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Executive Summary

On November 8, 2006, the Virginia Pressure Ulcer Resource Team (VPURT) and
The Virginia Chapter of the American Association of Retired Persons (AARP) convened
a Summit for Change: Pressure Ulcers in Long Term Care. This conference brought
together key stakeholders, agents of change, and influential decision makers with the
sole purpose of identifying and developing the strategic action priorities for pressure
ulcer prevention within the long term care system for the Commonwealth of Virginia.
The Summit provided an overview of Virginia’s pressure ulcer challenge, as well as, four
thematic panel discussions: 1) Quality Enhancement, 2) Regulatory Effectiveness,
3) Resource Revitalization, and 4) Workforce First. Each of these themes was the basis
for participant discussion in breakout groups that developed their top action items.
These action items were then combined, discussed and developed into the Summit’s
strategic action priorities.

The Summit for Change Strategic Action Priorities are:

e Make Pressure Ulcer Prevention a Key Outcome Parameter for Pay For
Performance

e Increase Staffing Levels to Meet the Critical Needs of the Residents for
Prevention of Pressure Ulcers

e Increase the Pay of the Direct Care Staff in Nursing Facilities

e Increase the Accountability of Every Health Care Professional in Pressure Ulcer
Prevention

e Make Pressure Ulcers a Reportable Event
e Develop and Implement a Uniform Patient Transfer Form
e Create an Independent Center for Pressure Ulcer Prevention Education

e Redirect Unused DMAS $10/day Bed Supplement to Pressure Ulcer Prevention
in High-Risk Patients

e Revise COPN for Nursing Facility Beds to Emphasize Quality

VPURT and AARP Virginia encourage you to select any of the action priorities
above and make it your independent mission to affect change and reduce the incidence
of pressure ulcers. VPURT and AARP Virginia are available to assist you in any way to
take up the challenge and bring the strategic action priorities into successful
implementation.

PRESSURE ULCERS ARE PREVENTABLE



Introduction

Virginia Pressure Ulcer Resource Team (VPURT) is a team of dedicated health
care professionals and advocates from various backgrounds and perspectives that are
dedicated to improving quality of care in Virginia’'s long term care settings. Specifically,
VPURT addresses the issue of pressure ulcers, which can be reduced with improved
awareness, education, and legislation. Team members include doctors, nurses,
administrators, and representatives from state agencies, professional organizations, and
suppliers of health care services. The mission of VPURT is to decrease the incidence of
pressure ulcers in Virginia through data collection and analysis, public awareness,
education and training, and public policy recommendations.

AARRP Virginia is a nonprofit, nonpartisan membership organization that helps
people 50+ have independence, choice and control in ways that are beneficial and
affordable to them and society as a whole. They produce AARP-The Magazine,
published bimonthly; AARP Bulletin, a monthly newspaper; AARP Segunda Juventud, a
bimonthly magazine in Spanish and English; NRTA Live and Learn, a quarterly
newsletter for 50+ educators; and its website, www.aarp.org. AARP Foundation is an
affiliated charity that provides security, protection, and empowerment to older persons in
need with support from thousands of volunteers, donors and sponsors. They have
staffed offices in all 50 states, the District of Columbia, Puerto Rico, and the U. S. Virgin
Islands.

This paper represents the summary proceedings and results of a summit meeting
created by VPURT and AARP Virginia and held on November 8, 2006 in Richmond,
Virginia. The purpose of the meeting was to bring together key stakeholders and agents
of change within the long term care system of the Commonwealth of Virginia to develop
strategic action priorities for pressure ulcer prevention. Specifically, the summit was to
produce recommendations from thematic panels on the critical components of pressure
ulcer prevention. The thematic panel topics included:

» Quality Enhancement
e Issues included ways to improve quality of care, and more
specifically, the prevention of pressure ulcers in long term care
settings.

> Regulatory Effectiveness
e Evaluation of current regulations and how compliance translates
into pressure ulcer prevention.

» Resource Revitalization
e Major issues in the reallocation and redistribution of resources.

> Workforce First
o Factors related to quality of care, retention of caregivers, impact of
resident centered care or culture change on quality of care,
legislative policy changes, and pay for performance.


http://www.aarp.org/

Background

Prevalence of Pressure Ulcers

It is estimated that as many as 23.9% of long term care residents develop
pressure ulcers and the current prevalence rate for pressure ulcers in long term care is
8.9 percent (NPUAP, 2001). These ulcers can lead to devastating complications and
place demands on an already stressed healthcare system. The prevalence of pressure
ulcers as well as the effectiveness of preventative measures can be core indicators of
overall health care quality. Management and prevention of pressure ulcers are the
responsibility of the healthcare facility (Dharmarajan and Ahmed, 2003; Lyder, 2003).
The inadequate use of preventative measures and inadequate management have been
a basis for regulatory sanctions and litigation in certain cases (Spoelhof, 2000; Bennett,
O’Sullivan, DeVito, et al., 2000).

By the year 2030, approximately 20% of the nation’s population will be over the
age of 65 (US Census Bureau, 2000). The population shift of the Baby Boomer cohort
over the next two decades will greatly increase the demand for placement in a long term
care facility or home health care services from a primary caregiver, unlikely to be a
health professional (Meehan, M., 1999). Despite tremendous improvements in
prolonging quantity of life, there is an ever-increasing number of debilitated individuals
with chronic co-morbidities that put them at risk for immobility and decreased quality of
life (Dharmarajan and Ahmed, 2003). Complicating the issue in maintaining quality of
life in later years is the relationship between chronological age, immobility, and skin
break-down. Age-related changes in the skin contribute to the susceptibility of
developing pressure ulcers, and therefore, normal changes in aging skin put individuals
at further risk for skin breakdown (Thomas, 2001). Approximately 70% of pressure
ulcers occur in individuals over the age of 70 years and the alarming increase of the
population’s oldest old, those over the age of 80, will contribute to this statistic (Thomas,
2001).

Although prevention of pressure ulcers is an important goal in the interest of the
resident and reputation of long term care facilities, once pressure ulcers develop, they
may become chronic without vigilant and aggressive treatment. The presence of
pressure ulcers and their status frequently play a role in the decisions made regarding
ultimate management of the patient (Timiras, 2003).

Physiology of Pressure Ulcers

Pressure ulcers are usually a complication of immobility. Medical conditions that
frequently lead to immobility and have a higher incidence in the elderly include hip
fractures, gait abnormalities, and progressive neurologic disorders, such as Alzheimer's
dementia and Parkinson's disease (Thomas, D.R., 2001). The most commonly affected
sites for ulcers are bony prominences such as sacrum, hips, heels, etc. Pressure ulcers
arise from four simple mechanisms: pressure, shear, friction, and moisture leading to
maceration (softening of the tissues) (Timiras, 2003). The role of pressure is the single
most critical component in the development of ulcers. Once they develop, medical
conditions such as peripheral vascular disease, diabetes mellitus, renal disease, obesity,
malnutrition, incontinence, sepsis, and systemic factors such as hypoalbuminemia,
anemia, and vitamin deficiency are associated with protracted wound healing (Thomas,
D.R., 2001 and Timiras, 2003). Persons at risk must move frequently in order to reduce
the likelihood of developing a pressure ulcer.



A uniform classification system to identify the extent of tissue damage has been
developed and revised by the NPUAP (National Pressure Ulcer Advisory Panel). This
system has been universally adopted and provides a framework of consistency for
clinicians. The following are the definitions and descriptions for the 6 stages of pressure
ulcers. Stage | is defined as intact skin with non-blanchable redness of a localized area
usually over a bony prominence. The area may be painful, firm, soft, warmer or cooler as
compared to adjacent tissue. May be difficult to detect in individuals with dark skin tones.
Stage Il is a partial thickness loss of dermis presenting as a shallow open ulcer with a
red pink wound bed, without slough. May also present as an intact or open/ruptured
serum — filled blister. Stage Il is further described as a shiny or dry shallow ulcer without
slough or bruising. This stage should not be used to describe skin tears, tape burns,
perineal dermatitis, maceration or excoriation. Stage Ill pressure ulcer involves full
thickness tissue loss. Subcutaneous fat may be visible but bone, tendon, or muscle are
not exposed. Slough may be present but does not obscure the depth of tissue loss. May
include undermining and tunneling. The depth of a Stage Il pressure ulcer varies by
anatomical location. The bridge of the nose, ear, occiput and malleolus do not have
subcutaneous tissue and Stage Il ulcers can be shallow. In contrast, areas of significant
adiposity can develop extremely deep Stage Il pressure ulcers. Bone/tendon is not
visible or directly palpable. Stage IV pressure ulcer is defined as full thickness tissue
loss with exposed bone, tendon or muscle. Slough or eschar may be present on some
parts of the wound bed. Often include undermining and tunneling. The depth of a Stage
IV pressure ulcer varies by anatomical location. The bridge of the nose, ear, occiput and
malleolus do not have subcutaneous tissue and these ulcers can be shallow. Stage IV
ulcers can extend into muscle and/or supporting structures (e.g., fascia, tendon, or joint
capsule) making osteomyelitis likely to occur. Exposed bone/tendon is visible or directly
palpable. Unstageable pressure ulcer is full thickness tissue loss in which the base of
the ulcer is covered by slough (yellow, tan, gray, green or brown) and/or eschar (tan,
brown or black) in the wound bed. Until enough slough and/or eschar are removed to
expose the base of the wound, the true depth, and therefore stage, cannot be
determined. Stable (dry, adherent, intact without erythema or fluctuance) eschar is on
the heels serves as “ the body’s natural (biological) cover” and should not be removed.
Deep Tissue Injury (DTI) is a purple or maroon localized area of discolored intact skin or
blood-filled blister due to damage of underlying soft tissue from pressure and/or shear.
The area may be preceded by tissue that is painful, firm, mushy, boggy, warmer or
cooler as compared to adjacent tissue. Deep tissue injury may be difficult to detect in
individuals with dark skin tones. Evolution may include a thin blister over a dark wound
bed. The wound may further evolve and become covered by thin eschar. Evolution may
be rapid exposing additional \layers of tissue even with optimal treatment.

