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World-class
pharmacy services.

That's what PharMerica delivers
to our partners in a broad array
of healthcare markets, including
long-term care, senior living,
hospice, IDD/behavioral health,
home infusion, specialty, and
hospital management.

PharMerica is a national leader
in pharmacy services with a local

touch:
e 30+ years of senior care
experience

e 180+ pharmacies
 QOver 6,000 dedicated
healthcare professionals
e« More than 200 hands-on
clinical consultants in the
community
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At each touchpoint, we're furthering our
mission: to help people live their best lives.

We're also advancing the success of our
clients, providing the capabilities and trusted
expertise to help facili -




THE MARKETING GURU Irving Stackpole, RRT, MEd

The next decade will be defined
by rising acuity, tightening
labor, and a decisive shift to-
ward tech-enabled aging in
place across skilled nursing, as-
sisted living, home care, and
home- and community-based
services (HCBS).

Demographic
and market forces
reshaping the continuum

In 2026, the “silver tsunami” is
no longer a metaphor; the old-
est baby boomers are moving
firmly into the ages where func-
tional decline, chronic illness,
and dementia drive higher serv-
ice utilization. Senior housing
occupancy in primary and sec-
ondary markets climbed from
87.4% at the end of 2024 to
89.4% in Q4 2025 and is pro-
jected to reach a new cyclical
high in 2026 as demand acceler-
ates. At the same time, con-
struction of new senior housing
has slowed sharply—-comple-
tions have fallen by roughly
73% since 2021-creating a sup-
ply-demand imbalance for exist-
ing providers. This is
encouraging mergers and ac-
quisitions, as pandemic-weary
investors look for exits, and fu-
ture-focused capital funds seek
to take advantage.

Even though it is a much
more mixed story, skilled nurs-
ing facility (SNF) occupancies
have experienced a parallel re-
covery, with national occupancy
rising from a pandemic low near

Irving L. Stackpole

Trencjs and dynamics A
in age-related services

67% in 2021 to about 79% by
mid-2025, approaching pre-2015
levels. This rebound is being fu-
eled by growth in hospital dis-
charges to post acute settings
and persistent clinical complex-
ity in the Medicare population.
For managers, these structural
trends mean that the time of
“waiting out” volatility is over;
the organizations that will thrive
are those that reposition their
service mix and physical plant
around emerging consumer and
payer expectations.

Skilled nursing:
Higher acuity, tech-enabled
care, and margin pressure

The skilled nursing sector in
2026 is characterized by recov-
ering occupancy, volatile reim-
bursement, and ongoing
pressure to manage higher-acu-
ity patients in a constrained
labor market. CMS's 2026 final
rule provides an approximate
3.2% net rate increase for the
SNF prospective payment sys-
tem—positive, but below the
prior year’s 4.2%. This is keep-
ing operators in a narrow mar-
gin band even as wages and

other cost inputs are elevated.
Publicly traded SNF operators
report strong year over year
revenue growth, signaling that
payor mix optimization, length-
of-stay management, and clini-
cal program development are
now core strategic levers rather
than peripheral initiatives.

Technology adoption is no
longer optional. Sector leaders
are deploying advanced elec-
tronic medical records, Al-sup-
ported monitoring, and
predictive analytics to track vital
signs, hydration, gait, and
wound trajectories in real time,
reducing hospital transfers and
adverse events. These capabili-
ties support earlier intervention
for pressure injuries, sepsis, and
falls, aligning SNFs with hospi-
tal value based purchasing and
readmission penalties. At the
same time, SNFs are under
pressure from health systems’
“hospital at home"” programs,
which increasingly siphon off
lower acuity Medicare episodes
that once defaulted to residen-
tial post-acute care. Administra-
tors who wish to remain

preferred partners will need to
double down on subspecialty
programs (e.g., complex wound
care, ventilator weaning, cardiac
and neuro rehabilitation) and
seamless data exchange with
referring hospital and health
system EMRs.

From a capital perspective, in-
vestment flows have resumed,
but lenders and REITs are in-
creasingly selective, favoring
operators who demonstrate ro-
bust clinical quality metrics, oc-
cupancy recovery, and credible
workforce strategies. As policy
proposals aimed at constraining
Medicare and Medicaid growth
advance in Washington, the
SNF sector will see heightened
scrutiny of staffing ratios, an-
tipsychotic use, and infection
control, all requiring disciplined,
data-driven management.

Assisted living:
Lifestyle-driven demand
meets rising acuity

Assisted living and other senior
living models are being re-
shaped by boomers who view
residential communities as
lifestyle choices rather than
end-of-life necessities. The mar-
ket is tilting toward independent
and “active adult plus” configu-
rations that emphasize privacy,
hospitality, and wellness, while
preserving the capacity to layer
in home health and supportive
services as residents age in
place. Research is finding that
many boomers, even though
delaying entry, are seeking
amenities and social engage-
ment, not basic custodial care,
which pushes initial acuity
slightly lower but accelerates
acuity growth once residents
are on campus.

In 2026, amenities such as
multiple dining venues, demon-
stration kitchens, a fitness and
wellness culture, and curated
social programming are increas-
ingly viewed as standard rather
than premium. Communities
are replacing traditional therapy
gyms with holistic wellness
hubs that include yoga studios,

Continued on page 14
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HERE'S A TRIVIA QUESTION: WHAT STATE IS THE
“OLDEST” IN THE COUNTRY?

You might guess that it's Delaware, the
first state to adopt the U.S. Constitution in
December 1787, but that’s not the answer.
Perhaps your guess is Virginia. After all, it
was the first colony to be settled, back in
1607. Again, not the correct answer.

