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Homes for aduits provide a basic level of
domiciliary care services (room, board, and
discernible supervision) to four or more aged,
infirm, or: disabted persons. In recent years,
increasing demand for domiciliary care has
reflectad State efforts to (1) reduce inappropriaie
use of nursing homes, and (2) provide supervised
housing for persons discharged from Siate
menial insiitutions. As of July 1979, ap-
proximately 8,800 people were housed in 314
homes for adulis tocated throughout the Stale.

Virginia has made a meajor commitment to
ensuring adegquate living arrangements in homes
for adulis. The Staie Department of Welfare
(SDW) is responsible through iis licensure and
inspection functions for protecting the health,
welfare, and well-being of residents. SDW also

administers the auxiliary grant program which
provides financial assistance to needy residents.
Such assistance amounted io $3.7 million in
general fund appropriations in FY 1978 for 2,500
recipients.

A total of 48 licensed adult homes were visited
during the course of this evaluation. Many of
these homes were found 1o provide a
satisfactory level of care and owners appeared
to be concerned about the mental and physical
well-being of their residents. But on-site
assessments also revealed that some licensed
homes operate with significant violations of
licensure standards. Current problems stem
from both the failure of some operators to
comply with minimum licensure reguirements
and from administrative weaknesses in the
licensure and auxiliary grant programs.

QUALITY OF RESIDENT LIFE

Significant violations appeared to be prevalent
in homes which primarily accept mental ai-
tercare patients and auxiliary grant recipients.
Furthermore, owners ¢f these homes are not
always subjected to routine fire safety in-
spections and are freguentiy unprepared to deal
with the special needs of mental aftercare
patients.

Food Service, Nutrition, and Sanitation
(pp. 14-23)

SDW has developed explicit standards for
aduft homes concerning food supply, nutrition,
and sanitation. Major violations of food service
standards were found in 15 homes visited by a
professional nutritionist employed by the State
Department of Health. These findings, combined
with the observations of JLARC staff visits,
resulted in a special report to the Commission
and a subseguent investigation of adult homes
by the Department of Welfare.

Special JLARC Report. Serious problems were
found in nutritional inspections regarding
inadequate food supplies and low nutritional
content. Some homes did not plan nutritious
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meals and, at times, meals inferior 1o those
reported on daily menus were actually served to
residents. Therapeutic diets were not routinely
provided, although physical ailments of residents
required them.

Violations of sanitation standards ranged from
inadequate refrigeration temperatures to fitthy
conditions. Some homes visited did not have a
routine maintenance program for the control and
prevention of flies, roaches, or vermin; and food
was often improperly stored.

At some homes, violations appeared so
serious in terms of compliance with rudimentary
standards related to food service and sanitation,
that immediate remedial action was deemed
necessary. Therefore, preliminary findings were
discussed at an August 1979 JLARC meeting
and shared with the Commissioner of Welfare.

SDW Investigation. As a result of the special
report, the Commissioner undertook a crash
investigation program consisting of team in-
spections of 144 licensed adult homes
throughout the State. These inspections con-
firmed many of {he violations found during the
course of the earlier visits, and provided the
Department of Welfare a formal basis for
corrective action and official sanctions.

As part of an ongoing corrective effort, JLARC
recommended that SDW emphasize compliance
with standards for food service and sanitation
during regular licensure inspections. Homes with
auxiliary grant or aftercare residents and low
food costs should receive priority attention. SDW
was also asked to arrange for training for
licensees and licensing inspeciors, and for a
professional nutritionist to supplement some
inspections.

Fire Safety (pp. 23-24)

Fire safety is of primary importance in
physical facilities that house eiderly and disabled
individuals. Despite the responsibility of State
government for licensing adult homes, the State
Fire Marshall lacks inspection autheority for over
one-third of the homes — the 114 homes with
fewer than ten residents, These facilities house a
high proportion of auxiliary grant recipients and
individuals discharged from State mental in-
stitutions and may not be regularly inspected.
The General Assembly may wish to consider
amending the Code of Virginia 1o provide the
State Fire Marshall with authority to inspect all
licensed homes for adults.

II.

Aftercare Services (pp. 24-27)

Homes for adults are required to provide for
the supervision of residents who are mentally ill.
However, licensure standards in use during the
course of this evaluation did not adequately
address the service needs of aftercare
residents.

As many as 2,000 residents of adult homes
have been discharged from State institutions for
the mentally ill and mentally retarded. Licensees
have generally been unprepared to deai with the
unigue behaviorat and medical needs of these
residents. Moreover, the mental health system
has not developed adequate procedures to
discharge, place, and follow up former patients
in the community {these issues are addressed in
the JLARBC report Deinstitutionalization and
Community Services).

New licensing standards are intended to in-
crease access to community mentai health
services by aftercare residents in adult homes.
However, the cooperation of the Department of
Mental Health and Mental Retardation (DMHMR)
is necessary to provide training to aduli home
staff and improve the outreach capability of
menial health and mental retardation Community
Service Boards. DMHMR should also require
State hospitals to place aftercare clients only in
adult homes which are in substantial compliance
with licensing standards.

LICENSURE AND MANAGEMENT

The purpose of the licensure program for aduit
homes is to protect the health, safety, and
welfare of residents. The State Board of Welfare
has adopted explicit standards to ensure at least
a minimum quality of resident life. However,
weaknesses in the licensure and enforcement
process have resulted In failure to correct
significant violations of standards by home
operators and to detect the operation of illegal
homes.

Inspection and Supervision (pp. 33-38)

Compliance inspections conducted by SDW's
licensing specialists are of limited effectiveness.
Licensing specialists routinely provide home
operators with advance notice which may allow
the licengee to hide or temporarily correct
deficiencies. Violations of standards are not
routinely followed up by specialists to ensure
correction.



There is reason to guestion whether some
licensing staff adeguately inspect, observe, or
report violations which exist in homes, par-
ticularly in the areas of food service and
sanitation, Violations in these areas are in-
frequently cited although significant violations
were found by the health department nutritionist
and by SDW special inspection teams.

The Commission recommended that SDW
take steps to correct weaknesses in the in-
spection process. For example, ali compliance
inspections should be conducted without ad-
vance notice 1o licensees. The General
Assembly may wish to specify this reguirement
by amending Section 63.1-177 of the Code of
Virginia. Foliow-up inspections should take place
with specified frequency and within time periods
determined by the seriousness of the violations
cited. Violations which relate o residents’ health
and safety should be aggressively foliowed up.

Sanctions (pp. 38-41)

Existing sanctions do not appear 10 be ef-
fective in enforcing correction of licensing
violations, and there are no intermediate sanc-
tions beiween a warning, and revocation or
deniai of a license.

SDW has tried to use provisional licensing as
an enforcement sanction, However, as presently
administiered the provisional license has little
effect in inducing compliance. Approximately
one-third of ail homes operate with provisional
licenses (renewable for six-month periods up to
two years). These homes receive full benefits of
licensure; and once a home has operated for an
extended period with a provisional license, it is
difficult to deny or revoke a license. In effect
homes “wait oul’” the provisional licensing
period,

Effective licensing sanctions need to be
developed. Administrative or legislative action
couid restrict the use of the provisional iicense 1o
short pericds of time. Issuance of an annual
license should only be done if it is contingent
upon correction of the violations which required
granting the provisionat license in the first place.
SDW was also asked to identify new in-
termediate sanctions for legistative con-
sideration.

Illegal Activities (pp. 41-45)
Under State taw, a license is required for any
facility which provides room, board, and

discernible supervision for four or more aged,
infirm, or disabled adulis. State law also requires
that the maximum number of persons for whom
an adult home may care be stipulated in the
home’s iicense. Despite these statutory
requirements, homes operating with excess
capacity or without a license appear to exist
throughout Virginia.

SDW shouid develop an active program to
seek out illegally operating adult homes. This
effort should include the use of specialized staff
and procedures to identify illegal homes and
ways to bring them into compliance with
ticensing standards.

Central Office Role (pp. 45-50)

Significant variations in implementation of
licensure requirements indicate there are, in
effect, seven adult home licensing programs,
one in each region. Active monitoring of adult
home licensing decisions and inspections can
enhance the quality of decisions and uniformity
of enforcement among regions.

The licensing division’s central office staff
should be given responsibility o ensure greater
uniformity in the enforcement of standards. The
director of the licensing division should review in
advance the issuance of each provisional aduit
home license as well as the revocation of
licenses as is now done. Central office
monitoring of routine regional licensing
decisions should include case audits of licensure
procedures by on-site verification.

AUXILIARY GRANT PROGRAM

The auxiliary grant program represents a
growing source of income for many adult homes,
and in some cases it is the only source of income
for residents other than federal supplemental
income (SSI) payments. SDW needs to develop a
more sysiemaiic approach to rate setting based
on reliable cost data. in addition, improved
coordination is needed between the auxiliary
grant program and tlicensure. Gaps in coof-
dination have led to auxiliary grant abuse in
some cases.

Rate Setting (pp. 51-58)

Auxiliary grant raies have more than doubied
over the last five years despite the absence of
dala that accurately reflect the cost of operating
an aduit home. The maximum monthly grant as
of July 1979 was $372. Licensees annually
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submit cost reporis to SDW, but the department
has not regularly audited or verified these
reports.

The need for audited data was illustrated in
mid-1979, when SDW began an audit program
which focused on one “‘typical” home from each
of its seven regions. According to these audiis,
monthly rates set for four of the seven aduit
homes were inaccurate.

CONTRAST BETWEEN REPORTED AND AUDITED COSTS,
SEVEN HOMES FOR ADULTS

Per Resident )

Licensed Bed Reporied Audited Error in Home

Capacity Range Monihly Costs  Monthly Costs  Monthly Rate
20-49 $338 268 $ 68
20-49 336+ 321 15
50+ 365 175 181
50+ 339 318 17
20-48 336+ 336+ £rror
20-49 336 + 336+ Error

20-49 336+ 336+ Accurate

Data for these homes were mis-reporied and in error, however,
actual costs exceeded maximum alowed rate.

SPbW should take steps o improve the basis
for setting moenthly adult home rates. Guidelines
should be established for a monthly rate which
includes aliowable costs and an equitable rate of
return, Cost data audited by SDW or certified by
an independent auditor retained by the home
should be used when setting monthly rates for
individuat homes.

Monitoring Eligibility and Payments
(pp. 58-64)

Neither SDW nor local welare agencies ef-
tectively monitor the continued eligibility of
auxiliary grant recipients. Some persons who did

not meet the program requirement of residence

in a licensed home have nevertheless received
auxiliary grant payments. Currently, monitoring
is the responsibility of local welfare agencies
who may make payments ¢ recipients in distani
parts of the State where on-site verification is
difficult.

SDW needs 1o establish improved fraud and
abuse controls over auxiliary grant payments.
This can be accomplished through the iden-
tification of homes and recipienis on auxiliary
grant checks and check registers, and
acknowledgment of receipt of payments by
residents. Additionally, aduit home licensing
personnei should be frained in the requirements
of the auxiliary grant program and have rouiine
access to grant information for residents of
homes they inspect.

CONCLUSION

Homes for adulls are becoming an in-
creasingly important housing option for the aged,
infirm, and disabled. The Commonwealth plays a
key role in regulating homes and in providing
financial assistance to impoverished residents.
Despite this role, there is no clear focus of
responsibility in the Depariment of Welare for
planning, coordination, and impiemeniation of
adult home activities.

SDW needs 1o develop a programmatic ap-
proach to managing its adult home activities.
This approach should specify the methods and
staffing needed fo achieve the goals and ob-
jectives of the adult home program, and ap-
propriate ways of coordinating adult home
activities with other State agencies.



Homes for adults provide a basic level of
domiciliary care services {room, board, and
discernible supervision) to four or more aged,
infirm, or disabled persons. In recent years,
increasing demand for domiciliary care has
reflected State efforts 1o {1) reduce inappropriate
use of nursing homes, and (2} provide supervised
housing for persons discharged from State
mental institutions.  As o July 1979, ap-
proximately 8,800 people were housed in 314
homes for adults located throughout the State.

Virginia has made a major commitment (o
ensuring adeguate living arrangements in homes
for adulls. The Siate Depariment of Weliare
{SDW) is responsible through its licensure and
inspection functions for protecting the health,
welfare, and well-being of residents. SDW also

administers the auxiliary grant program which
provides financial assistance to needy residents.
Such assistance amounted to $3.7 miliion in
general fund appropriations in FY 1278 for 2,500
recipients.

A total of 48 licensed aduit homes were visited
during the course of this evaluation. Many of
these homes were found 10 provide a
satisfactory tevel of care and owners appeared
to be concerned about the mental and physical
well-being of their residents. But on-site
assessments also revealed that some licensed
homes operate with significant violations of
licensure standards. Current problems stem
from both the failure of some operators to
comply with minimum licensure reguirements
and from administrative weaknesses in the
licensure and auxiliary grant programs.

QUALITY OF RESIDENT LIFE

Significant violafions appeared {o be prevalent
in homes which primarily accept mental af-
tercare patients and auxiliary grant recipients.
Furthermore, owners of these homes are not
always subjected to routine fire safety in-
spections and are frequently unprepared to deal
with the special needs of mental aftercare
patients.

Food Service, Nutrition, and Sanitation
(pp. 14-23)

SDW has developed explicit standards for
aduit homes concerning food supply, nutrition,
and sanitation. Major violations of food service
standards were found in 15 homes visited by a
professional nutritionist employed by the State
Department of Health. These findings, combined
with the observations of JLARC staff visits,
resulted in a special report 1o the Commission
and a subsequent investigation of adult homes
by the Department of Welfare,

Special JLARC Report. Serious problems were
found in  nutritional  ingpections  regarding
inadequate food supplies and low nutritional
content. Socme homes did not plan nutritious
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I. Introduction

Homes for adults provide housing options for aged,
infirm, and disabled people. There are 314 Tlicensed adult homes
in Virginia. These homes, which range in size from four to 502
beds, provide domiciliary care for their residents. The demand for
this type of care has increased dramatically in recent years as a
result of State policies designed to (1) reduce inappropriate use
of nursing homes, and (2) provide supervised housing alternatives
for people discharged from State facilities for the mentally i1l
and mentally retarded.

Over 8,800 people Tive in adult homes. Many of these
residents are unable to protect their own interests and must rely on
others for essential services. The State Department of Welfare
(SDW) is responsible through its licensure and inspection functions
for ensuring that residents receive an adequate level of care. The
State's involvement with adult homes, however, extends beyond
regulating their operation. Approximately 2,500 residents currently
receive financial assistance for housing through the auxiliary
grant program. Such assistance amounted to $3.7 million in general
fund appropriations during FY 1978-79.

A total of 48 licensed adult homes were visited during
the course of this study. Many of these homes were found to provide
a satisfactory level of domiciliary care and appeared to be concerned
about the mental and physical well-being of their residents. But
on-site assessments also revealed that some Ticensed homes were
operating with significant violations of licensing standards. In
these instances, the Commonwealth could be giving financial assis-
tance for an expected standard of care which the residents are not
receiving.

Current problems stem from both the failure of home
operators to comply with standards and from weaknesses in the
licensure, inspection, and auxiliary grant programs. SDW needs to
give priority to a vigorous program of supervisory and compliance
inspections and appropriate enforcement actions, in order to bring
all adult homes up to minimum standards.

