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Welcome to the premiere issue of LSN’s new bi-monthly eNewsletter, Nursing Notes!   This 
publication is designed for nursing professionals across the full continuum of aging services 
providers.  Each issue will provide current information and resources on areas such as 
workforce, clinical innovations, quality, safety, management issues, health care decision-
making, technology and organizational change.  Please take the time to enjoy LSN’s newest 
publication!  And forward on to other nurses within your organization to benefit from as well. 
 
Clinical Corner 
 
National Pressure Ulcer Advisory Panel’s Updated Pr essure Ulcer Staging 
System 
The National Pressure Ulcer Advisory Panel has updated the definition of a pressure ulcer and the stages 
of pressure ulcers based on current research and expert opinion solicited from hundreds of clinicians, 
educators, and researchers across the country.  The amount of anatomical tissue loss described with 
each stage has not changed.  New definitions were drafted to achieve accuracy, clarity, succinctness, 
clinical utility, and discrimination between and among the definitions of other pressure ulcer stages and 
other types of wounds.  Deep tissue injury was also added as a distinct pressure ulcer in this updated 
system.  Click here (http://www.medscape.com/viewarticle/563159?src=mp) to read the full article from 
Dermatology Nursing, posted 11/06/07 and authored by: Joyce Black, PhD, RN, CWCN, CPSN; Mona 
Baharestani, PhD, ANP, CWOCN, CWS, FAPWCA, FCCWS; Janet Cuddigan, PhD, RN, CWCN, CCCN; 
Becky Dorner, RD, LD; Laura Edsberg, PhD; Diane Langemo, PhD, RN, FAAN; Mary Ellen Posthauer, 
RD, CD, LD; Catherine Ratliff, PhD, APRN-BC, CWOCN; George Taler, MD.  In order to see the article 
you have to register on the website.  Its free and takes under a minute.  
Source: Medscape 
 
Low Blood Levels of Vitamin D May be Associated wit h Depression in Older 
Adults  
Older adults with low blood levels of vitamin D and high blood levels of a hormone secreted by the 
parathyroid glands, which regulate calcium, may have a higher risk of depression, according to a report in 
the May issue of Archives of General Psychiatry, one of the JAMA/Archives journals. 
 
About 13% of older individuals have symptoms of depression, and other researchers have speculated 
that vitamin D may be linked to depression and other psychiatric illnesses, according to background 
information in the article.  



 
The findings may be important to patients because both low blood vitamin D levels and high parathyroid 
hormone levels can be treated with higher dietary intake of vitamin D or calcium and increased sunlight 
exposure.  “Moreover, the clinical relevance of the present study is underscored by our finding that 38.8%  
of men and 56.9% of women in our community-based cohort had an insufficient vitamin D status,” the 
authors write.  Additional studies are needed to determine whether changes in levels of vitamin D and 
parathyroid hormone precede depression or follow it. 
 
“Underlying causes of vitamin D deficiency such as less sun exposure as a result of decreased outdoor 
activity, different housing or clothing habits, and decreased vitamin intake may be secondary to 
depression, but depression may also be the consequence of poor vitamin D status,” the authors write.  
“Moreover, poor vitamin D status causes an increase in serum parathyroid hormone levels.”  Overactive 
parathyroid glands are frequently accompanied by symptoms of depression that disappear after treatment 
of the condition. 
 
Witte J. G. Hoogendijk, MD, PhD, and colleagues at VU University Medical Center, Vrije Universiteit 
Amsterdam, the Netherlands, measured blood levels of vitamin D and parathyroid hormone and assessed 
symptoms of depression among 1,282 community residents age 65 to 95.  Of those individuals, 26 had a 
diagnosis of major depressive disorder, 169 had minor depression, and 1,087 were not depressed.  The 
average blood vitamin D level was 21 nanograms per milliliter and the average parathyroid hormone level 
was 3.6 picograms per milliliter. 
 