Here’s a hint: It is in New England, and
what makes it “oldest” is that 1in 5 of its
residents are over the age of 65, qualifying
it as America s “oldest” state.

If your guess is Maine, congratulations,
you win the prize: A lifetime subscription to
New England Administrator!

A combination of lower birth rates and in-
creased longevity of older adults in Maine
are the two factors often cited as the causes
of the increase in average age. Nonetheless,
this circumstance has far-reaching implica-
tions for health care, especially long-term
services and support, affordable housing
options, and state funding assistance.

Thirty years ago, Maine legislators
sounded the alarm to reduce Medicaid
spending even before the demographics
began to shift. They strategized as to how
to decrease nursing home utilization.
Through a variety of tactics, including in-
creased certificate of need regulations and
budget cuts, Maine now has about 4,000
fewer nursing home beds. This is due to the
closure of 50 homes in a ten-year period,
with most of those (29) occurring since the
Covid pandemic.

According to longtime owner/operator
John Orestis, Covid “crushed” homes. De-
creased census and the exorbitant costs of
temporary “traveler” staff to fill holes
caused by an unprecedented labor shortage
drove the already challenged nursing home
sector to the brink financially.

The closures impacted rural areas espe-
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cially hard. Some counties in northern
Maine have no nursing homes at all, while
many older homes remain open, for now,
at least. In Maine, certain nursing home
buildings are over 100 years old. They date
back before the Great Depression and were
likely designed by people who were born in
the 1800s.

The need for increased capital, supported
by government sources, couldn’t be more
critical.

Today, because of the immediate needs
of its aging population, Maine’s reliance on
Medicaid for nursing home residents re-
mains 5 percentage points higher than the
63% U.S. average.

At the same time as nursing homes have
closed, assisted living has expanded by
over 4,000 apartments, which may seem a
bit like a shell game, except that most as-
sisted living residents are paying privately.
Maine Medicaid, called Maine Care, pays
for certain assisted living services, but not
for room and board. Senior advocates point
out that many Maine Care recipients end up
in nursing homes at a much higher cost to
the state because they cannot afford as-
sisted living.

Currently, 30% of all Maine residents are
enrolled in Maine Care. That number is
poised to continue increasing as the popu-
lation ages, and it will eventually be unsus-
tainable. Elected officials need to work with
those in the senior care sector to find effec-
tive solutions to the increasing demand for
service and support, rather than use short-
sighted budget cuts to force a shift in the
costs of care.

Like most of the surrounding New England
states, Maine nursing homes have under-
gone dramatic changes in ownership re-
cently. What were once family-owned
enterprises are now businesses operated by
for-profit corporations. Many remain devoted
to high-quality care and compliance, while a
few, especially those from out-of-state, seem
focused primarily on the bottom line.

by Richard A. Gamache, FACHCA

“Many of the families that operated nurs-
ing homes have sold and retired,” Orestis
remembers. He recalls that the nursing
homes business was not sophisticated
when he first pondered a career in the field.

“| was considering the purchase of a fam-
ily-run home. In most of those situations, it
was a husband and wife who served as ad-
ministrator and nursing director. In one
case, the wife would go grocery shopping,
and whatever she purchased would be used
to make up the menus and meals for that
week.”

In some ways, we are trying to recapture
some of the “home-ness” of that era, while
existing within a regulatory framework that
tends to discourage innovation in favor of
compliance.

There are unique challenges within the
state of Maine that must be met with a col-
laborative approach from providers, advo-
cates, consumers, and elected officials. As
the “oldest” state in America, Maine is, in
some ways, the “canary in the coal mine”
for the rest of the U.S. It needs to serve as a
valuable testing ground to bring long-term
care from the past into the future. Perhaps
being the “oldest” provides the best oppor-
tunity to get it right.

Become a member
(or renew)
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FOR SEVERAL YEARS IRVING STACKPOLE
HAS BEEN EXPRESSING CONCERN FOR THE
FUTURE OF LONG-TERM CARE FOR THE
OLD AND DISABLED. He has pub-
lished many articles that touch
on this topic in the New Eng-
land Administrator. In the De-
cember 2019 edition he talked
about the physical plant issues
in his piece, “Marketing Health-
care in times of trouble.” Stack-
pole pointed out that the
inventory of skilled nursing fa-
cilities (SNFs) was old by then
with little renovation or new
construction since the early
1990s. He questioned if anyone
would choose to stay in a hotel
which had not undergone a seri-
ous renovation in 30 years but
highlighted the difficulty of fi-
nancing such upgrades for most
facilities.

In his article “The trifecta of
pain for SNFs” (September
2022), Stackpole highlighted the
problems caused by ever-more
stringent regulations of the in-
dustry. He said, ”...now there is
not a more heavily regulated
segment in the healthcare sys-
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tem” than SNFs. He goes on to
talk about a White House fact
sheet that detailed 21 sugges-
tions for regulatory change-all
of which were more demanding
and restrictive. Meanwhile, he
addressed the financial side of
the equation saying that the US
“spends less than other devel-
oped economies on long term
care.” There is high regulatory
control by government together
with limited expenditure, Stack-
pole noted. In the December
2022 issue Seth Wilson wrote
“Trends in New England Senior
Care,” which also highlighted
the fiscal plight nursing homes,
which are largely dependent on
Medicaid, face.

Stackpole again addressed
the problems that nursing
homes are facing in “Notes
from an Optimist? Now I'm not
so sure” (April 2024). He high-
lighted census problems as a
key source of the financial quag-
mire in which so many of us
find our facilities. Medicare at
the time was a boon for facili-
ties but entirely too few (he said
10%) had the Medicare and pri-
vate census they needed for fi-
nancial stability and health.

