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Anna Marie Spinella
March 14, 1935 - September 15, 2013

decision-makers 
brought us far more 
influence in our 
advocacy on both state 
and national levels than 
we before she joined 
us.  Her reputation 
among long-term care 
advocates was 
nationwide.
Anna always found 
time to attend Voices 
Board meetings, to 
make a call to a 
reporter or a legislator, 
and to guide and 
support us as we went 
forward in our 
advocacy.  

Once again we must 
report with great 
sadness that we have 
lost yet another 
dedicated and 
accomplished Voices for 
Quality Care Board 
Member.  Anna Spinella 
brought to Voices years 
of experience as a long-
term care advocate.  
Everyone who knew 
Anna loved her.  More 
importantly, everyone 
who knew her listened 
to her wise words.  Her 
vast list of friends, 
associates, advocates, 
and long-term care Thank you, Anna, for everything!
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Hard to read?  Let’s try it again.  With 
glasses.

Not hearing or seeing well are common 
conditions that nursing home residents 
have.  Left untreated, the adverse 
consequences are multiple: medical, 
functional, psychological and social.  
Quality of care and quality of life are 
diminished.

Medically, failure to provide the 
rehabilitative devices of hearing aids and 
glasses that can partially or fully correct 
these sensory losses increases the risk of 
severe, even life-threatening, events. 
Research shows that both hearing loss 
(HL) and vision loss (VL) can result in 
poor orientation to the environment 
because cognitive resources are focused on 
hearing and seeing rather than on gait and 
balance.  The risk of traumatic falls 
resulting in wounds, fractures, and even 

death, is well-known.  
Reduced ambulation 
for those who are 
mobile leads to a loss 
of strength, increased 
weakness, and an 
overall decline in 
functioning.

For individuals with 
HL who do not have 
hearing aids, their 
ability to communicate 
with their physicians, 

other medical 
providers, and caregivers is impaired.  
They cannot understand questions or 
properly respond which means that 
medical histories, symptoms and allergies 
are not shared.  Likewise explanations 
about care and what is expected of 
residents are not understood.  Thus, more 
medical errors occur.  Generally speaking, 
inadequate communication limits the 
effectiveness of staff.

Not seeing well can lead to dehydration, 
poorer nutrition, and weight loss, as drink 
and food may appear unappetizing and/
or hard to find.  Those with VL have 
trouble with face recognition, orientation 
to time (clocks and watches) and space 
(objects in pathways) and an inability to 
be independent with their ADLs (hair 
grooming, dressing, etc.).  More seriously, 
it is known that there have been accidental 
elopements, as individuals may not be 
aware they are actually exiting the facility.  
Residents with HL or VL are known to be 
more confused, inattentive, and easily 
fatigued.  These "symptoms" have been 
misdiagnosed as 
dementia.

Psychologically, 
untreated sensory loss 
can lead to negative 
emotions: irritability, 
anger, frustration, 
embarrassment, 
overall stress, 
dependency, 
withdrawal, anxiety 
and depression.  These 
mental health 

consequences are not to be minimized.  
They can lead to maladaptive coping 
strategies which are seen by staff as 
"behaviors", and residents have been 
inappropriately drugged with 
antipsychotics for these behaviors.

Socially, individuals with HL who do not 
have hearing aids have trouble 
understanding and enjoying 
conversations with family and friends on 
the phone and in person as well as 
participating in facility group discussions.  
They cannot listen to the radio or music.  
Being denied these pleasures leads to 
withdrawal, isolation and boredom. 
Sometimes failure to communicate is 
misperceived negatively, not only as 
confusion but as a lack of caring, not just 
that the person doesn't hear well.  For 
individuals with VL, they may not only 
not recognize people but also can't get 
pleasure from personal interests such as 
reading, playing cards or games, watching 
TV and movies.  

Enjoyment, satisfaction, and overall 
quality of life, are difficult to obtain for 
both groups.

The benefits of assistive devices such as 
hearing aids and glasses are numerous: 
better medical care, better functioning, as 
well as improved mental health and social 
engagement.  Vision can be fully corrected 
to normal in most cases and hearing can 
be significantly improved, although not 
completely corrected.  Despite the obvious 
need for residents to have proper 

THE TRAGEDY OF 
UNTREATED  HEARING 

AND VISION LOSS
by Penny Shaw

Continued on Page 3
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rehabilitation devices, 
the barriers to their 
purchase and use are 
numerous: state 
Medicaid policies, 
facility priorities, and 
staff training as well as 
the failure of oversight.

