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A ssisted living facilities
(ALFs) are being built and
filled at an accelerated rate

in the United States. But the increas-
ing need for such alternatives in
affordable housing and care for
aging adults is accompanied by a
stream of questions about the real
purpose of these settings and the
targeted population and services
that can be supported in ALFs.
These considerations raise tough
questions, including how to balance
individual choice and cost with
safety for an aging population that
is economically diverse and med-
ically disparate. Consequently, any
ALF must be prepared to recognize
when the medical, functional, and
safety needs of an aging applicant
or resident outweigh its capacity to
provide safe, quality care. 

In an environment where many
have perpetuated the AL mantra of
“aging in place,” ALFs sometimes
may feel pressured to take and
retain residents whose care needs
push the limit of the facility’s capa-
bilities. However, there are steps
ALFs can take to maintain their
place in the continuum and ensure
adequate care for residents with
varying needs and expectations. 

ALFs—Start with a Definition
Understanding how ALFs can secure
their place in the long-term care

continuum and effectively serve res-
idents, it is important to look at
how the industry is viewed and
defined by government officials,
consumers, and other sources. Orig-
inally, ALFs began as a response to
a need for alternative forms of

housing for older adults who were
searching for a more supported
lifestyle but were not ready for a
nursing facility. Today, there are dif-
ferent shapes, sizes, and composi-
tions of ALFs; and there are many
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definitions of this care setting. Even
government and industry leaders
can’t agree on a precise definition. 

The Centers for Medicare and
Medicaid Services (CMS) define AL
as “a type of living arrangement in
which personal care services, such
as meals, housekeeping, transporta-
tion, and assistance with activities of
daily living (ADLs), are available as
needed to people who still live on
their own in a residential facility.” In
most cases, the agency suggests, the
residents of these facilities pay regu-
lar monthly rent, with additional
fees for other supportive services. 

Elsewhere, the Assisted Living
Federation of America (ALFA)
defines assisted living as a special
combination of housing, supportive
services, personalized assistance,
and health care designed to
respond to the individual needs of
those who require help with the
ADLs and the instrumental activities
of daily living (IADLs). ADLs are the
everyday activities involved in per-
sonal care—such as feeding, dress-
ing, bathing, moving from a bed to
a chair (also called transferring), toi-
leting, and walking. IADLs include
using the telephone, getting to loca-
tions that are beyond walking dis-
tance, grocery shopping, preparing
meals, handling housework or other
chores around the house or yard,
doing laundry, taking medications,
and managing money. 

Finally, the Assisted Living Work-
group Report to the U.S. Senate
Special Committee on Aging defines
assisted living as a state regulated
and monitored residential long-term
care option. This definition states
that assisted living provides or coor-
dinates oversight and services based
on assessment of the resident and a
care plan to meet, as they arise, the
resident's individualized needs and
unscheduled problems.1 As required
by state law and regulation, services
to be provided or coordinated must

include but are not limited to:
• 24-hour “awake” on-duty staff for

oversight and to meet scheduled
and unscheduled needs

• Provision and oversight of per-
sonal and supportive services
(assistance with activities of daily
living and instrumental activities
of daily living)

• Health related services 
• Social services
• Recreational activities
• Meals
• Housekeeping and laundry
• Transportation

ALFs—Troubleshooting
Potential Problems
While the definitions of assisted liv-
ing vary, implicit in all is a support-
ed lifestyle that involves consumer

choice and minimal regulations to
ensure preference and affordability.
Yet, the aging population that uses
these ALFs is complex and often
medically, cognitively, and function-
ally impaired.

A snapshot profile of this com-
plexity from one national study
shows:
• more than half of ALF residents

are 85 years old or older
• 25% have moderate or severe

cognitive impairment
• 33% experience urinary inconti-

nence

• 51% receive assistance with
bathing 

• 77% receive assistance with med-
ications2

Of the residents who currently
live in assisted living facilities, 81%
need help with one or more ADLs
and 93% need help with IADLs.3

Further, as older adults age in ALFs,
an accumulation of disease, as well
as cognitive and functional impair-
ments, are predictable. So residents’
needs only will increase as they age
in place. This is where many facili-
ties face their greatest challenge in
terms of determining when it is
appropriate to retain or accept a
resident and when an individual
would be better served in another,
more rigorous care setting.