Despite their quick development, treatment of pressure ulcers is complex, time
consuming and costly. Even if an ulcer heals, there is a significant chance that it will
recur. Therefore, prevention of the development of pressure ulcers, as with many
geriatric medical conditions, is the most important aspect of management.



Current Approaches to Prevention

Evidence clearly indicates that most pressure ulcers are preventable. The IHI
campaign, “Protecting 5 Million Lives from Harm” in the Prevent Pressure Ulcers How-to
Guide indicates that preventing pressure ulcers actually boils down to two major steps:
first identifying patients at risk; and secondly, reliably implementing prevention strategies
for all patients who are identified as being at risk. A comprehensive literature search
would concur that both of the above stated action steps are critical elements to
successful reduction or elimination of facility acquired pressure ulcers.

Identifying patients at risk begins with an admission assessment for all patients,
including a comprehensive skin assessment to detect existing pressure ulcers and a risk
assessment to evaluate their risk of developing a pressure ulcer. Timely identification of
at-risk patients can trigger early implementation of prevention strategies. Reassessment
of all patients should occur consistently at designated intervals to ensure that proactive
adjustments are made for pressure ulcer prevention management according to the
changing needs of the patient.

Developing individualized comprehensive prevention strategies requires the skills
and knowledge of a multidisciplinary team.

Key elements include but are not limited to:

1. Managing moisture from incontinence, perspiration or exudates,

2. Optimizing nutrition and hydration,

3. Minimizing pressure by turning and positioning patients routinely, using
pressure relieving surfaces, and floating heels

4. Encouraging maximum mobility potential

5. Educating patients, families and staff on pressure ulcer prevention

6. Communicating with health care providers across the continuum
regarding the status of a patient’s skin integrity

Once a patient develops a pressure ulcer, treatment costs (products, therapies,
personnel, pain and suffering etc) escalate exponentially, driving total health care
expenditures to a level that far exceeds the cost of prevention. VPURT, AARP Virginia,
and all summit participants advocate a strategic approach using well-defined actions for
a future program that focuses on prevention.



Section I: Summit Design, Components, Participants, and Report Organization

Summit Design

The design of the meeting began with the development of the list of key stake-
holders, agents of change, and influential decision makers including legislators,
providers, special interest groups, regulators, advocates, nursing facility owners,
administrators, CEOs, health policy experts, and payers. The meeting format was
designed to provide a concise and effective opportunity to change current policy and
practice of the delivery of long term care by enlisting the invited participants to
operationalize the desire for quality into consensus-driven action item priorities for
improving pressure ulcer prevention.

Components

Keynote Speakers

The challenge of the keynote speakers was to remind the participants that
pressure ulcers are a preventable disease that has disastrous ramifications on a person.
Rosemary Gibson is a humanitarian who poignantly reminds us that innocent persons
pay a dear price for inferior care. Dr. Rodeheaver is nationally known for his position
that the vast majority of pressure ulcers are preventable. His message is that pressure
ulcers do not occur when care providers are committed to prevention. Dr. Rodeheaver
was also chosen because of his understanding of the complexities of providing cost-
effective care in a nursing facility. With that understanding, he set the stage for how the
Summit was designed and what was expected of each participant.

Thematic Panel on Critical Components of Pressure Ulcer Prevention

Prior to breakout sessions, a thematic panel on the pre-identified critical issues of
pressure ulcer prevention was presented. The panel was charged with discussing
pressure ulcer prevention in the context of the following critical issues:

Workforce First
Resource Revitalization
Regulatory Effectiveness
Quality Enhancement
Empowered Consumer

VVVYYV

Panel members were charged to break the critical issues down into their
functional components. These functional components were designed to be the seeds or
building blocks that would be discussed in the breakout sessions. These components
were in essence the hurdles that historically have inhibited Virginia from reducing its
unacceptably high level of pressure ulcer prevalence reported in nursing facilities.

Roundtable Discussions on Critical Issues
Following the panel discussion, participants were given instructions on how to

build consensus on developing strategic action priorities. Participants in each breakout
session were encouraged to share expertise, wisdom, and to think collectively. The



groups were charged to discuss issues and seek approaches and methods to address
the critical issues. Also, participants were asked to provide input for the strategic action
plan to enhance pressure ulcer prevention. Each breakout session was comprised of a
moderator, issue expert, scribe, laptop recorder, and recording secretary.

The groups were also instructed to build consensus on the ideas expressed
during the breakout sessions. Participants were told to let ideas flow freely, all ideas
were valid, and to build on the ideas of others. Furthermore, participants were asked to
use examples to illustrate points, welcome opposing thoughts/trends, and give
responses in headline bullet format. Lastly, participants were reminded to be respectful.

Consensus Development Session

The breakout sessions by design divided the participants into effective working
groups. In order to develop consensus, it was essential that each breakout group
reported to all participants and allow all participants to discuss the strategic priorities of
each breakout session. Through this mechanism, the outcome was a consensus of the
knowledgeable experts in attendance.

Wrap-Up Session

It was important in closing the Summit that all participants were reminded that the
most important element of the Summit would be the Action Plan that resulted from their
input. All parties interested in preventing pressure ulcers to support their own
individualized prevention strategies can use the Action Plan. It is VPURT’s and AARP
Virginia’'s expectation that many of the strategic priorities will take place concurrently by
different interested groups. VPURT and AARP Virginia are willing to provide their
resources to assist all interested groups with these strategic priority items.



Section Il: Summary Proceedings

Opening Remarks

Kenneth Olshansky, M.D.

Virginia Pressure Ulcer Resource Team, Clinical Professor of Plastic Surgery,
Virginia Commonwealth Health System

The meeting began with an introduction by Dr. Olshansky and the topic of
pressure ulcer prevention was discussed. Dr. Olshansky presented multiple slides of real
pressure ulcers to help the attendees focus on the human aspects of this problem. In
addition, he noted healthcare professionals should not accept excuses for pressure ulcer
occurrence and work together for a solution.

Bill Kallio,
State Director of AARP Virginia

Bill Kallio stated that presently, 50% of the 1 million AARP members in Virginia
are facing a long term care decision. With this influx of potential consumers in long term
care, experts should look at quality issues, the number one component having the
largest impact on helping consumers make a long term care decision. As reported in a
recent AARP Virginia survey, 78% of Virginians are concerned about the question of
quality in long term care.

The Honorable Marilyn B. Tavenner,
Secretary of Health and Human Resources, Commonwealth of Virginia

The Honorable Marilyn B. Tavenner Secretary of Health and Human Resources
offered a welcome to the conference attendees. She stated that she is convinced that
we have the resources and intelligence in Virginia to improve our ranking with regards to
the prevalence of pressure ulcers. Governor Kaine has created a health reform
commission with a focus on long term care and quality outcomes. This will include
consideration of pay for performance around certain quality indicators in nursing homes
— primarily pressure ulcer development and fall prevention. Workforce training should
become specialized to encompass those in the long term care field and not just training
for general nursing practices. Team training should focus on Licensed Practical Nurses,
Certified Nursing Assistants and support staff working in nursing homes. Nursing home
facilities should post their quality information for consumers including incidences of
pressure ulcers.
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Keynote Addresses - Commitment to Quality

Rosemary Gibson,
Robert Wood Johnson Foundation - Author, “Walls of Silence”
(In absentia)

Presented: Pressure Ulcers: What Can We Learn From Other Efforts to Prevent
Unnecessary Harm to Patients?