The first barrier to 
remedying the need to 
hear and to see 
properly is the failure 

of state Medicaid policies regarding 
purchase of hearing aids and glasses, 
accessories (batteries for hearing aids) 
and replacements.  Many states do not 
pay for any devices at all.  These are bad 
policies, because they are not cost-
effective.  There are significant costs 
involved in treatment and even 
hospitalization for wounds and 
fractures, mental health counseling and 
drugs.

Facilities contribute to the neglect of 
these medical conditions by viewing 
them as a low priority and by not having 
adequate in-services for training, and 
failing to have sufficient staffing ratios 
and consistent assignment.  They further 
fail to implement detailed 
individualized care plans suitable for the 
operating conditions of hearing aids and 
to maximize the use and storage of 
assistive devices for residents who 
require them.  They sometimes neglect 
to provide optimal environmental 

conditions such as proper lighting, 
elimination of unnecessary noise, 
cleared pathways.

The regulatory failure of the CMS 
regulations is obvious.  There are CMS 
regulations that require each facility to 
be responsible for arranging for 
residents to be evaluated for sensory 
loss, for providing individually adapted 
activities, and for making sure that each 
resident achieves his or her highest 
practicable level of physical, mental and 
psychosocial well-being.  Alas, CMS 
does not require the purchase of either 
glasses or hearing aids.  The most 
disturbing fact, though, is that in 2010 
the percentage of facilities in the U.S. 
receiving deficiencies for hearing and 
vision (f tag 313) was only 0.97.

The voices of concerned individuals are 
powerful.  A family member shared "My 
mother's hearing aids were hardly ever 
given to her, the batteries weren't 
maintained, they were inserted but in 
the "off" position, or they were lost or 
swapped with other residents’ hearing 
aids."  A resident's friend wrote me “(my 
friend's) reading glasses were lost just a 
few days after she was admitted...no 
effort was made to find them…."  A 
nurse who worked in a nursing home 
messaged me, "There were several 
residents with varying degrees of 
hearing loss who depended on hearing 
aids...Every time I came to work I found 
these patients sitting with no hearing 
aids in, or with dead batteries.  

I addressed the administration...(about) 
the effects of isolation and mental health 
status...(he developed a plan to remedy 
this situation) but it never got 
implemented".  An advocate emailed me 
"We fought for years to get Medicaid (in 
our state) to actually pay for glasses and 
hearing aids on a regular basis with no 
success.  Even though glasses (here) are 
a legal requirement trying to get 
payment...it still requires serious case-
by-case advocacy”.  A resident (myself) 
remembers painfully a floormate with 
severe hearing loss who sat every day in 
the hall in her wheelchair isolated and 
alone.  One day her niece informed me 
that the resident had stopped eating 
because her quality of life was so bad.  
The resident declined rapidly and died 
within a few weeks of that conversation.

Residents are suffering.  But change will 
not occur until there is a shift in the 
political will of society, a change in the 
values of providers, and an increase in 
the state regulators' citing, all of which 
are needed to acknowledge the grave 
consequences of a failure to provide the 
benefits of assistive devices which 
promote health and well-being. 

Through the efforts of advocates I hope 
that, in time, we might make some 
progress in getting those 
responsible to provide for the 
unmet sensory needs of 
residents 

 

Volunteer work: children in 
orphanages, mentally ill, learning 
disabled, homeless, first 
generation college students

PhD in French Language and 
Literature Specialization: 
psychological analysis of literature

Career faculty member/administrator 
U of Michigan, Boston U, U Mass/

Boston, Harvard, Peace Corps 
Training Camp at the College of the 
Virgin Islands, Instituto de Estudios 
Superiores/Santo Domingo, D.R.

Teaching interests: English to 
non-native speakers, culture 
shock, refugee trauma and 
assimilation

Current affiliations: Board member 
MA Advocates for Nursing Home 

Reform and DisabilityPolicy 
Consortium MA, Advocate/Policy 
Advisor Division of NHs CMS, 
member Citizens Advisory 
Committee MA Executive Office Elder 
Affairs.