PUBLIC SECTOR INFLUENCES

The General Assembly recorded its intent in Section 63.1-
174 of the Code of Virginia when it required the State Board of
Welfare to adopt "reasonable regulations governing the construction,
maintenance, and operation of homes for adults." These requlations,
which have been revised twice since 1974, apply to any home providing
room, board, and discernible supervision to four or more aged,
infirm, or disabled adults,
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DISTRIBUTION OF HOMES FOR ADULTS IN VIRGINIA
APRL 1979

NORTHERN VIRGINIA REGION
. 32 HOMES
‘p. Jo»:\ 1,816 BEDS

VALLEY REGION
49 HOMES

-..'
>

i \f-ln!r X, hr.mn
1,151 BEDS \ e ,g
COTANRUIER ppiuce N
APF!HAN‘QL “ \ WILLIAN 7w -
g
4 5
o - /\"\\ &
.
\/ aoigeny ¥ - _
34 ”17“‘ ) : MOND REGION
f ,ﬂ’ 7 PO fime sroespd “ RiCH ON
—, wra 'H”/Wmmu/ A > g HOMES
et | N
i S . w 113,037 BEDS 4
/,/cAMOLIkE ® \

P )‘\_{

7F
R

IR S N “““‘)y
LAY

ROANOKE REGION L

49 HOMES }ﬂo!zrﬂulv ) \J ‘
SOUTHWEST REGION 1533 BEDS, TR o, .' S 4 ;" \‘\ /I o o A
a7 HOMES -~ het ;.s Y\’ PR ¢ s /f:»b \mm‘-m T A ’i:." R GG
666 BEDS . ‘.\ ANAN \ /‘_’/ \.no‘nh rE . 7 \‘ /ﬂnu ln“’ml - o by o
: o N T Vi "% P T frtenr e o e .
-{rumxu»\\ -“,Jl‘\vnzzvex-l/j: s // (/‘ v K 1 V\\:‘F_rl\ - e mwio bk ] i.
v }'\ " ".‘!S:‘ ; \3* /-J;\K/-:\r.—;:-.u 3 - nfn/v j',./’j“l:“ . “if \F‘/\P (’i\u ““”":T\ ”
i S o A T RN ! 2
- ;’; co T \ - - L Ad \‘\‘ ,:.\" o 4\ c A RADLE / (\‘/ T : e ””i j'- “LN‘J“UH‘ " ’:“r\fl
CE “:(J '(“':.i:“”“'\ _J/'/ N, ' ‘:.”““‘\xznzr_j : '\-(\I[C!L(«vurﬂc}. ’2’:
L ; ﬁ_—."&-‘i AT } : 0:=. '3 N H ‘ [ 3
LYNCHBURG REGION TIDEWATER REGION
+ REPRESENTS ONE HOME FOR ADULTS 23 HOMES 42 HOMES.
* REPRESENTS 27 HMOMES FOR ADULTS IN ROANOKE 835 BEDS !

* REPRESENTS 63 HOMES FOR ADULTS IN RICHMOND

Source: JLARC representation of data from SDW's April 1979 Directory of Licensed Homes for Adults
and Adult Day Care Centers.



SDW has reorganized and expanded its Ticensure activities
in the past few years. The licensure program was decentralized
into seven regions in 1975, Increases in staffing accompanied this
regionalization, and the department now has 32 licensing specialists
in the regional offices who license homes for adults and six other
types of facilities.

Licensed homes for adults are distributed throughout the
seven State regions (Figure 1). The Richmond region has the
largest number of homes (76), while the Lynchburg region has the
smallest number (23). The largest number of Ticensed adult home
beds {3,037} is also in the Richmond region, while the Southwest
region has the smallest number (666). A profile of Virginia's
adult homes and their residents is shown in Figure 2.

Expansion in the number of beds in licensed adult homes
has been a long-term growth characteristic of the industry.
Between 1970 and 1979, the licensed bed capacity in homes increased
by 72 percent. The number of Ticensed adult homes grew by 26
percent during the same period. Recent federal and State actions
have contributed to this growth.

Federal Actions

Expansion in the area of adult homes accelerated after
two actions by the federal government. One action increased the
clientele able to pay for care in adult homes, and the other action
indirectly served to increase the supply of beds available in homes
for adults. Both actions have had marked effects on the demand for
and supply of homes for adults in the Commonwealth,

Financial assistance supplied by federal and State govern-
ments has resulted in growth in the number of beds in licensed
homes. In 1973, Congress created the Supplemental Security Income
{SSI) program. To be eligible for SSI, a person must be aged, blind,
or disabled, and meet certain low-income and financial resource
guidelines set by the Sacial Security Administration. States were
required to provide financial supplements to those new SSI recipients
transferred from other existing financial programs who would have
lost benefits as a result of the transfer, The states were also
given the option of expanding the covered group.

Federal certification standards for intermediate-care
nursing homes also caused growth in the number of adult homes.
Rather than meet structural, record-keeping, and other requirements
under these standards, some nursing homes "downgraded" their status
to homes for adults. Thus, additional beds were made available to
serve a ciientele which did not reguire nursing care.



Figure 2

PROFILE OF HOMES FOR ADULTS

e 314 homes Statewide

e Average size is 31 beds
sRange in size from 4 to 502 beds

eTotal licensed bed capacity Statewide
is 10,420

e(0ccupancy rate is 85%

eMinimum monthly charge is about $175
per resident

eMaximum monthly charge exceeds $1,000
per resident

e/ ipproximately 278 homes are proprietary,
30 homes are affiliated with non-profit
organizations, and € are jointly funded
by tocalities

*At least 22 homes, with 3,278 beds, are
attached to intermediate-care facilities

PROFILE OF RESIDENTS OF HOMES FOR ADULTS

¢ 8,800 residents Statewide

e Median age is 76 years

e 82.5% are over 65 years of age
® 8.9% are under 55 years of age

o liomen outnumber men 2.2-to-1

1,500 to 2,000 residents are
deinstitutionalized mental patients

Source: JLARC representation of Department of Health and SDW data,
July 1979.



State Auxiliary Grant Program

Virginia opted to expand State-covered financial assis-
tance by creating the auxiiiary grant program in 1974. The purpose
of this optional program was to make additional payments to SSI
recipients and other needy State residents who live in licensed
adult homes. '

The number of auxiliary grant recipients in homes for
adults has surged upward since 1976. The current annual rate of
growth is 15 percent. This growth has occurred in the State's
optional group (Table 1).

Table 1

AVERAGE MONTHLY AGED AND DISABLED
AUXILIARY GRANT RECIPIENTS

Federaily State
Mandated Recipients Option Recipients
FY 1975 2,742 (92%) 229 ( 8%)
FY 1976 1,375 (64%) 760 (36%)
FY 1977 815 (43%) 1,102 (57%)
FY 1978 5638 (29%) 1,389 (71%)
FY 1979 (10 mos.) 432 {(19%) 1,815 (81%)

Source: SDW data.

Deinstitutionalization

Adult homes have become a de facto component of the
State's mental aftercare program. This 1is because an estimated
1,500 to 2,000 people, or 17 to 23 percent of all current adult
home residents, are deinstitutionalized mental patients.

State mental hospitals began a policy of reducing their
inpatient populations in 1972. Many of these patients were placed
in homes for adults by hospital personnel and social service agencies,
and others found their own way into such homes. Findings from a
JLARC staff report, "Deinstitutionalization and Community Services,"
indicated that adult homes are about the only supervised housing
alternative for discharged patients in many parts of the State. In
six areas selected for case study analysis, there were 937 beds in
homes for adults, compared to only 30 beds in specially-staffed
facilities for the mentally 111 and mentally retarded. Throughout
the Commonwealth, there are 226 beds in supervised facilities provided
by mental health agencies for discharged mentally i1l clients, and
320 such beds for discharged mentally retarded clients.

Many deinstitutionalized clients living in adult homes
depend on the auxiliary grant for financial assistance. Once



released from a State mental hospital or retardation facility,
clients must often not only find housing, but also find a way to
pay for it. The auxiliary grant program enables Tow-income clients
to receive domiciliary care in a licensed home.

Medicaid Screening Program

Medicaid's preadmission screening program for nursing
homes has provided another impetus for growth in the adult home
industry. This program, which is administered by the State Depart-
ment of Health, reviews the medical needs of medicaid-eligible
people seeking admission to a nursing home.

In its first two years of operation, the screening
program recommended over 300 individuals for placement in adult
homes rather than nursing homes. This represents almost ten
average-size homes for adults, and signifies substantial savings
over more costly care provided in intermediate-care facilities. As
of July 1979, the average monthly State medicaid payment for
intermediate care was $842, while the maximum monthly auxiliary
grant rate for an adult home was $372.

In summary, homes for adults have filled a gap in long-
term care housing needs in the State. They represent about the
only major source of supervised housing available for deinstitu-
tionalized mental patients, In addition, adult homes are a Tow-
cost alternative to what could be inappropriate placement for long-
term care in nursing homes. Therefore, the demand for such housing
can be expected to continue increasing in the foreseeable future.

JLARC REVIEW

The 1978 Legislative Program Review and Evaluation Act
provides for JLARC to review selected programs, agencies, and
activities of State government, according to a specific schedule.
Senate Joint Resolution 133, enacted during the 1975 legislative
session, implemented the provisions of the Evaluation Act. During
FY 1979-80, SJR 133 directs JLARC to evaluate programs and agencies
in the Standards of Living Subfunction of the Individual and Family
Services budget function. This review of homes for adults is the
first study prepared by JLARC under the joint resolution. Study
efforts are being coordinated with the House Committee on Health,
Wel fare and Institutions and the Senate Committee on Rehabilitation
and Social Services.

ScoEe

This review's primary focus is the administration of
the adult homes 1icensing function, and the auxiliary grant program.



As the direct providers of care, the homes were an additional focus
of the study. This review has three concerns:

*The extent to which regulation and licensing by SDM
ensures compliance with minimum standards and,
therefore, ensures a minimum quality of life in
licensed homes for adults,

eThe adequacy of SDW's policies and procedures for
licensing adult homes and enforcement of Ticensing
standards.

*The impact and administration of the auxiliary grant
program.

Methods

To carry out this review, JLARC staff gathered data from
a number of sources. Interviews were conducted with personnel
involved in the regulation of homes for adults and in the adminis-
tration of auxiliary grant funding at both the State and local
levels. Visits were made to 48 licensed adult homes throughout the
State. This included a random sample of 29 licensed adult homes
which were representative of all homes for adults in the State in
terms of key demographic characteristics. In addition, staff
visited six unlicensed homes which were alleged to have been
operating i1legally. A technical appendix describes sample selec-
tion and other methodological procedures.

The review of the quality of resident Tife in licensed
adult homes utilized expert opinions from five State agencies:
State Fire Marshall, State Board of Pharmacy, Bureau of Medical and
Nursing Facilities Services of the State Department of Health,
Office of Health Protection and Environmental Management of the
State Department of Health, and State Department of Mental Health
and Mental Retardation.

Additional information was gathered from the written
Ticensing records and operating cost reports on file with SDM, and
interviews with licensees, residents of adult homes, and various
State and local agency personnel.

Report Organization

The report consists of four chapters. The first chapter
has presented an overview of the growth and development of adult
homes in Virginia. Chapter II addresses the quality of resident
Tife in the homes, measured by the extent to which homes meet
minimum compliance standards in certain key areas. Chapter III
addresses the licensure and enforcement functions administered by
SOW. Finally, Chapter IV reviews the auxiliary grant program.






I1. Quality of Resident Life

Many of Virginia's homes for adults have been responsive
to the special residential needs of the aged, infirm, and disabled,
and have provided adequate levels of domiciliary care. These homes
offer residents a good quality 1iving environment at varying costs.
The following homes, visited during the course of this study,
illustrate the diversity and quality which may be found in adult
homes .

Home A

4 home licensed for 12 residents is located in
a remote rural area. At the time of the JLARC staff
visit, 11 of the residents were deinstitutionalized
mental patients, and ten of the residents were
recetving financial aseistance from the auxiliary
grant program.

The home was described as a "super" placement
for aftercare patients because of the owner's
involvement with the Community Service Board. Group
therapy is held in the home weekly, and the licensee
has completed special training in caring for the
mentally i1l. The monthly charge at this home was
$336. The home was clean and a "homelike" atmosphere
wae observable.

Home B

A high-rise home for adults in a metropolitan
area has over 400 residents. The support system for
residents includes a wide range of health, recrea-
tional, and social services. The home offers
physical therapy, a cafeteria, full-time activities
and soctal work staff, an in-house newspaper, and
elasses conducted in the fucility by a local
community college. The monthly charge ranged from
about $450 to over £1,000, as well as an initial
admission fee.

Homes for adults, however, vary widely in the level of
services provided to residents. Although many homes visited by
JLARC staff and by other inspectors during the course of this study
offered the quality of life described above, other homes were
observed operating with significant violations of minimum standards
regulating room and board services., Violations appeared to be
especially prevalent in homes which accept predominantly mental
aftercare patients and auxiliary grant recipients.



10

The following significant violations in basic services of
licensed adult homes were observed:

e«inadequate food supply and nutrition contents
ofaulty meal planning;

eunsatisfactory sanitation and preventive health
measures;

slack of fire safety inspections; and
sinadequate control of residents' medications.

At some homes visited by JLARC staff, violations appeared
so serious, in terms of compiiance with rudimentary standards
related to food service and sanitation, that immediate remedial
action was deemed necessary. Therefore, preliminary findings were
discussed at the August 1979 JLARC meeting and shared with the
Commissioner of Welfare. As a result of this special report, the
commissioner announced ar investigation consisting of inspections
at 144 licensed adult homes throughout the State. These inspections
identified many of the same violations found during the course of
the earlier visits and provided a formal basis for corrective
action and official sanctions., The findings of SDW's special
investigation are cited in various parts of this report.

Assessing the Quality of Resident Life

To assess the quality of resident 1ife in adult homes,
the JLARC review focused on compliance with existing SCW licensing
standards concerning room and board. Experts from State agencies
were asked to inspect a sample of licensed homes for compliance
with standards pertaining to food service, food supply and nutrition,
sanitation, and fire safety. Other compcnents of resident life
examined in the homes included the availability of aftercare services
and recreational activities, the handling of drugs, and the training
and quatifications of staff. The overall quality of resident life
in the 29 sample homes was subjectively rated by JLARC staff and by
SDW's Ticensing specialists, who are required to annually inspect
all licensed adult homes.

Secticn 63.1-174 of the Code of Virginia requires the
State Board of Welfare to adopt standards that will " . . . protect
the health, safety and welfare . . ." of residents of licensed
homes for adults. Pursuant to this charge, minimum standards have
been adopted with which adult homes are required to comply. These
standards cover many aspects of the construction, maintenance, and
operation of adult homes, but do not require licensing specialists
to rate the overall quality of a home.



There is clear intent, however, that residents in
licensed homes for adults be assured a satisfactory quality of
life. In fact, the prologue to SDW's licensing standards recog-
nizes the necessity for inspectors to be aware of important but
difficult-to-measure factors that contribute to the quality of
resident 1ife, and against which homes are to be tested. The
prologue states:

By the act of licensing an adult home for
aged, infirm, and/or disabled persons, the
Commonwealth of Virginia places responsibility
upon the operator through these standards and
regulations to insure the physical and emotional
health and safety of the residents. However, it
should be understood that a positive philosophy
which stresses the individuality and self-esteem
of each resident undergirds these standards and
reguiations.

Some of the elements of good care are:

A cheerful, homelike environment, which
demonstrates thoughtful planning for the
physical safety of persons with disabling
conditions or lessened mobility.

Nutritious meals, carefully prepared and
attractively served in a pleasant dining
area, with consideration shown for the
resident’s special dietary needs for
reason of health, religious practice or
personal preference,

Sensitive and caring empioyees, who are

well trained in their needed functions

in the home, are aware of the resident's
individual needs, and are able to communi-
cate their personal concern for the resident.

Encouragement of group activities and rela-
tionships among the residents, and with
their family and friends in the community
which stimulates interest and participation
in daily life.

An awareness of the resident's possible loss
of some personal independence of action by
reason of a changed physical, emotional,
mental or financial situation, and creative
measures taken to prevent further dependence
and decline.

11
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These elements of a positive philosophy of
care are the touchstones against which every
home for adults should be tested, to help insure
that the well-being of every resident is preserved
with dignity and respect.

In addition, the Ticensing manual used by SDW licensing
personnel requires that quality of resident life be recognized,
stating in part:

While the home should be in reasonable order,
it is more important that there be an atmos-
phere of warmth and provision for the comfort
and convenience of the occupants.

Thus, SDW acknowledges the need for an overall assessment of the
"welfare" of residents and the quality of their lives.