Since the Institute of Medicine reported in 1999 that 44,000 to 98,000 people die
each year from medical errors, patient safety has received enormous attention from the
media and progressive health care organizations. As defined by Ms. Gibson, the
necessary ingredients for redressing the problem are as follows: data on the scope of
the problem, discovering what can be done to prevent or fix the problem, the will to
change, and public pressure for improvement. Data is meant to persuade individuals
about the problem at hand, and emotions are to motivate; every data point is a person.
In 16 states, legislation requires hospitals to publicly report infections. Public awareness
and media attention create a financial incentive to prevent infections. Some hospitals are
dramatically reducing ventilator-associated pneumonia and central line blood stream
infections as a result of media attention and public awareness. These lessons can be
applied to the prevention of pressure ulcers as well.

George T. Rodeheaver, PhD,
University of Virginia Health System

Presented: Pressure Ulcer Prevention

George Rodeheaver, Ph.D. stated that after 20 years of dedicated work, Virginia
has not achieved its goal of pressure ulcer prevention. The prevalence of pressure
ulcers is the same today as it was 30 years ago. Dr. Rodeheaver challenged the group
to keep their energy and commitment going after the conference to encourage pressure
ulcer prevention. Education and training on pressure ulcer prevention has greatly
advanced within the past 30 years, but the prevalence has not changed significantly.
Even though the focus of this conference was centered on the nursing home setting,
prevention cuts across all practice settings including acute care and home health. In
order to keep the momentum going, a well-documented, bullet-pointed plan of action that
can be applied to many different practice settings is necessary and was expected to be
the result of the day’s meeting.

In addition to a well-documented plan of prevention, individualized commitment
plays a large role in prevention as well. An apathetic environment does not contribute to
the fostering of individual commitment and sustainability in a highly advanced practice
setting. Staff members typically follow by the example set by a champion. Prevention
also requires a caring relationship between staff and resident and the long term care
staff must provide this.

The first issue of agreement was that development of pressure ulcers is
preventable and caused by unrelieved pressure. The skin is normally vital and resistant
to the ischemic injury of unrelieved pressure. However, as a patient ages, and/or
becomes ill, skin vitality is compromised. Prevention, therefore, involves maximizing the
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vitality of the skin. This can be achieved by individualized care and treatment of chronic
conditions that contribute to immobility, dry skin, and skin breakdown.

The three conditions most likely to contribute to loss of skin vitality and eventual
pressure ulcer development are incontinence, malnutrition, and impaired mental status.
Quantifiable pressure ulcer risk tools such as the Braden Scale for the patient, and the
Pressure Ulcer Prevention Scale (P.U.P.S) for the facility can be used to determine the
risk of skin breakdown. The Braden Scale shows the risk of developing a pressure ulcer
and includes a person’s level of mobility, shear and friction, moisture, sensory
perception, activity and nutrition. If the score on the Braden Scale is lower than 16 out of
23, the person is at risk for developing a pressure ulcer. Staff in a long term care facility
can utilize the Braden Scale to quantifiably determine what areas should be focused on
for prevention The ten items in the P.U.P.S. scale for the facility risk predictor can help
staff members in a long term care setting determine how equipped they are at handling
conditions that contribute to skin breakdown. The ten items include active skin care
team, educational programs, commitment to caregiver, pressure-relieving devices,
investigates each pressure ulcer, formal turning schedule, program for patient activity,
PT/OT availability, nutritionist availability, and patient/family involvement. . The level of
risk, then, determined either from the Braden Scale or the facility risk predictor (P.U.P.S.
scale) can dictate the level of necessary intervention.

The facility will fail in its prevention and intervention attempts at the weakest link
of the direct care team. Administrators often experience “burn-out” brought on by
pressure from corporate bodies to fill quotas and administrators often change jobs.
Administrators cannot adequately encourage staff to contribute appropriate attention to
the patients, and these attitudes are compounded by the fact that Virginia has one of the
lowest per diem reimbursement rates for long term care in the country. A suggestion by
Dr. Rodeheaver for encouraging commitment at the leadership level and for reducing the
incidence of pressure ulcers in Virginia by 50% by the year 2010 was to commit to the
six Rs of pressure ulcer prevention: Reimbursement increase; Recruitment and
Retention improvement; Regulation consistency; Recognition and Reward for quality
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Thematic Panel on Critical Components of Pressure Ulcer Prevention
Moderated by Julie Christopher, Commissioner, Virginia Department for the Aging
Workforce First

Presented by:
Rebecca Lanier, EdD, RN, MPH
Legislative and Workforce Consultant

Rebecca Bowers-Lanier focused on placing the workforce first. The viability of
the workforce is related to quality of care, retention of workers, and impacts resident
centered care and legislative policy changes. The combined national turnover rate for all
staff in nursing homes is 56.4%. Certified nursing assistants (CNAs) have the highest
individual turnover rate, which varies from 43% in nursing homes to 13% in assisted
living. In Virginia, the turnover rate for CNAs ranges from 38% to 143% according to a
study performed by Virginia Tech in 2001. Licensed practical nurses (LPNs) have the
next highest turnover rate at 39.7% on average in Virginia. The average age of nurses
and CNAs is 44 years old. 48% of CNAs, 43% of RNs and 42% of LPNs plan to leave
their occupation within the next 10 years. This undoubtedly will leave a shortage in the
workforce caring for older adults.

The workforce shortage creates a significant problem for quality of care as
mortality rate increases in a linear relationship to unavailability of staff. Staffing models
that enable decision making at the lowest level of care often support collaboration and
respect among team members, create roles for leadership associated with coaching and
mentoring, and create a climate for honest disclosure. Ms. Bowers-Lanier emphasized
the importance of training staff to provide honest disclosure without the fear of losing a
job; it is not a question of if an employee will make a mistake, but what they can learn
from their mistake without fear of reprimand. Training health care providers is one of the
first objectives to be cut from educational initiatives when reimbursement is low.

The vicious cycle of decreased morale and premium labor contributes to the high
turnover rates. An individual employed as a CNA can get a better paying job requiring far
less on-the-job effort, which frequently contributes to resignation. Recognition, the work
itself, the visibility of the supervisor, adequate wages, opportunities for growth, flexible
scheduling, and minimal lift policy implementation were all cited as significantly
contributing to retention of workers in a study published by the Gerontologist in 2006.
Changing the culture in nursing homes to a system of rewards and respect, bringing
accountability to the lowest level of direct care provider, involving supervisors in the
actual care of residents, all employees having a voice in governance, and good
communication within the facility will also contribute greatly to the retention and quality of
life of both staff and residents. Increasing Medicaid funding will help retain workers by
increasing wages. On a legislative level, Workforce Investment Funds encourage
employees to devote themselves to the corporation. Even though Pay for Performance
has received little attention in general health care, its emphasis on individual
performance based on publicly reported quality indicators greatly encourages initiative
for quality care.
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Resource Revitalization

Presented by:
Cindi Jones
Chief Deputy Director, Department of Medical Assistance Services

Cindi Jones organized her presentation around four areas: an overview of the
Virginia Medicaid expenditures, Virginia’'s nursing facility reimbursement system, past
efforts to focus on wound care, and future plans for the Medicaid program that may
address wound care issues.

Virginia Medicaid Expenditures: She began her remarks with a statistic that
30% of the Virginia Medicaid enrollees are aged, blind, or disabled while 71% of the
Medicaid expenditures are spent on this group. The cost of serving the elderly and
disabled is substantially greater than the cost of care for children. Children cost an
average $1,725 annually, the aged cost $10,381, and the disabled $11,505. Medicaid
plays an essential role as the primary funding source for long term care. In 2004,
Medicaid accounted for 47% of all long term care spending, the single largest source of
financing for long term care. Medicare and private health insurance provide limited
coverage for long term care costs and 80% of the elderly with long term care needs
living in the community receive help solely from family and friends who are not paid for
these efforts. In 2005, more than 25,000 Virginians received Medicaid funded care in a
nursing facility and more than 19,000 received care in the community (including both
paid and unpaid care).

Virginia Nursing Facility Reimbursement System: Virginia has a long
history of reimbursing nursing facilities based on patient functioning and nursing
resource needs. In 1990, the Patient Intensity Reimbursement System (PIRS) was
implemented by DMAS placing patients into three groups with an additional specialized
care category to recognize patients with high intensity needs, including pressure ulcer
care. In 2002, the Resource Utilization Group —Ill (RUGS) replaced the PIRS system
and the specialized care category for wound care with a more complex case mix
reimbursement system.