Penny Shaw’s many achievements, both past and current, are listed below.  In 2001, she developed a rare 
neuromuscular disorder, Guillain-Barre Syndrome which left her almost totally paralyzed.  She has lived 
in a nursing home in Massachusetts for the past 11 years.

Continued from Page 2
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Finally the Office of Health Care Quality 
is revising nursing home regulations.  
Among the changes may well  be an 
increase in Maryland’s currently abysmal 
2.0 hours of direct care per person per day.  
The proposed new level is 3.0 hours.  
Florida and Maine reached that threshold 
and more 10 years ago.  Washington, 
D.C. has a minimum staffing level of more 
than 4.0. Voices for Quality Care wants 
more and here’s why.

Originally Written in 2003        
Still Relevant Today

A Report to Congress released in 2002 
found that harm can occur in a 
nursing home if direct nursing care 
falls below 2.75 hours per person per 
day.   At least 4.13 hours are needed 
for good care. Maryland still requires 
only 2.0 hours of care per person per 
day. 

Delaware has the best staffing law for 
people living in nursing homes and 
those who love them that we’ve 
found.   Aside from the much higher 
staffing levels, a critical difference 
between the two states is the way 
those hours are calculated. Delaware 
uses The Ratio. This is stated in a 
number such as 1:10 which means 1 
caregiver for every 10 residents. In 
Delaware, they specify The Ratio 
independently for each unit, wing, or 
floor and by shift. There are specific 
ratios for nurse aides and nurses for 
each shift-morning, evening, and 
night.

If you visit Mom during any shift in 
Delaware, you can count the number 
of aides working on her unit (4) then 

check the staffing sheet to determine 
how many residents are in that unit at 
that time (40). Divide the number of 
aides by the number of residents and 
you get a ratio of 1:10. If this is a shift 
requiring a ratio of 1:8, you know 
immediately that for this shift, on this 
day, this facility is not in compliance.

In Maryland, to calculate staffing 
levels you must count the entire direct 
care staff (nurses and nurse's aides) 
working in the entire building for all 
three consecutive shifts in a 24-hour 
period. Then, dividing the total 
number of care givers (25), by the total 
number of residents (100), you get a 
ratio of 1:4 -- one caregiver for 4 
people. But Maryland uses hours of 
care per person per day, not ratios.  To 
calculate the hours,  you must now 

divide the number of residents (4) into 
the 8 hours that 1 caregiver works to 
get the hours per person per day. 8 
divided by 4 is 2.0 hours.   2.0 is fine in 
Maryland but far too low for 
Delaware.

In Delaware, your math skills don't 
need to be nearly as sharp as in 
Maryland. 

Another feature of the Maryland 
staffing laws is that if there is a 
rehabilitation or other specialty 
nursing unit in the facility, the staffing 
numbers for that unit are included in 
the total count. Rehabilitation and 
other specialty units, by definition, 
often have higher staffing levels than 
regular long-term care units. 
Including them in the long-term care 
count significantly raises the staffing 
levels even though that staff does not 
care for residents on the long-term 
care units. Consider a facility with 
three units, one rehabilitation unit and 
two long-term care units. In 
Maryland, the long-term care units 
could usually or always fall below the 
2.0 minimum and that facility would 
still be in compliance because the 
staffing in the specialty units would 
raise the building total. In Delaware, 
each unit in a long-term care facility 
must meet the minimum staffing 
ratios.

Remember through all of this, we are 
only talking about minimum  staffing 
levels -- the lowest number of direct 
care staff a nursing home must 
provide.  Clearly some units will need 

Let’s increase the minimum staffing regulations in Maryland’s Nursing Homes 

Now is the Time!

Continued on Page 5

Minimum Staffing Requirements 

ratios for minimum direct care 
staff to people needing care for all 
units, wings, or floors and for all 
shifts
separate ratios for nurse aides 
and nurses
current ratios on the wing, unit, 
or floor with current census plus 
required minimum ratios posted 
on each unit, wing, or floor on 
each shift in an easily accessible 
place for both people living on 
the floor and visitors
strong enforcement of the 
minimum ratios
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additional staff.  But, no unit should fall 
below these levels. 

