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Good afternoon Senator Abrams, Representative Steinberg, and to the distinguished
members of the Public Health Committee. My name is Matt Barrett. I am the President and CEO
of the Connecticut Association of Health Care Facilities (CAHCF), our state’s trade association
and advocacy organization of one-hundred and sixty skilled nursing facilities and assisted living
communities. Thank you for this opportunity to submit testimony concerning S.B. No. 1030
(RAISED) AN ACT CONCERNING LONG-TERM CARE FACILITIES.

As the committee further deliberates on the legislation, CAHCF/CCAL has the following
recommendations for your consideration.

Infection Prevention and Control Specialist (Sec 1)

CAHCF/CCAL agrees in elevating that status of Infection Preventionists (IPs) in our
Connecticut nursing homes. Effective infection prevention and control programs can decrease
infection rates and health care acquired infections, improve attention to hand hygiene and
transmission-based precautions, improve employee health, and reduce hospitalizations and
adverse events among nursing home residents.

While most Connecticut nursing homes have designated full time IPs, others have one or
more part-time, specially trained IPs with additional duties. Prior to COVID-19, nursing homes
already experienced a nationwide shortage of registered nurses (RNs) and other challenges in
recruiting qualified staff, including IPs. The pandemic has only exacerbated these workforce
challenges. The increased demand for resources and dedicated, specifically trained IPs, which are
most often fulfilled by an RN, remain a challenge, especially for smaller nursing homes. For these
reasons, we recommend:

* The amount of time required for an IP be adjusted based on each facility’s bed count,
demographics of the facility’s surrounding area, individual factors contributing to infection control
risk levels, and flexibility for smaller facilities.

* A phased-in requirement to give nursing homes time to recruit and train the new IPs.

We also recommend that infection prevention training requirements have the flexibility to
be met by training materials prepared by CAHCF/CCAL’s national affiliate, the American Health
Care Association (AHCA), include funds to cover any training costs, and that the intent of training
language be clarified to mean the training applies to the administrator and RN supervisor.
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Personal Protective Equipment Requirements (Sec 3)

CAHCF/CCAL appreciates that the proposed PPE stockpile requirements seek to
establish a statewide stockpile acquired and managed by the Department of Public Health equal
to a three months PPE supply level for use by nursing homes. We would like to point out that
storing a three-month supply of PPE on site at the facility will present great challenge for many
nursing homes with insufficient storage capabilities. Therefore, we are asking that the legislation
provide the option for the PPE to be earmarked for a specific nursing home, but actually housed
in a central storage site managed by the state and accessed as needed by the nursing homes. We
also recommend that quarterly N-95 fit testing be available for new employees and that an
annual fit testing be the standard for existing employees according to OSHA standards.

Licensed and Certified Staff to Start Intravenous Lines (Sec. 4)

CAHCF/CCAL is asking the committee to recognize that due to RN staffing shortages,
most nursing homes must contract with a long-term pharmacy to secure qualified staff to start
intravenous lines. Accordingly, we recommend that the language be modified to include IV starts
by contracted staff, including a 24-hour remote coverage by the external contracted service
provider, in addition to staff employed by the nursing homes.

Establishment of a Family Council (Section 8)

We recommend that this provision include a cross reference to federal rules concerning the
establishment of family councils to assure consistency and compliance with federal requirements.

Increased Nursing Home Staffing (Sec 13)

As reported by the Staffing Levels Subcommittee of the Nursing Home and Assisted
Living Oversight Work Group (NHALOWG) in January 2021: “Adequate numbers of qualified,
trained, appropriately compensated, and caring staff are integral to support the needs of nursing
home residents in a holistic and person-centered manner.” There is no disagreement from
CAHCF/CCAL on the policy goals expressed by the subcommittee. Further, the subcommittee
acknowledged that achieving this result necessarily involves diverse strategies, including, but not
limited to: Establishing a daily minimum staffing ratio of at least 4.1 hours of direct care per
resident, composed of: = .75 hours Registered Nurse = .54 hours Licensed Practical Nurse = 2.81
hours Certified Nurse Assistant. To help inform the implications of increasing staffing in this
manner, CAHCF/CCAL obtained the support of the Center for Health Policy Evaluation in Long
Term Care (“The Center”) to provide a framework for estimating the costs of increasing
minimum staffing ratios in Connecticut nursing homes. The full report is attached.