Past Efforts to Focus on Wound Care: In 2003, the General Assembly
directed DMAS and other stakeholders to study purchasing special mattresses and beds
for nursing facility residents. In 2004, the General Assembly directed DMAS to provide
$10 per day (at a cost of $1.3 million annually) for treatment beds for those residents
who require specialized treatment for having a pressure ulcer in at least the first stage of
development. All recipients must meet the criteria outlined in 12 VAC 30-60-350. Despite
the availability of this funding, very few nursing facilities have submitted requests under
this program. The average has been six requests over a 430-day period.

Future Plans. DMAS is planning two activities that will have an impact on
nursing facility care through a focus on quality and coordination. The first activity is a
Pay for Performance plan for nursing facilities, which should encourage a better quality
of care. This plan would reward higher quality facilities on a variety of performance
indicators, including a lower incidence of pressure ulcers. The second activity is the
integration of acute and long term care services. This plan could range from a capitated
payment system for Medicaid (potentially integrating Medicare funding) for acute care
costs with care coordination for long term care services, to a fully capitated system for all
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acute and long term care services. Through care coordination, the prevention of
pressure ulcers for long term care clients will be important to reduce the high costs
associated with providing treatment.

Regulatory Effectiveness

Presented by:
Barbara Connors, D.O., M.P.H.
Chief Medical Officer, The Centers for Medicare and Medicaid Services

The Social Security Act established minimal health and safety standards for
those participating in the Medicaid/Medicare program. As required by The Social
Security Act, The Centers for Medicare and Medicaid Services (CMS) contracts with the
State Survey Agencies to survey every long term care facility annually. The CMS
monitors state agencies work by performing independent surveys known as a
comparative survey or direct observation survey with the state.

Passed in1986 The OBRA Nursing Home Reform gave more “teeth” to enforce
standards (Civil Money Penalty or Denial of Payment for New Admission) for facilities
found to be out of compliance during survey.

CMS has developed specific regulations long term care facilities must meet in
order to participate in the Medicare program. These regulations apply to specific
parameters of care and have been identified as Tags. These tags are periodically
updated with revised guidance for surveyors based upon changes in acceptable
standards of care or scientific findings.

The F314 Tag is the Pressure Ulcer tag. Revised guidance for surveyors was
issued on 11/12/04. The revised guidance more clearly defines the provider's
responsibility to prevent the occurrence of a pressure ulcer or treat an existing pressure
ulcer. The regulation requires the facility to perform an assessment on the resident to
identify risk factors for pressure ulcer and implement preventive measures if necessary.
Also, the regulation requires the facility provide treatment of the pressure ulcer including
treatment of resulting infection and pain.

The guidance includes a section about residents’ rights to refuse treatment but
the facility must determine why that resident is refusing treatment and if necessary the
facility must intervene. For residents at end of life, the guidance describes the facilities
responsibility to prevent and treat pressure ulcers. Finally, the F-314 revised guidance
for surveyors includes the investigative protocol for the surveyors to determine whether
the pressure ulcer was avoidable or unavoidable, the degree of harm to the resident and
the immediacy of correction required. In the event the facility is found out of compliance,
a Plan of Correction from the facility might be required.

CMS Region Il did an analysis of Plans of Correction between facilities that were
cited for F-314 in the first of three surveys and corrected the deficiency and compared
the Plans of Correction to those facilities that received a citation and continued to be
found out of compliance in two subsequent surveys. The reasons for citations between
the two groups were no different. There were some differences found in the Plans of
Correction between the two groups. The facilities that no longer received F-314 citations
included a provision requiring the staff to perform shower/bath skin assessment (40% vs.
0%). This represents the importance of engaging the everyday caretakers in the process
of prevention and assessment for pressure ulcers. Those facilities that continued to
receive further citations on subsequent surveys included a paper or electronic tracking
system for PU. This might suggest too heavy a reliance on systems rather than
processes of care.
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Surveyors are trained to review multiple regulations (tags) during a survey as
they relate to quality of care. The F-314 tag is an outcome tag. The outcome is the
development of a pressure ulcer. Surveyors look at associated process and structure
tags that might be deficient and contribute to an overall lack of quality of care leading to
the development of a pressure ulcer. Examples of what the surveyor reviews include the
following:

Was the resident identified as at risk for pressure ulcer?

Was the assessment accurate?

Does the resident’s care plan reflect all risk factors for pressure ulcers?
Were preventive measures put in place?

Is there enough staff to carry out the prevention and treatment?

Were the interventions carried out?

Is the documentation accurate?

What is the residents’ nutritional status and hydration status?

Did the treating physician assess/oversee care?

Did the physician respond if staff notified the physician of resident skin
breakdown, and if not, what is the facility policy?

Was there a delay in treatment?

Is Medical Director participating?

These factors of care are considered during the survey to determine whether the
appropriate care structure and processes are in place.

The CMS looked at the number of F-314 citations issued nationally before and
after the release of the revised F-314 guidelines. Although there has been a decrease in
the number of facilities in the U.S (16,846 to 16,175) between 2004 and 2006, there was
an increase in the number of F-314 citations given 3,045 to 3,345.

Virginia has a higher than national average prevalence of pressure ulcers for all
residents in all long term care facilities regardless of the risk factors of the patient and
size of the facility. However, the prevalence rates for Virginia are showing a downward
trend as shown on the chart below. This is likely due to increased awareness, revised
guidelines for the F-314 Tag and increased overall awareness of the severity of pressure
ulcers in long term and acute care.
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Pressure ulcers are considered a major benchmark of nursing care. Health care
and regulatory agencies are collaborating towards developing goals and initiatives to
reduce the incidence, prevalence, morbidity and mortality of pressure ulcers. Regulatory
agencies have identified the need for greater inter and intra-agency communication,
collaboration, and accountability.

The state survey agencies have partnered with the CMS in reducing the
prevalence of pressure ulcers in their respective states. The CMS has adopted the
reduction of restraint use and pressure ulcer prevalence as goals under The
Government Performance Results Act (GPRA). The CMS continues to develop revised
guidelines for Tags. The CMS is currently piloting the QI/QIS revised survey
methodology. The State Survey Agencies are working with Quality Improvement
Organizations (QIOs) to train facilities in best practices. Many state agencies use
collected Civil Money Penalties (CMPs) to fund work in their states to achieve a
reduction of pressure ulcers and restraint use. Finally, many of the State Survey
Agencies have joined The Advancing Excellence in America’s Nursing Homes
Campaign to help achieve these goals.
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Quality Enhancement

Presented by:

Sallie S. Cook, M.D.

Chief Medical Officer, Virginia Health Quality Center
George T. Rodeheaver, PhD

University of Virginia Health System

Dr. Sallie Cook began her talk by stating that Virginia ranks #6 nationally in high
risk pressure ulcers (i.e. patients at high risk for pressure ulcers) for the first quarter of
2006 according to Nursing Home Compare, the Centers for Medicare and Medicaid
Services (CMS) database updated quarterly with quality measures for all nursing homes
nationally. This exceeds the average national rate. She asked participants to visit
www.medicare.gov for national and local data on nursing homes, hospitals, and home
health services. She explained that Quality Improvement Organizations (QIlOs) are
currently focused on quality measures associated with pressure ulcers, physical
restraints, chronic pain and worsening symptoms of depression or anxiety. The website
allows you to look at nursing home quality based on a number of quality measures
including presence of pressure ulcers; however, it should be noted that the development
of pressure ulcers is not just a nursing facility problem. The nursing facility data reflects
a much broader issue as patients often arrive in nursing homes with pre-existing
pressure ulcers, developed at home, in hospitals or other settings.

Dr. Cook recommends a strong leadership/organizational commitment,
operational ties with other organizations and community stakeholders, effective systems
for assessing and monitoring residents for pressure ulcers, and evidence-based
processes for prevention and treatment. She charged the participants to set goals, and
to create a continuous improvement learning environment which is patient-centered and
data vigilant. Furthermore, all facilities should aim for a zero tolerance for avoidable
pressure ulcer development.

She then reviewed the Advancing Excellence Campaign and barriers to
successful pressure ulcer prevention that include staff turnover with direct care and
leadership, inconsistent care practices, data accuracy and interpretation problems. She
concluded by stating that there is a deficiency in accurate patient risk assessment and
staging of pressure ulcers and that in the future, there may be unintended consequences
associated with financial incentives, if not properly aligned with quality measures.
Currently, nursing homes receive higher reimbursement for residents with pressure
ulcers. Future pay for performance programs should reward facilities reducing the
numbers of residents with pressure ulcers and appropriately treating those arriving with
pre-existing ulcers that are progressively healing. Future legislation must be written
carefully to align these incentives to promote continual improvement in the care of
nursing home residents as well as other health care settings.