Between the time the above article was 
written and today, the staffing levels at 
the Maryland Office of Health Care 
Quality (OHCQ) have reached a critically 
low level.  There isn’t sufficient staff to 
even fully implement the surveys and 
complaint investigations required by 
federal law.  Given this situation, we feel 
that the only way any staffing laws or 
regulations can be assured of 
enforcement is if they are transparent 

enough that the people who live in these 
facilities and those who love them can 
quickly and easily figure out whether or 
not these minimum staffing levels are 
being met at any given time.

We are recommending the following step 
program to phase in a reasonable level of 
care in all of our nursing homes.  

Stage	  1-‐
on	  implementation

Stage	  2-‐
6	  months	  out

Stage	  3-‐
1	  year	  anniversary

DAY	  SHIFT DAY	  SHIFT DAY	  SHIFT
	  	  	  Nurse	  Ratio	  1:15 	  	  	  Nurse	  Ratio:	  1:15 	  	  	  Nurse	  Ratio:	  	  1:15
	  	  	  Aide	  Ratio	  1:8 	  	  	  Aide	  Ratio:	  1:7 	  	  	  Aide	  Ratio:	  	  1:7
EVENING	  SHIFT EVENING	  SHIFT EVENING	  SHIFT
	  	  	  Nurse	  Ratio:	  1:23 	  	  	  Nurse	  Ratio	  1:20 	  	  	  Nurse	  Ratio:	  	  1:20
	  	  	  Aide	  Ratio:	  	  1:10 	  	  	  Aide	  Ratio	  1:10 	  	  	  Aide	  Ratio:	  	  1:7
NIGHT	  SHIFT NIGHT	  SHIFT NIGHT	  SHIFT
	  	  	  Nurse	  Ratio:	  1:40 	  	  	  Nurse	  Ratio:	  1:30 	  	  	  Nurse	  Ratio:	  	  1:40
	  	  	  Aide	  Ratio:	  1:22 	  	  	  Aide	  Ratio:	  	  1:20 	  	  	  Aide	  Ratio:	  	  1:20
3.28	  total	  hours 3.68	  total	  hours 4.02	  total	  hours

Continued from Page 4

S T I L L  N O  C H A N G E

As of this writing, Voices for Quality 
Care has assisted three people in moving 
from nursing homes to the community.  
We are currently working with a fourth 
person and her family.  In all of these 
cases, the move benefitted both the 
person living in the nursing home, who 
wanted to be living “at home,” and the 
nursing home that had to deal with an 
unhappy resident and an unhappy 
family member.  

These people went home with up to 9 
hours a day of personal care, plus 

nursing visits, 
occupational therapy, and 

physical therapy. (Yes, 

physical therapy can be received at 
home.)

The Money Follows the Person Program 
(MFP) was set up to provide people 
living in nursing homes and receiving 
Medicaid assistance with options.   It 
provides counselors who explain the 
program and help with the paperwork.  

In the MFP Program, Medicaid funds 
may be used to live in the community 
instead of the nursing home so long as 
the costs do not exceed the cost to live in 
a nursing home.  All that is required is 
that the person be in a nursing home for 
30 days and qualify for Community 

Living At Home May Be a Better Option Than You Think
by Clare Whitbeck

Medicaid.  Once the paperwork is 
completed, the MFP candidate will 
receive a place on the waiver list, either 
the Older Adults Waiver (for seniors), 
the Living at Home Waiver (for other 
adults), or the Developmental 
Disabilities Waiver (for those who have 
needed this care since childhood). Plans 
are underway to combine all these 
waivers into one waiver plan.

While the people moving out of 
nursing homes are generally pleased, 
Voices for Quality Care has experienced 
problems with the delivery of medical 
items (such as adjustable beds and 
shower chairs) and home modifications 
(such as chair lifts) that are necessary to 
make the space livable.   Most items 
eventually show up, but in one case a 
wheel chair ramp to get the person out 
of the house has yet to be installed a 
year later.

If you or your loved one are 
considering moving to the community 
in Maryland or Washington, D. C., 
Voices will provide assistance to make 
the process as smooth as possible.