In this initial and preliminary framework, the Center reviewed creating minimum nurse
staffing to resident thresholds in nursing homes (RN = 0.75, LPN = (.54, and CNA =2.81) for
a Total Nursing Staffing of 4.1. In the report, the Center characterized the facilities currently
below this threshold and calculated the number of additional staff and labor costs needed to
achieve the proposed minimum staffing. They used staffing levels collected by the Center for
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Medicare and Medicaid Census (CMS) from nursing home payroll data. To estimate total labor
costs, they used average state labor costs, fringe benefits, and payroll tax rates. Further, the
Center observed.

Based on Q3 2020 staffing data, 181 (88.7%) of nursing homes in Connecticut are below
the proposed minimum staffing threshold. The analysis was repeated using pre-COVID
Q4 2019 staffing census data. Under pre-COVID conditions, the number of nursing
homes below the minimum staffing threshold rose to 199 (97.5%). A big driver for this
increase was a higher census pre-COVID. The average Connecticut nursing home census
in Q4 2019 was 104 compared to 86 in Q3 2020. This is a 17% decline, which exceeds
the national average decline of 14%. On average, Connecticut nursing homes below the
staffing threshold are larger and have more Medicaid residents than the others, Their
November 2020 Five-Star ratings were on average lower.

For Connecticut to implement minimum staffing ratios, we estimate it will require
between 1,793-3,364 FTEs and cost $140.9-$273.9 million dollars. The exact figure will
depend on resident census.

To get the current 181 nursing homes above the proposed minimum staffing threshold,
1,793 FTEs would be needed statewide at a total annual cost of $140.9 million, including
fringe benefits and payroll taxes. CNAs make up most of the needed FTEs (1,426) and
cost ($95.0 million). This assumes census stays the same as it is now, which is much
lower than before the COVID pandemic.

To estimate the costs when census increases, our simulation was repeated using pre-
COVID-19 Q4 2019 PBJ staffing census data. In this analysis, the number of nursing
homes below the minimum threshold rose to 199 (97.5%). Also increasing were the
number of needed FTEs (3,364) and costs ($273.9 million) to meet the minimum staffing.

As census returns over the next 18 months, we can anticipate these costs to increase further,
necessitating accompanying reimbursement increases.

CAHCFEF/CCAL supports the effort to ensure adequate staffing at all nursing homes and to
compensate all nursing home caregivers and employees at a level that recognizes their
value. However, we favor a focus on elevating the status and importance of long-term
care staff through recruitment and retention strategies and providing long underfunded
nursing homes with the financial resources needed to address these staffing issues. A
significant state and federal investment will be required to increase staffing requirements,
minimum staffing ratios, or minimum wages during or after the pandemic when there are
limited trained individuals to fill the positions and not enough resources to cover
additional, unfunded costs.

We do not support a recommendation to establish a minimum percentage of
reimbursement to be spent on staffing without further study of the issue in the context of
planned shifts in reimbursement structure to an acuity-based system and more thorough
consideration of potential impacts of such a requirement. Finally, nursing homes should
be given the flexibility on where to direct the percentage of staffing resources to RN,
LPNs and CNAs to address the specific care needs of the individual nursing homes,
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Essential Support Caregiver or Support and Video Monitoring and Technology

CAHCF/CCAL will to continue to review and offer our recommendations on the use of
technology to facility visitation and monitoring in nursing homes to both the Public and Health
Committee and the Aging Committee, where legislation has now been favorably reported (HB
6552) on this matter, and is also addressed in Section 12 and 14 of SB 1030. Similarly, we will
continue to review and offer our recommendations concerning an Essential Support Person
initiative to the Public Health Committee and the Human Services Committee where legislation
is under consideration (HB 6634) and is also addressed in Section 10 of SB 1030. At this time,
because visitation in nursing homes unrestricted outside of a public health emergency, any
provisions for essential caregivers or essential support persons should apply only when visitation
1s actually restricted by federal or state rules. Finally, additional training requirements on
nursing homes, if adopted, to implement an essential caregiver or support person initiative must
include additional funds for this purpose.