Dr. Rodeheaver began his comments with a review of the Certificate of Public
Need (COPN), stating that it is controversial, but is needed to ensure cost-effective
services to underserved areas. For nursing homes, no new beds can be built in an area
until the occupancy rate of the existing beds exceeds 95% over a 3-year period. This
occurs regardless of the quality of care provided for those beds. Thus, poor-quality-of-
care beds are guaranteed an unfortunate occupant. Dr. Rodeheaver encouraged a
critical review of the COPN review process so that quality of care was an important
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component of the certification process. This proposal would not only involve new beds,
but also the transfer of existing beds from one owner to a new owner.

With regard to the Civil Money Penalty (CMP) fund, Dr. Rodeheaver encouraged
DMAS to develop creative programs to recognize and reward improvement in quality of
care. He noted that several nursing facilities kept getting deficiencies and kept paying
fines. He suggested that paying the fines may cost less than making the improvements,
and may be considered a cost of doing business by some nursing facility operators. He
noted that the facilities are not incentivized to make change; incentives could be the key
to solving this problem instead of penalization. People have learned how to get around
or deal with the penalization. If incentives are available, they will work toward the goal of
improved quality of care. Dr. Rodeheaver reminded the group that the Certified Nursing
Facility Educational Initiative (CNFEI) funded by CMP money in 2000 failed even though
it was strictly voluntary and was developed to help facilities eliminate their deficiencies.
Dr. Rodeheaver suggested that the CNFEI program should be reevaluated and
consideration given to make it mandatory for facilities with a history of deficiencies to
participate. Lastly, Dr. Rodeheaver charged participants to support the continuation of
the successful Virginia Health Quality Center Initiative.

He concluded by saying, “Improved quality requires ‘incentivization.” The stick
hasn’t worked well... we need the carrots.”

Empowered Consumer

Presented by:
llene R. Henshaw
National Coordinator, Health and Long Term Care, AARP

Ms. Henshaw began her comments by stating that nursing home residents and
their families can and should play an important role in preventing and treating pressure
ulcers. She stated that many consumers want to take an active role in their care and the
care of their loved ones. Unfortunately, according to Ms. Henshaw, most nursing homes
do little to partner with consumers towards their mutual goals.

Ms. Henshaw’'s comments first focused on what consumers needed to know in
order to prevent pressure ulcers. First, it is important for consumers to know how to
select nursing home by using inspection reports, websites, referrals, and information
from Ombudsmen. She continued by stating that consumers must know what questions
to ask, what to look for, understand the law and their rights, know the pressure ulcer risk
factors, how they can be active in care, how to partner, how to advocate, how to
communicate with staff, how to take part in care-planning and assessment, understand
the survey and complaint process, how to form/access family councils, and how to
advocate for other residents and staff.

Ms. Henshaw noted that nursing home administration and staff should
understand and support the role of the resident and families as active participants in
their health care decision-making, welcome residents and families as partners in
prevention and to open the lines of communication. She stated that nursing home
leadership should foster a culture of trust, respond promptly to questions and concerns
and provide education for residents and their families on pressure ulcers using adult
learning strategies.
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Ms. Henshaw stated that residents and families should be encouraged to report
changes in skin condition. Ms. Henshaw gave an example that one nursing facility
distributed a diagram of the body to friends and family of residents and whenever
anyone spotted a red area, they were ask to mark on the diagram and show a staff
member immediately. Another recommendation made by Ms. Henshaw was that
families should be encouraged to be present at care plan meetings, and nursing facilities
should do their utmost to schedule these for the convenience of the resident and family
members, including suggesting the use of teleconferencing.

Ms. Henshaw noted that nursing homes should foster a culture of trust and open
communication. Ways to do this include notifying families promptly of any changes in
their loved one’s condition, letting them know what the facility is doing to address these
changes, and letting them know how the family can help. In addition, Ms. Henshaw
suggested that nursing homes proactively share and/or respond affirmatively to any
requests for reports and/or records about treatment and therapies. Families should be
notified and invited to be present when a wound specialist comes in so that they can ask
guestions and obtain information. Ms Henshaw noted that many cases of
dissatisfaction, which can lead to negligence claims, can be diffused by reasonable
explanations from health care professionals who have established a good working
relationship with the resident and the family.

Ms. Henshaw concluded by stating that it is in everyone’s best interest to
welcome residents and their families into a partnership to prevent pressure and treat
pressure ulcers. She noted that this might take a rather radical change of mindset, but
that it was her belief that it is the only way to solve this serious problem.
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Roundtable Discussion on Critical Issues

Workforce First

This roundtable discussion was charged with discussing the question “How can
the workforce issues of retention, culture change, consistent assignment and pay for
performance result in a reduction of incidence of pressure ulcers?”

Key issues that emerged were:

Lack of best practice training
A need for culture change
Evaluation of improved economic models

Recommendations that followed these issues were:

>

Best Practice Training

Improve the formal training of all levels of healthcare providers to
include pressure ulcer prevention

Enhance accountability for best practices

Implement competency training at all levels of staffing

Learn from facilities that are successful in preventing pressure ulcers

Culture Change

Programs to enhance building of relationships
Special retreats for CNAs

Establish a stable workforce

Better describe the profile of each staff position
Translate effective practices across the continuum
Involve family members in the culture change
Evaluate the outcome of consistent assignment

Economic Models

Increased reimbursement for direct labor
Special money dedicated to CNA workforce development
Reward facilities that prevent pressure ulcers
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Resource Revitalization

This roundtable discussion focused on the question, “How can our limited
resources be best allocated to most effectively prevent pressure ulcers?”

Key issues that emerged were:

e Culture change towards person-centered care
e Support pay for performance
o Better utilize money that already exists

Recommendations for action were:

¢ Request money to evaluate pilot programs involving culture change.
Provide input to DMAS to assist in optimizing the pay for performance
program

e Adjust State criteria for prevention bed reimbursement to those of CMS

o Utilize the $10/day reimbursement from DMAS for a prevention bed

Regulatory Effectiveness

This roundtable discussion was charged with answering the question, “What do
you see as the major issues for regulatory effectiveness to prevent pressure ulcers?”
Responses were as following:

Provide incentives within the regulatory process for achievable goals.

Providing Evidence-based practices

Regulations can be a better clinical path to provide better care.

Poor performers — special focus on these facilities with more intense

regulatory scrutiny and assistance with education

e Offer loans, like small business or disaster loans that help facilities that
are in trouble

e Hold the owner, operator, administrator, medical director, and board
responsible for regulatory compliance with a “good driver”/bad driver’-like
system which assigns then removes “points” contingent upon staff
development relative to person-centered care and quality improvement.

e Become a Center of Excellence as a component of CON and Pay for

Performance

e Mandate a transfer form as a condition of licensure

This question also spurred many to ask more questions such as:

e Are providers paying attention despite CMPs, lawsuits? What about
charging user fee to facilities that have to be re-inspected?

e May already have resource issues and does this exacerbate the
problem?
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Why take away the CNA program when facilities are already under
stress?

If regulations were lessened would there be a greater return on
investment (ROI)?

What is the threshold from voluntary to mandatory focus?

Is the assumption that higher DMAS population correlates with increased
pressure ulcers?

Quality Enhancement

This roundtable was charged with addressing the issue of enhancing quality of
care in long term care facilities as it relates to the prevention of pressure ulcers. Some
of the issues that came to the surface during the discussion are as follows:

Pressure ulcers develop in the hospital when a person is transferred for a
specific incident and the person is often returned to the long term care
facility with a pressure ulcer

There is poor adherence to a turning schedule (every 2 hrs.) by staff, and
some residents are non-compliant and refuse to turn even after the
pressure ulcer gets to stage Ill. They may not feel the ulcer because the
nerves have died or the resident does not wish to move or be disturbed.

Research on what impacts quality is needed. This research requires
guantifiable outcomes. Controlled studies focused on successful
components of pressure ulcer prevention are also needed. The statement
“enough has been said, we just need to do it and provide adequate staff
to get it done,” countered these points. Comments continued to reinforce
a strong adherence to the basics. “All that needs to happen is to turn,
move around, and alleviate pressure. Also, quantifiable research takes
much time and money so instead conduct semi- research by looking at
high performance facilities, and just copy what they have.”

Need to use outside resources from retired nurses and volunteers
Increase the education/training for staff

Public reporting — what are they doing to improve and is this information
available to others? Incentive = peer recognition, which is a selling point,
“We ranked number one...”

Increase accountability and staff consistency - assigning staff to specific
people so get to know each other

Introduce culture change- CNA retreats

Different acronyms of quality in each place. Should one acronym be the
standard for all?
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After identifying the key issues of quality enhancement, the roundtable was then
asked to rank order the most important factors for quality enhancement. They were as

follows:

1)

2)

3)

4)

5)

6)

Corporate leadership

Staffing
(appropriate number of staff and assignment consistency between

residents and staff)

Education — for everyone (legislators, family, board of directors, physicians)
and customized for facilities.