Overall Rating of Quality

The quality of resident 1ife in 12 of the 29 sample homes
was rated marginal at best by two independent sources: SDW Ticens-
ing specialists and JLARC staff. The other homes were rated satis-
factory or hetter.

For purposes of rating the quality of resident life in
the homes, three categories were used:

1. Satisfactory - The home regularly meets all licensing
standards and, in addition, provides a "homelike"
atmosphere.

zZ. Marginal - The home has difficulty maintaining
compiiance with minimum licensing standards on a
routine basis. It makes little if any effort to
go beyond these standards and provide a "homelike"
atmaosphere.

3. Unsatisfactory - The home is frequently or always
out of compliance with lTicensing standards. Further-
more, there is no attempt at care or providing for
a "homelike" atmosphere.

Based upon site visits and knowledge about the homes, SDW
Ticensing specialists and JLARC staff classified the sample homes
into one of these three categories. The specialists, rating the
homes they routinely inspect, indicated that 11 of the sample homes
were marginal and one was unsatisfactory. Almost identical ratings
were given to the same homes by JLARC staff. Using the three
quality categories, but lacking the specialists' day-to-day familiar-
ity with the homes, JLARC staff rated all but four of the homes the
same as the licensing specialists (Figure 3).
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The less than satisfactory ratings given to almost half
of the sample homes indicate the quality range among adult homes.
Many homes are satisfactory and comply with the Tetter and spirit
of the standards. Otheér homes are marginal at best and contain
violations of standards that are detailed in following sections of
this report.

FOOD SUPPLY AND NUTRITIONAL CONTENT

To sustain 1ife and strength, nutritious food in an
adequate quantity must be served to residents of adult homes.
SDW has developed explicit standards for adult homes concerning
food supply and nutritional content. However, significant viola~
tions of food service standards were found in 15 of 17 homes
visited by a Health Department nutritionist. Various food service
violations may exist in as many as one-third of all licensed homes.
These violations are often found in homes with auxiliary grant
recipients or aftercare residents.

Food Service and Nutrition

Analysis of unaudited meal costs at 141 adult homes which
accept auxiliary grant recipients revealed that a significant
number spend very little on meals. As a result, some homes were
suspected of not meeting basic food service standards. The average
meal cost per resident for all homes submitting data to SDW was
$1.20 (Table 2). Forty-six homes {33%) reported costs per meal of
less than $.75. Reported meal costs ranged from $.15 to more than

$7.

Table 2
INDIVIDUAL MEAL COSTS PER RESIDENT

Cost Range Number of Homes Percent
Less than $.75 46 33%
$.75-1.19 49 35
$1.20-1.75 32 22
Over $1.75 14 10
Total 141 100%

Average meal cost per resident = $1.20

Source: JLARC analysis of SDW cost data.



Because of this finding, JLARC asked a licensed nutri-
tionist from the State Department of Health to inspect a group of
homes and determine the adequacy of diets and compliance with food
service and nutrition standards. As required in SDW licensing
standards, the nutritionist utilized minimum daily nutritional
requirements established by the National Academy of Sciences, a
recognized authority, and, where reievant, determined compliance
with physician-prescribed diets. Target homes were first identi-
fied using cost data. Additional visits were requested from the
sample of 29 homes.

The nutritionist summarized her findings in the basic
food service and nutrition areas by stating:

There appears to be Tittle or no understanding
of minimum daily dietary requirements necessary
for sustaining good health., . . (In addition to}
the overall lack of nutritional content, both
the quality and quantity of food served is of
questionable adequacy.

Nutritional Standards. licensing standards are explicit
about how homes are to provide for the nutritional needs of resi-
dents. Among the standards governing food service in 1dicensed
adult homes, the following establish fundamental requirements:

1. Food and nutritional needs of the residents must
meet dietary allowances prescribed by a recognized
authority specified in the SDW regulations or an
attending physician's orders.

2. At Teast a week's supply of staple foods must be
on hand.

3. Homes must serve three meals each day.
4. Bedtime snacks are to be available.

Inadequate food supplies and Tow nutritional content were
observed at 15 of the 17 homes visited by the nutritionist. The
following homes illustrate two of the more serious food service and
nutrition problems uncovered by the nutritionist.

Home 4

A home with 12 residents and reported meal
costs of 4. 21 per resident did not have enough
food in the house for one meal. The entire even-
ing meal consisted of two boxes of tuna helper
with no tuna, a can of grezens, crackers, and
Kool-Aid. This was all the food on hand. The
ouner reported that only two meals per day were
served on weekends,

15
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The nutritionist stated in her report: "My
most ‘mmediate concerm 1s for the lack of food
to maintain the health of the residents. This
facility is basically out of compliance with all
regulations applied.”

Home B

At a home with 68 residents and meal costs
of §.26 per resident, the food was found to be
low in protein, vitamin content, and quantity.
"On the day of my visit,” reported the nutrition-
ist, "lunch was to be served 'after 3 P.M.'
aceording to the owner. This meal, to feed 68
patients and eight staff, consisted of four or
five pounds of pork to be made into a casserole.
This amount of meat should serve 18-20 people a
standard four-cunce portion. I strongly suspect
that only two meals a day are served routinely. "

Meal Planning

The nutritionist also found problems in the meal planning
function of licensed adult homes. Many homes failed to plan
nutritious meals for their residents, and in some cases the meals
that are planned are not actually served to residents. The nutri-
tionist observed these conditions in 15 of the 17 adult homes she
visited.

Meal Planning Standards. SDW's Ticensing standards are
explicit in requiring meals to be planned. They state in part:

A menu for meals shall be planned for at least
two weeks at a time and posted and any changes
shall be noted. A record of menus actually
served shall be retained for six months.

Planning helps ensure that meals are nutritionally balanced and
facilitates food purchasing. A written record of meals served also
documents the nutritional intake of residents.

Licensing specialists are directed by the Licensing Manual

to do more than merely note the presence of a posted menu. Accord-
ing to the manual:

Emphasis shall be placed on evaluating the
nutritional value and balance of diet; con-
sideration should be given to variety and
interest in the meals served . . . The
primary concern is that meals be well
baTanced and nutritious.



Futritionist'e Findings. Menus were requested during
unannounced visits to the sample homes. Of the 29 homes in the
sample, only 16 could provide menus. Five homes had no menus at
all. The remaining eight homes refused to supply copies of menus,
or could not find them. Nine homes did not have menus posted,
Frequently, menus provided by homes were a year or more old.

These findings are supported by those of the nutrition-
ist, who summarized visits to 17 homes by stating:

There is Tittle or no relationship between the
menus and the actual food served. There seems
to be no appreciation of the necessity or value
of planned menus, either from the point of view
of food purchasing or providing adequate diet.
The facilities appear to do this task only for
the purpcse of satisfying a paper requirement.

The nutritionist’s comments on the 16 menus she reviewed
highlight the seriousness of this failure to comply with licensing
standards. Concerning the adequacy and appropriateness of the
menus, the nutritionist made the following observations:

*The overall quantity of food available to
residents was inadequate to supply the 1800
to 2400 calories needed to maintain good
health.

sThe quality of food planned for meals was
generally poor. Nutrient content was Tless
than adequate as evidenced by inadequate
protein, vitamin, and mitk content, and by
inadequate amounts of fruits and vegetables.

*Planned beverages and snacks were of little
or no nutritional value, generally consisting
of empty calories.

sMenus consisted primarily of starchy foods,
and exhibited extreme repetition of foods,

These problems are illustrated by the menus shown in
Figure 4. 1In both examples, the written menus contain insufficient
catories, nutritional imbalance, primarily starchy foods, and
nutritioniess beverages. More important, however, the meals
actually served deviated from the menus almost totally, and con-
tained even less adequate nutrition. At one home, no evening meal
was served at all, despite the fact that one had appeared on the
menu.

Therapeutic Diects. Some residents, especially those who
are diabetic, have special nutritional needs. Standards require
homes to meet the dietary needs of residents as prescribed by an

17



Figure 4

CONTRAST BETWEEN MENUS AND MEALS
SERVED AT TWO ADULT HOMES

Home No. 1
{More than 50 residents)

MENU
Breakfast Lunch Dinner
Grits Soup Cheese Sandwich
Toast Meat Kool-Aid
Coffee Greens
Milk Bread
Kool-Aid

MEAL SERVED

Breakfast Lunch Dinner
Grits Pork Casserole No meal was served
Toast Kool-Aid
Coffee
Home No. 2

{Less than 10 residents)

MENU
Breakfast Lunch Dinner
Eggs Fish Soup
Qatmeal French Fries Crackers
Mitk Cornbread Milk or Tea

Coffee Tea

MEAL SERVED

Breakfast Lunch Dinner

Hot cereal Pork Patties Unknown

Coffee Bread (No decision had
Kool-Aid been made about

what to serve
at the time of
nutritionist's visit)

Source; Review of 16 adult home menus by State Department of Health
nutritionist.




attending physician. Nevertheless, the nutritionist found serious
breaches of this requirement to be common. From visits to the 17
targeted homes, the nutritionist concluded:

There is real concern for the inadequate
provisions for handling, planning, and
serving meals to residents who may require
controlled diets {diabetics, etc.).

This failure to comply with residents’ therapeutic diets
was noted at a home with eight residents. Concerning this home,
the nutritionist said:

There are no provisions made for the manage-
ment of therapeutic diets, although at the
time of my survey there were three diabetic
diets, one low-calcrie, and one low-salt diet
ordered for residents.

SDW Special Investigation. SDW found similar nutritional
conditions in its special inspections of 144 adult homes. 1In SDW's
report on the inspections, 11 percent of the 144 homes were judged
to serve an inadequate quantity of food to residents. Thirteen
percent of the homes were determined to provide food that was not
nutritionally adequate to meet residents' needs. At 41 percent of
the homes, the food actually served did not reflect meals planned
in the menus. In 37 percent of the homes surveyed, meals were not
planned two weeks in advance, and in 38 percent of the homes, menus
were not kept on file. Three percent of the homes did not serve
the required three meals per day. The following examples are drawn
from the special inspection reports,

Food Supply

£ home for 20 residents did wnot have on hand all
the food items planned for the noon meal. The
inspection team questioned the wutritional value
of the food served and the food on hand.

Meal Planning

4 home for seven residents had no current mewnus
avatlable and no meals had been planned in advance.
Menus posted were six weeks old, and many of the
meale listed on the menu were identical.

Therapeutic Diets

At one home, two residents had been prescribed
diabetic diete and one resident was on a post-
operative diet, SDW's inspection team noted that,
because the residents didn't want to follow the
diets, the home did little to encourage them.

19
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Improving Food Services in Homes for Adults

Serious problems in food supply, nutrition, and the
provision of therapeutic diets were found in Ticensed homes. These
deficiencies occurred predominantly in homes with aftercare resi-
dents and auxiliary grant recipients, for whom the State bears a
special responsibility.

In some cases, the State has paid for care which did not
meet minimum standards. Moreover, significant food service viola-
tions have been found in homes which are routinely inspected for
compliance with explicit standards.

Recommendation (1). SDW needs to take several steps to
strengthen the food service activity in Ticensed adult homes:

1.  During unannounced inspections of adult homes,
greater attention should be given to compliance
with food service standards. Homes with auxiliary
grant recipients, mental aftercare residents, or
low food costs should be given priority by SDW.

2. Licensing specialists should receive training in
areas related to food service and nutrition and
some inspections should be supplemented by a
professional nutritionist or dietician.

3. Licensees should be offered special training
by SDW in meal planning, food service, nutrition,
and therapeutic diet preparation,

SANTTATION AND HOUSING

A clean, safe physical facility is an important component
of the room and board mission of adult homes. Most homes appear to
be physically sound structures, although the type of structure
varies considerably. However, sanitary violations were found to
exist in half of the licensed adult homes in the sample. Aged
and infirm residents are particularly vulnerable to diseases which
are promoted by unclean surroundings. They are also in special
need of protection from fire hazards, although over one-third of all
homes are not subject to inspection by State fire officials.

Sanitation and Preventive Health

Sanitary conditions in adult homes were reviewed for
compliance with State standards as reported by licensing special-
ists, Tocal health department sanitarians, and the State Department
of Health nutritionist.



Santtation Standards. SOW's adult home licensing standards
focus on sanitation in food service and storage areas. Sanitary
conditions in these areas are essential to prevent the spread of
disease to residents. Cleanliness in other areas of the home is
also required by the following standards:

*The home shall be kept safe, neat, clean, and free of
dirt, rubbish and foul odors.

*The home shall be kept free of flies, roaches, rats,
and other vermin.

eAnimals shall not be in rooms where food is stored,
prepared, or served.

*Refrigerators, eating and cooking utensils, sinks, and
other equipment shall be kept clean.

*Food, cleaning supplies, and prescription medicine
shall be separately stored.

These and additional standards provide for sanitation in adult
homes. Key provisions of the Virginia restaurant law are also
applicable in homes with ten or more residents.

Findings. Of the 29 homes in the sample, 17 (59%) were
found by local sanitarians in their most recent inspection to ,
contain some violation of standards. Sanitarians frequently found
refrigerator temperatures too high and improper disposal of trash.
Each licensed home for adults is inspected without prior notice at
Teast annually by local health department sanitarians.

Violations found by local sanitarians were also observed
in separate visits by the nutritionist. Additionally, violations
more serigus than those reported by the sanitarians were uncovered,
sometimes within days of the sanitarians' inspection.

The nutritionist summarized her comments by stating:

*There appears to be no routine maintenance
program for the contropl and prevention of
flies, roaches, and vermin.

*There appears to be no understanding of the
necessity for practicing adequate sanitation
for the prevention of food-born illness.

*There appears to be no awareness of the poten-
tial health and safety hazards resulting from
storing food with cleaning materials and for
storing prescription medications in food
storage areas.
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The extent of sanitation problems in some licensed homes
is illustrated below.

4 licensed home with six residents contain-
ed extremely unsanitary conditions. The dining
room, Kitchen, and storage areas were filthy and
overrun with roaches. A basement storage area
was flooded with divty ratiwoater. The owner
kept dogs in the dining room and a litter box
was under the dining table. The odor of the
doge was overwhelming.

"It is difficult to believe that anyone
lives in such a level of filth, and wbelievable
that residents pay for such conditions,” the
nutritionist reported.

In six of the homes found by the nutritionist to be out
of compliance with SDW's minimum standards, the local sanitarians
reported either no violations of standards or only minor discre-
pancies. Some of the nutritionist's visits occurred within days of
the local sanitarian's inspection, so the question arises as to why
the nutritionist found more severe. sanitation problems than the
tocal sanitarians. This finding also raises a concern that, by
relying upon local sanitarians to determine compliance with sanita-
tion standards, the SDW licensing specialist remains unaware of
these violations.

SOW Special Investigation. The findings reported above
were also contained in SDU's special investigation. Fifty-six
percent of the 144 homes examined were out of compliance with
sanjtation standards relating to food storage and/or food prepara-
tion areas. Twenty-eight percent had "dirty premises," and 27
percent were found to contain flies, roaches, or other vermin. The
following examples were drawn from SDW reports,

Home 4

At a home for 24 residents, o dog was being
kept in a basement food storage area near the
laundry facilities. Fleas were found in a stair-
way carpet, and stagnant water was standing in
ginks and on the floor.

Home B

At a home with six residents, raw food was
found stoved directly on the floor, and the food
storage cabinet was dirty.

Recommendation (2). SDW licensing inspectors should
supplement the inspections of local sanitarians to ensure that
homes comply with standards. 1In addition, SDW should request the



State Department of Health to ensure that viclations of sanitation
standards are accurately detected and reported.

Fire Safety

Fire safety is of primary importance in physical facili-
ties that house elderly and disabled individuals. Despite the
responsibility of State governmment for licensing adult homes, the
State Fire Marshall lacks inspection authority for over one-third
of all these facilities. As a result, some homes are not regularly
inspected. Failure to inspect for hazards is compounded when resi-
dents who are not ambulatory are placed in rooms without easy
emergency exits.