Thank you again for this opportunity to testify on the bill as drafted. I would be happy to
answer any questions you may have,

For additional information, contact: Matthew V. Barrett, mbarrett@cahcf.org or 860-290-
9424,
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Executive Summary

Minimum staffing levels are proposed as a means to improve nursing home quality.
Connecticut is currently considering creating minimum nurse staffing to resident
thresholds in nursing homes (RN HPRD = 0.75, LPN HPRD = 0.54, and CNA HPRD =
2.81) for a Total Nursing Staffing HPRD of 4.1. In this report we characterized the
facilities currently below this threshold and calculated the number of additional staff and
labor costs needed to achieve the proposed minimum staffing. We used staffing levels
collected by the Center for Medicare and Medicaid Census (CMS) from nursing home
payroll data. To estimate total labor costs, we used average state labor costs, fringe
benefits, and payroll tax rates.

Based on Q3 2020 staffing data, 181 (88.7%) of nursing homes in Connecticut are
below the proposed minimum staffing threshold. The analysis was repeated using pre-
COVID Q4 2019 staffing census data. Under pre-COVID conditions, the number of
nursing homes below the minimum staffing threshold rose to 199 (97.5%). A big driver
for this increase was a higher census pre-COVID. The average Connecticut nursing
home census in Q4 2019 was 104 compared to 86 in Q3 2020. This is a 17% decline,
which exceeds the national average decline of 14%.

On average, Connecticut nursing homes below the staffing threshold are larger and
have more Medicaid residents than the others. Their November 2020 Five-Star ratings
were on average lower.

For Connecticut to implement minimum staffing ratios, we estimate it will require
between 1,793-3,364 FTEs and cost $140.9-$273.9 million dollars. The exact figure will
depend on resident census.

To get the current 181 nursing homes above the proposed minimum staffing threshold,
1,793 FTEs would be needed statewide at a total annual cost of $140.9 million,
including fringe benefits and payroll taxes. CNAs make up most of the needed FTEs
(1,426) and cost ($95.0 million). This assumes census stays the same as it is now,
which is much lower than before the COVID pandemic.

To estimate the costs when census increases, our simulation was repeated using pre-
COVID-19 Q4 2019 PBJ staffing census data. In this analysis, the number of nursing
homes below the minimum threshold rose to 199 (97.5%). Also increasing were the
number of needed FTEs (3,364) and costs ($273.9 million) to meet the minimum
staffing.

Finding individuals to fill the positions will be the most challenging aspect of
implementing a minimum staffing threshold. Nursing homes must compete with
hospitals and others for a workforce that was in shortage before COVID and has been
dwindling since.
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Background

The relationship between nursing home staffing and resident quality is multifaceted. For
staffing to have an impact on resident quality it requires both having the staff and
ensuring they are trained properly and work well together to provide coordinated
patient-centered care.

Policymakers and regulators have a challenging responsibility to incentivize and ensure
both quantity and quality of staff through various means at various levels. This can
range from investing in local nurse training programs to revoking individual nurse
licenses when deliberate acts of patient abuse and neglect occur.

Among nursing homes, more attention has been paid to quantity, rather than quality, of
staff in large part because it is easier to measure and monitor quantity. Measurements
for staff quantity, such as hours per resident day or ratio of staff to residents, are
gathered through employment data and publicly reported by the federal government.
Measuring staff quality is more difficult. The most often used proxy for staff quality is
staff retention and turnover. High retention and low turnover are theorized to reflect staff
capable of performing their responsibilities and working well with each other because
otherwise they would either be fired or seek employment elsewhere.