Career ladder development — make it easier for CNAs and LPNs to progress.

CEUs - mandatory for deficient programs or poor performers or make CEUs
mandatory for everyone

Accountability - document outcomes, be aware, establish achievable goals,
and stronger enforcement system at all levels.

24



Group Reports and Creating a Strategic Action Plan
Kenneth Olshansky, M.D., VPURT Chairman

Dr. Olshansky presented all the recommendations from the breakout groups that
focused on the critical issue of pressure ulcer prevention. Of those recommendations,
the following themes emerged:

> Adjust survey process to focus on outcomes and reward them

» Connect the process tags to the outcome tags - inconsistent survey process
that overlooks some quality problems

> Reward compliance and quality outcomes with pay for performance, quality-
incentive COPN, and bed expansions

> Identify and set a threshold to make intervention mandatory for focus facilities

> Reward sustained improvement

> Require the use of a mandated transfer form as condition of licensure

Once the themes were identified, further discussion led to these consensus plans
for action:

1. Voluntary versus mandatory use of QIO or other compliance education arm

ACTION PLAN:
1) Define threshold and make intervention mandatory for focus
facilities.

2) DMAS to routinely allocate an amount of CMP funds for
education/consultation. First offense G or higher- penalty
waived, but  must participate in ongoing education program. If
you don’t participate you don't get waiver.
3) Increase the CMP

2. Recognition of quality in the COPN process
ACTION PLAN:

1) Support Secretary Tavenner’s task force to examine regulating
COPN in recognition of quality and standardize the criteria to
define quality.

2) Change the state law to have a greater recognition of quality
including shifting beds from non-quality and/or terminated facility
beds to quality Centers of Excellence

3. Bring owner, operator, Board, Medical Director into the process
ACTION PLAN:
1) As a condition of compliance, hold owner, operator, Board,
Medical Director accountable using signed attestation statements
with less frequent inspections for those in continued compliance.
2) Hold accountable for non-compliance

Following the Summit, VPURT and AARP Virginia convened further meetings
to discuss the information received at the Summit in greater detail. From these
additional meetings, a set of Strategic Action Priorities for Pressure Ulcer Prevention
were developed.
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Summary / Wrap-up

Kenneth Olshansky, M.D., VPURT Chairman

Dr. Olshansky ended the conference by first thanking all participants for their
work put forth throughout the day. He also extended a special thank you to Secretary of
Health and Human Resources, the Honorable Marilyn B. Tavenner, for serving as the
Honorary Chairperson of the Summit. He reviewed the key topics discussed throughout
the summit and assured the participants that the ideas presented would be developed
into strategic priority action items and a plan to improve the prevention of pressures
ulcers in Virginia would emerge. He continued to thank the participants for all of their
effort and ended the meeting with confidence and enthusiasm that Virginia will make
great strides over the next few years in reducing the incidence of pressures ulcers.
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Section lll: Strategic Action Priorities for Pressure Ulcer Prevention
e Make Pressure Ulcer Prevention a Key Outcome Parameter for Pay For
Performance

e Increase Staffing Levels to Meet the Critical Needs of the Residents for
Prevention of Pressure Ulcers

e Increase the Pay of the Direct Care Staff in Nursing Facilities

e Increase the Accountability of Every Health Care Professional in Pressure Ulcer
Prevention

e Make Pressure Ulcers a Reportable Event
e Develop and Implement a Uniform Patient Transfer Form
e Create an Independent Center for Pressure Ulcer Prevention Education

e Redirect Unused DMAS $10/day Bed Supplement to Pressure Ulcer Prevention
in High-Risk Patients

e Revise COPN for Nursing Facility Beds to Emphasize Quality
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Section IV: Summary

VPURT and AARP Virginia convened a summit to discuss and develop a
strategic action plan designed to address quality improvement in the prevention of
pressure ulcers for Virginians in long term care facilities. This summit brought together a
cross-section of stakeholders including government officials, healthcare providers, long
term care providers, nurses, consumers, and advocates to review and consider the
critical issues centered on pressure ulcer prevention. Furthermore, the action plan items
identified in the summit are for implementation by all stakeholders in the Commonwealth
of Virginia (including government officials, government agencies, providers, advocates,
and consumers).

VPURT and AARP Virginia encourage you to select any of the action plan items
discussed and make it your independent mission to affect change and reduce the
incidence of pressure ulcers. VPURT and AARP Virginia are available to assist you in
any way to take up the challenge and bring the action items into successful
implementation.

PRESSURE ULCERS ARE PREVENTABLE
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Appendix 1:

Summit Invitees and Participants

Elizabeth Abbott
Healthpoint

12316 Gayton Bluffs Lane
Richmond VA, 23233

David Adams

Vice President — Senior Services and
Rehab

Centra Health

3300 Rivermont Avenue

Lynchburg VA, 24503

Graham Adelman

Chief Executive Officer

Cambridge Healthcare Management,
LLC

3000 Boonesville Road

Free Union VA,

Pat Baake, RN

Omnicare Williamson Pharmacy
11124 Chester Road

Chester, VA 23831

Thelma Baker

Senior Director, Hospital

Nursing Home & Home Health Quality
Initiatives

4510 Cox Road, Suite 400

Glen Allen VA, 23060

Lee Bell

Ross Products

1121 Heatherfield Lane
Knoxville, TN 37909

Susan Beavers

VCU Medical Center

Wound Care Team

AD Williams Building,3rd Floor,
Suite 300

1201 E. Marshall Street

P.O. Box 985869

Richmond VA, 23298

Mary L. Blunt

President

Sentara Life Care Corporation
251 Newtown Road South
Norfolk VA, 23502

Rebecca Bowers-Lanier
Legislative Consultant
McCauley and Burtch
1015 E. Main Street
Richmond VA, 23223

Madge Bush

Directs Federal and State Advocacy
AARP Virginia

707 East Main Street

Suite 910

Richmond VA, 23219

Bill Butler

Manager of Long Term Care
Services

Department of Medical Assistance
Services

600 East Broad Street, Suite 1300
Richmond VA, 23219

Lee Anne Carroll, BS RN
Project Coordinator

Virginia Health Quality Center
4510 Cox Road, Suite 400
Glen Allen VA, 23060

Julie Christopher

Virginia Department for the Aging
(VDA)

1610 Forest Avenue, Suite 100
Richmond VA, 23229

Peter C. Clendenin

Executive Vice President
National Association for the
Supporting of Long Term Care
1321 Duke Street, Suite 304
Alexandria VA, 22314
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Barbara Connors, DO, MPH

Region 11l Medical Officer

Centers for Medicare & Medicaid
Services

150 S. Independence Mall West
Suite 216, The Public Ledger Building

Philadelphia, Pennsylvania 19106-3499

Sallie S. Cook, MD

Chief Medical Officer

Virginia Health Quality Center
4510 Cox Road, Suite 400
Glen Allen VA, 23060

Sue Creehan RN, CWOCN
Program Coordinator

VCUHS Wound Care Team

AD Williams, 3rd Floor, Suite 300
1201 E. Marshall Street
Richmond VA, 23298

Bonnie P. Davis

Vice President of Clinical Services
Cambridge Healthcare Management,
LLC

12095 Gayton Road

Richmond VA, 23238

Delores Darnell
NF Partnership
PO Box 465
Orange, VA 22960

Christopher Durrer,

Director, Office of Licensure &
Certification

Virginia Department of Health
3600 W. Broad Street

Suite 216

Richmond VA, 23230

Theodora Donbrosky

(for Carol Conroy)

Westminister Canterbury Richmond
1600 Westbrook Avenue

Richmond VA, 23227

Lora Epperly

Director of Resident & Clinical
Services

Commonwealth Care of Roanoke,
Inc.