A year later | reported on the

work of my colleagues at
UMass Boston in “Payment for
and Quality of Medicaid Serv-
ices.” Ed Miller, Marc Cohen,
and others carefully analyzed
and reported on Medicaid pay-
ments in 44 states. As sus-
pected, they found out that
Medicaid is vastly underfunded
and routinely fails to pay the
cost of care for its residents in
most states. Diminished quality
is a likely result. This simple fact
explains a lot of what is wrong
in long term care right now.

| am not alone in thinking that
underpayment by Medicaid is a
root cause of many of the prob-
lems in nursing homes. The lack
of capital improvement, the un-
derpayment of staff, and the
failure to explore change are
largely related to facility under-
payment. For those thoughtful
and daring enough to want to
try to change in a risky environ-
ment, the awful burden of ex-
cessive and ever-increasing
regulations stymies them.

There is literature on the fi-
nancial problems of long-term
services and supports (LTSS)
which includes long-term care
as we know it. The emphasis in
much of this literature is on
home- and community-based
services (HCBS). There is little
contradictory evidence to be
found there. The Bipartisan Pol-
icy Council published a couple
of pieces from Investopedia that
talked about the One Big Beauti-
ful Bill Act cutting $1 trillion
from Medicaid. In an earlier
piece the author indicated that
about 80% of nursing home and
HCBS is paid by Medicaid and
that the burden of that care
would shift entirely to the states
beyond the limited federal con-
tribution. The Kaiser Family
Foundation piece on OBBBA fo-
cuses mostly on HCBS other
than to point out that the Biden
era staffing standards were
negated by the new law.

Despite the affection that aca-
demics and the press have for
HCBS, it is not doing any better
financially or in terms of labor
dynamics than residential long-
term care. So, the long-held
view that the answer for those
in nursing homes is HCBS is not

really functional without sub-
stantially more funding by re-
cipients, insurers, and/or
governments.

So, what is the answer for the
future of what we have called
nursing homes or SNFs? On the
financial side, if insurance
would adequately cover costs,
that would solve one important
problem. Marc Cohen and oth-
ers have spent years of research
effort looking at the possibilities
that may exist. As this article
demonstrates, something will
almost certainly have to be
done to address this.

However, even a successful
effort to give individuals and
families choices may not really
solve things for nursing homes.
The industry would still face the
enormous and expensive bur-
den of regulation. More impor-
tantly, fewer members of the
public look at SNFs as the an-
swer when they or their loved
ones need care resulting from
old age or disability. While
users of nursing homes may be
grateful, potential users fear the
necessity of having to enter the
Medicaid-supported long-term
care system. While the expense
is excessive for most individu-
als, the reputation of nursing
homes is a marketing disaster.

A more acceptable form of
care for some people is assisted
living. What's more, assisted liv-
ing facilities are licensed by
states but are not paid or over-
seen by the federal government.
This frees them from federal
oversight and reliance on fed-
eral funds. The assisted living
model may offer a path to sur-
vival and even success for nurs-
ing homes and most SNFs.

Looking at other states can be
informative as we consider as-
sisted living licenses. New Eng-
land states have fairly restrictive
rules around assisted living. But
Maryland (and other states) of-
fers an interesting contrast. A
website (https://alfboss.com/)
presents a summary of the
Code of Maryland Regulations
(COMAR) for assisted living. Be-
cause assisted living is state li-

Continued on page 15



NAB today: Resources, mobility, and professional growth

by Elizabeth Lollis

Many nursing home administra-
tors first learn about the Na-
tional Association of Long Term
Care Administrator Boards
(NAB) when they are preparing
for licensure. For some, that
may have been years ago, when
NAB was most familiar as the
organization behind the national
licensing examinations. That
role is still important, but NAB’s
work has grown. Today, the or-
ganization supports state licens-
ing boards and long-term care
administrators through exami-
nations, continuing education
resources, licensure portability
efforts, the HSE qualification,
and academic standards, all
with a focus on public protec-
tion, professional competency,
and the changing needs of the
long-term care profession.

One resource administrators
may find especially helpful is
NAB's Continuing Education
(CE) Registry. The registry gives

administrators a centralized
place to track continuing educa-
tion needed for licensure re-
newal. NAB also reviews and
approves CE programs through
the National Continuing Educa-
tion Review Service (NCERS),
and those NAB-approved CEs
are accepted by nearly all states
for renewal. Administrators can
search NAB's Approved CE
Database to find programs and
state licensing boards can use
the CE Registry to verify that
state CE requirements have
been met.

NAB is also paying close at-
tention to licensure mobility, an
issue that continues to affect
healthcare professionals across
the country. Many administra-
tors work for organizations that
operate in more than one state,
or they may consider opportuni-
ties outside the state where they
were first licensed. When that
happens, obtaining another
state license can be complicated
and time-consuming.

experts in
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The Health Services Executive
(HSE) qualification was devel-
oped to help with that chal-
lenge. The HSE is nationally
recognized and reflects an indi-
vidual’s education, experience,
and examination achievements
across the continuum of long-
term services and support. It
does not replace an NHA li-
cense, but it can provide an-
other pathway to obtain a
state-issued NHA license. For
administrators, that can make
the process of seeking licensure
in another state more manage-
able. For states, it gives licens-
ing boards another way to
evaluate qualified applicants
while still maintaining profes-
sional standards.

NAB also supports students

-
>
.

NATIONAL ASSOCIATION

OF LONG TERM CARE
ADMINISTRATOR BOARDS

who are preparing to enter the
profession. Through its Aca-
demic Accreditation program,
NAB accredits college/university
programs that offer a baccalau-
reate or graduate degree in
long-term care administration
and meet NAB's standards for
quality education and training,
including a 1,000-hour adminis-
trator residency/AlT. Graduates
of NAB HSE accredited pro-
grams are eligible to seek the
HSE qualification directly after
graduation, giving them a clear
starting point as they begin
their careers as nursing home
administrators.