Given that most residents either
enter ALFs with some level of frailty
or impairment and/or become
increasingly frail or impaired over
time, it is imperative that each ALF
have a: 
• Mission statement with detailed

information about service offer-
ings and limitations 

• Screening process that examines
the medical, cognitive, and func-
tional disabilities of the potential
resident to determine the facility’s
match for care needs

• Monitoring process for the health
and functional needs of each res-
ident in the ALF to ensure that
the individual is receiving the
appropriate level of care, as well
as a continued care-needs match
for that particular facility4

Having these processes in place
helps ensures that residents and
family members know what they
can expect in terms of care and
services. As unreasonable expecta-
tions are a common source of con-
flict in long-term care settings,
ensuring that everyone is on the
same page at the start can prevent
problems down the road.

At the same time, clear systems
and processes give staff a strong
sense of their roles and responsibili-
ties and what goals and objectives

Any ALF must be
prepared to recognize

when the medical,
functional, and safety

needs of an aging
resident outweigh its

capacity to provide safe,
quality care.
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are realistic for residents. The key is
to not just have processes but to
make sure that these are communi-
cated to and understood by all
stakeholders.

ALFs and the Shared
Objectives of Long-Term Care
A “seamless continuum” generally is
considered to be an ultimate goal
for individuals moving between
care settings. A basic set of over-
arching care objectives shared with
other long-term facilities helps per-
petuate such a smooth transition of
aging individuals and helps ensure
that the ALF is an effective link in
this chain. These objectives must
shape the ALF mission statement
and provide the basis for the philos-
ophy of care and services offered at
a given facility. They include:

Resident Assessments. A resi-
dent’s move to assisted living repre-
sents a critical life change. This tran-
sition provides a special opportunity
for a comprehensive review of the
individual’s health and social needs.
For the aging adult, a move to an
ALF often signals some medical,
cognitive, or functional need which
makes a comprehensive assessment
all the more crucial. It also offers
the opportunity to provide optimum
interventions designed to maintain
independence and prevent existing
conditions from deteriorating. 

All residents entering an ALF
should have a baseline evaluation
of their physical, medical, and psy-
chosocial needs completed by a
qualified, licensed independent
practitioner. Residents also should
receive periodic reassessment to
determine if care needs have
changed.

Plan of Care. A written, compre-
hensive care plan provides the sup-
port staff with a specific process for
interventions and encourages
thoughtful assistance to residents.
Such a care plan should focus on
treatment of the resident’s chronic
medical and mental health condi-

tions—while providing functional
and social interventions and spiritu-
al supports—to enhance quality of
life and maintain independence.
Finally, end-of-life care planning
also should be discussed. 

A care plan should be available to
all staff. And this plan should focus
on the resident’s physical and psy-
chosocial needs, along with resident
preferences for treatment, medical
necessities, and services required to
accommodate those needs.

Nutrition Needs. Nutrition affects
multiple outcomes in the older
adult. Continuing attention to nutri-

tion communicates a dedicated con-
cern for residents—not only a con-
cern for their health care-related
nutritional needs but also a desire
to cater to their tastes and prefer-
ences. The facility should attempt to
meet cultural and dietary desires
that promote choice and respect for
individual wishes.

The resident’s nutritional needs—
including proper caloric and fluid
intake—must be assessed initially.
Ongoing assessment is necessary to
prevent weight loss, malnutrition,
and dehydration. Unexpected
weight loss should trigger a medical
evaluation of the ALF resident.