Fire Inspections., The State Fire Marshall does not have
authority to inspect Ticensed adult homes with fewer than ten
residents. More than one-third (114) of all homes are in this
category. These facilities house a high proportion of auxiliary
grant recipients and individuals discharged from State mental
institutions.

According to SDW licensing specialists, inspections of
these homes by local fire officials are often delayed. They are
also subject to variations in the training and background of part-
time staff, particularly in rural areas. Additionally, the inspec-
tion form provided to local fire officials by SDW has been described
by licensing specialists as confusing and poorly designed.

Because no single agency has the responsibi]ity for
inspecting all adult homes, some "fall through cracks" and may not
be inspected at all, as happened in the following illustration.

A home for adults in a southwestern county
fell under the inspection authority of local
five officiale, since none of the buildings
making up the home had a capacity of ten or
more residents. This home was over 20 miles
from the nearest fire department in the
county. Therefore, the home cwner requested
fire inspection from a closer fire depariment,
egven though this department was in another
county.

Beeause it was inconvenient for one local
department, and out of another department’s
Jurisdiction, there was no fire inspection of
the home between October 1975 and March 1979.

Non-ambulatory Eesidents., People who have difficulty
walking or whe need assistance walking should reside in rooms where
quick and safe exits could be made in case of an emergency.
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Licensing standards for adult homes require that non-ambulatory
residents may not be placed in rooms above the facility's ground
floor without the approval of SDW. However, in visits to homes,
residents with severe physical disabilities were frequently found
in rooms on upper floors. These people could easily become victims
in case of fire. The following case iilustrates the problem.

In a viseit to a home with 14 residents,
an aged blind man was found alone in the
back room of the second floor. The room
had two doors. One led to a small porch
with delapidated stairs leading to the
growid. The other door led to a halluay
with several other doors, one of which
opened onto stairs leading to the ground
floow. The operator cof the home indicated
that the blind man wae over 100 years old
and normally slept in the upstairs room.

In case of emergency, this resident would not be able to exit
guickly or safely. Such conditions are in clear violation of
safety standards in licensed adult homes.

Recommendation (3). The General Assembly may wish to
consider amending the Code of Virginia to provide the State Fire
Marshall with the authority to inspect all State-licensed homes for
adults. In addition, SDW should strictly enforce requirements that
non-ambulatory residents not be placed in upper floors.

ADDITIONAL RESIDENT NEEDS

Homes for adults provide residents with supervision in
addition to room and board. Supervision includes a Timited amount
of health care. SDW has recently promulgated health-related
standards which, for the first time, provide for the supervision of
residents who are mentally 111, bedfast, or who require physical
restraints. However, these standards do not adequately address the
full range of mental health needs or the proper handling of medica-
tions. Additionally, these standards do not fully incorporate
provisions for other resident needs such as recreational and social
activities or the protection of personal finances.

Aftercare Services

As many as 2,000 current residents of homes for adults
have been discharged from State institutions for the mentally i1l
and mentally retarded. Since the beginning of the State's deinsti-
tutionalization effort in 1972, homes for adults have represented a
primary source of housing for aftercare clients. SDW has not until
recently incorporated standards regarding the service needs of



aftercare clients into regulations. Moreover, the new standards
may not require the same services for aftercare residents already
in the homes as for aftercare residents who enter homes after the
new standards take effect,

Because there are so many deinstitutionalized mental
patients now residing in licensed homes for adults, the Department
of Mental Health and Mental Retardation {DMHMR) was asked to
conduct a separate inspection of a sample of homes with aftercare
residents., In addition, JLARC staff examined facets of aftercare
services in adult homes.

Aftercare Probleme. Licensees have had to cope with a
wide range of needs and problems involving aftercare residents,
despite a lack of standards to gquide them. These needs and problems
include:

smanaging large dosages of psychotropic medication;
eproviding activities appropriate for aftercare residents;
edealing with assaultive behavior; and

eensuring the availability of community mental health
clinic and emergency services.

The following case study illustrates the unique and
serious problems presented to licensees by discharged mental
patients.

A resident who had spent 19 years in State
mental hospitals (Southwesterm and Catawba) was
placed in o home for adults as part of the
aftercare program. The patient had a recurring
history of suicide attempts. In fact, the
release documents noted that appropriate agency
follow-up was needed and that caution should be
exercised against further suicide attempts.

While a resident at the home, the indivi-
dual made repeated statements about commiting
suteide. On a cold, snowy winter night, the
resident left the home. The resident was lLater
found a short distance from the home, dead from
overexpogure to cold weather.

Licensees of homes for adults have generally been unprepared
to deal with special mental health needs of aftercare residents.
In addition, the mental health system has not been consistent in
developing appropriate discharge plans, selecting suitable residential
ptacements, and providing follow-up care to former patients.
{These issues are addressed in the JLARC study, Deinstitutionalization
and Community Services.)
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New Standards, New licensing standards are intended to
increase access to community mental health services by aftercare
residents in adult homes. Licensees are required to enter into
written agreements with Community Service Boards to arrange for
clinic services. The clinics are to provide emergency, outpatient,
diagnostic, evaluation, and referral mental health services.

While these services have generally been available in
communities, DMHMR and JLARC staff found differences in utiliza-
tion. This point was made by DMHMR in its review of homes for
adults:

There was great variation in the amount of
consultation from qualified mental health
professionals that was received by the staff
in Homes for Adults. Some homes received
regular visits from local mental health
clinic staff, especially social workers,
while other homes received few visits.

The new standards do not make clear whether the estimated
1,500 to 2,000 aftercare residents who will be residing in adult
homes when the standards take effect (January 1980) will receive
the same services as aftercare residents who enter homes after that
date.

Moreover, access to mental health professionals will not
relieve adult home operators from dealing with the day-to-day
problems created by some aftercare residents. Home operators need
to constantly monitor the behavior of these residents, even when
they routinely visit mental health clinics, since problems may
result from changes in medication, as happened in the following
case.

When responsibility for treatment of after-
ecare residents was shifted in July 1878 from a
cownty healith department to a new mewntal health
elinie, a new psychiatrist began treating the
aftercare residente of several homes for adults.
The doctor’s approach to medication was to keep
the administration of these drugs as simple as
possible. In addition, he felt that aftercare
regidents should be taken off psychotropic
sedatives. Thus, this new doctor quickly
changed many of the medications taken by
regidents.

licensees noticed itmmediate effects on
their residents, including going into deep
depressions, becoming hyper-active, fighting
among themselves, experiencing weight lose,
and becoming generally more difficult to deal
with.



The licensees deteymined that they were
all having the same problem with their after-
care residents. In conjunction with the
regional office of SDW, they met with the
psychiatrist. It was finally agreed that
another psychiotrist would work with the
aftercare residents, eince the curvent doctor
did not see the need to change the medications.

The staff of adult homes must be prepared to identify
behavior of deinstitutionalized residents which requires immediate
or professional attention.

Improving Aftercare Services., 1t 1s clear that present
as well as future aftercare clients would benefit from increased
coordination between homes for adults and community mental health
clinics. Moreover, DMHMR and JLARC staff have identified the need
for home operators to have more detailed information regarding the
condition of aftercare residents as well as additional training in
caring for such clients.

Recommendation (4). Licensing standards requiring
specific aftercare services should apply to all facilities housing
deinstitutionalized clients who can be identified by adult home
operators.

Recommendation {5). The State mental health sysiem needs
to take the lead in providing services to deinstitutionalized
mental patients who reside in adult homes. DMHMR should:

eAssist Community Service Boards in developing outreach
capabilities.

sEncourage Community Service Boards to provide consulta-
tion and training for operators and staff of adult homes
in the handling of psychiatric and medical emergencies,
and the management of assaultive and disoriented
residents.

*Require State hospital staff to prepare a discharge
summary of the client's medical and social history in
clear and simple lTanguage, and send the summary to the
adult home, contingent upon the client's consent, prior
to the client's placement in the home.

sRequire State institutions to place mental aftercare

clients only in adult homes which are in substantial
compliance with licensing standards.

Drug Procedures

Many residents of homes for adults require one or more
types of medication, and aftercare residents often take multiple
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medications, Therefore, it is essential that operators document
dispensing of medications and maintain prescribed dosages.

The State Board of Pharmacy, the agency responsible for
enforcing Virginia's Drug Control Act, was requested to conduct an
independent inspection of homes. Drug inspectors in each region of
the State made unannounced visits to JLARC's 29 sample homes.

These inspections were based on SDW's licensing standards and on
appropriate requirements of the Drug Control Act.

Standards. SDW standards primarily address the storage,
security, and administering of medications. The standards require
that each home:

*have a locked cabinet for prescription medications;
eseparate medications from cleaning supplies;

enot start or continue a medical program without the
written authority of a physician;

eallow residents to keep their own medications if
their physician so authorizes; and

sallow only responsible and authorized personnel to
dispense and administer medications.

Principal violations of these standards included storing
medications with food or cleaning supplies and not keeping medica-
tions secure.

Gaps in Standards. Neither current nor new standards address
the hazards associated with possible misuse or abuse of controlled
substances. Documentation of the dispensing of medications is
not required, In addition, standards are not explicit concerning
unauthorized changes in the dosage of prescribed medication or the
use of a controlled substance by a person gther than the one for
whom it was prescribed.

A State Board of Pharmacy investigator summarized the
lack of accountability for controlled substances:

The majority of these homes maintained a rela-
tively Targe stock of controiled substances with
no accountability for these drugs. Therefore,
this investigator recommends that the require-
ment of records for receipt, administration, and
destruction for the individual prescriptions
maintained at homes for adults should be
considered.

It is not possible to tell if medications are dispensed in a timely,
appropriate manner unless records are kept which indicate how,
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when, to whom, and by whom medicine was dispensed or administered.
In at Teast three instances, operators were found to be keeping old
medicines for use by future residents.

Cne Ticensee was found to have changed dosages on his own
authority, as illustrated below.

When JLARC staff visited a home for about
80 resgidents, it was determined that most of
the residents had been discharged from the
mental ward of a nearby hospital. Mpst of the
residents were using high levels of psycho-
tropic medications. [The licensee said that he
changed medication levels for residents when
they became assaultive or "began acting a little
FPunny. " Sometimes the licensee telephoned a
Local doctor, who would approve such dosage
changes without seeing the patients. But some-
times, the licensee just changed the medication
on his own,

There is a definite need to fill drug-related gaps in
current standards and to provide operators with necessary training.

Recommendation (8). With the assistance of the Board of
Pharmacy, SDW should develop explicit requirements and simple forms
for operators to (1) document the medications prescribed for residents,
(2) note the amount, time, and dispensor of each dose, {3) note
physician-approved changes in dosage, and (4) record observed
reactions of the patient. In addition, SDW should ensure that
1icensees receive special training concerning laws and regulations
governing prescription medication, the effects of medications and
drug interaction, and the proper storage of medications.

Recreationai Activities

An observation frequently made by the various inspectors
who cooperated in this JLARC review was that most residents do
1ittle or nothing all day. The only activities observed in most
homes were sitting, sleeping, and watching television. This was
especially true in smaller homes with auxiliary grant or aftercare
residents.

The current standard requires that each licensee "be
responsible for making available programs within the home that will
be appropriate to the needs, interests, and abilities of the
residents.” Thus, licensees can justify residents sitting or
watching television because residents are "interested" in doing
these things.
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New licensing standards will reguire one hour of organized
activity each day. One expert who consuited with SDW in developing
this new standard felt that lack of activities leads to boredom,
which often results in apathy and behavior or medical problems. He
felt that one hour of organized activity each day was inadequate
and that more time should be allocated for this area.

Recommendation (8). SDW should take the lead in assist-
ing the licensee to develop organized activities for residents.
Licensing specialists should refer licensees to agencies which
could assist in developing activities, such as local mental health
clinics and centers, area offices on aging, and other community
service agencies.

Residents' Personal Finances

The personal finances of aged, infirm, and disabled
residents are of special concern because such residents often are
unable to Took after their own interests. Of particular concern
are residents' personal monthly allowance. For auxiliary grant
recipients, these allowances are required under State policy and
amount to $25 per month. In addition, people who receive general
relief for domiciliary care receive a $25 per month personal
allowance. Licensing standards and enforcement are not explicit
enough to protect residents’ allowances and personal finances,

Personal Allowance. Auxiliary grant and general relief
recipients in adult homes do not always receive the full allowance
to which they are entitled for the purchase of clothing and other
personal items. In part, this is because there is no standard
concerning how the allowance should be handled by licensees,

The personal allowance comes as a portion of the monthly
financial assistance check. Many recipients simply endorse this
check and give it to the home's licensee.

Before the allowance is dispensed to the recipient, some
Ticensees deduct a fee for laundry services or for snacks, both of
which are required by licensing standards. Other licensees sell
personal and food items to residents. Because of the vulnerability
of aged, blind, and disabled auxiliary grant recipients, this
practice could be abusive.

Recommendation (9). SDW should specify that services
required by Ticensing standards, such as laundry and snacks, are
purchased by monthly financial assistance payments. Recipients
should not be required to spend their personal allowances for these
basic services. In addition, SDW should investigate the practice
of selling items and services to residents, and develop appropriate
regulations.



Personal Finaneial Affairs. The potential for abuse of
residents' personal finances exists in those homes where the
licensee manages the resident’'s total personal finances. In
contrast to the personal allowance, which is only received by
auxiliary grant and general relief recipients, any resident of a
Ticensed adult home may delegate this management responsibility to
the licensee. Current licensing standards require the home in
these cases to provide residents with a quarterly accounting of
financial transactions made on their behalf.

The regional licensing staffs' enforcement of this
standard varies considerably among regions. In one region, licens-
ing specialists require homes to document only the monthly personal
allowances received by auxiliary grant recipients. In another
region, licensing specialists require homes to document all finan-
c¢ial transactions between home and resident. Such variable enforce-
ment practices create an opportunity for the abuse of residents'
personal finances.

Recommendation (10). SDW should reguire a uniform method
of proyiding the quarterly accounting of transactions on residents'
behalf. This would help to ensure that residents' personal finan-
cial affairs are satisfactorily managed by licensees.
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ITI. Licensure and Management

The purpose of the Ticensure program for adult homes
is to protect the health, safety, and welfare of residents. In
many instances, SDW has established relevant and explicit standards
to ensure a minimum quality of resident Tife. However, weaknesses
in the licensure and enforcement process have resulted in failure
to correct significant violations of standards by home operators
and to detect the operation of illegal homes. On-site enforcement
problems are compounded by the absence of effective central depart-
ment monitoring of regional licensure staff.

ENFORCEMENT

Key components of a Ticensure program are procedures to
ensure compliance with standards, such as inspections, application
of sanctions, and investigation of illegal operations.

Regional licensing staffs issue Ticenses to homes that
provide supervisory care to four or more aged, infirm, or disabled
residents. Applications are approved or licenses renewed on the
basis of comprehensive annual compliance inspections. Interim
supervisory inspections are conducted to ensure continued compliance
with Ticensing standards. Regular licenses are issued for one
year. Homes temporarily unable to comply with standards may
receive a provisional license for up to six months, renewable for
up to two years.

SDW enforcement mechanisms are weak in several respects:
{1} inspections for compliance with licensing standards are usually
announced to the Ticensee in advance; (2) the range of sanctions is
inadequate; (3) provisional Ticenses are used inappropriately; and
{4} processes for dealing with i1legal or overcrowded homes are
passive.

Inspection and Supervision

The effectiveness of compliance inspections appears to be
Timited, in part because (1) inspectors routinely provide operators
with advance notice; (2} substantial differences were found to
exist in some instances between violations reported by Ticensing
specialists and those found by other inspectors, raising questions
of the thoroughness of inspections; and {3) violations that are
reported are not regularly followed up to ensure that remedial
action takes place.
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Announced Inspections. Announced visits allow the
Ticensee to orchestrate the visit and to hide or temporarily
correct discrepancies. The following cases illustrate how a
significant violation of standards may not be detected by
specialists who give prior notice to operators.