Blood vitamin D levels were 14% lower in individuals with major and minor depression (average, 19 
nanograms per milliliter) compared with nondepressed participants (average, 22 nanograms per milliliter).  
In addition, parathyroid hormone thyroid levels were an average of 5% higher in those with minor 
depression (average, 3.72 picograms per milliliter) and 33% higher in those with major depressive 
disorder (average, 4.69 picograms per milliliter) than in those who were not depressed (average, 3.53 
picograms per milliliter). 
Source: Long-Term Living e-news 
 
Study: Nursing Home Residents with Dementia Receive  Less Pain Medication 
Residents with Alzheimer's and dementia in nursing homes are receiving fewer pain medications than 
other residents, despite having as many painful, co-morbid conditions, such as cancer and osteoarthritis, 
according to a new study from the University of North Carolina.  Researchers analyzed data from 551 
residents at six nursing homes across North Carolina to reach their conclusions.  Overall, 80% of 
residents with no impairment received pain medication at least occasionally, versus 56% of those who 
were the most severely impaired. 
 
The findings do not indicate neglect or abuse on the part of the nursing home, rather an inherent difficulty 
in recognizing pain among their dementia-care residents, according to lead author Dr. Kimberly S. 
Reynolds.  Authors suggest changing prescription pain medication instructions from "take as needed" to a 
more regular schedule. 
Source: McKnightsonline.com Daily Update 

 
WORKFORCE WISDOM 
 
IOM Report: Bold Changes Needed to Meet Healthcare Needs of Elderly 
A new Institute of Medicine (IOM) study, Retooling for an Aging America: Building the Health Care 
Workforce, describes a shortage of healthcare workers for the elderly and provides recommendations for 
improvement. 
 



Concern over the impending demographic surge of seniors and their demands for healthcare has focused 
on the solvency and sustainability of the Medicare Trust Fund, "but even if there is enough money, there 
isn't going to be anybody there to provide the care," said John W. Rowe, MD, chair of the IOM report's 
study group.  A geriatrician, Dr. Rowe founded the division on aging at Harvard Medical School, served 
as chief executive officer of Aetna Inc, and currently is a professor of health policy at Columbia University, 
in New York City.  
 
"The combination of the aging of the baby boom generation and the increase in life expectancy is going to 
yield a doubling of the numbers of older people" by 2030, he said.  Seniors "account for a 
disproportionate amount of the utilization of healthcare resources," with those older than 65 years 
constituting 12% of the population, but 26% of physician visits and 34% of all prescriptions.  As the older 
population doubles, Dr. Rowe noted, "It would follow that geriatric care is going to dominate healthcare in 
the United States."  
 
Yet there are only about 7000 certified geriatricians in the United States — a decline of 22% from 2000.  
"Less than 1% of nurses, pharmacists, and physician assistants are specialists in geriatrics, and less than 
4% of social workers specialize in geriatrics," he said.  Dr. Rowe said, "In the state of California, there are 
higher training standards for dog groomers, crossing guards, and cosmetologists than there are for nurse 
aides taking care of older individuals," and friends and family who provide informal care seldom receive 
training or direction.  
 
Recommendations in the study focus on 3 areas: an increase in basic competence standards for all 
healthcare workers who care for older persons, an increase in the number of geriatric specialists, and a 
change in the way that geriatric care is organized and delivered.  "Virtually all healthcare professionals 
should be required to demonstrate basic competency [in caring for older persons] as a [criterion] for their 
licensure and certification," Dr. Rowe said.  The problem is that medical training in the United States 
offers almost no exposure to long-term care.  "We are not even exposing this cadre of individuals to this 
experience, which might in fact be a career choice for them."  
 
Study member Carol Raphael, chief executive officer of Visiting Nurse Service of New York, New York 
City, said that when medical students move from treating pneumonia in a hospital setting to treating it in 
the home, "they tell us that completely changes their perspective and how they think about the care that 
they are providing."  Standards need to be strengthened for certification of direct-care workers to at least 
120 hours, "and their certification should require demonstration of competence, not just demonstration 
that they took 120 hours of training," Dr. Rowe said.  
 