NAB’s work matters because
it helps keep administrators,

Continued on page 17
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It probably didn't start in your building

by Mikhail Novikov, MD

Most of the pressure ulcers that show up in a nursing home began somewhere
else-usually upstream, in the hospital. But your official numbers won’t show

it unless your team documents the wound the day the resident arrives. Here is
why that one habit protects your survey, your legal exposure, your hospital re-
lationships, and your bottom line.

PICTURE A TYPICAL WEEKEND ADMIS-
SION. A resident arrives from the
hospital after a long stay-med-
ically complex, weeks of barely
moving. Three weeks later, a
stage 3 pressure ulcer surfaces
on the heel. On paper, it is now
your building’s wound. It will be
counted that way, surveyed that
way, and-if things go badly-
sued that way.

Here is the part most people
outside the clinical world never
hear: That wound almost cer-
tainly did not start in your
building.

Pay attention to
the skin assessment

Pressure ulcers travel with pa-
tients. By some estimates, as
many as 70% of the pressure in-
juries that appear in post-acute
care began upstream during the
acute hospital stay, where long
surgeries, sedation, malnutri-
tion, and days of immobility do
their damage. You won't see
that in the official documenta-
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tion. The records make it look
like the wounds started with
your facility.

The reason is documentation,
specifically the nursing assess-
ment on admission.

A pressure ulcer only counts
as “present on admission” if
someone finds it and writes it
down, correctly, in the short
window after the resident ar-
rives. Miss it- because the skin
assessment was rushed, be-
cause the wound was early and
subtle, because staging is gen-
uinely difficult-and the official
record quietly reclassifies it as
facility-acquired. The wound the
hospital handed you becomes,
on paper, a wound you caused.
Mismatched timelines make it
worse: Facility quality measures
and clinician assessments don't
always line up, so a wound a
physician clearly documents as
present on admission can still
land in your facility-acquired
column.

The single most valuable
thirty minutes in a resident's en-
tire stay may be the skin assess-
ment performed on day one.

This lands on three desks
you care about

A missed admission wound is
not a clinical footnote. It shows
up in the three places that keep
administrators awake, starting
with your survey.

F-686, the federal pressure-in-
jury tag at 8483.25(b), turns on
one word: avoidable. The regu-
lation accepts that some
wounds can't be prevented in
sick, immobile people. What it
doesn't forgive is a wound that
looks facility-acquired and pre-
ventable. An undocumented
present-on-admission wound
looks exactly like that. Docu-
ment it on arrival, and you're
simply managing the hospital’s
outcome; miss it and it's your
deficiency.

YOUR LEGAL EXPOSURE. Pressure
ulcers are one of the most com-
mon and most expensive claims
in long-term care. Serious cases
can result in substantial settle-
ments and verdicts, particularly
when advanced pressure ulcers
contribute to infection, hospital-
ization, or death.

The first thing a plaintiff's at-
torney looks for is whether the
wound was present on admis-
sion, and whether you can
prove it. A clear admission
record is the line between “this
arrived with the resident” and
“this appeared in our care.”
One is a defense. The other is a
check.

And documentation can do
more than separate the hospi-
tal's wounds from yours. Not
every facility-acquired wound is
a failure of care. The regulation
itself concedes that some pres-
sure ulcers develop even when
a facility does everything right.
The resident is too ill, too im-
mobile, too malnourished, or
declines the very interventions
that would have protected the
skin. But "unavoidable" is not a
label you apply after the fact. It
is a case you build in real time,
and building it takes a highly
trained wound care team.

That is because unavoidable-
wound documentation cannot
be templated. It requires an in-
dividualized record-the specific
risk factors identified, the inter-
ventions attempted and ad-
justed, the refusals and
contraindications noted as they
happened-written by clinicians
with the knowledge and experi-
ence to anticipate what legal
scrutiny will look for. Boilerplate
phrases repeated across charts
are the first thing a plaintiff's at-
torney highlights. A genuinely
individualized record of a
wound that could not be pre-
vented is one of the strongest
protections a facility can hold.

Your reputation and your re-
ferring hospitals. Families read
your Care Compare numbers
before they ever tour. Discharge
planners track whether the resi-
dents they send you come back
worse. When a wound deterio-
rates into a hospital transfer,
you don't just lose a resident for
a few days; you tell the hospital
that feeds your census that you
couldn’t manage what you ac-
cepted. Referrals are a relation-
ship, and a bounce-back is a
withdrawal from that account.

Continued on page 17
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Q‘ N According to National Institute of Neurological Disorders and Stroke,
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\\/L,§V Parkinson’s disease (PD) is the second-most common neurodegenerative
i l// ~ disorder and majority of people diagnosed with PD are 60 years of age or older."
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In the United States, roughly 90,000 people are diagnosed with PD each year.?
A study has shown that patients with Parkinson’s disease psychosis have '

increased odds of death compared to PD patients.’