Home A

JLARC staff made an unannounced visit to a
home in Eastern Virginia. The facility was
actually twe separate buildings, about 25 feet
apart, each housing residents. At the time of
this visit, six elderly residents were found
unattended in one of the buildings, with no
evidence of a call system between the buildings.
Thie situation econstituted a violation of
Section 63.1-172 of the Code of Virginia, which
explicitly requires general supervision in
licensed adult homes.

The licensing spectalist responsible for
this home was asked about the stituation. He
stated that every time he had visited the
facility there had been adequate superwvision in
both of the buildings. However, he stated that
he always called the home in advance and
announced his visit.

Home B

JLARC staff made an unarnnounced visit to «
rural home licensed for 24 adults. The visit
cecurred at about 10 a.m. on a weekday.
Unattended residents were found working in the
laundry, kRitchen, and yard, creating all kinds
of poseibilities for emergency situations. I[he
Licensing specialist who carried this home in
his caseload confirmed that he had received
other rveports of lack of supervision at this
facility, but had not been able to wverify them.
He also said he always called before visiting
the facility.

The routine practice by SDW's licensing specialists of notifying
Ticensees of inspections renders the compliance aspect of inspec-
tions largely ineffective.

Objections raised by licensing staff to making unannounced
or surprise inspections of adult homes do not appear valid.
Because licensing specialists must interview licensees during the
compliance inspection, the specialists said that they must be sure
the licensee is present during the inspection. However, making



unannounced visits does not necessarily mean missing the licensee.
In unannounced visits to 27 adult homes, JLARC staff found Ticensees
to be at the home or easily contacted in all but two cases. And in
those two cases, lack of supervision, a significant viclation of
standards, was found at the facilities. Other inspectors cooperat-
ing in this review also reported no difficulty gaining access to
lTicensees during unannounced visits.

A second reason reported by licensing staff for announcing
inspections was to avoid inconveniencing the adult home licensee.
This reasoning places a higher priority on the licensee’s convenience
than on enforcement of standards, and clearly conflicts with SDW's
mission of ensuring compliance with standards. The purpose of
adult home inspections is to ensure compliance with standards, not
to accommodate licensees,

Finally, the decision to issue an annual or a provisional
license can be made only as a consequence of a compliance study.
Thus, it is important for the licensing specialist to observe
conditions in the home as they normally exist. Giving the Ticensee
advance notice of the compliance study may mean the licensing
decision is based on observed conditions not normally present in
the home.

Violations Detected. There is a reason to question whether

some SDW licensing specialists adequately inspect, observe, or

report violations which exist in homes, particularly in the areas

of food service and nutrition. Homes in the JLARC sample were

mainly cited by licensing specialists for violations in easily
documented record-keeping or physical facility categories, such as
failure to record resident physical examinations or to repair

broken furniture (Table 3).

Table 3

VIOLATIONS AT SAMPLE HOMES CITED BY SDW INSPECTORS

Type of Violation Number of Violations Percent
Records 93 55%
Buildings 39 23
Management 20 12
Sanitation 7 4
Fire Protection 3 2
Activities 3 2
General Regulations 2 1
Food Service 2 1

Total 169 100%

Source: Most recent compliance studies by SDW licensing specialists
for the 29 sample homes for adults.
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In their most recent inspections of the 29 sample homes
in this study, licensing specialists cited only two violations in
the area of food service and seven in the area of sanitation.
However, numerous significant deficiencies in these areas were
noted by the Health Department nutriticnist when she visited ten of
the same homes, at times within days of the licensing inspection,
SDW's special investigation of 144 homes also found a significant
number of violations in food service and sanitation categories.

The difference in violations reported by licensing
specialists and by other inspectors in similar time periods is
illustrated below.

Home A

One morning, a licensing specialist con-
ducted a compliance inspection of a home for
13 adulte. No violationg were reported, and
the home was subsequently ilssued an annual
license.

That afternoon, the Health Deparitment nutri-
tioniet made an unannounced visit of the home.
The following violations were noted:

-poor sanitation in kitchen, dining room,
and food service areas;

~cleaning supplies and prescription
medicine stored with food;

~unganitary and cracked dishes used to

serve food;

~divty refrigerator and freezer;

~food served was inadequate; and

-menus did not reflect food actually served.

Three months later, the SDW special investi-
gation team inspected this home. Many of the
same violations were noted at that time,
ineluding:

~food gerved was inadequate;

-refrigerator dirty and too warm;
-improper storage of cleaning supplies;
-flies and roaches in kitchen;

~two blind, non-ambulatory residents in
upstairs rooms; and

-no staff on night duty.



Home B

A licensing specialist made a supervisory
vigit to a home for wnine adults. The following
violations of licensing standards were noted:

-loose carpeting on stairway;
-no ratling on front poreh; and
~-broken gofa in living room.

This same home was visited five days later by
the nutritionist. She noted the following viola-
tione of the licensing standards:

-no menus posted;

-food served was inadequate;
~kitchen, storage, and dining areas
extremely divty;

-abundant roaches and flies;

~ganitation poor;

~drugs and cleaning supplies stored
with food; and

-kitehen equipment dirty and in
disrepair.

During this general pertod, the SDW regional
office recetved complaints about this home from a
community health clinic, a local welfare agency,
and a State hospital. The complaints alleged
that sanitation and medication problems existed
in the home.

Four months later, after the SDW spectal
ingpections had occurred, this same home failed
its anmual compliance inspection. At that time,
the following violations were found:

~-the owner was mentally incapable of
running a home and not of good moral
charqeter;

~dirty, cluttered, and hazardous
conditions;

-no Lighting;

-lack of activities:

-odors;

~roaches in kitchen;

~-dirty refrigerator; and

-regident medical records missing.

These cases give reason to question whether the licensing
specialists adequately inspected, observed, and reported conditions
in the two homes.
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Inadequate Follow-up. Licensing inspectors do not
regularly follow up to make certain that violations are corrected.
Sometimes violations cited during annual compliance visits are not
reviewed until the home's license is once again up for renewal.
Thus, compliance in the interim is not determined, as illustrated
in the following case:

4 licensing specialist made an unannounced
supervisory visit to a home with 12 residents.
The licensee later told JLARC staff that the
specialist found virtually no food in the
Facility and very dirty conditions. The licen-
see said she was dirvected to clean wp and to
purchase an adequate supply of food for the
residents, although the specialist did not
record any problem with the food supply.

Two months later, JLARC staff visited the
home. The licensing specialist had not returned
to the home. Although there appeared to be an
adequate supply of food on hand, the home was
still extremely dirty.

If correction of standards viclations is not determined
after breaches are detected, then licensees may see no need to
remedy the violations. The potential consequences of not deter-
mining subsequent compliance were iilustrated at an administrative
hearing, where one licensee stated that food had been purchased and
stored, but not used, because it was "for the inspector to see."
Licensing specialists should routinely follow up the correction of
viglations.

Recommendation (11). A11 compliance inspections should
be conducted without advance notice to licensees. The General
Assembly may wish to specify this requirement by amending Section
63.1-177 of the Code of Virginia. Moreover, follow-up inspections
should take place with specified frequency and within time periods
determined by the seripusness of the violations cited. Violations
which relate to residents' health and safety should be aggressively
followed up.

Provisional License

There are no sanctions that licensing specialists can use
effectively to enforce correction of licensing violations. Special-
ists have only two options: vrevocation or denial of a license.
Because of this, the department has tried to use provisional
licensing as an enforcement sanction. This practice has not proven
adequate.



Many homes for adults have received a license without
meeting minimum licensing standards. This has occurred because
Section 63.1-178 of the Code of Virginia authorizes a provisional
license to be issued when a home is temporarily unable to comply
with the minimum standards. Under the statute, a provisional
Ticense may be issued for up to six months, and may be renewed for
up to two years.

Although SDW Ticensing staff consider that the provisional
license carries a stigma which will induce licensees to comply with
standards, it appears to have little, if any, such effect. Homes
with a provisional license may still open for business, receive
such benefits of licensure as income from State-funded auxiliary
grant recipients, and are not identified in any substantial way as
operating under a provisional rather than regular Ticense.

Use of Provisional License. Legislation explicitly
provides that the provisional license should be issued to adult
homes temporarily unable to meet minimum standards. It is left to
administrative discretion as to how long the home should be licensed
while unable to comply with standards.

SOW has used the provisional license in such a way that
adult homes with long-standing violations have been able to continue
in business and eventually obtain a full annual Ticense without
complying. The following illustrates how this has occurred.

An adult home licensed for 54 residents
operated with a provisional license from
October 1876 to Ccetober 1978. The major
reason for the provisional license was the
lack of a waste disposal system approved by
the local health department. This created a
potentially serious sanitation problem and is
not permitted under local ordinance.

When interviewed by JLARC, the licensing
spectalist said he told the owners not to get
upset because they had 24 months to correct
the problem.

The ouners spent 18 of those months try-
ing to legally overturn the provisional license.
During the last six months of the provisional
license, the owners entered into negotiations
with the surrounding local authorities ito try
to work out a solution., At the end of the 24
months, the discrepancy still had not been
corrected,

At that time, the licensing specialist
said he believed that the owners had made a
"good faith" effort to comply with standards,
so he granted the facility an annual license.
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When JLARC staff visited the home seven
months after issuance of the annual license,
the home had still not corrected the
vicelation.

There is 1little incentive for a home with a provisional
license to comply with standards if the licensee can merely "wait
out" the licensing specialist. Yet the specialist has only one
other option--to revoke the home's license. This is particularly
difficult if the home has been permitted to operate for two years
with a provisional Ticense.

A high proportion of all adult homes receiving licenses
have received provisional Ticenses. In five of the last seven
years, over 50 percent of all licensed homes had a provisional
Ticense. The overall downward trend may indicate improvement in
conditions at adult homes; however, it is just as likely that homes
formerly on a provisional license reached the two-year statutory
1imit and were granted an annual license.

Table 4
ADULT HOMES WITH PROVISIONAL LICENSES
1972-1978
New Homes with  Homes Receiving Total Homes  Percent of All
Provisional as Provisional as with Licensed Homes
Year First License Renewal Provisional on Provisional
1972 31 211 242 89%
1973 42 166 208 69
1974 40 139 179 60
1975 41 107 148 46
1976 22 141 163 h2
1977 32 172 204 65
1978 27 89 116 37

Source: SDW, JLARC.

Recormendation (12). The sanctioning effect of the
provisional license should be strengthened. Alternatives are:

1. The provisional license could be issued for rela-
tively short periods of time. If the violations
were not found to be corrected at the end of this
period, then SDW should not renew the provisional
license.

2. The General Assembly may wish to consider amending
Section 63.1-178 of the Code of Virginia to specify
more specific parameters for the use of the provi-



sional license. For example, the provisional
lTicense might be Timited to one-time usé for a
six-month or one-year nonrenewable period in
existing licensed homes.

3. SDW could issue provisional licenses printed on
specially~colored paper, and require them to be
prominently displayed at the home. Violations of
standards should be described on the license in
simple language.

4. A provisional license should not be granted to a
new facility not previously licensed.

Revocations. Because revocation of a license usually
involves meeting requirements of the administrative process law as
well as considerable time and expense, SDW reports that revocation
is used infrequently. In the 18 months between January 1978 and
August 1979, SDW revoked four adult home licenses. During that
period, SDW also denied 1icense renewals to five homes.

Although revocation and denial could be an effective
enforcement tool, these sanctions appear to be difficult to use.
Several licensing specialists reported that the time-consuming
nature of revoking or denying a license tended to discourage use of
these enforcement tools.

Recommendation (13}). SDW should develop and propose to
the General Assembly intermediate sanctions to enforce compliance
with State standards. Such sanctions could inciude the authority
to prohibit a home's acceptance of new residents, new auxiliary
grant recipients, or new aftercare residents until violations were
corrected. 1In addition, SDW could strengthen the sanctioning
effect of the provisional license, as discussed above, by using it
sparingly.

ITlegal Activities

Under State law, a license is required for any facility
which provides room, board, and discernible supervision to four or
more aged, infirm, or disabled adults. Despite this statutory
requirement, homes which provide such services without the necessary
license appear to exist throughout Virginia.

Identification of Illegal Homes. While the Commissioner
of Welfare has acknowledged that illegal adult homes exist, the
magnitude of the problem is unknown. During the course of this
study, several members of SDW's licensing staff and local agency
staff reported that illegal homes are a perennial problem.

At Teast one state has attempted to identify potentially
illegal adult homes. The Maryland Department of Human Resources
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issued a draft report through its Project HOME in June 1979 con-
cerning domiciliary care homes. Using a definition similar to
Virginia's definition of a home for adults, the report estimated
that as many as 100 illegal domiciliary care homes may exist in
Maryland. This estimate was based on inspections of a sample of
addresses where three or more SSI checks were sent. Data con-
cerning SSI checks are routinely sent to the states by the Social
Security Administration.

At the August 1979 JLARC meeting, the Commissioner of
Welfare announced similar plans to utilize SSI data to assist in
identifying potentially illegal adult homes. According to the
commissioner, a special computer program is being prepared to aid
in this process.

When an allegedly illegal home is identified, an SDW
licensing specialist conducts an investigation to determine whether
the facility is operating as a home for adults. When an illegal
home is identified, SDW gives the operator the choice of applying
for a Ticense or halting operations. If the operator refuses to do
either, SDW may commence legal proceedings to halt the home's
operation. Over the 18-month period from January 1978 to July
1979, SDW obtained 12 injunctions against illegal homes.

Licensing specialists have been hampered in dealing with
potentially illegal adult homes because, until very recently, no
guidelines existed to help define the supervisory activitdes in
which a facility must engage in order to require licensure. Lack-
ing such guidelines, SDW's Ticensing specialists were not adequately
equipped to determine whether a facility required a license. In
addition, licensing specialists have had to deal with i1legal homes
in addition to their regular caseload. In some instances, regular
caseloads were reported to have become secondary to investigations
of potentially iilegal homes. There may be a need for specialized
staff trained in identifying illegal homes and in enforcerment
technigues.

When the operator of an illegal adult home appl-ies for a
license, SDW normally gives the operator time to bring the facility
into compliance with Ticensing standards. In some cases, homes
with pending applications may continue to operate for long periods
of time without a license, as illustrated below.

Home A

A facility providing room, board, custodiaZ
care, and supervision for five aged adults opened
for business in August 1977. [t wae not licensed
as a home for adults and was thus an illegal home.

The regional licensing staff firvst learmed of
the home's exietence in October 1977 through a



local health department employee. The regional
licensing specialist subsequently contacted the
owner and informed her of her options: either
halt operations or apply for a license, In late
1977, the owner applied for a license. During the
next eight monthe, the facility continued to
operate illegally while its application was
pending.

The regional licensing staff conducted a
complianee inspection in the summer of 1978 and
found 11 vieolations of licensing standards.

These violations inceluded rnumerous safety hasards,
roaches in food service areas, odors, and incom-

plete records. lNevertheless, the regional licens-
ing staff issued a provisional license to the home.

Home B

A facility with more than 100 beds began
providing room, board, and supervision to 20 to
30 residents in early 1979. Although the operator
applied for a license, local officiale had not
i8sued a certificate of occupancy for the facllity
so no license was Lssued. Thus the home was opera-
ting illegally.

Six months after the operator began accepting
residents, the occupancy certificate was issued to
the facility. SDW subsequently issued an adult
home license to the facility.

In these cases, the homes operated without a license for several
months after SDOW learned of their existence. At no time during

this period did Home A meet standards for licensure; however, it
was uitimately approved for licensure.

Ereceeding Licensed Capacity. State law requires that the
maximum number of residents for whom an adult home may care must be
stipulated in the home's license. Additional residents may strain
the capability of the home to provide adequate services. Licensees
who care for more people than allowed by their license commit a
misdemeanor under the law.

In visits to the 29 sample homes, JLARC staff identified
four homes with more residents than allowed by their license. In
each of these cases, the "extra" residents also received State-
funded auxiliary grant payments. Several additional adult homes
had more beds than their Ticenses allowed, raising the question as
to whether these facilities also cared for too many residents. All
of these homes had been routinely inspected by licensing specialists.
In two of the four cases, specialists had found the extra residents
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and corrected the situation. In the other two cases, however,
licensing specialists had either missed or not reported the extra
residents.