4415 Pheasant Ridge Road,
Suite 103

Roanoke VA, 24014

Patrick Finnerty

Director

Department of Medical Assistance
Services

600 East Broad Street, Suite 1300
Richmond VA, 23219

Robert Gerndt

Administrator

Bedford County Nursing Home
1229 County Farm Road
Bedford VA, 24523

Rosemary Gibson

Senior Program Officer

Robert Wood Johnson Foundation
P.O. Box 2316

Princeton N.J., 08543

Amy Gilbody

Advocacy Staff Coordinator
707 East Main Street

Suite 910

Richmond VA, 23219

Anne Goodman
(representing Dana Parsons)
Director of Nursing

The Hermitage at Cedarfield
2300 Cedarfield Parkway
Richmond, VA 23233
Delegate Franklin P. Hall
P.O. Box 3407

Richmond VA, 23235

Catherine Harrison

Senior Health Policy Analyst
Joint Commission on Health Care
P.O. Box 1322

Richmond VA, 23218
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Hobart M. Harvey
Virginia Health Care Association

2112 W. Laburnum Avenue, Suite 206

Richmond VA, 23227

Diana Havener BSN, RNC
(representing Gerald P. Cox)

Regional Quality Assurance Nurse — VA

Region

Autumn Corporation
4705 Ottobine Road
Dayton VA, 22821

llene Henshaw

Senior Legislative Specialist- Health and

Long Term Care

600 E. Street NW
DC-B06-272
Washington, DC 20049

Joy Hogan-Rozman
President & CEO

Virginia Health Quality Center
4510 Cox Road, Suite 400
Glen Allen, VA 23060

William N. Hovland MD, FACP, CMD
President

Virginia Medical Association

6035 Westwood Terrace

Norfolk, VA 23508

Tony Hylton

Associate State Director for
Communications

AARP Virginia

707 E. Main Street, Suite 910
Richmond, VA 23219

Cynthia Jones

Chief Deputy Director

Department of Medical Assistance
Services

600 East Broad Street, Suite 1300
Richmond, VA 23219

Bill Kallio

State Director

AARP Virginia

707 East Main Street, Suite 910
Richmond, VA 23219

Joani Latimer

State Long Term Care Ombudsman
Virginia Association of Area
Agencies on Aging

24 East Cary Street, Suite 100
Richmond, VA 23219

Vickie Little, RN

Site Leader

Carilion Home Care Services —
Franklin

180 Floyd Avenue

Rocky Mount, VA 24151

Deborah A. Lloyd, RN
Operations Consultant

Division of Licensing Programs
Virginia Department of Social
Services

7 North Eight Street
Richmond, VA 23219

Charlotte Lorentson

Clinical Nurse Specialists

Hancock Geriatric Treatment Center
Eastern State Hospital
Williamsburg, VA 23187

Bill Lukhard

Long Term Care Executive
AARP Virginia Executive Council
2535 Wanstead Court
Richmond, VA 23238

Cherie B.Madison

Director of Governmental Affairs
Virginia Association for Home Care
8001 Franklin Farms Dr., Suite 110
Richmond, VA 23229

Paul McGann, MD

7500 Security Blvd.

South Building

Baltimore, MD 21244-1850

Brenda Mitchell

Crater Community Hospice
840 W. Roslyn Road, Suite E
Colonial Heights, VA 23834
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Delegate John M. O’Bannon Il
P.O. Box 70365
Richmond, VA

Nancy B O’Connor

Region Il Administrator

Centers for Medicare & Medicaid
Services

150 S. Independence Mall West
Suite 216, The Public Ledger Building
Philadelphia, PA 19106-3499

Kenneth Olshanksky, MD, LTD

St. Mary’s Medical Office Building South
5875 Bremo Road, Suite 212
Richmond, VA 23226

Deborah L. Petrine, President
Commonwealth Care of Roanoke, Inc.
4415 Pheasant Ridge Road, Suite 103
Roanoke, VA 24014

George Rodeheaver, PhD
University of Virginia Health System
P.O. Box 801351

Room 3001, MR-4, Lane Road
Charlottesville, VA 22908-1351

Nanette Showalter, MS, RD
Consultant Dietitian
Virginia Dietetic Association
309 Pulaski Road

Indian Valley, VA 24105

Mary Smith

Vice President, LTC & Rehabilitation
Fauquier Health System

3604 Hospital Drive

Warrenton, VA 20186

Beverly Soble

Virginia Health Care Association

2112 W. Laburnum Avenue, Suite 206
Richmond, VA 23227

Warren Stewart, PhD

State Coordinator Advocacy

AARP Virginia

100 E. Ocean View Ave., Apt. #604
Norfolk, VA 23503

Susan Sylvia, RN

Project Coordinator

Virginia Health Quality Center
4510 Cox Road, Suite 400
Glen Allen, VA 23060

Gail Teasley, RN
Consultant

137 Roger Smith
Williamsburg, VA 23185

Marcie Tetteron

Executive Director

Virginia Association for Home Care
8001 Franklin Farms Dr., Suite 110
Richmond, VA 23239

The Honorable Marilyn B. Tavenner
Secretary of Health and Human
Resources

P.O. Box 1475

Richmond, VA 23218

Valeria Thomas

Administrative Director of Clinical
Operations

Riverside Long Term Care and
Retirement

1020 Old Denbigh Blvd

Newport News, VA 23602

Carla Thomas, MS, CQIA
Nursing Home Project Manager
Virginia Health Quality Center
4510 Cox Road, Suite 400
Glen Allen, VA 23060

Sean Torres
Healthpoint

20444 Middletown Road
Cornelius, NC 28031
Wayne Turnage

Deputy Chief of Staff
Patrick Henry Building
1111 East Broad Street
Richmond, VA 23219

Natalie Turner

Organizational Efficient Consultant
600 E. Street, NW DC-B06-272
Washington, DC 20049
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Wendy M. Walter, CNHA
Administrator

Fairmont Crossing
Centra Health

3300 Rivermont Avenue
Lynchburg, VA 24503

Susan Ward

VHHA

P.O. Box 31394
Richmond VA, 23294

Linda Wilhelm, BS, RN

Training Director

Office of Licensure and Certification
3600 W. Broad Street, Suite 216
Richmond, VA 23230

Paul Zdanek

Ross Products LTC Consultant
15530 Fox Gate Place
Midlothian, VA 23112
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Appendix 2: VPURT Members

Elizabeth Abbott
Healthpoint Ltd.

12316 Gayton Bluffs Lane
Richmond, VA 23233
757.848.3647

Elizabeth.Abbott@healthpoint.com

Patricia Baake

Omnicare Williamson Pharmacy

11124 Chester Road
Chester, VA 23831
804.275.4970
804.852.7315 (mobile)
pbaake@aol.com

Bettie Barry, RN, WOCN
540.636.0528

540.636.0266 (cell)
ebarry@valleyhealthlink.com

Joanne Biddix, RN, CWCN
Wound Program Manager
Manor Care Health Services
1629 Fairfield Green Road
Richmond, VA 23238
804.750.2119
804.266.9666 (work)
804.386.4266 (cell)
jlbiddix@aol.com

Barbara Brown
VHHA

P.O. Box 31394
Richmond, VA 23294
bbrown@vhha.com

Lynette Buracker, RN, BSN
P.O. Box 1642

Front Royal, VA 22630
540.636.0528
Iburack@valleyhealthlink.com

Virginia Burggraf

P.O. Box 6964

Waldron 335

Radford, VA 24142
540.831.7714
vburggraf2@radford.edu

Madge Bush

Advocacy director

AARP

707 E. Main Street, Suite 910
Richmond, VA 23219
804.344.3059

804.819.1923 (fax)
mbush@aarp.org

Bill Butler, MS, RN

Manager, Long Term Care Operations
Facility and Home Based Services Unit
Long Term Care & Quality Assurance
Division

Department of Medical Assistance
600 E. Broad Street, Suite 1300
Richmond, VA 23219

804.371.8886

804.371.4986 (fax)
william.butler@dmas.virginia.gov

Lee Anne Carroll, BS, RN
Project Coordinator
VHQC

4510 Cox Road, Suite 400
Glen Allen, VA 23060
804.289.5320 x 293
804.289.5324 (fax)
Icarroll@vagio.sdps.org

Barbara Carter-Frye

Ross Products LTC Consultant
343 Neff Avenue

Harrisonburg, VA 22801
800.986.7598

540.434.4491 (fax)
540.476.5454 (cell)
barbmcart@aol.com

Marlene Clay
Account Executive
KCIl USA

2273 Piper Way
Keswick, VA
804.293.8679
804.466.8679 (cell)
claym@kcil.com
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Mark Condyles