Medication Administration.
These policies and procedures are
important to ensure safety and con-
sistency in medication administra-
tion. Effective and accurate medica-
tion administration not only ensures
that residents receive full benefit of
the drugs but also prevents medica-
tion-related problems that can result
in hospitalizations or even death.
Adverse drug reactions are most
strongly tied to the number of med-
ications, the number of comorbid
conditions, and certain higher-
risk/low-benefit drugs or classes of
such drugs. On average, the assisted
living resident takes six medications
per day. Based on this statistic
alone, it is clear that these individu-
als are at higher risk for adverse
drug reactions.

Assisted living offers the opportu-
nity to decrease adverse medication
outcomes through implementation
of additional support in the admin-
istration and monitoring of drugs for
those requiring assistance. At the
same time, ALF residence alone
should not imply automatically that
all residents need such assistance.
These decisions should be individu-
alized and based on professional
assessments.

Residents should have the oppor-
tunity to self-medicate and keep
their medications (prescription and
non-prescription) in their rooms,
provided the products are placed in
a safe, secure place. An initial
assessment by a qualified profes-
sional can help determine whether
the resident has the necessary cog-
nitive skills to self-medicate. Review
of proper medication administration
by residents should be monitored
regularly through periodic medica-
tion use review.

Medications for all other resi-
dents—ie, those not able to self-
medicate safely—must be adminis-
tered by qualified, trained medication
assistants or licensed staff. Continu-
ous training of medication assistants
should be provided on a regular
basis to ensure competence. Medi-
cation administration policies and 

A “seamless 
continuum” generally 
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an ultimate goal for
individuals moving

between care settings.
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procedures are vital to medication
administration safety and consistency.

Physicians and consultant phar-
macists can provide invaluable
review and oversight of medication
choices. This oversight can be part
of a formal review policy for all res-
idents in a given ALF or individual-
ized for particularly frail and failing
residents.

Maintenance of Functional 
Ability. There is increasing evi-
dence that physical activity is
important for preventing functional
decline and maximizing independ-
ence. ALFs offer special opportuni-
ties to develop programs to support
physical activity and make adher-
ence to such programs more likely.

All ALF residents should have
opportunities to exercise and enjoy
physical activities of their choosing.
Individuals for whom physical activ-
ity is risky or who are observed to
have problems with activity should
be encouraged to seek physician
evaluation.

Focus on Prevention. In the
higher-risk aging population, con-
gregate living presents increased
hazards from some conditions such
as influenza or other infections.
However, the very nature of com-
munity living also may facilitate
successful preventive programs
through peer support, ease of
administration, and group educa-
tional interventions. Preventive
interventions can have the greatest
impact when applied to such high-
risk populations.

Preventive health care policies
should be in place at ALFs; and
they should include a schedule for
immunizations, falls prevention pro-
grams, and other continuing educa-
tional plans for residents and staff
alike.

Promoting Independence. Recog-
nizing an ALF resident’s autonomy
remains a key component in the
ALF care philosophy and promotes
respect for the individual’s right to

make decisions regarding lifestyle
and plans of care.

In some instances, the resident’s
decision or actions may involve
increased risk of personal harm. The
most appropriate balance between
risk of liability and independence
can be reached through agreement
between the provider and the resi-
dent concerning independent deci-
sions or actions. This is possible
provided the resident does not have
impaired judgment stemming from
significant cognitive impairment or
psychiatric conditions. If any con-
cern exists with regard to the resi-
dent’s decision-making capacity,

medical, cognitive, and psychiatric
evaluations are essential. 

Ensuring a Safe Environment.
For those residents requiring assis-
tance, control over one’s environ-
ment is an important quality of life
measure. The ALF environment
should be comfortable, accessible,
and provide a residential atmos-
phere. It should provide freedom of
movement for residents between
common areas and their personal
space. Residents should receive any
necessary assistance decorating
and/or furnishing their rooms with

personal items. Of course, all of
these activities should be consistent
with local fire and safety regulations.