Can we move a little faster, 

Warfarin Warning
A recent study of nursing home 
residents with dementia found 
that they are at higher risk of an 
adverse event from taking 
warfarin than residents without 
dementia.  Warfarin is a blood-
thinner used to prevent blood 
clots. The findings came out of 
a clinical trial in 26 nursing 
homes in Connecticut. A group 
of 435 nursing home residents 
receiving warfarin therapy were 
observed for up to 12 months.  
The study was supported by 
the Agency for Healthcare 
Research and Quality.
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Anyone	  who	  followed	  the	  
government	  shut	  down	  
legislative	  process	  in	  Congress	  is	  
likely	  to	  be	  aware	  of	  how	  difEicult	  
it	  can	  be	  to	  get	  a	  good	  outcome.	  	  	  
Delegate	  Barbara	  Robinson	  
proposed	  a	  bill	  last	  year	  for	  an	  
“Abuser	  Registry”	  in	  which	  she	  
intended	  to	  list	  people	  identiEied	  
as	  having	  abused	  a	  vulnerable	  
adult,	  even	  if	  the	  people	  had	  not	  
been	  actually	  convicted	  of	  such	  
abuse.	  	  In	  a	  recent	  meeting	  of	  the	  
committee	  tasked	  with	  
developing	  a	  “State	  Vulnerable	  
Adult	  Abuse	  Registry”,	  the	  
Committee	  has	  Einalized	  a	  way	  to	  
operate	  the	  Maryland	  
Background	  Check	  program	  in	  
such	  a	  way	  that	  it	  will	  interface	  
with	  the	  federal	  Criminal	  
Background	  Check	  program	  
intended	  to	  provide	  information	  
on	  people	  convicted	  of	  	  
vulnerable	  adult	  abuse	  in	  all	  
states.	  	  	  In	  Maryland,	  one	  can	  
already	  look	  up	  convictions	  for	  
adult	  abuse	  on	  the	  Maryland	  
Judiciary	  web	  site	  http://
casesearch.courts.state.md.us/
inquiry/processDisclaimer.jis
The	  Criminal	  Background	  Check	  
now	  being	  implemented,	  on	  the	  
other	  hand,	  is	  intended	  to	  include	  
information	  not	  only	  from	  
Maryland	  but	  from	  all	  other	  
participating	  states	  as	  well.	  

If	  the	  abuse	  occurs,	  and	  the	  
nursing	  home	  calls	  the	  police	  to	  
investigate,	  the	  County’s	  States	  
Attorney	  has	  full	  authority	  to	  
decide	  which	  cases	  do	  and	  do	  not	  
get	  prosecuted.	  	  	  If	  the	  Prosecutor	  
decides	  not	  to	  prosecute,	  there	  

will	  be	  no	  conviction,	  therefore	  
no	  criminal	  record	  of	  the	  abuse.

Nursing	  homes	  do	  not	  always	  call	  
the	  police	  when	  they	  uncover	  
abuse.	  	  They	  often	  just	  Eire	  the	  
person.	  	  Nor	  do	  they	  always	  
notify	  the	  Board	  of	  Nursing	  about	  
such	  abuse	  complaints.	  	  This	  
Board	  has	  the	  authority	  to	  revoke	  
the	  license	  of	  a	  nurse	  or	  a	  
geriatric	  nursing	  assistant	  (aide)	  
if	  it	  Einds	  reason,	  but	  as	  the	  
Board’s	  representative	  on	  the	  
committee	  has	  said,	  “We	  can’t	  
take	  action	  if	  no	  one	  complains.”

Nor	  will	  the	  nursing	  home	  be	  
likely	  tell	  the	  reason	  they	  Eired	  
the	  person	  to	  anyone	  calling	  to	  
verify	  employment.	  	  Indeed,	  
there	  are	  many	  employers	  who	  
have	  a	  policy	  of	  only	  verifying	  
dates	  of	  employment	  and	  wages.	  