In addition, geriatricians are needed for their clinical expertise, to conduct training of others, and to 
develop new knowledge and models of care, but the current system has strong disincentives toward the 
specialty.  "Unfortunately, the extra time for specialized training does not translate into additional income; 
[it decreases] income," Dr. Rowe said.  In 2005, the typical general internist earned $175,000 per year, 
whereas an internist with additional training and certification as a geriatrician made $163,000.  A typical 
dermatologist earned more than $300,000 per year. 
 
Existing medical school capacity could produce more geriatricians, so there is not a significant need to 
increase capacity there.  However, one estimate is that 32,000 academically qualified applicants for 
general nursing schools were turned down last year because there was not enough space.  That capacity 
needs to be increased significantly, according to the IOM report.  
 
Given the important role that Medicare plays in geriatric care, increasing its level of payment will be a key 
factor in attracting more healthcare providers to the field.  Career development and loan forgiveness 
programs also can be an important part of attracting increasing numbers of healthcare workers to the 
specialty.  
 



Among the recommendations for restructuring the provision of care are those for a more multidisciplinary 
approach to adequately address the comorbidities that most seniors experience.   Susan A. Chapman, 
RN, PhD, director of the allied healthcare workforce program at the University of California, San 
Francisco, used the example of her own aging mother, who is in her 80s and trying to live independently 
at home with a handful of comorbidities.  Dr. Chapman's mother has multiple healthcare providers, none 
of whom are communicating with each other.  She said that her mother's fragmentation of care occurs 
because "we are not trained for that kind of conversation, and we are not reimbursed for that kind of 
conversation."  
 
Dr. Rowe added, "Job delegation — the shifting of specific tasks from more specialized workers to less 
specialized workers — has been shown to work in Africa with the HIV/AIDS epidemic."  He suggested 
that those lessons might be adapted in the United States; however, he acknowledged the turf battles that 
have limited such activity here.  
 
Ms. Raphael cited a Bureau of Labor Statistics report projecting that home health aides and personal care 
workers are going to be the second and third fastest-growing occupations between 2006 to 2016.  
 
Informal caregivers, family, and friends provide 70% to 80% of care outside of institutional settings.  "We 
contemplate a future where they are considered to be part of that future workforce and are given 
opportunities for training that will better prepare them and equip them to cope with taking care of their 
older relatives," she said.  
 
The United States has met some of its short-term needs for all levels of healthcare workers by recruiting 
them from developing countries.  However, the study assumed that immigration would be a constant 
factor, not a panacea for meeting these needs.  
 
Dr. Rowe acknowledged that these recommendations will require more money.  "What I'm hoping is if we 
get Congress thinking about [it,] there are 2 problems with Medicare, one is the trust fund, the other is the 
workforce, [and] this piece is so much cheaper than the other piece."  Another potential strategy to be 
able to tap a "peace dividend" from the end of the war in Iraq. However, that plan ignores the inexorable 
rise of healthcare expenditures as a percentage of the entire economy, which has continued unabated 
since the end of World War II. 
Source: Medscape 
 
Positive Co-worker Relationships to Improve Communi cation  
Maintaining solid communication among coworkers is essential to any work environment.  But when that 
line of communication breaks down and conflict ensues, confronting the discord is an important step in 
upholding positive relationships and avoiding paying grim costs. 
 
As a means to improving communication, Catherine Witsberger, MSN, RN-BC , nurse educator at the 
University of Pittsburgh Medical Center (UPMC), has been working with various nursing units and offering 
unit-based sessions.  The mandatory classes consist of two, four-hour-long sessions and have been 
effective at improving personal and group relationships within the hospital.  Each staff member, at every 
level, was required to take part in the sessions.  Most staff members said that physician-nurse 
communication was most lacking. 
 
