
care

Summer | 2014

CALA

News & Views
The Vo i c e  o f  Ass i s t e d  L i v i n g

top 10 tips
for Partnering
with Startups

partners

maintaining 
relationshipsgood

with DSS, Ombudsmen, and 
Emergency Personnel

Coordinating 
with Hospice, Home 

Health, and Medication 
Review Services



SAN-CALA2014springAd_v1O.indd   2 12/31/2013   1:16:24 PM

Care 
partners





THIS ISSUE
5 Neighbors in Crisis: How Two Assisted Living 

Communities Responded to Recent Wildfire 
Evacuations

7 Maintaining Good Relationships with DSS, 
Ombudsmen, and Emergency Personnel

10 Resident Volunteers Give Back to the 
Community

14 Top 10 Tips for Partnering with Startups

18 Coordinating with Hospice, Home Health, and 
Medication Review Services

21 Partnering with Media to Promote Your 
Community

24 Class Acts: Collaborating with Higher Education 
for the Benefit of Employees and Residents

27 The Creative View

28 Opportunities for Health: A Review of Research 
on Care Transitions

CALA BOARD OF DIRECTORS

D
IR

EC
TO

RS
O

FF
IC

ER
S

C
A

LA
 S

TA
FF

Board Chair 
Sheila Garner, Regional Vice President, 
Brookdale Senior Living

Vice Chair 
Todd Shetter, Chief Operating Officer,
ActivCare Living

Treasurer
Rick Jensen, President & CEO, 
Northstar Senior Living

Doug Armstrong, Senior Vice President, Assistant General Counsel, Atria Senior Living
Bart Bolt, Division Vice President, Five Star Senior Living
Wayne Curtin, Principal, WTC Public Affairs Advisors, LLC
Michelle Egerer, Senior Vice President, Community Operations, Silverado
Brian Flornes, Chief Executive Officer, Vintage Senior Living
Joel Goldman, Partner, Hanson Bridgett
Paula Hertel, Founder, Senior Living Consult
Chris Kasulka, President & CEO, Oakmont Management Group
Terri Novak, Chief Operating Officer, Kisco Senior Living
Nancy Schier Anzelmo, Principal, Alzheimer’s Care Associates
Jeff Slichta, Senior Vice President of Operations, Sunrise Senior Living
Collette Valentine, CEO & COO, Integral Senior Living
Brant Watson, Senior Vice President, Heffernan Insurance Brokers
Patricia Will, President & CEO, Belmont Village Senior Living

Nancy Ball
Director of Meetings Management and Associate Relations
ndb@CAassistedliving.org

Katie Cappello
Public Affairs Associate
kmc@CAassistedliving.org

Megan Geremia
Associate Director of Public Policy
mjg@CAassistedliving.org

Heather Harrison
Senior Vice President of Public Policy & Public Affairs
hsh@CAassistedliving.org

Katherine McLoskey
Administrative Assistant
kem@CAassistedliving.org

Sally Michael
President
sgm@CAassistedliving.org

Haty Pietrasz
Education and Graphic Design Associate
hap@CAassistedliving.org

Jan Trifiro
Director of Professional Development and Member Relations
jmt@CAassistedliving.org

CALA:  
455 Capitol Mall, Suite 222
Sacramento, CA 95814
Phone: (916) 448-1900 Fax: (916) 448-1659
www.CAassistedliving.org

Secretary
Danielle Morgan, COO,
MBK Senior Living

Past Board Chair
Michel Augsburger, Chairman & CEO, 
Chancellor Health Care, Inc

CALA News & Views – Submission Policy
At this time, CALA does not accept unsolicited articles or queries. 
Many of the articles we publish are written by our regular 
contributing writers. We appreciate the time and energy people 
put into making suggestions for our current and future issues. 
Our organization’s policy, however, prevents us from accepting for 
review any unsolicited submissions.