The	  combination	  of	  all	  these	  
conditions	  facilitates	  the	  
continued	  employment	  of	  
abusers	  in	  our	  long-‐term	  care	  
system.	  In	  the	  2014	  legislative	  
session,	  Delegate	  Robinson	  may	  
try	  another	  route	  to	  screening	  
out	  people	  who	  have	  abused	  but	  
who	  have	  not	  been	  prosecuted	  
for	  that	  abuse.	  	  The	  simplest	  way	  
is	  to	  require	  anyone	  who	  is	  hired	  
to	  go	  through	  the	  criminal	  
background	  check	  process,	  then	  
the	  job	  seeker	  will	  permit	  the	  
prospective	  hirer	  to	  receive	  a	  
clean	  report	  or	  a	  report	  that	  is	  
not	  so	  clean.	  	  The	  report	  could	  
contain	  such	  material	  as	  a	  report	  
on	  work	  history	  (normal	  or	  not	  
normal).	  	  Not	  normal	  might	  be	  
such	  a	  thing	  as	  three	  or	  more	  

employers	  within	  a	  one	  year	  time	  
frame.	  	  	  There	  are	  other	  
abnormalities	  that	  might	  raise	  
questions.	  	  The	  person	  whose	  
report	  is	  not	  clean	  would	  have	  an	  
opportunity	  to	  appeal	  and	  
explain	  the	  “job	  hopping”	  or	  
other	  oddity	  that	  might	  show	  up.	  	  
These	  reports	  would	  be	  available	  	  
even	  to	  anyone	  hiring	  a	  person	  to	  
perform	  long-‐term	  care	  at	  home.	  

Maryland Abuser Registry Might Come to Pass
by Clare Whitbeck

Want better staffing in our nursing 
homes and assisted living facilities?  

Want to see an Abuser Registry 
established?

Take the Time

Email your State Senator

Call your State Delegate

Write to your City Council 
Member

Let them know your concerns.  Each 
individual call is one more small drop 
of water.  Together those calls make an 
ocean.  The more calls, the deeper that 
ocean.

Finding your representatives:

In Maryland:  http://mgaleg.maryland.gov/
webmga/frmmain.aspx?
pid=legisrpage&tab=subject6&poptype=fi
nd&popid=

In Florida:  http://www.flsenate.gov/
Senators/Find

In Washington, D.C.:  http://dccouncil.us/
council

http://casesearch.courts.state.md.us/inquiry/processDisclaimer.jis
http://casesearch.courts.state.md.us/inquiry/processDisclaimer.jis
http://casesearch.courts.state.md.us/inquiry/processDisclaimer.jis
http://casesearch.courts.state.md.us/inquiry/processDisclaimer.jis
http://casesearch.courts.state.md.us/inquiry/processDisclaimer.jis
http://casesearch.courts.state.md.us/inquiry/processDisclaimer.jis
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First National Nursing Home Grade Card
How did we do?

The	  Eirst	  ever	  national	  state-‐by-‐state	  
Nursing	  Home	  Report	  Card	  was	  prepared	  
by	  Families	  for	  Better	  Care,	  a	  Florida-‐
based	  Long-‐Term	  Care	  Citizen	  Advocacy	  
Group.	  	  	  	  Brian	  Lee,	  Families	  for	  Better	  
Care’s	  executive	  director,	  expressed	  his	  
hope	  that	  the	  Report	  Card	  would	  help	  
improve	  the	  quality	  of	  care.	  	  “We’re	  
excited	  about	  getting	  this	  report	  into	  the	  
hands	  of	  public	  ofEicials,	  nursing	  home	  
owners,	  advocates,	  and—most	  
importantly—residents	  and	  their	  
families,”	  Lee	  said.	  	  “Our	  goal	  is	  to	  applaud	  
those	  states	  that	  provide	  good	  care	  while	  
motivating	  improvement	  for	  those	  that	  
score	  poorly.”
	  
	  “A	  distinctive	  trend	  differentiated	  the	  
good	  states	  from	  the	  bad	  states,”	  Lee	  
exclaimed.	  	  “States	  whose	  nursing	  homes	  
staffed	  at	  higher	  levels	  ranked	  far	  better	  
than	  those	  with	  fewer	  stafEing	  hours.”	  

See Maryland’s Grade on Page 8

Take a break
Have a cookie
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We’ve had a number of helpline calls 
concerning personal funds held by 
nursing homes recently.  Please 
remember that people who live in 
nursing homes have the right to 
manage their own money.  Where a 
person is unable to manage their own 
funds, we strongly recommend that a 
trusted family member or friend do so, 
keeping detailed records of income and 
expenditures.  Some families, however, 
do not have anyone able to manage 
this.  Those families turn to the nursing 
home to manage these funds.  In such 
a case, it is imperative that a 
representative request, obtain, and 
review quarterly statements to ensure 
that these funds are properly managed.