Ensuring Access to Available
Health Care Services. Clearly,
health care services are highly val-
ued by assisted living residents—as
well as their family members (who
often are footing all or part of the
resident’s ALF bill). Staff should
ensure that health services (ie, med-
ical, mental health, dental, and emer-
gency services) are readily available
and obtained when required. At the
same time, residents must have
access to transportation as needed
for physician appointments and oth-
er health care services.5

Structuring Oversight. Screening
a prospective ALF resident and con-
tinued monitoring of that individual
requires oversight and accountabili-
ty. These begin with the administra-
tive imperatives of the ALF and flow
down to the staff. Development of
screening systems, oversight activi-
ties, and other checks and balances
can be facilitated best through con-
sultation with or under direction of
a physician and staff trained in the
care of the aging adult.6

Establishing a Medical Role in
the ALF. Care of the chronically ill
or frail elderly necessitates regular
and timely physician assessment;
and the complexity and severity of
medical problems in long-term care
makes increased medical oversight
necessary. Toward this end, physi-
cians and nurse practitioners can
contribute significantly to direct
medical care, the coordination of
care, and the development of poli-
cies and procedures within a variety
of areas. These documents should
address:
• Screening residents for admission
• Continued monitoring of at-risk

residents
• Ensuring a safe, comfortable

physical environment
• Infection control programs and

activities

Preventive health care
policies should be in

place at ALFs and should
include a schedule for
immunizations, falls

prevention programs,
and other continuing

education plans.
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• Employee health
• Ethical decision-making

Physicians trained in geriatric
care particularly can be helpful in
the evaluation and coordination of
care of the vulnerable and failing
elder resident. They also can pro-
vide medical quality review and
continuing education for the staff
and other practitioners at the facili-
ty; and they can oversee facility-
wide systems of care.

Addressing ALF Staffing Issues.
Staff working onsite providing 24-
hour coverage should be sufficient
in numbers and experienced
enough to meet the continuous
needs of residents. In addition,
staffing levels and expertise should
be discussed with all potential ALF
residents to assist them in choosing
the best facility for them. 

Comparing facilities can be chal-
lenging. As there are differences in
level of medical care expertise at
ALFs, it can be like comparing apples
to oranges. Generally, according to at
least one national study, 40% of ALFs
reported having full-time registered
nurse staff, 55% had either a regis-
tered nurse on staff full- or part-time,
and 71% had a registered nurse or
licensed practical nurse on staff full-
or part-time. About half used outside
agencies to supply registered nurses
or licensed practical nurses. Most
states do not require ALFs to
employ licensed nurses.7

In general, staff should be
knowledgeable regarding basic
changes in aging, geriatric drug
pharmacology, falls prevention,
incontinence care, ADL skills, com-
munication techniques, dementia
care, and recognition of acute ill-
ness/delirium. Staff must be able to
assist residents in a way that pre-
serves residents’ cognitive and func-
tional independence to the greatest
possible degree. Additionally, staff
must be able to discern when sig-
nificant medical, cognitive, and
functional changes have occurred
and evaluation by qualified medical

professionals is necessary. 
A licensed staff person should

initiate initial assessment of health
status changes, supervise care pro-
vided onsite, coordinate further care
if needed, and ensure appropriate
follow-up. A competent staff person
trained in the principles of geriatric
care can facilitate continuity of care,
collaboration by different care
providers, and coordination of com-
plex care plans. A physician trained
in the care of the aging can aid staff
in coordination of care, educational
endeavors, and system changes to
better serve both residents and staff
at a given ALF.

Integrating with Other Long-
Term Care Components. ALFs are
part of a comprehensive system of
care that accommodates the varied
needs of older adults as they tra-
verse different levels of health and
function in the aging lifetime.
ALFs—by the very nature of the
medically, cognitively, and function-
ally vulnerable aging population
that they service—need to be tied
to other facilities, providers, and
systems of care to produce opti-
mum outcomes for seniors.

This larger community of care
includes family, physicians, visiting
nurses, social workers, pharmacists,
acute inpatient care, skilled nursing,

and rehabilitation facilities. Other
issues that affect care include med-
ical insurance and drug prescription
plan choices. Understanding the
responsibilities and capabilities of
each component of the complicated
health care continuum of the aging
adult is key to coordinating care for
ALF residents. Systems of improved
communication, particularly at each
transition in the resident’s care, must
be further developed. 