The first session contained discussion about the principles of positive coworker relationships, as 
developed by Wendy Leebov in her book Working Together for Professionals in Health Care.  
Additionally, during the first session, participants discussed communication styles and how coworkers 
tended to interact with each other. 
 
Two main questions that participants pondered were:  
1. How honest is the communication?  
2. How considerate is the communication?  
 



When the second session got under way, participants focused on the importance of building a common 
mission.  The second session also helped staff members learn how to resolve conflicts.  
For tips on how to create your own program, click here. 
(http://www.strategiesfornursemanagers.com/ce_detail/77085.cfm)   
Source:  Nurse Manager Weekly 
 
Slowdown’s Side Effect – More Nurses 
The ailing economy is helping to ease the nursing shortage.  With house prices falling and the cost of 
gasoline and food rising, many nurses are going back to work, in some cases to make up for the income 
of a spouse who has lost a job.  Hospitals say part-time nurses are taking on extra shifts.  And nursing 
schools are seeing an increase in people applying for refresher courses on the ins and outs of modern 
hospitals.  Some older nurses are putting off a planned retirement. 
 
It's a familiar pattern during economic slowdowns.  For years, the high demand for nurses has allowed 
them to design work schedules that suit their financial and family needs.  Many start off working full time 
on difficult shifts and then reduce their hours when they have a family -- the profession is more than 90% 
female -- or as they approach retirement.  But when the economy goes sour, many nurses go back to 
work full time. 
 
The nursing profession also is attracting greater interest among new recruits, drawn by expanding job 
opportunities and rising wages in some places.  Nursing school enrollment surged in the wake of the 
Sept. 11, 2001, terrorist attacks and the economic slowdown that followed.  Enrollment continues to grow 
apace, though at a reduced rate, and schools are turning away thousands of qualified applicants for lack 
of faculty.  Even so, nursing experts predict shortages will grow in future years as demand for nursing 
services outpaces the number of professionals entering the field. 
 
The nursing shortage began in the 1990s as older nurses started retiring and there were fewer 
newcomers to take their place.  The crunch got worse as baby boomers got older and demand for health 
care increased.  By 2001, there were 126,000 vacant nursing positions in the U.S., according to the 
American Hospital Association.  That means about 13% of all nursing jobs were unfilled. 
 
To attract nurses, hospitals have increased wages and beefed up recruiting, including from overseas, and 
have offered potential hires signing bonuses of cash or even new cars.  Hospitals have also taken steps 
to keep older nurses in the work force by making their jobs easier, including replacing hand cranks used 
to lift beds with automated lift devices, bringing in lift teams so nurses don't strain themselves picking up 
patients, or putting supplies closer to patients' rooms to cut down on walking.  By the end of 2006, the 
nurse vacancy rate had fallen to 8.1%. 
 
For the past few decades, nursing has been a kind of reverse economic indicator.  In periods of economic 
weakness or recession -- including in the early 1980s, the early 1990s and earlier this decade following 
the technology-company bust and the Sept. 11 attacks -- the number of full-time nurses grew at an 
average annual rate of 3.5%.  By contrast, in times of healthy economic expansion, the increase has 
averaged just 2.4%, according to an analysis of government data in "The Future of the Nursing Workforce 
in the U.S.," a book by Peter Buerhaus, director of the Center for Interdisciplinary Health Workforce 
Studies at Vanderbilt University Medical Center, Douglas Staiger, a Dartmouth College economics 
professor, and David Auerbach, a principal analyst in the Health and Human Resources Division of the 
Congressional Budget Office. 
 
Last year, there was a net increase of about 113,000 nurses in the work force, the largest increase since 
2002, and most of the added nurses were over 50 years old, according to the Census Bureau.  The 
pattern has continued this year. Although the U.S. economy lost 20,000 jobs in April, the fourth monthly 
decline in a row, health-care employment rose by 37,000 and is up 365,000 jobs over the past 12 months, 
according to Labor Department data released last week. 
 