Federal Law gives these rights to 
people living in nursing homes and 
their representatives.

‣The resident has the right to manage 
his or her financial affairs. The facility 
may not require residents to deposit 
their personal funds with the facility.

‣Upon written authorization of a 
resident, the facility must hold, 
safeguard, manage, and account for 
the personal funds of the resident 
deposited with the facility, 

‣The facility must deposit any 
residents' personal funds in excess of 
$50 in an interest bearing account 
separate from any of the facility's 
operating accounts, and that credits all 
interest earned on resident's funds to 
that account. 

‣ The facility must maintain a 
resident's personal funds that do not 
exceed $50 in a non-interest bearing 
account, interest-bearing account, or 
petty cash fund.

‣The facility must establish and 
maintain a system that assures a full 
and complete and separate accounting, 
according to generally accepted 
accounting principles, of each 
resident's personal funds entrusted to 
the facility on the resident's behalf.

‣The system must preclude any 
commingling of resident funds with 
facility funds or with the funds of any 
person other than another resident.

‣The individual financial record 
must be available through quarterly 

statements and on request to the 
resident or his or her legal 
representative.

‣The facility must notify each resident 
that receives Medicaid benefits--

➡ When the amount in the resident's 
account reaches $200 less than the 
SSI resource limit for one person,

➡ If the amount in the account, in 
addition to the value of the 
resident's other nonexempt 
resources, reaches the SSI 
resource limit for one person, the 
resident may lose eligibility for 
Medicaid or SSI.

‣ Upon the death of a resident with a 
personal fund deposited with the facility, 
the facility must convey within 30 
days the resident's funds, and a final 
accounting of those funds, to the 
individual or probate jurisdiction 
administering the resident's estate.

Know Your Rights
Managing Your Money in a Nursing Home

On October 1st, I received this message from  
Penny Shaw --Voices member and author of 
the article on page 2.  I want to share it with 
you.  This is the face of hope and this is why 

we are here-- 

Today is October 1. Twelve years ago 
today I was admitted to the hospital after 
a few weeks of odd symptoms, pain in my 
legs and falling and unable to get up 
independently. Four months in ICU, a 
year in a respiratory hospital, several 
more years with a trach and feeding tube. 
I am a survivor of critical care and 
paralysis.  What can I say?

The disability community in Boston is 
strong and getting more so  each day. I 
have a wonderful and interesting life as 
you know. I share this day with you 
because life can be glorious in spite of 
what others may perceive incorrectly as a 
hardship. 

Enjoy this beautiful fall day.
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What has Voices done in 2013?
Filed complaints with 

• The Maryland licensing and 
survey agency, the Office of 
Health Care Quality

• The Center for Medicare and 
Medicaid Services

• The District of Columbia 
Ombudsman Program

• The Maryland Ombudsman 
Program

• The Florida Ombudsman 
Program

Responded to and provided assistance 
for 150 helpline callers so far this year 
as of November 4. 

Attended several care conferences for 
people living in long-term care 
facilities as requested.

Provided volunteers to represent 
Voices on

• The Maryland Nursing Home 
and Assisted Living Oversight 
Committee

• The Maryland Ombudsman 
Stakeholders Group

• The Maryland Advancing 
Excellence LANE

• The Long-Term Care Committee 
of the Department of Health & 
Mental Hygiene 

• The Money Follows the 
Person / Balancing Incentives 
Program

• The Abuser Registry Workgroup

Monitored and provided testimony on 
laws and regulations affecting people 
needing long-term care services in 
Florida, Maryland, and Washington, 
D.C., and nationally.

Resident & Family Councils
• Provided assistance to Family 

and Resident Councils as 
requested

• Provided assistance to family 
members wishing to start a 
Family Council as requested

Worked with individuals moving out 
of nursing homes into in-home or 
community-based settings

Worked with advocates in many states 
and on the federal level in an effort to 
make all Ombudsman Programs 
independent of political interference 
and able to comply completely with 
all federal regulations and laws

Provided comments on the Rule 
proposed by the Administration on 
Aging regarding the operations of the 
various state ombudsman programs

Provided comments on the proposed 
new regulations for Nursing Homes in 
Maryland

Sent a representative to the national  
AARP conference on Balancing Care 

Delivery Between Community and 
Facilities.