A 2024 retrospective analysis was conducted on data from a 100% Medicare sample (parts A, B, and D claims)

in long-term care/nursing home (LTC/NH) settings.* Outcomes included three measures: risks of falls only,
fractures only, and falls/fractures.” This analysis examined Parkinson’s disease psychosis (PDP) residents on
continuous monotherapy with pimavanserin (PIM) versus other atypical antipsychotics (AAPs) (quetiapine,

risperidone, olanzapine, aripiprazole), and quetiapine (QUE).*

After propensity score matched (PSM) comparative cohort of  After PSM secondary analysis on PIM cohort (n = 1005)

PIM (n = 1005) versus other AAPs cohort (n = 1005) results. compared to QUE cohort (n = 1005) results.*

® Risk of falls only: For PIM was 4.58% (n = 46) compared ® Risk of falls only: For PIM was 4.6% (n = 46)
with 7.66% (n = 77) for other AAPs [RR = 0.60 (0.42, 0.85), compared with 8.26% (n = 83) for QUE [RR = 0.55
p<0.05].* (0.39, 0.79), p < 0.05].*

e Risk of fractures only: For PIM was 1.39% (n = 14) e Risk of fractures only: For PIM was 1.39% (n = 14)
compared with 2.09% (n = 21) for other AAPs (RR = 0.67 compared with 1.89% (n = 19) for QUE (RR =0.74
(0.34, 1.30), p-value: not significant (NS)).* (0.37, 1.46), p-value: ns).*

e Risk of falls or fractures: For PIM was 5.67% (n = 57) e Risk of falls or fractures: For PIM was 5.67% (n = 57)
compared with 9.05% (n = 91) for other AAPs [RR = 0.63 compared with 9.55% (n = 96) for QUE [RR = 0.59
(0.46, 0.86), p < 0.05].* (0.43,0.81), p < 0.05].*

The analysis showed that LTC/NH residents with PDP, The analysis showed that LTC/NH residents with PDP,
on pimavanserin had 37% lower risk of all-cause on pimavanserin had 41% lower risk of all-cause
falls/fractures compared to other atypical antipsychotics.* falls/fractures compared to quetiapine.’
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PRO-MANAGER

By: Ralph Peterson

Managing when no one wants

to work

Do HAPPY EMPLOYEES MAKE BETTER EMPLOYEES? IT'S
A QUESTION WE HEAR ALL THE TIME.

And if you've spent any time in senior
care, you've probably heard this one too:
“No one wants to work anymore.”

But after more than 20 years in this field, |
came to a realization that changed every-
thing. It wasn't that no one wanted to work;
it was that no one wanted to work for me.
That was a hard truth. But it was also the
moment leadership began.

There's a well-known study
where two groups of doctors
were observed. One group was
greeted each morning with a
simple question: “Would you
like a piece of candy?” The
other group received a stan-
dard “Good morning.”

After just two weeks, the
doctors who were offered
candy were more patient, more
engaged, more approachable—
and their patients had better
outcomes. So, what changed?
Not the systems, not the staffing, not the
workload. Just the emotional starting point
of the day.

That small moment—getting someone to
smile—is what researchers call pre-framing.
It means you intentionally shape someone’s
emotional state before the work begins.
And that matters more than most leaders
realize, because staff members don’t show
up as blank slates. They bring stress, fa-
tigue, frustration, and life with them. Lead-
ership sets the tone for what happens next.

The moment you change how someone
feels, you change how they perform. But
let’s be clear: This is not about candy. If it
were, we'd all have perfect buildings. This
is about something deeper: intentional lead-
ership, designed experiences, and emo-

tional awareness. Be-
cause even something as
simple as the tempera-
ture of a room, the tone
of a voice, or the first in-
teraction of the day can
shift outcomes in meas-
urable ways.

Which brings us to be-
lief. The Titanic didn’t
sink because it hit an ice-
berg. Ships hit obstacles
all the time. The Titanic
sank because of a belief
that the ship was unsink-
able. That belief led to
fewer lifeboats, overconfidence, and de-
layed response.

In leadership, we have our own version of
that belief. Too many managers operate as
if their staff will always be there. As if peo-
ple need the job more than the organization
needs them. As if, if someone leaves, they
can just be replaced.

That belief shows up in behavior-lack of
urgency, poor communication, tolerance of

Why happy employees
aren't the answer

—but leadership is

dysfunction, minimal follow-up. And over
time, people leave.

The reality is this: People don’t have to
work for you anymore. They have options—
more than ever before. Which means you
are not managing employees. You are lead-
ing volunteers.

Think about volunteers. They don’t have
to be there. They can leave at any time.
They choose environments where they feel
valued.

Now imagine what would change if you
treated your staff the same way. You would
communicate differently. You would show
appreciation more often. You would be
more intentional. You would design better
experiences.

Because what we call a staffing crisis is
often something else entirely. It's a leader-

ship crisis. When leaders avoid accountabil-
ity, do everything themselves, or fail to de-
sign systems that work, they create
environments where people don’t want to
stay.

Iu

| see this all the time in what | call “whale
leadership.” A whale has no natural preda-
tors, but it still dies. Because eventually, it
takes on too much.

Leaders do the same thing. “I'll just do it
myself.” “It's easier this way.” “l don’t want
to bother them.” And before long, they're
burned out, overwhelmed, and leading dis-
engaged teams.

After years of observing organizations,
one principle continues to hold true: Every
problem is either a process issue or a be-
havior issue. If it's a process issue, the sys-
tem is broken. If it's a behavior issue,
leadership isn’t reinforcing expectations. Ei-
ther way, it's a leadership responsibility.

And this is where many organizations get
stuck. They try to solve problems instead of
designing systems. They react instead of
preventing. They fix symptoms instead of

addressing root causes.

People don't leave because
the work is hard, or the hours
are long. They leave because
the system doesn’t work, the
environment drains them, and
leadership doesn’t support
them.

So if you want better out-
comes, you must stop asking,
“How do | fix this?” and start
asking, “What system allowed
this to happen?” “What belief
led to this behavior?” “What
experience are we creating
every day?”

Because leadership is not about reacting
to problems. It's about designing environ-
ments where people can succeed.

It's easy to say, “No one wants to work.”
But better leaders ask a different question:
What would make someone want to work
here? Because in today’s world, you don't
get commitment by default. You earn it by
design.