But over the long term the nursing shortage is expected to continue and eventually worsen, as retiring 
baby boomers ramp up demand for care.  In their book, Messrs. Buerhaus, Staiger and Auerbach use 
Census data to project that the nursing work force will plateau in 2015.  By 2025, they estimate there will 
be a shortage of almost 500,000 nurses, representing a vacancy rate of 40% or higher. 
Source: Wall Street Journal 
 

RESOURCE REVIEW 
 
IFAS Turns Evidence-based Research into Best Practi ces  
LSN would like to remind all you about the wonderful work done by the Institute for the Future of Aging 
Services, (www.futureofaging.org) the applied research arm of the American Association of Homes and 
Services for the Aging (AAHSA).  It is an independent research organization dedicated to bridging the 
worlds of policy, practice and research to advance the development and diffusion of high-quality aging 
and long-term care services and supports.  IFAS pursues its mission in close collaboration with AAHSA's 
nonprofit senior housing, nursing home, assisted living and aging services members-enabling 
researchers to work alongside real-world providers to change the landscape of aging services to support 
older adults' desire to maintain their autonomy and control their own lives as they age. 
 
IFAS has also turned evidence-based research into best practices.  We encourage you to visit their newly 
improved Web site www.futureofaging.org (http://www.futureofaging.org/) to find out how their leading 
experts in applied research are bridging the gap among policy, practice and research communities. 
 
IFAS’ study findings help providers and policy makers to: 

·  Adopt proven models of care as well as clinical and workforce improvement practices  
·  Use evidence-based research to learn what works  
·  Utilize the most up-to-date evidence-based research to help make informed decisions  

 
Find out how IFAS research is making a difference in long-term care.  Discover best practices, policies 
and lessons learned on affordable housing, workforce and quality improvement.  Visit the new IFAS Web 
site www.futureofaging.org and let IFAS experts help you put evidence-based clinical, organizational and 
workforce improvement innovations into practice!  
IFAS: Researching what works and putting it into practice 
 
AHRQ Launches Health Care Innovations Exchange 
The U.S. Agency for Healthcare Research and Quality's (AHRQ) Health Care Innovations Exchange 
(http://www.innovations.ahrq.gov/about.aspx) is a comprehensive program intended to accelerate the 
development and adoption of innovations in health care delivery.  This program supports the Agency's 
mission to improve the safety, effectiveness, patient-centeredness, timeliness, efficiency, and equity of 
care—with a particular emphasis on reducing disparities in health care and health among racial, ethnic, 
and socioeconomic groups.  
 
Launched in the spring of 2008, the Innovations Exchange has the following components:  
·  Searchable descriptions of a wide range of innovati ons - These descriptions of successful and 

attempted innovations provide information on the innovative activity, its impact, how the innovator 
developed and implemented it, and other information that you can use when deciding whether to 
adopt the innovation.  

·  Learning networks -  Through the learning networks, you can connect with innovators and other 
adopter organizations to learn new approaches to delivering care, develop effective strategies, and 
share information.  

·  Educational resources -  This site offers you a variety of resources designed to help you learn about 
the process of innovation, the process of adoption, and the steps you can take to make your 
organization more receptive to innovative approaches to care.  These resources include written 
materials and opportunities to participate in Webcasts and discussion groups.  

 



The Innovations Exchange is being designed to address a major challenge in health care delivery: the 
slow diffusion of innovative strategies and activities across health care providers.  Every day, health care 
practitioners develop new, effective ways to provide better care, but that information does not move easily 
beyond institutional walls or across health care silos (e.g., from hospitals to nursing homes, or from 
private physician practices to community health clinics).  As a result, great ideas are limited in their 
implementation—and providers are constantly reinventing the wheel because they are unaware that 
tested solutions already exist.  
 
AHRQ's solution is to provide health care practitioners with:  
·  A standardized way to document innovations,  
·  A centrally located and searchable repository that all health care decision makers can use to quickly 

identify ideas and tools that meet their needs, and  
·  A way to network with like-minded innovation adopters.  
 