Provided comments on the proposed 
new regulations for Assisted Living 
Facilities in Maryland

Provided a speaker for a Health Fair in 
Baltimore County

Voices is a member of 
• The national Coalition for 

Quality Care
• The national Assisted Living 

Consumer Alliance
• Maryland Association of Non-

Profit Organizations
• Medicaid Matters! Maryland

Provided volunteers to serve as 
officers on the Steering Committee of 
the national Coalition for Quality Care 

and still influencing our work....

Reaching out to families can improve hospital care, according to the federal agency on health care research.  By 
engaging patients and families in hospital care, staff can bridge communication gaps that often lead to errors.  To 
avoid such communication gaps and keep patients safer a new on-line guide was released last summer by the Agency 
for Healthcare Research and Quality, part of the Department of Health and Human Services.

Called the Guide to Patient and Family Engagement in Hospital Safety and Quality, the guide provides four strategies and 
includes educational tools for families and training resources for health care professionals.  Covered material shows how 
hospitals can recruit and train patients and family members to be advisors and how family members can interact with the 
healthcare team.  The guide also describes how families can contribute to the bedside shift report and learn what tasks need to be 
done before a patient is discharged from a hospital.

The strategies were field-tested and came out of research that indicated that hospitals often do not address issues that are most 
important to patients.  "We know that patients and families are eager to play a role in making health care safer," said Jeff Brady of 
the Center for Quality Improvement and Patient Safety. 

Families Can Improve Hospital Care
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Voices for Quality Care (LTC), Inc.
P.O. Box 2251, Leonardtown, MD 20650

http://voicesforqualitycare.org
voiceshelp@voicesforqualitycare.org

(888) 600-2375

From the Chair jThe article on the seriousness of sensory deprivation in people 
needing long-term care supports and services brings my mother-in-law to mind.  Mom was seriously 
hard-of-hearing . Her hearing aids did a lot to remedy the situation --when she wore them.

There was a time when we felt that her medications needed to be re-evaluated. For her medications, 
a psychiatrist seemed like the best choice.  So, a psychiatrist chosen by the nursing home did test her.  
We were not there at the time.  We did get the report.  It contained no suggestions regarding the 
effectiveness of her current medications . The report instead warned us  of a serious level of 
dementia.  It claimed she was not oriented in space or time.  She was not even able to tell the doctor 
her name.  Aricept was prescribed.  

Fortunately, the nursing home staff was as perplexed by this report as we were.  My mother-in-law 
was very clearly and very firmly in charge of her life.  So, we went in and asked Mom what happened 
when the Doctor came to test her.  “Did you talk to her at all?” we asked.

She was annoyed.  “No,” she said, “that doctor doesn’t know anything.  She hardly spoke up. I 
couldn’t understand a thing she said.”  That is a direct quote.  I’ll never forget it.  

“Were you wearing your hearing aids?” we asked.  

“No,” said she.  

The physician in question has a soft, calming voice and a very strong accent.  We cancelled the 
Aricept.  Consider the consequences if Mom had not had an alert family watching out for her best 
interests. The dementia unit was two floors up and had locked doors.

Leaving you with that thought, I wish you all Happy Holidays and a wonderful new year.  

Kate

From the Treasurer jIt's the time of year when some you are looking at your 

expenditures for the year, thinking about those things called taxes, and wondering if there's some 
way that you can get rid of just a little bit of taxable income so that this, that, or the other rule will 
fit with your income as you understand it. Voices for Quality Care is here, and we can use your tax 
exempt gift.  It will help reach out to people who want to call us to ask questions, people who are 
looking for help solving a long-term care issue.  If you can spare a gift for Voices at the end of the 
Christmas buying season, or before, please send it to us at PO Box 2251, Leonardtown, Maryland 
20650 or to my personal address which is 40502 Port Place, Leonardtown, MD 20650. If you prefer to 
use a credit card or Pay Pal, you can use the donor button on the Voices for Quality Care website.

Thank you for thinking of Voices. 

Clare Whitbeck:  Treasurer