It's not that no one wants to work. It's that
no one wants to work in a system that does-
n't work for them. And that system? It is de-
signed—-and led-by you.

As always, | hope | made you think and
smile.

Ralph Peterson, of Ralph Peterson Management Services works with senior care organiza-
tions on leadership training, Quality Awards and QAP programs. To learn more call or text
Ralph directly: (314) 656-0190
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EDITORIAL

Deceptive “community fees”

by Bruce Glass

Anyone who travels has likely been hit with
“resort fees,” the unwelcome charge tacked
on to many hotel bills. It doesn’t matter
whether guests actually use any of the
amenities, they still must pay the fee. Air-
lines and others in the hospitality and serv-
ice sectors have similar hidden fees.

Assisted living facilities have a related
add-on that they label “community fees.”
Really, it's nothing more than an increase in
the basic rate, but under a different name.
Why not just adjust the rate? Keeping it as a
separate line item gives the appearance of a
less expensive rate. Are we fooled by this?
Not likely.

Community fees at assisted living facili-
ties are not illegal. But they are deceptive.
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strength-training zones, hy-
drotherapy, and outdoor medi-
tation and walking spaces.
Physical design is evolving to-
ward “micro campuses” em-
bedded in walkable urban and
suburban nodes, with ready ac-
cess to restaurants, arts and cul-
tural institutions, parks, and
retail. These integrated loca-
tions support intergenerational
engagement and mirror the
mixed use environments many
boomers enjoyed in midlife.

Behind the front-of-house
transformation lies a quieter
revolution in data and capital al-
location. Providers are returning
to rigorous market studies to re-
assess their competitive posi-
tion and figure out whether to
renovate, expand, or fully rede-
velop aging properties. With
higher interest rates and con-
struction costs, renovation now
outpaces ground up develop-
ment, but token “refreshes” are
no longer sufficient; residents
expect reconfigured units, flexi-
ble spaces, and built in smart
home features. Consolidation is
accelerating as single site non-
profits pursue affiliations with
regional systems to gain the
capital and operational scale
necessary to modernize plant
and technology.

Home care and HCBS:
Aging in place is the default

As skilled nursing and assisted
living modernize, home care
and HCBS are expanding their

footprints even more dramati-
cally. Aging in place is now the
default aspiration for older
adults and their families, and
public and private payers are in-
creasingly willing to finance non
residential options to avoid
higher-cost facility-based care.
The home health and personal
care sectors in 2026 are inte-
grating telehealth, remote pa-
tient monitoring, and
Al-powered safety tools to man-
age chronic illness, detect early
deterioration, and coordinate
care across fragmented
provider networks.

“Hospital at home” models il-
lustrate how far this shift has
progressed. Health systems are
now deploying home based
acute care episodes that include
IV therapy, complex wound
care, post surgical monitoring,
and frequent virtual physician
visits, supported by interdisci-
plinary home care teams. Evi-
dence from early adopters
suggests that these programs
reduce infection risk, lower
costs, and preserve patient sat-
isfaction and functional out-
comes, particularly for older
adults. For home health agen-
cies, alignment with these pro-
grams presents both
opportunities and risks: Partici-
pation can drive volume and
specialization, but it also de-
mands robust clinical gover-
nance, interoperable
technology, and 24/7 response
capabilities.

HCBS is emerging as a strate-

Vantage Healthcare takes the doctor’s office practice
mobile, onsite and in-person, at Assisted Living
communities and Nursing Homes, throughout New

England.

Rising demand, age 75+

Skilled Nursing
Facilities (SNF)

Assisted Living

Home-and
Community-Based
Services (HCBS)

Home Care

gic pillar for senior living organ-
izations as well. Operators that
historically focused solely on
brick and mortar campuses are
building service lines that reach
into the surrounding commu-
nity, offering personal care, care
management, adult day serv-
ices, respite, transportation, and
social engagement program-
ming. This diversification helps
maintain relationships with
older adults earlier in their
aging journey and creates
feeder streams into higher-acu-
ity settings when needed. Public
funding streams, including
Medicaid waivers and state
HCBS initiatives, are expanding
in many jurisdictions, but
providers must navigate com-
plex regulations, documentation
standards, and labor rules to
participate effectively.

Cross-cutting themes:
Workforce, technology,
and data

Across all settings, workforce
dynamics remain the central op-
erational constraint. The long-
term care sector was the
hardest hit by pandemic-era
turnover, and even as occu-
pancy and revenue recover, re-
cruiting and retaining licensed

nurses, aides, and therapists re-
mains challenging. Research
has shown that retention de-
pends on internal and external
factors, such as organizational
culture and community-level
employment availability and
turnover. Forward-looking
providers are also using design
itself as a workforce tool,
adding ergonomic workspaces,
efficient floor plans to reduce
walking distances, and staff
lounges with natural light and
outdoor access. Some are ex-
ploring on site childcare and
dedicated staff wellness spaces
to differentiate themselves in
competitive labor markets.

Technology serves as both an
expectation and a force multi-
plier. Boomers entering senior
living are digitally fluent and ex-
pect seamless connectivity;
high-speed Wi Fi has become
table stakes rather than a lux-
ury. Communities are layering
in unobtrusive technologies
such as Al-based fall detection,
ambient health monitoring, cir-
cadian lighting, and smart-
home controls that are designed
to enhance safety and inde-
pendence without making envi-
ronments feel institutional. In
the home care and
HCBS segments,
smart medication
dispensers, voice
assistants, and
sensor platforms
support adherence
and provide early
warnings, while
enabling care-
givers to safely
manage larger
populations.