Both quantity and low turnover of nursing home staff have been found to be associated
with higher resident quality. Castle, et al. found reducing nursing home turnover was
associated with better performance on publicly reported quality metrics.! Castle
estimates the rate of turnover for nursing home nurses to be around 40%.2 There is no
public reporting of nurse turnover, like there is for quantity of nurse staffing through
Payroll-Based Journal (PBJ) required federally by the Centers for Medicaid and
Medicare Services (CMS).2

With the current COVID pandemic, quantity of staffing has been a focus as COVID has
had a devastating impact with over 100,000 deaths and approximately 40% of COVID
deaths associated with long-term care facilities, which is a broader category than
nursing homes alone and includes assisted living, independent living, among others.*

Several studies have found cases of COVID in the community to be the biggest driver of
COVID cases from occurring in a nursing home, regardless of Five-Star Ratings or prior
survey compliance.>® Some of these studies have found an association between
quantity of staffing and limiting spread.> 7 It has been theorized that with higher staffing,
nursing homes can better adhere to consistent assignments and reduce the risk of
spreading cases between patients. Currently, there have been no studies on the quality
of staffing and the relationship to preventing or minimizing COVID.

In an effort to mitigate COVID in nursing homes, some state policymakers and U.S.
Congress are considering requiring minimum staffing levels. Minimum staffing levels
currently vary by state across the country. Studies looking at the impact of minimum
staffing on quality in general have shown mixed results with quality improving slightly
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but also substitution of staffing occurring.®1° Substitution examples include more CNAs
in lieu of RNs or decreases in ancillary staff (e.g. housekeeping and dietary) when
clinical staff levels are increased.

At both the state and federal level, efforts to increase minimum staffing levels face two
implementation challenges. The first is having enough people to fill the positions. The
second is the financial cost of employing more people.

The COVID pandemic has exacerbated a pre-existing health care workforce shortage.
Health care staff from all sectors, including hospitals, nursing homes, and home health,
are burnt out and worried about contracting COVID and spreading it to their families and
loved ones."" 2 Regardless of how much a provider can pay them, some qualified
people will turn down the job.

The costs associated to recruit and retain additional staff may be challenging for nursing
homes. According to the latest data from MedPAC, the average total margin for nursing
homes in the nation dropped to -0.3% in 2018."® Because Medicare reimburses at a
higher rate than Medicaid, many nursing homes struggle to find a mix of Medicare and
Medicaid patients to make financial ends meet.

As policymakers continue to consider establishing or raising minimum staffing levels for
nursing homes, it will be important for them to fully understand the two potential barriers
of available staff and cost.

In 2021, the Connecticut General Assembly is considering requiring minimum nurse
staffing ratios for nursing homes (See Table 1). To provide a model for what policy
makers should consider, this analysis looks to quantify what such a policy would mean
in terms of staff needed, as well as the financial cost, for Connecticut.

Table 1: Proposed Minimum Nurse Staffing and Hours Per Resident Day for
Connecticut Nursing Homes

Nursing Type HPRD
RN Q.78
LPN 0.54
CNA 2.81
Total (RN + 41
LPN + CNA) ’

Method

On a quarterly basis, nursing homes are required to submit daily payroll data on staffing
data to the Centers for Medicaid and Medicare Services (CMS), the federal regulatory
agency of nursing homes. CMS uses this Payroll-Based Journal (PBJ) staffing data to
calculate Registered Nurse (RN), Licensed Practical Nurse (LPN), Certified Nursing
Assistants (CNA), and total nurse (RN + LPN + CNA) staffing hours per resident day
(HPRD) and Five-Star Staffing Ratings.
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For this report, we categorized nursing homes in Connecticut using PBJ staffing data
from Q3 2020 as below the RN, LPN, or CNA threshold or above them. Facility
characteristics, such as bed size and ownership, and Five-Star Ratings were compared
between the two groups.

For nursing homes below either minimum HPRD threshold, simulations were created to
get them above both minimum staffing thresholds. In other words, if a nursing home
was above the RN and LPN threshold but below the CNA threshold, only CNA staffing
was increased in the simulation. For nursing homes below the RN and LPN HPRD
threshold, both RN and LPN staffing were increased to maintain the same ratio in the
simulation till the minimum threshold was met.

