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August 26, 2009

Ms. Mary Hart 

Director, Licensure and Surveillance

NYS DOH

Division of Residential Services 

161 Delaware Avenue

Delmar, NY 12054

Dear Mary, 

While we are pleased to see that some of our specific suggestions have been incorporated into the draft Resident Care Aide (RCA) Curriculum, we continue to have many of the same questions and concerns as we did last year when we provided initial comments on the conceptual framework for the training.  Attached are suggestions and questions for your consideration in refining the training program further.  Our goal is to ensure that the training protocol is practical and applicable to real life operations of our members, who have always been committed to providing high quality training to their employees.
I look forward to further discussions with the Department regarding the curriculum.  Please do not hesitate to contact me if you have any questions regarding our suggestions.

Sincerely, 


[image: image2.jpg]( The NYAHSA Center

for Senior Living & Community Services 150 State Street, Suite 301 Albany, NY 12207-1698

A division of the New York Association Tel 518.449.2707 F 18.4
of Homes & Services for the Aging © gl ax 518.455.8908 www.nyahsa.org




Diane Darbyshire, LCSW

Senior Policy Analyst


Cc: Mark Kissinger, NYS DOH

NYAHSA Comments on Training Curriculum for Resident Care Aides in Assisted Living Residences
General Process Questions

Is DOH going to certify training programs?  If so, what is the timeframe for these approvals and what is the ongoing oversight? What is the timeframe for implementation of the new training protocol?

Obviously, there have been only a few ALR licenses issued statewide thus far.  The department should implement a logical timeframe for implementation of new requirements (once issued) that appreciates the need for learning and adjustment.  Further, the process should be implemented in a way that does not delay the hiring of new staff for facilities. 

Does DOH intend that facilities will provide this training directly, or that it may be provided by an outside entity or consortia of facilities?  

We would advocate for maximum flexibility with this approach so that facilities may choose the option that works best for them.

Will DOH allow facilities to use their own training programs if they can address the areas in the outline?  In other words, can facilities adapt or enhance their existing training programs to meet the requirements of the outline?

We would advocate for as much flexibility as possible in this transition.  We believe that DOH intends that facilities develop their own training programs based on the curriculum outline.  We would urge that facilities should be able to adapt their training programs to incorporate these elements, and that there be flexibility in the training delivery methods so that facilities can combine didactic teaching, job mentoring, self learning modules, etc. Flexibility is also necessary to ensure aides are trained and able to work quickly, and to allow some experiential training as well as classic instruction.  In other words, a 40-hour “classroom” approach will not be practical or viable for most facilities.  Each provider should be able to determine how best to meet the curriculum objectives for their circumstances.

What is the evaluation process required for successful completion of the training?  Does the ALR create the evaluation or will the DOH provide it?
The curriculum notes that an RCA certification will be issued to the student upon successful completion of the training.  Who issues that?  Will there be a centralized database of certifications issued?

Obviously, the difficulties in home health related to fraudulent aide training certificates raises concern about how to protect the integrity of this program. Whatever the process is, it should allow for portability and mitigate opportunities for some of the difficulties that the home health community has seen with relation to training school programs. Once an individual has successfully completed the RCA training, they should be able to work in another ALR without having to repeat their training.  

Will RCAs need to re-certify, and if so; how often?

To minimize unreimbursed costs, we would advocate that the initial certification is sufficient, and that the operator would direct the aide to additional or re-training based on identified needs. 

If a provider decides to add adjunct materials and lengthen the training, how is that communicated to DOH and in what format?
If an ACF (not licensed as an ALR) wants to use this training curriculum, can they?

General Implementation Questions 

Are current aides “grandfathered” in?

Aides that are already trained and deemed competent by their employers should be able to be “grandfathered” in and not have to complete the 40 hours of training.  Facilities with enhanced licensure (EALR) may need to provide some additional training for those tasks or areas that are new to the facility and the aides.  DOH should provide additional clarification, however, as to the role of the RCA and the home health aide (HHA) in the EALR.  

What are the requirements for a trainer?

There is a concern that the training requirements, as outlined in the curriculum, will dictate either a full-time trainer, or perhaps the need to contract with outside entities.  This will increase the cost of providing care, without any mechanism to reimburse providers for that cost.  Unfortunately, this cost will get passed on to the consumer—as are so many costs resulting from the ALR regulations that incrementally drive this out of reach for many consumers.  This is of particular concern for small facilities, for a variety of reasons.

Given this context, we advocate that requirements should allow for experienced, knowledgeable, skilled individuals to provider training.  Restricting trainers to nurses, for example, would be disastrous given the nursing shortage and the subsequent cost implications; particularly for basic ALRs that are not required to employ a nurse. 
When can a potential aide start working with residents?  Must they complete 40 hours of instruction before being able to practice?

Given that aides are likely better prepared to perform their duties if they receive a mix of “classroom” instruction and job shadowing/experiential learning; we advocate that some teaching be done using real situations in the facility.  It may make sense to allow this after the 16 hours of the basic/core training are complete. This approach allows the provider to integrate new staff into the culture while they are learning resident care, and enables the ALR to bring staff on as they are needed and become available—rather than having to wait for enough people to fill a class.  Smaller facilities will never have enough individuals to truly fill a class and will need as much flexibility as possible to ensure that they can hire people and have them working as quickly as possible.  As noted above, if RCAs must receive 40 hours of ‘classroom’ instruction before they are allowed to have “on the job” experiential training, this will result in significant costs and delays in getting RCAs providing service to residents and is not a viable plan.
Do facilities need to address the entire curriculum in training aides, even if the content does not apply to their facility’s licensure status? 