Hill Rom

5904 Leabrook Way

Glen Allen, VA 23059
804.852.9315

804.364.2513 (fax)
mark.condlyle@Hill-Rom.com

Barbara Connors, DO, MPH

Chief Medical Officer, Region llI

The Centers for Medicare and Medicaid
Services

(215) 861-4218

(215) 861-4254 (fax)
barbara.connors@cms.hhs.gov

Sallie S. Cook, MD

Chief Medical Officer

Virginia Health Quality Center
4510 Cox Road

Suite 400

Glen Allen, VA 23060
804.289.5342
scook@vhqc.org

Penny Crawford, RN, MSN, CS, FNP,
CWOCN

Atlantic Shores Wellness Center
1200 Atlantic Shores Drive

Virginia Beach, VA 23454-5120
757.716.2000

757.716.2019 (fax)
crawfordp@ascanet.com

Sue Creehan, RN, BSN, CWOCN
Program Coordinator

VCUHS Wound Care Team

1201 E. Marshall Street
Richmond, VA 23298
804.628.4325
screehan@mcvh-vecu.edu

Rhee Cumbey, RN, BSN, CWOCN
Southampton Memorial Hospital
22435 Suzannes Place

Franklin, VA 23851

757.569.6347

Rhee Cumbey@chs.net

Delores Darnell, RN, NHA, MBA
106 Boxly Lane

Orange, VA 22960
540.672.3426

540.308.5444 (cell)
deloresdarnell@verizon.net

Suellen DeWitt, RN, MS

Clinical Nurse Specialist, Wound Care
I.V.N.A. Home Care
Sdewitt@ivna.org

Jennifer Ferguson, RD, LDN
Southside Regional Medical Center
801 South Adams Street
Petersburg, VA 23805
804.862.5178

rdf4me@yahoo.com

Penny A. Holt, BSN, RN
Shenandoah Memorial Hospital
759 S. Main Street

Woodstock, VA 22664
540.459.1150
pholt@valleyhealthlink.com

William Hovland, MD

110 Kingsley Lane, Suite 309
Norfolk, VA 23505
757.889.6694

757.889.6559
va.mda@hotmail.com

Marsha Jamison, RN
Administrative Director

Danville Regional Medical Center
142 N. Main Street

Danville, VA 24541
jamisonm@drhsi.org

Joani Latimer

State Ombudsman

24 East Cary Street, Suite 100
Richmond, VA 23219
804.644.2804
jlatimer@theV42.org
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Vicki Little

Manager

Carilion Home Care Services - Franklin
180 Floyd Avenue

Rocky Mount, VA 24151

540.489.6383

vlittle@carilion.com

Deborah A. Lloyd, RN

Division of Licensing Programs
Virginia Department of Social Services
7 North Eighth Street

Richmond, VA 23219

804.726.7151

804.726.7132 (fax)
deborah.lloyd@dss.virginia.gov

Charlotte Lorentson

Eastern State Hospital - HGTC
P.O. Box 8791

4601 Ironbound Road
Williamsburg, VA 23187-8791
757.253.4515

charlotte.lorentson@esh.dmhmrsas.virginia.gov

Cherie Madison

VAHC

8001 Franklin Farms Drive
Suite 110

Richmond, VA 23229
804.285.8636
cmadison@vahc.org

Chastidy McMahan

Tissue Management

Healthpoint Ltd.

Roanoke, VA

800.213.9574 x 1395

704.975.8911
chastidy.mcmahan@healtpoint.com

Arthur L. Meyers, RN, B.C.
McGuire DVA Medical Center
1201 Broad Rock Boulevard
Room 1P 111

Richmond, VA 23249
804.675.6762
Arthur.Meyers@med.va.gov

Ella Miller, LPN

Wound Care Coordinator
Friendship Health and Rehab
327 Hershberger Road
Roanoke, VA 24014
540-777-4038
ejacksonl@rbnet.com

Brenda Mitchell

Crater Community Hospice

840 W Roslyn Road, Suite E

Colonial Heights, VA 23834
804.526.4300
bmitchell@cratercommunityhospice.org

Debra Morris

408 Burnt Mill Lane
Mattaponi, VA 23110
804.785.3014
debra.morris@abbott.com

Dr. Kenneth Olshansky

St. Mary's Medical Office Building
5875 Bremo Road, Suite 212
Richmond, VA 23226
804.282.7965
kolshansky@yahoo.com

Patricia Osborne, BSN, RN, CWOCN
Twin County Regional Healthcare
P.O. Box 70

Galax, VA 24333

276.236.7935

tosborne@tcrh.org

Dana Parsons

Legislative Affairs Legal Counsel
Virginia Association of Nonprofit Homes
for the Aging

4201 Dominion Blvd.

Suite 100

Glen Allen, VA 23060

804.965-5500

dana@vanha.org

Jason Rachel

VCU Department of Gerontology
P.O. Box 980228

Richmond, VA 23298
jrachel@vcu.edu
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Dr. George Rodeheaver

University of Virginia Health System
P.O. Box 801351

Room 3001, MR-4, Lane Road
Charlottesville, VA 22908-1351
434.924.2126

gtr3s@Virginia.edu

Doris Sandy, RD

Dietician

Southside Virginia Training Center
1731 Pulliam Street

Richmond, VA 23235

804.524.7799
doris.sandy@svtc.dmhmrsas.virginia.gov

Amy Sartoris-Kietrys, MPT, CWS
Regional Manager

Rehab Management, Inc.

330 Arrowhead Trail
Christiansburg, VA 24073
804.363.5943 (cell)
asartori@vt.edu

Dr. Paula Saxby

Board of Nursing

6606 West Broad Street, 4th Floor
Richmond, VA 23230
paula.saxby@dhp.virginia.gov

Nanette Showalter, MS, RD
309 Pulaski Road

Indian Valley, VA 24105
540.789.4123
nanshowalter1000@aol.com

John Shultz, BS, RN, ET, CWCN
CWCN

1354 Lomond Drive

Midlothian, VA 23114
804.378.4630

804.543.7690 (cell)
johnmshultz@yahoo.com

Tiffany Simmons

5904 Shirebrook Drive

Glen Allen, VA 23059
804.239.9269
tiffanysimmons@comcast.net

Danielle Smedley, BSN, RN
Director of Sales

Global Medical

12316 Gayton Bluffs Lane
Richmond, VA 23233
dsmedley@airmattress.com

Kim Smith

Gentiva Health Services

230 Clearfield Avenue, Suite 106
Virginia Beach, VA 23462
757.499.2303
karen.smith@mijh.org

Beverley Soble

Vice President Regulatory Affairs
Virginia Health Care Association

2112 West Laburnum Avenue-Suite 206
Richmond, VA 23227

804.212.1697

804.353.3098 (cell)
beverley.soble@vhca.org

Susan Sylvia, RN

Project Coordinator- VHQC
4510 Cox Road, Suite 400
Glen Allen, VA 23060
804.289.5320 x 204
ssylvia@vagio.sdps.org

Gail Teasley, RN

Consultant - Diligent Services
137 Roger Smith
Williamsburg, VA 23185
757.229.3644
gmteasley@cox.net

Susanne Thomas

oLC

3600 W. Broad Street, Suite 216
Richmond, VA 23230
804.367.2141
susanne.thomas@vdh.virginia.gov

Carla K. Thomas, MS, CQIA
Project Manager

Virginia Health Quality Center
4510 Cox Road, Suite 400
Glen Allen, VA 23060
804.289.5320
cthomas2@vaqio.sdps.org
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Susan Ward

VHHA

P.O. Box 31394
Richmond, VA 23294
804.965.1249
sward@vhha.com

Michelle Warlick, RN

RAI Manager

oLC

3600 W. Broad Street

Suite 216

Richmond, VA 23230

804.367.2132
Michelle.Warlick@VDH.Virginia.gov

Linda Wilhelm, RN, BS
Training Director

oLC

3600 W. Broad Street

Suite 216

Richmond, VA 23230
804.367.2141
linda.wilhelm@dh.virginia.gov

Beth Yates
bethyatesO1@yahoo.com

Paul Zdanek

Ross Products LTC Consultant
15530 Fox Gate Place
Midlothian, VA 23112
paul.zdanek@abbott.com
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Appendix 3: Additional Resources

Websites

Virginia Pressure Ulcer Resource Team
http://www.vpurt.org

AARP in Virginia
http://www.aarp.org/states/va/

Assorted Publications

Courtney Lyder, RN, ND, FAAN; Lia van Rijswijk, RN, MSN, CWCN: "Pressure
Ulcer Prevention and Care: Preventing and Managing Pressure Ulcers in
Long-Term Care: An Overview of the Revised Federal Regulation. Ostomy
Wound Management Supplement to April 2005. HMP Communication.

Lyder, CH, Shannon, R, Empleo-Frazier O, McGeHee D, White C. "A
Comprehensive Program to Prevent Pressure Ulcers in Long-Term Care:
Exploring Costs and Outcomes. Ostomy Wound Management. 2002
Apr;48(4):52-62.

Horn SD, Buerhaus P, Bergstrom N, Smout RJ. "RN Staffing Time and
Outcomes

of Long-Stay Nursing Home Residents: Pressure Ulcers". American Journal of
Nursing. 2005 Nov;105(11):58-70.

Lyder, Courtney, RN, ND, GNP, FAAN. "Pressure Ulcers in Long-Term Care:
CMS Initiatives". Healthy Skin

Centers for Medicare and Medicaid Services CMS Manual System, Pub.100-07
State Operations, Provider Certification.Department of Health and Human
Services, 2004: November 12, 2004.

Cuddigan J, Ayello EA, Sussman C, Baranoski S, eds. Pressure Ulcers in
America: Prevalence, Incidence, and Implications for the Future. National
Pressure Ulcer Advisory Panel (NPUAP) Monograph.
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