To determine annual salary costs, the average Connecticut per hour wages from CMS’s
2019 wage index were used. For CNAs this was $20.07/hour, LPNs was $29.89/hour,
and RNs was $44.72. To provide a more complete picture of labor costs, we calculated
fringe benefits and payroll tax. We applied an average 20% fringe benefit costs to the
annual salary costs for each additional staff. Payroll tax assumed 1.45% for Medicare,
6.2% for Social Security, 0.96% for federal unemployment insurance, and state
unemployment insurance 0.72%.

During the pandemic, census has dropped nationally over 14%. Fewer admissions to
nursing homes has been driven by fewer elderly receiving hospital care that needs post-
acute care (e.g. cancelling of elective surgeries), family’s reluctance to use nursing
homes while they have been at home out of work or teleworking, or facilities have been
closed to admissions because of COVID-19 outbreaks.

The cost to meet a minimum staffing will vary depending on the census of a facility. We
calculated the costs based on the current census but also for the census prior to the
COVID-19 pandemic, since census will increase once the COVID vaccine rollout has
helped curb the pandemic. Thus, as a sensitivity analysis, the analysis was repeated
using PBJ staffing data from Q4 2019, before the COVID pandemic.

Results

Based on Q3 2020 PBJ staffing data, 181 (88.7%) of nursing homes in Connecticut are
below either RN = 0.75, LPN = 0.54, or CNA = 2.81 hours per resident day (HPRD). On
average, these facilities are larger and have more Medicaid residents than the other 23
(11.3%) nursing homes in Connecticut. A higher proportion of them are also For-Profit
and rural (See Table 2).

As for November 2020 Five-Star ratings, the nursing homes below either HPRD
threshold have on average lower overall, survey, quality, and staffing ratings, but the
difference is smallest among quality ratings (See Table 2).




The Cost of Minimum Staffing in Connecticut 5

Table 2: Characteristics and Five-Star Ratings of Connecticut Nursing Homes
Above and Below Proposed Minimum Staffing Ratios (Q3 2020)

Below RN = 0.75, Above RN = 0.75,
LPN = 0.54, AND LPN = 0.54, AND
CNA=2.81 HPRD | CNA =2.81 HPRD
Number of SNFs 181 (89%) 23 (11%)
Bed Size (Average) 123 97
Ownership
Non-Profit 25 (74%) 9 (26%)
For-Profit 155 (92%) 13 (7%)
Government 1 (50%) 1 (50%)
Rural 11 (92%) 1 (8%)
Percent Medicaid (Average) 69% 44%
Five-Star Ratings (Nov 2020 Average)
Overall 3.44 4.64
Survey 2.76 Bd-S
Quality 4.13 4.41
Staffing 3.57 4.70

To get the 135 nursing homes above the RN, LPN, and CNA thresholds, 1,793 FTEs
would be needed statewide at a total annual cost of $140.1 million, including fringe
benefits and payroll taxes. CNAs make up most of the needed FTEs (1,426) and cost
($95.0 million). (See Table 3). This assumes census stays the same as it is now, which

is much lower than pre-COVID-19.

Table 3: Staff and Cost Estimates for Achieving Minimum Staffing Ratios
Using Q3 2020 PBJ Staffing Data

Daily Annual Fringe Annual Payroll
Type | Hous | \(cded | Costmerease | BonefitCost | TaxCost | SOl TCLe
RN 2,064 334 $33,684,415.45 $6,736,883.09 $3,142,755.96 | $43,564,054.50
LPN 167 33 $1,818,133.16 $363,626.63 $169,631.82 $2,351,391.62
CNA | 10,032 1,426 $73,485,055.08 | $14,697,011.02 $6,856,155.64 | $95,038,221.74
Total | 12,263 1,793 $108,987,603.69 | $21,797,520.74 $10,168,543.42 | $140,953,667.86

Note: Hourly wages used $44.72 for RN, $29.89 for LPN, and $20.07 for CNA. This table reflects getting
181 nursing homes to RN = 0.75, LPN = 0.54, and CNA = 2.81 HPRD. FTE = Full Time Equivalent.

