comprehensive care for the frail
elderly through an interdisciplinary
team.6 This program provides and
coordinates all needed preventive,
primary, acute, and long term care
services so that older individuals can
continue living in the community.
The PACE model is centered on the
belief that it is better for the well-
being of seniors with chronic care
needs and their families to be served
in the community whenever possi-
ble. As discussed in the article in this
issue by Willy Orr, MD, PACE is
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available and growing as an option
for seniors living in ALF. 

Another opportunity introduced
as a result of MMA is the develop-
ment of SNPs. This option also is
discussed in this issue as another
approach to bringing services to
alternative settings for seniors in
need. PACE and SNPs are prime
examples of market-driven innova-
tive models of care that seniors are
demanding.

Despite the move to provide care
where seniors want to live, there still
exists significant disparities in avail-
able treatment. One example is the
fact that seniors living within the
walls of a skilled nursing facility have
access to several unique benefits
under the Medicare Modernization
Act that ALF residents don’t get.
These benefits include access to a
special enrollment period, no cost
sharing for those that are dually eligi-
ble, access to special packaging and
services through LTC specific phar-
macy providers, and enhanced ac-
cess to non-formulary medications
through a longer transitioning period.
There also is a requirement on the
part of prescription drug plans in the
Medicare prescription drug benefit
program to provide a one-time fill
for medications subject to the excep-
tions and appeals process. Several
groups are arguing that this results in
a disparity of treatment, which—in
turn—presents liable under Section
504 of the Rehab Act since the drug
benefit is not provided equally on a
site-neutral basis. Rather, seniors and
the disabled effectively receive addi-
tional protections only if they enter
nursing homes. Such disparity be-
tween nursing facilities and ALFs is
not new. For example, physicians
and nurse practitioners are subject
to lower reimbursement for ALF
visits than they are for the same
visit in a SNF or private home.

The good news is that there are
signs that the Centers for Medicare
and Medicaid Services (CMS) is look-
ing to change some of this disparity

and provide equal care to seniors
regardless of site. CMS Administrator
Mark McClellan recently stated “that
the payment needs to follow the
patient, indicating a move to site-
neutral payment policies.”

Later this fall, CMS will provide a
revised fee schedule for ALF clinical
visits. We hope that agency leaders
will recognize the current disparity
and resultant disincentive for ALF
clinical visits.

It is promising to see that not
only is the market continuing to
invent new models of care but the
government—working through
CMS—is evolving too. We will con-
tinue to update you on these and
other important activities in future
issues of ALC. And don’t forget the
clinical topics—such as Parkinson’s
Disease, osteoporosis, and mosquito-
transmitted illnesses—that we will
continue to address.
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