SDW's special investigation of adult homes found five
homes which were exceeding licensed capacity. Two of these homes
were keeping the "extra” residents in the Ticensed facility, and
three facilities were using non-licensed buildings to house the
additional residents.

Recommendation (14). SDW should develop an active
program to deal with illegally operating adult homes. This program
could:

1. Compel illegal homes to comply with licensing
standards within specified time periods or seek
appropriate legal action against the homes.

2. Utilize "enforcement specialists" trained in detect-
ing illegal homes and in compliance techniques.

3. Use SSI data routinely supplied to SDW by the Social
Security Administration to locate potentially illegal
adult homes.

4, Maintain a regularly updated count of the number of
beds actually in facilities, in addition to the
licensed capacity of facilities, in order to identify
homes with the potential for exceeding licensed
capacity.

Inappropriate Placements, There is evidence that local
welfare agencies and State mental hospitals have placed residents
in unticensed adult homes and have encouraged Ticensed homes to
accept more residents than their licensed capacity. These place-
ment practices have led to violations of licensing standards and
pbromoted auxiliary grant abuse.

Residents found in unlicensed and potentially 1illegal
adult homes are often deinstitutionalized mental patients. These
patients frequently require services in addition to room and board,
and placement in an uniicensed facility may deprive them of these
needed services.

During the course of this study, it was reported to JLARC
staff that State mental hospitals had made placements in unlicensed
facilities in the Tidewater and Valley regions, Richmond, and
Danville. In addition, it was reported that local agencies had
also made such placements, as illustrated in the following case.

In 1973, an FEastern Virginia city began
to assiet comminity integration of former



institutionalined mental patients. Many of
these individuals were placed by the city in
Yhoarding homes" housing more than four
residents.

A 1978 study by city staff of these place-
ments found that these faeilities were often
illegal adult homes. Although the residents
frequently required supervision and other
services, very poor care wasg provided. Com-
pounding this situation was the failure of
State institutions to notify the local welfare
agency in advance of individuals returming to
the commmity.

Aceording to the dirvector of the local
agency, in April 1979 an estimated 20 percent
of the agency's placements resided in unlicenged
and potentially illegal facilities,

With the assistance of local agencies in Richmond and in
the Tidewater region, JLARC staff visited six unlicensed and poten-
tially illegal adult homes. The residents were primarily deinstitu-
tionalized mental patients. Conditions in these homes were deplor-
able and characterized by filth, unsanitary food service and
storage areas, inoperable plumbing facilities, and inadequate
supervision. These facilities were subsequently reported to SDM.

While deinstitutionalization does not always lead to an
illegal, poor, or inappropriate placement, the possibility of such
a conseguence does exist.

Recormendation (15). In order to effectively coordinate
the placement of individuals in appropriate facilities, communica-
tion should be improved between State mental hospitals, local
wel fare agencies, and other placement agencies. Information on
placement of mental patients in licensed or unlicensed adult homes
should be routinely shared with SDW to facilitate the monitoring of
potentially illegal homes.

MANAGEMENT OF THE LICENSURE PROGRAM

The Ticensure program is one of the few SDW activities
that is directly operated rather than supervised by the department.
During the course of this review, JLARC staff found that management
of adult home Ticensing activities is split between two SDW adminis-
trative divisions and, to a degree, among the seven regional
offices. Significant regional variation in implementation of
licensure requirements exists. In effect, there are seven adult
home licensing programs, one in each region.
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Within the central office, responsibility for policy-
making is assigned to the Division of Licensing. Administration of
regional office activity is the responsibility of the Division of
Field Operations. The functional responsibilities of both central
office divisions are shown in Figure 5. Also shown are the res-
ponsibilities carried out on a regular basis by licensing super-
visors and inspectors housed in each of the seven regional offices.

Figure 5
ORGANIZATION OF HOMES FOR ADULTS LICENSURE PROGRAM

COMMISSIONER OF WELFARE

DIVISION DIVISION OF
82;;21__2 LICENSING
omnaots O O oy
ggg;c;r;m_ SORAFTS $TANDARDS
* REVOKES | ICENSES

Source: SDW, JLARC.

Regional Variations in Procedures

The Division of Licensing attempts to establish Statewide
procedures through preparation of the Licensing Manual and periodic
directives to and training of regional staff. However, it is clear
that regional licensing staff take different approaches to inspec-
tions and the use of provisional Ticenses.

Three different regional patterns in the type of viola-
tions noted by SDW Ticensing specialists are shown in Table 5,



Licensing specialists in Region 1 stated during interviews that
they emphasized compliance with record-keeping standards. Viola-
tions cited by specialists in that region did, in fact, reflect
this emphasis. This general pattern was observed in Regions 1, 2,
3, and 4. Regions 5 and 6 displayed a different pattern. Special-
ists in Region 5 told JLARC they emphasized the safety and security

of the physical facility, and cited those violations most frequently.

None of the regions noted many violations in food service or sanita-
tion standards, although, as reported in Chapter 1I, the Health
Department nutritionist and SDW's own special investigation reported
a substantial number of violations in these areas.

Table 5
VIOLATIONS CITED ON PROVISIONAL LICENSES
1978
Region

1 2 3 4 5 6 7
Records 40% 35% 32% 39% 24% 29% *
Physical Structure 18 25 22 21 41 36 *
General Standards 9 9 15 9 10 8 *
Fire Safety 7 9 10 13 2 14 *
Sanitation 1 3 7 9 6 6 *
Food Service 14 13 10 5 10 8 *
No. Provisional

Licenses Issued 33 51 22 22 17 24 2
*Insufficient data. )

Source: SDW, JLARC.

Licensing specialists in Region 1 told JLARC they thought
that issuing a high number of provisional licenses indicated they
were doing a good job. During 1978, Region 1 licensing specialists
issued provisional Ticenses to 78 percent of all homes in that
region. In contrast, the licensing specialist in Region 7 told
JLARC he did not believe in issuing provisional licenses, as he

preferred to work with licensees fo bring facilities into compliance.

Only two (9%) of the homes in that region received provisional
licenses in 1978.

Regional variation in these key activities indicates that
regional licensing staffs have considerable autonomy in deciding
programmatic emphases. Regional variation also seems to indicate
that a home in one part of the State could be cited for a violation
that might not be cited in another region. In addition, the
consequences of such variation in licensing and enforcement prac-
tices can have important effects on licensees and residents of
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adult homes. Emphasizing some licensing standards over others can
be especially troublesome, because it suggests to owners that some
standards may be only weakly enforced.

Established working hours and caseload can affect the
efficiency and effectiveness of licensing staff. In one region,
staff activity was limited by the regional director's decision not
to permit overtime past 5 p.m. ‘As a result, staff could not
determine compliance with the licensing standard requiring 24-hour
supervision in certain homes, or make visits during the evening
meal.

Three regions appeared to be routinely three to six
months behind in processing adult home renewals. Because of these
backlogs, all homes in these regions are not inspected each year.
Among the seven regions, adult home caseload assignments reported
for 15 Ticensing specialists varied from four to 40 homes
(Table 6).

Table 6

ADULT HOME CASELOCAD OF SDW LICENSING SPECIALISTS
August 1979

Adult Other
Region Specialist Homes Facilities*
A 1 23 4
B 1 31 10
C 1 28 P
2 26 P
3 25 7
D 1 22 1
2 25 0
E 1 10 16
7 29 4
F 1 4 23
2 5 14
3 21 14
4 12 23
G 1 40 2
2 10 27

*Includes adult daycare centers and child caring facilities.

Source: SDH.



These variations in workload and procedures resulted from
decisions being made on a regional Tevel. The central office of
the Ticensing division appeared to have little part in decisions
that affected regional consistency in the administration of the
adult home Ticensure program.

Monitoring Process

The central office of the Licensing Division does not
participate in regional decisions to issue licenses or indepen-
dently evaluate conditions in adult homes. A1l routine decisions
for issuance and renewal of adult home licenses are made at the
regional level.

Decisions on denials and revocations are made centrally
within the division. Thus, the central office of the division gets

a predominantly one-sided view of the adult homes licensing program.

As the former director of the Licensing Division stated: "It is
difficult to take a 'negative action' when you have not been
involved in the positive actions."

Limited File Review. Accurate, relevant, and timely
monitoring of adult home Ticensure can greatly enhance the quality
of decisions and uniformity of enforcement among regions. However,
SDW currently has a very Timited monitoring system. Under present
procedures, the department examines only one component of Ticensing

decisions--the compliance document prepared by licensing specialists.

The appropriateness and sense of judgment that go into licensing
decisions are not evaluated.

Twice a year, ten percent of the compliance studies from
the active adult homes caseload are pulled from Ticenses issued in
each region during a three-month period. For some regions, this
may mean that only one or two case files a year are reviewed. The
case files are forwarded to the central office of the Division of
Licensing, where they are reviewed for procedural and technical
accuracy, as well as timeliness.

Lack of Site Visits. MNo attempt is made during central
office review to make a "case audit" (verifying whether conditions
reported in the document accurately reflect conditions in the

articular home). Site visits of homes are not routinely conducted
y the central office for any purpose and licensure reports are not
monitored on a continuing basis.

The following case illustrates one instance where the
Director of Licensing would have overruled the decision of the
regional staff. In this case, the central office did not learn of
the serious nature of violations until procedures were initiated to
revoke a recently-issued provisional license.
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The regional licensing staff conducted a
compliance inspection of a new adult home in
August 1978 and found 11 viclations of licens—
ing standards, Nevertheless, the regional
licensing staff issued a provisional license
For a sixz-month period ending in early 1979.

4 compliance study conducted in February
1979 found three of the original violations
corrected, but five new viclations were
observed for a total of 13. At this point,
the regional licensing staff decided to
recommend to the central office that the
provigional license be revoked and that the
facility cease to operate.

The Divector of the Licensing Division
stated in an interview that this home should
never have received a license in the first
place.

Rzcommendation (16). The role of the licensing division's
central office should be modified to ensure greater uniformity in
the enforcement of standards. The director of the licensing division
should review in advance the issuance of each provisional adult
home Ticense as well as the revocation of licenses. Central office
monitoring of routine regional licensing decisions should include
case audits of licensure procedures by on-site verification of
conditions reported by licensing specialists.



IV. Auxiliary Grant Program

The auxiltiary grant program pays for the care received by
2,500 residents of Ticensed homes for adults. Because SDW's licens-
ing specialists routinely inspect every adult home, an important
link exists between the auxiliary grant program and Ticensure.
However, sufficient coordination between the grant program and
Ticensure has not been achieved. This coordination problem has led
in some cases to people receiving grant payments without receiving
the intended domiciliary care.

Additional weaknesses exist within the auxiliary grant
program. Monthly grant payments have been increased without ade-
quate justification. Eligibility monitoring for the program has
been weak. Adult homes have been awarded monthly grant rates based
on unreliable and unaudited cost reports.

RATE-SETTING

Payments through the auxiltiary grant program for care in
licensed adult homes have increased rapidly. This escalation has
occurred despite the absence of data accurately reflecting the cost
of operating an adult home. Although adult home licensees have
routinely submitted reports to SDW detailing the cost of care, SDW
did not audit or verify any of the cost reports until mid-1979.
Thus, SDW has not been in a position to establish a monthly rate
that reflects actual costs.

In 1974, the General Assembly authorized the State Board
of Welfare to implement a State and local funded auxiliary grant
program to provide financial assistance to people unable to meet
minimum standards of need. The State Board of Welfare subsequently
linked the recipients' minimum need to the cost of providing
domiciliary care in Ticensed adult homes. Thus, a Tow-income aged,
blind, or disabled person could only be eligible for the auxiliary
grant program by receiving care in a licensed adult home. The
monthly adult home rate was set equal to the cost of operating the
Ticensed home in which the grant recipient Tived, up to a maximum
amount set by the General Assembly.

Local welfare agencies play an important role in the
auxiliary grant program. The local agencies determine whether an
individual is eligible for auxiliary grant payments. In addition,
the local agencies make the monthly payments to recipients., SDW
reimburses local welfare agencies for 62.5 percent of their auxi-
Tiary grant expenditures.

51



Growth in Auxiliary Grant Rate

The maximum monthly financial assistance under the
auxiliary grant program has more than doubled over the last five
years. This increase has exceeded the rate of inflation {Figure &)
and represents a real increase in the State's support for needy
residents of licensed homes.

Figure 6
MAXIMUM HOME FOR ADULTS RATE AND INFLATION
1974-79
400
MAXIMUM
MONTHLY
RATE
300
1974 MAXINMUM
RATE ADJUSTED
FOR INFLATION
200 o
$175 = |
= Ef:\ e dﬁ@“%»
e o
- i .
74 75 76 77 78 79

Source: JLARC representation of SDW data.

Table 7

MAXIMUM MONTHLY PAYMENT TO AN INDIVIDUAL
UNDER SSI AND AUXILIARY GRANT PROGRAMS

Max imum Maximum Maximum
SSI Payment  Auxiliary Grant* Home for Adults Rate

July 1974 $146.00 $ 29.00 $175.00
Oct. 1974 146.00 54,00 200.00
July 1975 157.70 42.30 200.00
July 1976 167.80 47.20 215.00
July 1977 177.80 52.20 230.00
Jan. 1978 177.80 82.20 260.00
July 1978 189.40 146.60 336.00
July 1979 208.20 163.80 372.00

*Assumes individual is receiving maximum SSI payment. Includes
both State share (62.5%) and local share (37.5%). Does not
include personal allowance to each recipient.

Source:  Social Security Administration, SDW, and JLARC.



Auxiliary grant recipients generally receive both an
auxiliary grant payment from the State and a federal SSI payment.
Federal law requires SSI to increase annually at a rate tied to
the cost of 1iving. However, the auxiliary grant has escalated
much more rapidly than SSI (Table 7). Total State general fund
appropriations for the grant program have also increased. The
growth in State appropriations for the auxiliary grant program
is shown in Table 8.

Table 8

STATE APPROPRIATIONS FOR THE AUXILIARY GRANT PROGRAM,
AGED AND DISABLED RECIPIENTS

Fiscal Year Appropriation
1976-77 $ 903,385
1977-78 1,106,400
1978-79 3,715,400
1979-80 4,372,500

Source: JLARC.

Rate-Setting

Because SDW has never fully audited cost reports submitted
by adult homes, the cost of providing care in those homes remains
unknown. Despite SDW's lack of reliable data on the cost of care
in homes for adults, the following appeared in SDW's budget exhibit
for 1980-82:

Funding of supplemental income assistance to
recipients in domiciliary care currently
permits payment of $336 per month, far below
the cost of such care. (emphasis added)

Audits. Preliminary evidence indicates that licensees
have, in fact, supplied SDW with faulty cost data which was then
used to set monthly rates. Thus, monthly rates for some homes have
been equally faulty.

In mid-1879, SDW conducted audits of seven adult homes
(one "typical" home was selected from each region). According to
these audits, monthly rates set for four of the seven adult homes
were inaccurate. In addition, major discrepancies were found in
the cost reports submitted by six of the seven homes (Figure 7).
These discrepancies had the effect of overstating the cost of
providing care at these six homes,

These findings suggest that substantial overpayments may
have been made through the auxiliary grant program. Although the

53



Filgure 7

CONTRAST IR OPERATING COSY5 AT ADULT HOMES

ST requires operators of adult homes who wish to receive o monthly
rate of aover £176 to submit o veport detailing the costs of operating the
home, These coet reports have wnever been audited, yet SV has wsed Lhem ae a
basis for setting adult home rates. Data bused on these wnaudited cost reports
follows.

Table A

REPORTED CPERATING COSTS,
ALL HOMES FOR ADULTS REPORTING*

Average Monthly

Licensed sed Operating Cost Miniram - Maxinman MownthZy
Capacity Range Per Resident Operating Cost Raige
49 485 &g - 82,340
10-13 458 261 - 1,285
80-48 471 288 1,598
S0+ 538 338 - 819
ALl reporting homes éa88 37 - 28,346

rhased on 171 cperoting cost reports submitted to SIW as of Jaotuary,
1578, by adult homee applying for more than the minimim monthZly
rate. These cost reports arve not audited and may contain errors.