ALFs and the Underserved
Assistance for low-income seniors or
those living in rural areas often is
frustrated by lack of affordable ALF
options. This lack of non-institutional,
long-term care services in many
rural areas may explain why resi-
dents of nursing homes in these
communities tend to be younger
and less disabled than their urban
counterparts. 

Few ALFs that integrate health,
personal care, and social services
have been developed in smaller
communities or in rural America;
and fewer still focus on low-income
seniors. To date, the major barrier
has been a lack of technical assis-
tance and pre-development capital
to help states plan, design, and
develop such long-term care
resources.

Increasingly, resources need to
be available in ALFs that are within
the reach of those living in rural
and low-income communities. To
some degree, this has been accom-
plished through funding of the
1915[c] Home and Community
Based Services waiver program to
provide these needed services. This
waiver is the primary Medicaid
funding vehicle for low-income per-
sons requiring assisted living. How-
ever, in most states the waiver fund-
ing is quite limited and over-
subscribed. Unmet and increasing
need for such funding support must
be explored to close this gap in
assisted living for the low-income
senior populations living in rural
communities.

Assistance for 
low-income seniors 
or those living in 
rural areas often 

is frustrated by lack 
of affordable 
ALF options.
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In either case, residents and staff
will need education about what
options are available, what use of
the PDPs will mean, and how these
plans will work. 

Ultimately, this storm preparation
really comes down to three ele-
ments: education, planning, and
collaboration. You already are
working on the education piece by
reading articles in ALC on MMA.
Planning begins with providing
resources to your staff and resi-
dents so that they can operate in an
efficient and effective manner. Last-
ly, collaboration—including com-
munication and cooperation
between the full care team—will
enable everyone to work together
to ensure that residents have access
to the medications they need. 

Strategies for weathering this
storm are becoming clearer as we
learn more about the final plans for
the MMA and the prescription drug
benefit. Facilities that begin prepar-

ing now are more likely to come
through the turmoil safely; they
then will be able to focus on what
they do best—providing a safe,
healthy, and happy home for mil-
lions of our nation’s seniors. ALC

Richard G. Stefanacci, DO, MGH, MBA,
AGSF, CMD, is editor-in-chief of Assist-
ed Living Consult.

For a listing of special MMA-related
Web sites, please see Suggested
Resources on page 34.

This storm preparation
really comes down to

three elements:
education, planning, 
and collaboration.

Special Treatment for LTC 

Residents Special Enrollment Period

Copayments Waived for dually eligibles

Pharmacy Providers Unique Any Willing Provider Standards 

PDPs required to include LTC pharmacies in their network

Plans Special risk adjuster for institutionalized enrollees

The Future of ALFs in the 
LTC Continuum
For ALFs, advancing better under-
standing of quality and affordabili-
ty requires study to develop and
test systems of care designed to
optimize outcomes. Such research
includes exploring innovative team
and financial models to address
the housing and care needs of all
seniors.

ALFs face a particularly difficult
task of juggling the need for con-
sumer choice and autonomy while
keeping costs in check. At the
same time, they need to provide
these services to a medically dis-
parate and often frail or failing
aging population that will continue
to accumulate disabilities with
advancing age. 

A variety of allied health care
professionals, most prominently

physicians trained and skilled in
the care of aging patients, can
provide consultation and direction
to aid ALFs in developing appro-
priate and effective systems of
screening, evaluation, and ongoing
care. 

Overcoming the challenges,
establishing effective systems and
processes, ensuring that residents
are safety and comfortable, and pro-
viding effective staff education will
go a long way toward making ALFs
a powerful and enduring part of the
long-term care continuum. And
effective and innovative facilities,
staff, and practitioners can see to it
that the continuum is smooth and
seamless.  ALC

Paula M. Podrazik, MD, is the medical
director at the University of Chicago
outpatient senior health center at
South Shore. Richard G. Stefanacci,
DO, MGH, MBA, AGSF, CMD, is editor-
in-chief of Assisted Living Consult.
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