It is our understanding that DOH felt the need to provide a more detailed and comprehensive training curriculum given the different types of residents that will be residing in ALRs, as compared to ACFs. The reality is that the basic ALR is much like the ACF, and the special needs assisted living residence (SNALR) is much like the existing ACF dementia units.  The real difference is the EALR, which allows for providers to care for individuals with much higher needs.  We question why RCAs would be trained to provide services to an EALR resident if the facility they work in does not have an EALR license (which, in fact, is the majority of facilities).  This will simply cause confusion for the aide.  Furthermore, the EALR requires an HHA component which may address some of the more “enhanced needs” of residents.  Perhaps this aspect of the training should be an add-on for those facilities to which it applies.  

Other areas in which flexibility should be allowed relate to the special populations—such as mental health/psychiatric or dementia/Alzheimer’s content.  Obviously, an impacted facility should spend more time on training related to psychiatric disabilities as compared to a facility that serves primarily the elderly (and thus psychiatric issues, while present, is not the typical primary or presenting concern).  Similarly, a facility that doesn’t have an SNALR license may have people with some degree of dementia or cognitive impairment, but will not need to spend as much time on this aspect of the training as compared to the SNALR facility in which all of the residents have special needs. 

What specific tasks, needs or circumstances require an HHA; and does that impact the RCA training requirements?
NYAHSA recommends that the department issue clarifications regarding situations in which residents require aide level tasks beyond the scope of an RCA.  

It is our understanding that the medication aspect of the training is separate and in addition to the 40 hours outlined.  We are confused by the inclusion of Module IX: Assisting with Self-Administration of Medication. 

The RCA Training in Relation to Aides in Other Settings 

Will there be a streamlined process for HHAs, personal care aides (PCAs) and certified nurse aides (CNAs) to work as RCAs in ALRs?

Given the similarities (by design) in training for CNAs and HHAs, it seems unnecessary for them to complete an additional 40 hours of training to be able to perform the necessary tasks in an ALR.  By virtue of their other certifications, they are likely competent to provide the necessary tasks, and should either be able to receive a waiver for the training or be provided an RCA training certificate after completing an orientation which helps to clarify the differences in the settings.  Assistance with the administration of medications, for example, is a significant difference in protocol that merits additional focus.  This approach saves time and money, which is essential given the current economic climate and significant workforce shortage issues across the continuum. 

If an applicant for hire who previously was certified as an HHA or CNA but their certification has expired, will they need to go through the complete training or will they be able to test in?

We advocate that in such circumstances, the aide be able to demonstrate their competencies and avoid having to be completely re-trained; unless their absence from such work is so extensive that updated training would be necessary. 

What sort of credit for the RCA training for transfer to other settings?
Given that RCAs will be trained in content salient to other settings and evident in other training curricula, there should thus be a mechanism by which those workers receive credit for that level of achievement, without duplicating that training if they move on to another setting.  Such credit for the content/competencies should stay with the worker and be transferable to other long term care settings such as home care or a nursing home.  This process would benefit both workers and providers, and such flexibility is valuable given the workforce challenges that providers among the continuum face.   At the very least, there are 16 hours that are common to both the home health and nursing home training, but perhaps an RCA can achieve even greater credit through a competency testing process.

Specific Curriculum Comments/Questions

Module I: Introduction to Resident Care Aide (RCA) Training

Unit 1A 

· The objective, “Define residence care” is a bit too broad and abstract. 

· The outline item #8 includes preparation of meals and feeding.  Some of this content will not be appropriate to the RCA role.  Food service staff prepares meals.  Will RCAs be able to feed residents?  
Unit 1B

· The objective, “Define quality care” is again is too broad and ambiguous.
Module II: Working Effectively With Residents

Unit 2A

· Add “Resident right to refuse.”  
Module IV: Working With People With Dementia 

· Is there additional training required for the SNALR, on top of this 40 hour curriculum?  Would an SNALR be able to develop an educational plan specific to their residence to result in the total 40 hours, which focuses more on the needs of someone with dementia/cognitive impairment, and less of those issues that are not pertinent to the needs of the residents?  We expect that ALRs will differ in how salient the information is, and may want their aides to understand more about one particular population than another (depending on the focus of that particular ALR). We would recommend that the curriculum include a certain number of total hours dealing with special populations, but ALRs may choose to spend more time on one area, and be brief in others.  That approach would allow the aide to develop basic competencies in all areas, but a level of expertise salient to the primary population of the facility.  For example, an impacted ALR may choose to spend a great deal of time on mental illness, whereas an ALR that serves primarily the elderly may want to focus more on dementia and Alzheimer’s disease.  We request that flexibility be allowed.

Module VII

Unit 4 

· One of the objective states that the RCA will have working knowledge of the facility’s disaster plan.  How is “working knowledge” defined? 