£ Y

In mid-1875, SDW audited seven adult homes. These audits revealed
major errore in cost reporting at eix of the seven homes. At four of the
homes, monthly rates were determined to be higher than justified by Zhe home's
actual cost experience. [he magnitude of ervor wncovered in the qudits is
ghown below.

CONTRAST BETWEEN EEPORTED AND AUDITED COSTS,
SEVEN HOMES FOR ADULTS

Per Resident

Licensed Bed Reported Audited Erpor in
Home Capacity Range Monthly Costs Momthly Costs Morethly Rate
1 20-48 8337 22638 ¢ 88
g 20-48 238+ 327 15
3 S0+ 385 irs 161
4 S0+ 339 318 17 ;
& 20-48 338+ 3368+ Error
& 20-43 Z38+ 336+ Erport
7 2048 S36+ 336+ Aocurate

Ipata mis-reported and in error; howsver, dctuul costs erceeded maxdinmum
allowed rate.

Thus, monthly adult home vates at six of these sever homes have been
based on erroneous cost dota. Errors in data appear to have operated in the
homes ' fovor, resulting in come homes receiving excessive payments friom the
queiliory grant program.

Source; JLARC vepresentation of data from SDW's Bureau of Fisceul Moriagement
and Office of Internal Audit,
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audit findings suggest that not all homes can justify the maximum
rate, it is received by most adult homes which apply for a monthly
rate. As of January 1979, 171 Ticensed homes had filed operating
cost statements with SDW, and 149 (87%) of these homes received the
maximum rate.

The actual cost of providing care in Ticensed adult homes
must be established before SDW can adequately justify any further
increases in the monthly rate under the auxiliary grant program.

Recommendation (17). SDW should take steps to improve
the basis for setting monthly adult home rates. Guidelines should
be established for a monthly rate which includes allowable costs
and an equitable rate of return. Cost data audited by SDW or
certified by an independent auditor retained by the home should be
used when setting monthly rates for individual adult homes. The
maximum monthly rate should not be increased above an adjustment
for inflation unless clearly justified on the basis of reliable
data concerning the cost of operating adult homes.

Cost Reporting

Cost reporting policies and procedures developed for the
auxiliary grant program are inadequate. Under these policies, some
homes have received rates based on artificially inflated data, or
on no data at all. In addition, the cost reporting form seems to
hinder accurate reporting of costs, and some Ticensing and rate-
setting employees have assisted adult home licensees in obtaining
higher monthly rates.

Misreported Costs. Misreporting of income and expendi-
tures by licensees may be widespread. Six of the seven adult homes
audited by SDW had misreported cost data so that their expenditures
appeared to be higher than could be justified.

JLARC staff found additional evidence that misreporting
may be widespread. In visits to 29 sample homes, licensees who had
submitted cost reports were queried about certain cost-related
categories. The following examples show how misreporting of costs
occurred,

Case A

JLARC staff visited a home which had listed
81,800 in licensed nursing services in its latest
cost report. When questioned in person, the
licensee stated he had never paild for any nursing
services. By reporting expenses which had not in
faet been paid, the licensee arvtificially
inereased his cost of operation.
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{age B

The income earned from vending machines is
supposed to be reported as part of the home's
total income, Of the 29 homes in JLARC's sample
which had filed cost reports, nine had vend-
ing machines on the premises. FEight of the
nine did not report any income from this
source. Only one home listed any vending
machine income in 1ts most recent cost report.

Caze C

The licensee of one home in JLARC's
sample etated that he had submitted projected
costs instead of actual costs. He said he
didn’t know that only actual costs should be
reporied,

Cost Reporting Policy. Poorly developed cost reporting
policies have enabled some homes to receive a rate based on dis-
torted costs. Follow-up and adjustment of negotiated rates for new
homes has been inconsistent.

According to SDW policy, monthly rates for new homes
without previous cost experience are supposed to be based on nego-
tiation until the home has 90 days of cost experience. At that
time, a monthly rate should be set on the basis of the 90 days of
cost experience, The following case illustrates that this process
is not always followed. _

One licensee received the maximum monthly
rate without submitting any cost data. When
this licensee first obtained his license he
wae told that, because he was a new licensee
and had no previous cost history, his rate
would be the minimm, $175 per month.

"Send over the buses so we can move the
people out,”" he told SDW officials. "I can't
keep them for £175." The licensee subsequently
negotiated with SDW and received the then-mawimam
rate, $836 per month.

In this case, the negotiated rate had not
been reviewed or adjusted, although it had been
in effect for over eight months when JLARC
gtaff interviewed the licensee.

Licensees who operate several separately licensed homes
have received rates based on the cost of operating all their
facilities. This method tends to distort the costs of operating,
and thus affects the home's monthly rate, as this example shows:



A licensee operates four licensed homes.
One home has a capacity of 38 residents and Zs
gome distance from the other three fucilities,
which are on the same street and have capaci-
ties of five to seven residents. The cost of
operating the homes varies due to differences
such as size, staffing, and taxes.

This licensee submits one cost report with
information on the cost of moming all four
homes, thereby distorting the actual eost of
operating each home. Using the single cost
report, SDW personnel set the monthly rate for
all four homes at this distorted level.

0f the cost reports filed with SDW in January 1979, ten
licensees were identified who operated more than one licensed home.
Seven of these ten licensees submitted only one cost report, with
combined cost data from several homes. As a result, a monthly rate
which distorted actual costs was generated for each home.

One SDW employee responsible for rate-setting explained
this policy to JLARC staff by saying, "One cost form is better than
a whole bunch of forms." However, SDW policy also permits one cost
report to be submitted for each home,

Recommendation (18). SDW needs to strengthen cost report-
ing policies. A separate cost report should be required for each
separately licensed home. In addition, SDW should establish a
policy which precludes negotiations and cost projections for
rate-setting, except that projected rates for newly licensed homes
should be established and routinely reviewed and adjusted when the
home has accumulated 90 days of cost experience,

Cost Reporting Form. The cost reporting form developed
by SDW hinders the accurate reporting of cost information and
contains ambiguous categories. Only a few of the many items speci-
fied on the form are actually used in rate-setting, and the instruc-
tions for detailing these items are not clear. The form contains
the following problems:

1. Several cost categories are not explained at all in
the instructions. Such items as "nonallowable
expenses" and "restricted contributions" appear to
require further description, which is not on the
form.

2. According to instructions for the cost reporting
form, depreciation of the physical structure could
be allowed although the licensee is only renting the
facility. Licensees could, therefore, claim as
expenses both rent payments and depreciation.
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3. Instructions on the form do not specify how mortgage
payments should be listed. Presently such payments
may be counted in at least two separate categories.

4, The use of projected costs in the form cannot be
distinguished from the use of actual costs. One
Ticensee submitted projections and received a
monthly rate on that basis, as SDW employees could
not ascertain from the form that projected costs
were used instead of actual costs.

Recommendation (19). The cost reporting form should be
redesigned. It shouid contain clear instructions and unambiguous
categories. In addition, policies should be established as to
which costs may be claimed and which costs will be disallowed,

These policies should be clearly stated on the form or in accompany-
ing instructions.

Fmployees' Role. SDW currently has no policy on the
extent to which employees may assist licensees. As a result,
several SDW employees--including central office and regional
personnel--have filled out cost reports for Ticensees. These
employees acted outside of their regulatory roles and could have
become advocates for specific homes.

One employee told JLARC staff that he "knew the home
could get more™ than its current rate, so he assisted the Ticensee
in applying for a higher rate. Other employees appear to ignore
Ticensees' Tegitimate requests for information about the auxiliary
grant program. A licensee told JLARC staff that a SDW employee
with a key role in rate-setting never returns phone calls, ignores
Tetters, and "is never available when questions arise.”

Recommendation (20). SDW should identify the proper role
of licensing staff in the auxiliary grant program. Licensing staff
should provide general information about the grant program and
refer requests for assistance to appropriate auxiliary grant staff.
A1l requests for information and assistance should be promptly
answered.

MONITORING THE AUXILIARY GRANT PROGRAM

A key eligibility requirement for the auxiliary grant
program is residence in a licensed adult home. This is intended to
ensure that the care provided through State-funded financial assis-
tance meets minimum standards. Licensure thus plays an important
role for the auxiliary grant program.

Despite Ticensure's role, some people not residing in a
Ticensed adult home have received auxiliary grant payments. Such



abuse of the auxiliary grant program has occurred in part because
monitoring of grant payments has been ineffective, and because SDW
has not enforced policies and procedures for grant eligibility.

The Payment Process

Accountability for the expenditure of State funds in the
auxiliary grant program is diffuse. Local welfare agencies, not
SDW, determine client eligibility and make payments. SDW's role is
confined to setting the monthly rate for individual homes and to
reimbursing the local agencies for auxiliary grant expenditures.
However, neither SDW nor the local agencies effectively monitor
continued eligibility of clients,

Loeal Role. To make the initial eligibility determina-
tion and the annual re-determination, local welfare agencies must
keep track of many auxiliary grant recipients who move around the
State. Under State law, which welfare agency makes grant payments
for a deinstitutionalized mental patient depends on where the
patient Tived prior to being placed in an institution.

Because the Tocal welfare agencies which make eligibiiity
determinations can be miles away from the recipient, the recipient's
place of residence often cannot be monitored or verified by the
responsible agency. Consequently, ineligible persons may receive
grant payments, as shown in the following examples.

Home A

Licensing staff in one pegion received a
complaint in early 1979 on a home in JLARC's
sample. Aeccording to the complaint, the
licensee was keeping residents in a trailer
on the same property as the licensed home.

Iicensing staff investigated the complaint
and found it to be valid., Because the practice
violates licensing standards, the licenseg was
told to remove the residents from the trailer.

Subsequently, it was learned that the
three residents in the trailer had been receiv-
ing auxiliary grant payments for approximately
one year. UThese people were not eligible for
the auxiliary grant program because they did
not reside in a licensed home for adults.

The people received the grant from separate
local welfare agencies, the elosest of which
was 40 miles from the home. The amount of pay-
ments made to these ineligible people was
approximately $5,500.
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Home B

The licensee of an adult home wented a
cottage near the licensed faciliity and kept
boarders in thig cottage. In mid-1978, the
licensee receitved a provistonal license
with the stipulation that no more than three
boarders be housed in the cottage.

The cottage was not part of the licensed
faeility, yet one boarder, who was ineligible
for the grant, in fact received auxiliary
grant payments.

Thie practice continued for over a yean,
during which time the boarder received more
than $1,500 in auclliary grant payments. The
Local welfare agency which made the payments
was 25 miles from the home.

In both of these cases, auxiliary grant payments were made to
people living in facilities not Ticensed by SDW. In addition, the
responsible local welfare agencies had not effectively determined
the continued eliqibility of these people for the grant.

Reporting Requivements. State Taw requires individual
auxiliary grant recipients, under threat of a misdemeanor, to
report changes in circumstances that may affect their continued
eligibility for the grant. Compliance with this statutory require-
ment may be difficult because auxiliary grant recipients are aged,
blind, or disabled. Although recipients technically receive the
monthly grant payments, the money ultimately passes to the licensee
as the provider of domiciliary care. Many licensees are, in fact,
the payee for auxiliary grant checks.

It is not ¢lear under State law whether licensees carry
an obligation to report changes in circumstances which affect their
residents' eligibility for auxiliary grant payments. As the
ticensed provider of domiciliary care and the ultimate beneficiary
of the auxiliary grant payment, the licensee plays a special role
in the grant process. C(learly, the licensee is better able to note
potential changes in client eligibility than the aged, blind, or
disabled client.

Licensees have a clear financial incentive not to report
changes in residents' continued eligibility. The following example
i1Tustrates what can happen if statutory regirements are not
followed.

Southwestern State Hospital placed a
patient at a licensed home for adults in mid-
December 1978. The patient was determined to
be eligible for the auxiliary grant and stayed



at the home about two weeke before she was
recommitted to Southwestern State.

Auxiliary grant checks were subsequently
sent to the home, even though the patient no
longer resided at the home. Neither patient,
home, nor hospital notified the responsible
county for several months after the patient
was recommitted.

In this case, the recipient was unable to report on changes in
eligibility status. While it may have been more suitable for the
ticensee to notify the local welfare agency, he had 1ittle incen-
tive to do so.

Because the licensees are responsible for providing care
to auxiliary grant recipients, their responsibilities in the grant
program should be clarified.

Recommendation (21). SDW should establish fraud and
abuse controls over auxiliary grant payments. At a minimum, each
auxiliary grant check should carry both the recipient's name and an
identifier of the home in which the recipient lives. A mechanism
should also be considered whereby the recipient would regularly
confirm continued eligibility for grant payments. Such confirmation
could be obtained on a form routinely mailed with the payment or
printed on the reverse side of the monthly check. Another control
mechanism would be for the Ticensee to confirm regularly that
specific grant recipients continue to reside in the Ticensed home.
Unless this confirmation were received for each recipient, subse-
quent grant payments could be questioned or not be made until
verified.

SDW Role

SDW is the only agency with staff which routinely visit
and inspect all licensed adult homes. However, communication and
coordination between this staff and the auxiliary grant administra-
tion have been lacking. SDW's Ticensing specialists routinely
inspect adult homes, yet some were found who knew little about the
auxiliary grant program. While licensing specialists could use
information already collected by SDW to monitor the grant program,
they have never been assigned this role.

These deficiencies have hindered SDW in fulfiiling a
priority identified by the State Board of Welfare in its statement
of mission:

A1l efforts will be guided to assure that only
those persons eligible for assistance and/for
services should receive them and that those not
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eligible for them or abusing the program, whether
a client or provider of service, shall be dealt
with according to law.

SDW must be more active in ensuring that State funds provide care
only to eligible persons in licensed adult homes.

Licensing's Role. Auxiliary grant abuse has gone unde-
tected by SDW's licensing staff. To some extent this is due to a
lack of awareness about the requirements of the auxiliary grant
program, as illustrated in the following example.

JLARC staff and an SDW licensing specialist
vigited a sample home. In the course of the
visit, the licensing specialist reviewed the
regidents’ records and noticed that the home had
Files on three residents living in a nearby
house. The financial statements included in
these records showed that the three residents im
the nearby house were receiving auriliary grant
payments in addition to SSI.

The spectalist did not know whether it was
correct for people who did not reside in a
Licensed home for adulte to receive auxiliary
grant payments. While these people had been
receiving the grant for some itime, the special-
18t had not previously noticed this faect. The
specialist finally turned to the JLARC staff
member and asked whether 1t was appropriate.

(Although the "neighbors" sometimes parti-
cipated in the licensed home, they did not
reside in the licensed home. Thus, they were
ineligible for the grants,)

In this case, a licensing specialist was not aware of the
residency requirement and, as a result, did not know whether the
neighbors were eligible for auxiliary grant payments.

Recommendation (22). SDW licensing personnel who routine-
ly inspect adult homes should be trained in the requirements of the
auxiliary grant program. In addition, licensing staff should
closely monitor homes which have the potential for auxiliary grant
abuse, such as homes with trailers or other out-buildings on the
premises, or with more beds than allowed by the terms of their
license.

Warrant Registers. SDW routinely collects information
about all auxiliary grant recipients in Virginia, but has made
Tittle use of it. By utilizing this information to monitor the
auxiliary grant program, SDW could improve the administration of
the program,



Every month Tocal welfare agencies submit registers of
all auxiliary grant warrants to SDW. SDW currently uses data from
these warrant registers to reimburse the local agencies for a
portion of their total auxiliary grant payments during the month.
Data from the warrant registers could also be used to identify
potentially ineligible recipients, as the following case
illustrates.

JLARC staff visited a home for adults
licensed for seven restidents. Several
trailers and a small house were on the same
property as the llcensed facility. The
licensee refused to let staff inspect these
dwellinga.