To understand the cost to Connecticut when census returns to pre-COVID-19 levels, we
conducted a sensitivity analysis to understand the possible range in costs of setting
minimum staffing ratios that translate the above staffing hours per resident day. Our
simulation was repeated using pre-COVID-19 Q4 2019 PBJ staffing data. Using this
pre-COVID pandemic data, the number of nursing homes below either HPRD threshold
rose to 176 (86%).
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A big driver for this increase was a higher census. The average Connecticut nursing
home census in Q4 2019 104 compared to 86 in Q3 2020. This is a 17% decline.

In pre-COVID times and using Q4 2019 PBJ staffing data, it is more costly to get the
Connecticut’s nursing homes above RN, LPN, and CNA thresholds. A total of 3,364
FTEs would be needed at a total annual cost of $273.9 million, including fringe benefits
and payroll taxes. Similar to the analysis using Q3 2020 staffing data, CNAs are the

majority of the FTEs needed (2,694) and costs ($184.3 million). (See Table 4).

Table 4: Staff and Cost Estimates for Achieving Minimum Staffing Ratios Using
Q4 2019 (Pre-COVID) PBJ Staffing Data

Daily Annual Fringe Annual Payroll
Nurse FTE Annual Salary : Total Annual
Type Nllt;t:’res d Needed Cost Increase B?::’::ag:ﬂ Tna:rgaoss: Cost Increase
RN 4,023 608 $65,664,703.70 | $13,132,940.74 $6,126,516.86 | $84,924,161.30
LPN 332 62 $3,617,129.22 $723,425.84 $337,478.16 $4,678,033.22
CNA 19,454 2,694 | $142,503,987.45 | $28,500,779.49 $13.295.613.63 | $184,300,290.58
Total 23,809 3,364 | $211,785,730.37 | $42,357,146.07 $19,759,608.64 | $273,902,485.09

Note: Hourly wages used $44.72 for RN, $29.89 for LPN, and $20.07 for CNA. This table reflects getting
199 nursing homes to RN = 0.75, LPN = 0.54, and CNA = 2.81 HPRD. FTE = Full Time Equivalent.

Discussion

For Connecticut to implement shift-level minimum nursing home staffing ratios, we
estimate it will require between 1,793-3,364 FTEs and cost $140.9-$273.9 million
dollars. The exact figure will depend on resident census.

This is a good time to mention that in order to monitor and enforce shift-level minimum
staffing ratios, nursing homes and state regulators may have to invest in additional
reporting systems above what has already been setup at the federal level through
CMS’s Payroll-Based Journal (PBJ). For nursing homes, that could involve using staff's
time to track and report hours as opposed to providing care to residents.

Finding individuals to fill the positions will be the most challenging aspect of

implementing a minimum staffing threshold. Nursing homes must compete with

hospitals and others for a workforce that was in shortage before COVID and has been

dwindling since.

To alleviate the staff shortage, policy makers should consider efforts to increase the
supply. Such actions could include investing in more training programs or reducing
barriers for such training programs to exist. CNA training programs often are limited by
the federal policy on what facilities can and cannot provide onsite training. Local

community colleges could be incentivized to expand their CNA training.
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Another option for increasing supply is to incentivize workers to switch jobs and enter
the industry. Often this involves providing higher wages. For example, hospitality and
gig economy workers could be trained fairly quickly to become CNAs, but if the CNA
pay is worse than their current source of income, they have little incentive to pursue it.

States may also have to look to attract workforce from other states. State authorities
could review and revise state licensure requirements to allow easier transfer of licenses
from other states. For example, COMPACT states for RN licensure make it easier to
attract RNs from other states.

By themselves, Connecticut nursing homes are highly unlikely to be able to cover the
costs associated with minimum staffing ratios. The average nursing home in the nation
operates at a negative total margin. Nursing homes often need the higher Medicare
reimbursement rates to offset low Medicaid reimbursement rates. Our analysis found
the Connecticut nursing homes below the minimum staffing threshold to be caring for a
larger proportion of Medicaid residents. Thus, it could be challenging for them to find
additional Medicare revenue to cover the costs of higher staffing without sacrificing care
to vulnerable residents on Medicaid.
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