Email Anne Walker awalker@VantageHCS.com

Continued on
next page
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Underpinning these efforts is
a renewed emphasis on data-
driven decision-making. Senior
living and post acute organiza-
tions are commissioning more
granular market analyses and
using occupancy, margin, and
clinical performance data to pri-
oritize capital projects. On the
clinical side, predictive analytics
and data-rich tools, such as
dashboards, are increasingly
used to track rehospitalization
rates, falls, antipsychotic use,
and functional outcomes at the
unit level, enabling targeted in-
terventions that align care qual-
ity with value-based payment
incentives. Capital markets are
rewarding these capabilities:
REITs and lenders have ramped
up investment volumes as they
see sustained occupancy gains,
rising net operating income,
and operational sophistication
in senior housing and skilled
nursing portfolios.

Strategic implications for
New England administrators

For administrators in New Eng-
land, where aging demograph-
ics, high labor costs, and
regulatory intensity converge,
these trends carry specific
strategic implications.

* First, organizations should
revisit their position along
the continuum and explore
partnerships or service-line
expansions that allow
them to follow patients
across settings, particu-
larly into home- and com-
munity-based care.

» Second, boards should ex-
pect and support a multi
year capital agenda fo-
cused on modernizing ex-
isting infrastructure rather
than relying solely on new
construction, aligning proj-
ects with market data and
consumer research.

* Third, workforce strategy
must move beyond incre-
mental wage increases to
encompass culture, sched-

uling flexibility, career lad-
ders, and built environ-
ment improvements that
signal respect for frontline
staff, especially Gen Z.

* Fourth, technology plan-
ning must be proactive
and integrated, with clear
roadmaps for broad-scale
interoperability, remote
monitoring, Al enabled risk
stratification, and resident
facing digital amenities.

Finally, administrators will
need to keep a close eye
on federal and state pol-
icy—including efforts to
constrain Medicare and
Medicaid outlays and to
tighten quality standards,
to ensure that strategic
plans remain financially vi-
able under various reim-
bursement scenarios.

The common denominator
across skilled nursing, assisted
living, home care, and HCBS is
that older adults and their fami-
lies are demanding not only
safety, but autonomy, connec-
tion, and purpose. Providers
who can integrate clinical excel-
lence, hospitality, technology,
and workforce sustainability
into coherent models of care
will not simply endure the com-
ing demographic wave; they
will shape the lived experience
of aging in New England and
create models for the country.

[opyright © 2026 by Stackpole & Associates, Inc.,  strategy and
research firm with a focus on healthcare and aging Services mar-
kets. You can reach Irving Stackpole at istackpole@stackpoleas-
socaites.com, and +1-617-719-9530 (WhatsApp or mobilg)

Is assisted living the answer?

Continued from page 6

censed, inspections are de-
signed and carried out by the
states, and only state regula-
tions apply to these licensees.
Any residential care facility may
be granted an assisted living li-
cense that meets the COMAR
standards.

There are three levels of as-
sisted living in Maryland rang-
ing from level 1, the least
intense level of care, to level 3,
the most intense. At level 3, a
facility must meet the needs of
residents by assessing a broad
range of care needs and provide
a range of services for physical
and mental wellbeing. This in-
cludes the administration of
medications to those who may
not be able to self-medicate and
other services in which assisted
living in other states may not be
permitted to engage.

Maryland'’s licensure of as-
sisted living includes many of
the services typically provided
by nursing homes, which stands
in contrast to New England’s
rules. It may be instructive to
look at each of the New England
states’ rules to think about what
might need to change so that a
SNF or nursing home could be
licensed only as an assisted liv-
ing facility but still offer services
for residents who would need
substantial care.

At present Connecticut and
Massachusetts rules include
statements that specifically ex-
clude assisted living licensees
from providing the services that
nursing homes are licensed to
provide. Maine’s rules also
seem to be a substantial barrier
to providing nursing home serv-
ices with an assisted living li-
cense. New Hampshire seems
to leave the door open to some
level of change. But its require-
ments would not seem to make
assisted living a viable alterna-
tive to replace nursing homes.

Rhode Island and Vermont
seem to be the New England
states that offer some opportu-
nity for assisted living to pro-
vide a choice for seriously sick
patients who would today be

nursing home residents. In Ver-
mont the Department of Disabil-
ities, Aging, and Independent
Living regulates assisted living.
Some nursing overview and
medication management are
specifically listed as require-
ments. The rules generally are
not too different from lower-
level nursing homes.

Rhode Island’s Department of
Health regulates assisted living.
The Rhode Island rules specifi-
cally mention assisted living as
a place to support activities of
daily living. As a practical mat-
ter this is much of the work that
is done in nursing facilities of all
kinds. What's more, there is a
structure for special licenses
within these regulations.

One of the important things
about Vermont and Rhode Is-
land is their record of changing
rules and legislation suggests
that they are more flexible than
the other New England states.
They both have legislatures that
passed new legislation in 2025,
and Vermont typically has speci-
fied a review or required new
legislation be enacted within a
known time frame.

There may be other places for
our states to turn to extend the
financial viability of providing
care for the old and disabled.
But to me, the prospect of pro-
viding a more acceptable and
fiscally viable form of care
through assisted living licensing
seems the most likely alterna-
tive.

KR Kaffenberger, Ph.0., M.PH, is a fellow of the Gerontology Insti-
{ute at UMass Boston and a former nursing home administrator.
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Taking the pressure off wound care

Continued from page 8

Good wound care
is good business

Now the encouraging part, be-
cause this isn’t only about
avoiding disasters. Wound care
is one of the few clinical pro-
grams that improves both sides
of the ledger.