In cheeking warrant rvegisters from the
appropriate localities, two people were
identified as receiving cuxiliary grant pay-
ments at the home's address, although the
Licensee had not identified these people as
residents of the home. The local welfare
agency making payments to these people con-
firmed that they were living at the home.
Thus, it appeared that the licensee was
keeping at least two extra rveeidents,
possibly in the trailers or small house, who
were recelving auxiliary grant payments.

Although the local welfare agency con-
firmed that these people weve living at the
home and receiving grant payments, SDW's
regional licensing staff investigated and
coneluded the two extra residents were not
living in the licensed home. The matter had
not been satisfactorily resolved at the +time
this report was written.

In this case, the presence of habitable out-buildings on
the same premises as a licensed adult home suggested that the
licensee might have "extra" residents. Information from the local
agency and from the warrant registers tended to confirm this
possibility, and the SDW investigation did not rule out this
possibility.

Warrant registers provide a centralized source of infor-
mation on auxiliary grant recipients that SDW could use to improve
monitoring of the auxiliary grant program.

Recommendation (23). SDW should monitor local determi-
nations of eligibility for the auxiliary grant program. Informa-
tion currently collected by SDW concerning auxiliary grant recipients
could be used for such monitoring. A list of recipients in each
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Ticensed adult home could be assembled by computer from warrant
registers if the registers included the name of the recipient and

jdentification of the home.

These lists could then be used routine-

1y by Ticensing specialists to verify residency during inspections

of homes.

SUMMARY AND CONCLUSION

The State Department of Welfare needs a fully concep-
tuaiized program for adult homes. Currently, there is no clear
focus of responsibility for planning, coordination, and imple-
mentation of adult home activities. Close coordination between
auxiliary grant administration and licensure would facilitate
addressing such problems as over-capacity, quality control, and
auxiliary grant abuse.

Recommendation (24). SDW should develop a programmatic
approach to managing its adult home activities. This approach
should include the development and implementation of an annual
program plan which:

1.

Defines goals and objectives, identifies ways to
achieve them, and assigns specific staff respon-
sibility,.

Defines the role of adult homes in meeting long-
term care housing needs of the aged, infirm, and
disabled.

Describes appropriate ways of coordinating SDW
adult home activities with other State agencies,
such as the Office on Aging and DMHMR,

Identifies specific ways to closely Tink
auxiliary grant administration with the Ticensure
program,

Lists various training activities scheduled for
licensing specialists.

Future demand for domiciliary care in adult homes for the
aged, infirm, and disabled can be expected to increase. The
priority assigned to homes for adults regulation should be consis-
tent with the important role of these homes.
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TECHNICAL APPENDIX

JLARC policy and sound research practice require a
technical explanation of research methodology. A technical
appendix was prepared for this report and was part of the exposure
draft. The technical appendix is available on request from JLARC,
910 Capitol Street, Richmond, Virginia 23219.

The technical appendix includes a detailed explanation
of the methods and research employed in the development of this
study. The following areas are covered:

1. Random Sample of Homes. Visits were made to a
randomly selected sample of licensed adult homes. The sample was
drawn from the 258 Ticensed homes open for business during all of
1978. The sample of 29 homes was judged representative of the 258
homes on six measures, which are included.

2. Inspections by Experts. Expert opinion was requested
from five State agencies concerning nutrition, sanitation, fire
safety, and the provision for certain personal needs of residents.
These experts utilized applicable standards when inspecting homes,
and provided written reports of their findings. A copy of the
form used by the nutritionist during on-site inspections is included.
State agencies which provided expert opinion included the State
Department of Health, State Department of Mental Health and Mental
Retardation, State Department of Welfare, State Fire Marshall,
and State Pharmacy Board.

3. Operating Cost Analysis. Operating cost data supplied
to SDW by 171 homes were analyzed to determine several indicators.
Included is a description of how cost per meal per resident was
calculated.

4. Estimated Aftercare Population. The number of dein-
stitutionalized clients residing in licensed homes was estimated
from a 1979 survey of homes conducted by SDW. Based on data from
180 responding homes, it was estimated that 1,500-2,000 current
residents of homes may be deinstitutionalized.

5. Interviews. Many State and local agencies were consulted
during the course of this review, as were various interested groups
and individuals. An important part of the review involved on-site
visits by JLARC staff to a total of 48 licensed homes located
throughout the State. Interviews were conducted with licensees and
staff of each home. Many residents of homes were also interviewed.



COMMONWEALTH of VIRGINIA
Bepartment of Welfare

Blair Puildieg ®ffire of the Commisswoner William . Lukhard

8B 7 Biseourry Brive pmeissioner
#Hict b, Birginia 232878
chmoud, Bicginia November 30 , 1979

Mr. Ray D. Pethtel, Director

Joint Legislative Audit and
Review Commission

823 East Main Street, Suite 200

Richmond, VA 23219

Dear Ray:

The Department of Welfare has reviewed the draft report on the homes for adults
and wishes to make the following comments.

First, the Department expresses appreciation to the Commission and its staff
for the work that it has dome in processing the audit in homes for adults.

We were particularly pleased that the Commission and staff had shared with

the Department throughout its study certain information which enabled the
PBepartment to follow up on certain complaints relative to some licensed homes.
The follow up of these complaints and further unannounced visits to other
homes for adults have been done by the Department and a report on these activ-
ities has been provided to the Commission,

In general, the Department has reviewed the report and its 24 recommendations
and wishes to assure the Commission that each of the recommendations will be
given serious consideration by the Department as to the future operations of
both licensing of homes for adults and the auxiliary grant program which preo-
vides for supplemental payments to SS8I recipients who are found eligible for
such payments by local departments of public welfare. The Department concurs
in most of the recommendations of the report but does have geveral comments

as will be stated below on specific recommendations. To implement some of

the recommendations will obviocusly require additional staff and in these times
of limited resources it may not be possible to implement all recommendations
within the next biennium. As an example, to effect some of the audit recom-
mendations with which the Department does concur, it would take about 50% of
our current internal audit resources in effect to audit a program of auxiliary
grants which represents approximately 17 of the Department’s total budget.

In general, the report throughout cites certain examples of homes and their
operations. The report first refers to its random sample of 29 homes and to
the other 19 homes visited. In its findings, the report does not distinguish
numerically whether the results cited are from the random sample and therefore
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presumably valid or whether the findings resulted from the other visits which
would not have the same validity in terms of applying the example to the entire
home for adults industry. This particular point is pertinent when the examples
used for the most part are in the small operated homes between 4 and 25 beds.
This group of homes, though representing about two-thirds of the licensed
facilities in the State, only represents approximately 24% of the licensed bed
capacity. In the Department’'s August, 1979, study of 144 of the smaller homes,
the findings indicated that serious deficiencies, i.e., relative to health and
safety of clients, affected approximately 1.8% of licensed beds in the home

for adults industry. Whereas the Department is concerned for those particular
facilities and the patients therein, we do not believe it is appropriate that
examples be cited and then left to the imagination of the reader that this is
reflective of a substantial number of iicensed beds and facilities licensed as
homes for adults. Another peoint in this area is that in the recording, both

by JLARC staff and by the Department's staff in its follow up study of violation
of standards, there is no grading of such violations in the sense that there

are serious violations of health and safety which result in a stronger enforce-
ment activity such as revocation of the license or court suit to enicin operation.
These are the less serious violations such ags a given record not being up to
date or a menu not being posted which though actually violations of standards,
do not impact critically the care of the patients in the facility in most instances.
It is the Department’'s position that where it is factually corxrect that there
are deficiencies of standards and that the licensee should meet all standards

it should not be implied that the level of care of the patient may be substan-
tially adversely affected as a result of less serious deficiencies in meeting
standards.,

With reference to many of the recommendations, the Department had already begun
prior to the initiation of the study by the JLARC staff and during the study

to improve the operation of the program. For example, a whole new set of
standards for homes for adults was being developed with input from providers
and has been approved by the State Board of Welfare to become effective January
1, 1980. Other activities will be cited below as comments to several of the
specific recommendations.

With regard to Recommendation 1, the Department concurs in these recommendations
and, from its findings of the 144 homes, is in the process of developing a training
plan for licensees. Training for licensing specialists began in October, 1979,

With reference to the report's discussion of fire safety, the State Fire Marshal
has no authority to inspect homes with fewer than ten residents, as is stated

in the report, and has no authority to inspect those homes constructed after
September 1, 1973. The State Fire Marshal inspects for structural fire safety
while local fire officials inspect for fire hazards. Both are important. In

a number of localities in the State, particularly in rural areas, the Department
of Welare is dependent upon the fire inspection being done by staff of local
volunteer fire departments. Whereas most local officials are cooperative and
provide annual inspections to homes for adults, in some communities with the
dependence on the volunteer effort at times it is slow and on rare occasions, as
cited in the case on page 29, results in no local fire inspection. The De~
partment does strongly endorse Recommendation 3.
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Afrer-care services to current residents and recommendation for, we believe,
has been addressed in the new standards approved by State Board of Welfare
effective January 1, 1980. It is the intent of these standards to require
after-care or any mental health services to any resident who requires them.
This standard addresses the need for current residents and has the support of
both the Department of Welfare and the Department of Mental Health and Mental
Retardation. In an attempt to improve after-care services, we believe that
Recommendation 5 has been addressed in the new standards alse. The standards
here will require that the licensee obtain a discharge summary before accepting
a patient from a State hospital and must have community service support from
the local community service mental health board. This standard is supported
strongly by the Department of Mental Health and Mental Retardation and we
have been assured by that Department that should such local community service
boards refuse to provide such service to the licensed home for adults and the
patient needing such service that we should contact the State Department of
Mental Health and Mental Retardation so that they can work closely with that
local community service beoard to provide such services as needed.

Recommendation dealing with drugs and the administration thereof has alsc heen
addressed. Those standards as they relate to drugs were developed with the
assistance of the Board of Pharmacy. The Department of Welfare has been working
and continues to work with the Board of Pharmacy and the Virginiaz Pharmaceutical
Society to develop a training package for licensees.

Recommendation 10 deals with a single method of accounting for patients' funds
which should be established by the Department of Welfare. We disagree that
standards should require a single method of accounting due to the wide variety

of types of accounting systems that may exist and the varying capabilities of
staff that may exist among the varying size homes. The licensing standards do
specify that an acceptable accounting procedure be provided for handling patient
funds which should accomplish the basic intent of this recommendation. However,
the Department believes that if it tries to specify one single type of accounting
system or methed that many of the providers would say that we are trying to over-
regulate their facilicy.

In the general area of enforcement, we believe that the report does not provide
a balancedreview as to the Department's efforts in the past. As I had stated
before the Commission earlier, in the past two years there had been a number

of revocations and denials totaling approximately 10 for the two-year periced

and that approximately 8 injunctive relief suits had been sought as well as

much effort in the area of assisting providers to come inte compliance with the
standards, The case example given on page 47 of the report does mot mention that
a Department’'s investigation had started on May 15, 1979, and that subsequently
thereto there were 5 additional visits, unannounced, to the facility with follow
up written documentation as to expectations of the provider which resulted in

a recommendation for denial in October, 1979. This points out in general a very
difficult job of enforcement which I also brought to the attention of the
Commission in terms that the documentation for revocation and denial requires

a lot of work on the part of the specialist and other staff and once a denial

or revocation is made, the provider has access to the Administrative Procedures
Act which requires that an administrative heaving be provided and that after

the findings of the administrative hearing officer with a final decision being
reached by the Commissioner of Welfare that the provider can appeal that decision
into court for a decision. While all of this is going on, the provider or
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licensee can continue to operate and because of adversary position between

the licensee and the Department, it is very difficult for the Department to
monitor the operations of the faecility during that period. At times, the
Department has attempted to enjoin facilities from operating, but then the
standard for obtaining such anm injunction in court is rather stringent in

terms of the immediate danger to life and health of the patient. The Depart-
ment would welcome a streamlined approach to enforcement and desires to work
with the Commission to effect appropriate legal changes to the Code of Virginia
to provide for such a streamlined system.

With reference to Recommendation 11, the Department does not agree that all

visits should be unannounced but that a reasonable balance between announced

and unannounced wvisits is the best means of achieving compliance with

standards and the Department would not be supportive of a legislative mandate

that all compliance inspections be unannounced. We do believe that the inspec-
tion at the time of annual licensing renewal should be an announced visit so

that the owner and/or operator of the home has an opportunity to discuss any
deficiency in standards that are found with the licensing specialist so that

an effort can be made for compliance to be obtained in the quickest time possible.

With reference to Recommendation 12, we would rnoncur with the first three sections
of this recommendation, with some slight modifications to permit reasonable
judements to be made in individual instances. However, we would not wish to

be prohibited from issuing a provisional license to an initial applicant’

because oftentimes compliance with standards cannot be fully established until
residents are actually in care.

We agree with Recommendation 13 that sanctions are needed. However, we believe
that placement sanctions are more readily enforceable by placing agencies than
by licensing staff. A sanction more readily enforceable for licensing would
be fines, should the legislature be interested in authorizing such sanctions.

Again 1 would like to state that because a recommendation was not addressed by
number in the above comments does not mean that the Department has not reviewed
them or does 4t mean that the Deparment will not act upon them. Except for

the qualifications stated above, the Department supports the recommendations

of the report and to the extent that it has authority to de so, and the resources
with which to implement such recommendations,will move in that direction.

I thank vou and your staff for the work that has gone into this report and for
the considerations which you have given the staff of our Department and sharing
with us as you were invelved in the study with information that could help us
to improve the licensing program in the homes for adults.

Very truly yours,

William [.. Lukhard

/pis
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LEO E. KIRVEN, JR, M.D MAILING ADDRESS

COMMISSIONER Mental Health and Mental Retardation el o ﬁgi e

November 9, 1979

Mr. Ray D. Pethtel, Director
Joint Legislative Audit
& Review Commission
Suite 1000
910 Capitol Street
Richmond, Virginia 23219

RE: Exposure Draft on Homes
for Adults in Virginia

Dear Mr. Pethtel:

I have received and reviewed the October 29, 1979, draft of the
Joint Legislative Audit and Review Commission's report on 'Homes for
Adults in Virginia.'' This report outlines the current state of homes
for adults in Virginia while delineating specific problem areas found
in a random sample of these homes throughout the Commonwealth.

Although the licensing of these facilities is not directly super-
vised by the Virginia Department of Mental Health and Mental Retardation,
it was pointed out in the report that approximately 17 to 23% of the
residents presently living in Virginia's Homes for Adults have at one
time been patients in mental health facilities. The report points out
problems which have developed in providing these individuals with aftercare
services, particularly medication services after they leave the hospital
and begin residing in a home for adults. It is with this population in
mind that the enclosed comments on this report are made. I am supportive
of the recommendations that the JLARC staff have made regarding this
population group. My staff and I will work closely with the Virginia
Department of Welfare, Commumnity Mental Health and Mental Retardation
Services Board's staff, State mental health and mental retardation facilities,
and local welfare agencies to assure a higher quality of 1life for the
residents of these homes.
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Thank you for the opportunity to comment on this report.

Yours v, truly,

Leo E. Kirven, Jr., M.D.
Commissioner

LEKjr/hr

Enclosure: Comments

cC:

The Honorable Jean L. Harris
Mrs. Elsie R. Chittum

Ms. Margaret L. Cavey, R.N.
Dan Payne, Ph.D.

Ms. Mary N. Blackwood, M.H.A.



JAMES B. KENLEY. MD.

COMMONWEALTH of VIRGINIA

Department of Health
Richmond, Va. 23219

November .13, 1979

Mr. Ray D. Pethtel, Director
Joint Legislative Audit

and Review Commission
Suite 1100
910 Capitol Street
Richmond, Virginia 23219

Dear Mr. Pethtel:

Selected staff of this Department have reviewed the exposure draft
of the study of homes for adults., We concur in the findings and recom-
mendations which relate to the Health Department.

The attached Policy and Procedure Instruction was sent to all
local health departments in August 1979 as a result of findings made

during the course of studying conditions in homes for adults.

Sincerely,

(24 e~y 2wa)

R James B. Kenley, M. D.
State Health Commissioner

Attachment
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