Users of the Health Care Innovations Exchange are expected to be a diverse group—physicians, nurses, 
administrators, allied health professionals, and others—with the common thread being their commitment 
to improving the delivery of health care.  
 
The Innovations Exchange is being maintained by a diverse and experienced team led by Westat under a 
contract with the Agency for Healthcare Research and Quality (AHRQ).  Two groups of experts provide 
guidance to Westat and AHRQ and help to ensure the usefulness of the services and information 
provided by the Innovations Exchange. 
 
Expert Panel 
Composed of 13 nationally known experts in health care delivery and innovation, the purpose of the 
Expert Panel is to provide strategic guidance on key aspects of the Innovations Exchange, including:  
·  Sources of important and emerging innovations;  
·  Partnerships with other organizations to further the dissemination of health care innovations; and  
·  Ways to reach and satisfy the many potential audiences for this effort.  
 
Occasionally, Expert Panel members may provide commentary on innovations related to their specific 
areas of expertise.  
 
Editorial Board 
The role of the Editorial Board is to offer advice on key strategic, design, and implementation decisions 
necessary to launch and maintain the Health Care Innovations Exchange, and to guide the selection of 
individual innovations.  The six members of the Board are nationally known editors and authors on health 
care quality, evidence-based science, implementation science, disparities, and innovations.  
 
Members of the Editorial Board also help identify and recruit Contributing Editors who have significant 
professional editorial or writing experience and expertise related to innovations in areas such as health 
service delivery, quality improvement, disparities reduction, organizational change, health professional 
education, health care administration, and informatics.  The Editorial Board will also support the team in 
selecting innovations that require expert commentary, writing commentary themselves and inviting 
contributing editors to comment on specific innovations.  
 
Hartford Institute for Geriatric Nursing 
The John A. Hartford Foundation Institute for Geriatric Nursing (www.hartfordign.org) is the only nurse-led 
institute in the country seeking to improve the quality of the nation’s health care for older Americans.  The 
Hartford Institute has developed partnering programs, models, and resources to positively influence both 
the individual nurse’s competence and the systems in which nurses learn and work.  On this site you will 
be able to find evidence-based geriatric protocols and topics, assessment tools and standards of practice. 
 



Article on Hand Hygiene 
CMS has shared a web link 
(http://www.ihi.org/IHI/Topics/CriticalCare/IntensiveCare/ImprovementStories/FSSoundofTwoHandsWashi
ng.htm) to an article on hand washing, which has been assessed as a good resource site.  It is from the 
website for the Institute for Healthcare Improvement.  The website contains resources and tools for 
system improvement, patient-centered care, patient safety, chronic conditions and many other topics. 
 
HOT TOPICS 
 
Nurse Practice Act Regulations Delayed 
Even though the Illinois Nurse Practice Act had a major revision in 2008 with important changes to the 
definition of delegation, the LPN scope of practice, and first-time requirements for continuing education 
for RNs and LPNs, no regulations implementing this Act have occurred as yet. 
 
As soon as the regulations are published for comment, LSN will contact our member nurses and ask 
them to submit comments on behalf of the long-term care nursing profession.  Keep your eyes open for 
this request.  It will be important to submit a volume of comments, especially regarding the limitations on 
LPN practice and the definition of delegation in particular, which could have significant impact on the 
nursing profession practicing in long-term care arenas. 
 
Report Your Pressure Ulcer Rate and Pain Rate 
LSN would like to remind our members that one of the simple but important tasks of the Road to 
Excellence quality initiative is reporting your most recent pressure ulcer-high risk rate and chronic care 
pain rate on the campaign’s website (www.roadtoexcellence.org).  Those rates should be reported by 
the end of May so that your first quarter results can be reported by the end of August.  This will enable 
the associations to proactively use the cumulative data during the upcoming fall election campaigns, one 
of the goals of the initiative.  
 