On the bottom line, healing is
cheaper than managing. A
wound that closes in weeks in-
stead of lingering for months
consumes fewer nursing hours,
fewer supplies, and fewer physi-
cian visits. And a wound that
never deteriorates never be-
comes a transfer, a readmission,
a citation, or a lawsuit. The
Agency for Healthcare Research
and Quality puts the cost of a
single pressure injury between
roughly $21,000 and $152,000.
Multiply that by the wounds in
your building and the figure
gets your attention. Peer-re-
viewed data from skilled nurs-
ing facilities shows that a
structured wound program can

cut average time-to-heal by
about a third, with the biggest
gains in the deepest, most dan-
gerous wounds.

On the top line-the part too
few administrators connect-
strong wound outcomes are a
growth strategy. Hospitals send
their hardest, highest-acuity
cases to the buildings that can
heal them and not send them
back. The ability to safely admit
a medically complex patient
with multiple wounds is the
ability to accept a higher-reim-
bursing resident and a steadier
referral stream. Excellent
wound care fills beds. It is a
marketing asset that happens to
live in the treatment room.

What successful facilities
do differently

The good news is that strong
wound outcomes are not lim-
ited to low-acuity buildings.

Some of the most successful
wound programs operate in fa-
cilities caring for residents with
tracheostomies, ventilators,
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traumatic brain injuries, severe
mobility limitations, and multi-
ple chronic conditions — the
very populations most vulnera-
ble to pressure injuries.

What separates these facili-
ties is not a miracle product or a
single clinical intervention. It is
a system.

The admission skin assess-
ment is treated as a priority
rather than a paperwork exer-
cise. New and worsening
wounds are evaluated quickly
by clinicians with the expertise
and authority to adjust the treat-
ment plan. Nutrition, nursing,
rehabilitation, and providers
communicate consistently.
Progress is measured not by
whether wounds remain stable,
but by whether they are moving
toward closure.

In these environments, even
complex wounds that might
otherwise linger for months
often heal more quickly than ex-
pected. The lesson for adminis-
trators is simple: Acuity alone
does not determine outcomes.
Systems do.

Buildings that consistently
identify wounds early, docu-
ment them accurately, and re-
spond promptly place
themselves in a stronger posi-
tion clinically, operationally, and
financially.

The bottom line

Pressure ulcers will continue to
arrive at nursing homes be-
cause nursing homes care for
some of the most medically
fragile people in the healthcare
system.

The question is not whether
wounds will enter your building.
The question is whether your
team will recognize them, docu-
ment them, and respond to
them quickly enough to protect
the resident-and the organiza-
tion.

The most effective wound-
care programs are not defined
by the dressings they use. They
are defined by the systems be-
hind them: accurate admission
assessments, documentation
that stands up to scrutiny,
timely intervention, multidisci-
plinary communication, and
consistent follow-through.

Get those pieces right, and
wound care becomes more than
a clinical responsibility. It be-
comes a competitive advantage.

Mikhail Novikov, MD, is a surgeon with more than 38 years of ex-
perience and the founder and medical director of Dr. Novikov Well-
ness and Skin Care in Northborough, Massachusets, a
physician-led wound care and surgical dermatology pracice serv-
ing skilled nursing and long-term care facilities across Massachu-
setts, New Hampshire, and Connecticut. He s the co-author of
Practical Wound Dressings for Long-Term Care and Healing Mat-
ters, and a national and international speaker on wound healing
and skin cancer prevention.

NAB today

Continued from page 7

state licensing boards, educa-
tors, and continuing education
providers connected to the
same goals: strong leadership,
competent practice, and public
protection. Whether you are re-
newing your license, tracking
continuing education, consider-
ing a future career move, or
preparing the next generation of
leaders, NAB offers resources
that support both individual ad-
ministrators and the state agen-
cies that license them. If your
last interaction with NAB was
when you sat for the national li-
censing examination, it may be
worth taking another look.

Flizabeth Lollis is NAB program manager
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New Englanders receive awards

The 2026 ACHCA Convention in
Orlando was a special event for
the New Englanders who re-
ceived recognition from the na-
tional organization, especially
new ACHCA Hall of Fame in-
ductee, Lonnie Brisbano,
FACHCA, of Rhode Island. With
calm determination and good
humor, Brisbano guided the or-
ganization during one its most
difficult periods. He was pre-
sented with his gold jacket at
the New England Alliance
Spring Conclave in Newport.

Bob Oriol, of Holden, Massa-
chusetts, president of The New
England Alliance, received a
special Distinguished Service
Award from ACHCA Board Chair
Mark Prefogle, while Lori

Pomelow, FACHCA, of Maine
was recognized as Outstanding
Member. (Pomelow also serves
as treasurer of New England
Administrator.)

Other honorees included:
Cailin Gallego of Massachusetts
as AIT Preceptor and Kerry Hart
of NOA in Cromwell, Connecti-
cut as Business Partner. In addi-
tion, two chapters were
recognized: Massachusetts for
Group Membership and Maine
for Continuing Education.
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Long-time New England icon Lonnie Brisbano (center) is inducted into the
ACHCA Hall of Fame at the 2026 New England Alliance Conference in Newport,
Rhode Island. Flanking him are Julian Rich (L) and Bruce Glass.

New England Administrator

Published online quarterly by District One of the
American College of Health Care Administrators.

W. Bruce Glass, FACHCA, Editor
bruceglass@rocketmail.com

Richard E. Gamache, FACHCA Assistant Editor
rgamache1@icloud.com

Julian Rich, FACHCA, Advertising Manager
juliangrich@gmail.com

Angela Perry, PhD, FACHCA, District One Director
angelacodew@gmail.com

Lori Pomelow, FACHA, Treasurer
Ipomelow@ncaltc.com

Designed and produced by The ART of Communications
Arthur Levine
arthur@TheARTofCom.com