What actual data should you report on the Road to E xcellence Web site? 
 
Facilities are targeting ALL pressure sores and ALL pain in the quality assurance efforts, but are only 
reporting “Pressure Ulcers – High Risk” and “Chronic Care Pain” (or the equivalent data on short stay 
residents) on the Road to Excellence  Web site. 
 
How do you find out your current scores? 
When your facility registers on the STAR (Setting Targets Achieving Results) Web site at www.nhqi-
star.org, you are told your current percentages for Pressure Ulcers – High Risk and for Chronic Pain.  
When you find those current percentages – you do two things: 
 

1) Set a target on the STAR site for reducing Pressure Ulcers – High Risk and Chronic Pain for the 
next three months, and 

2) Report your current percentages  (not your goals for the next three months) from the STAR Web 
site to our Web site. 

What is the Pressure Ulcer – High Risk, as opposed to any pressure ulcer?  
It is that percentage of residents with the highest risk of acquiring a pressure ulcer.  According to the 
Quality Measures standards, the high-risk resident population is defined as those residents who have any 
one of the following three conditions from the MDS: 

·  Impaired in bed mobility or transfer – G1a(A) = 3, 4 or 8 OR G1b(A) = 3, 4 or 8; 
·  Comatose – B1 = 1; or 
·  Malnutrition – I3a through I3e = 260, 261, 262, 263.0, 263.1, 263.2, 263.8 or 263.9. 



While the emphasis on Road to Excellence  is on preventing and reducing all  pressure ulcers, it is the 
current percentage of pressure ulcer high risk  residents obtained from the STAR Web site that we are 
reporting at the www.roadtoexcellence.org. 
 
Everyone else who is not at “high risk” for developing a pressure ulcer is considered to be “low risk,” but 
are equally important in their own way.  A pressure ulcer developing on a “low risk” resident is an 
automatic sentinel event, which draws the immediate attention of surveyors. 
 
Does “Chronic Care Pain” include all pain? 
No, chronic care pain is not all pain.  The percentages for chronic pain that show up on the STAR Web 
site are based on MDS scoring of moderate pain at least daily  (J2a = 2 and J2b = 
2), or horrible/excruciating pain at any frequency  (J2b = 3). 
 
It should be noted that while mild pain (J2b = 1) at any frequency and moderate pain (J2b = 2) less than 
daily (J2a = 1) are NOT reported on the STAR Web site as chronic pain, they are still part of an effective 
pain management program.  They are, in fact, an important and successful goal for reducing a resident’s 
pain.  You will have successfully reduced the resident’s pain – and these lower scores are still reimbursed 
at the same rate on the Medicaid reimbursement system as the higher levels of pain.  A facility can 
achieve effective results in reducing resident pain and still be reimbursed in the pain category. 
 
Where do I report my baseline data on pressure sore s – high risk and chronic care pain? 
Report your current baseline data for pressure ulcers and pain from STAR to the campaign Web site 
www.roadtoexcellence.org in the “Members Only” section .  The data you report is password protected 
and the user name and password to enter the Members Only section are: 
 

User Name: excellence 
Password: quality 
 

Very few facilities have reported their baseline data so far.  We need your help and it only takes a few 
minutes. 
 
On a facility level, the Road to Excellence  quality initiative is intended to complement and support 
existing facility efforts in preventing pressures ulcers, managing chronic pain, and improving customer 
satisfaction.  These areas are already a priority quality assurance focus of most facilities.   
 
On a statewide level, the Road to Excellence  is designed to highlight in an organized, measurable and 
unified way the overall success of care efforts of individual facilities statewide, working together.  The 
data and success stories of the initiative will be spotlighted during the fall election campaigns as evidence 
of the profession’s commitment to care improvement and effective stewardship of increased funding. 
 
We all contribute and we all benefit from our efforts together on the Road to Excellence  
Source: Road to Excellence Newsletter, Issue 3 