Copyright © 2014 California Assisted Living Association. All rights reserved. 
No part of this publication may be reproduced or transmitted in any form - 
print, electronic, or otherwise - without written permission from CALA.

IN CARE PARTNERS
The film, March of the Penguins, taught us how emperor 
penguins literally come together to survive harsh winters—
huddling in a group to conserve warmth. In the same way, 
Assisted Living providers partner with other professionals to 
ensure that residents receive the services and care they need. 
From health care and emergency personnel to universities and 
those developing the next aging technology, all come together 
with the common goal of caring for our older population. This 
issue highlights just a few of the beneficial partnerships and 
collaborations to be found within and beyond the walls of 
Assisted Living communities.
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“We had been watching 
the news all day,” 

Eugenia Welch, Executive 
Director of Sunrise at La Costa 

begins as she describes the events 
of May 14th. “In the morning, we 

learned of a fire at nearby Camp 
Pendleton. Then, as the day progressed, 
nine separate fires started all on the 
same day…including the Poinsettia Fire.” 

According to the May 2014 San Diego 
County Wildfires After Action Report, The 
Poinsettia Fire ignited that day near 
Poinsettia Lane and Alicante Road in 
Carlsbad, CA—approximately one and a 
half miles from Sunrise at La Costa. The 
fire spread to about 600 acres and burnt 
several structures. It was clear to Welch 

How Two Assisted Living Communities 
Responded to Recent Wildfire Evacuations

Neighbors 
in Crisis: 

and her team that, because of the fire’s 
proximity, evacuation was likely.

“While we were preparing for that 
possibility,” Welch says, “we realized that, 
about noon, the nearby school had been 
evacuated.” According to the After Action 
Report, Aviara Oaks Elementary was one 
of several schools that were evacuated 
throughout the day. Welch says the 
Poinsettia Fire had reached to the end of 
their ball field, which, luckily, acted as a 
natural fire-break. The students walked 
the half-mile to Sunrise at La Costa with 
their teachers to take refuge. 

“It was 103 degrees out that day,” says 
Welch, “so we had about 500 kids 
gathered in the community’s hallways 

and common areas. Thankfully, 
employees from the Vons grocery store 
across the street walked over with 
water, bananas, and ice pops for them.” 
The students were there for about 45 
minutes, then parents arrived to pick 
them up.

But that wasn’t the end of the Poinsettia 
Fire’s threat. After the students left that 
day, Sunrise at La Costa received its 
own evacuation orders. Eugenia Welch 
says, “We were already in touch with 
Atria Encinitas and Somerford Place – 
Encinitas, the communities where we 
planned to take our residents if we had 
to leave. We had busses from Sunrise at 
Bonita and Sunrise at La Jolla standing C
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by. The local Lift service was also ready 
if we needed them.” Lift is a service of 
the North County Transit District that 
provides transportation for older adults 
and those with disabilities. 

Once the official evacuation order was 
received, residents were loaded onto 
the six busses. Welch says that staff 
members, even those that were not on 
the schedule that day, drove in to help 
transport wheelchairs, walkers, and 
other essentials. The residents receiving 
dementia care were taken to Somerford 
Place, while the others were taken to 
Atria Encinitas. According to Welch, staff 
from Sunrise went with the residents to 
each location and provided all hands-
on care throughout the evacuation 
period. One of her directors was with 
the residents off-site at all times. “I felt it 
was important for there to be someone 
familiar with the residents,” she says.

By the next morning, the fire was out, 
the evacuation order was lifted, and 
all residents were safely back in the 
community. “We didn’t even lose a 
walker,” Welch says. “From the line staff 
to the managers and staff at the other 
communities, everyone that helped was 
amazing.” 

California’s drought is well-documented, 
and Assisted Living providers in areas 
where wildfires are frequent understand 
the importance of a detailed, up-to-date 
disaster preparedness plan. According 
to state law, Residential Care Facilities 
for the Elderly (RCFEs) are required to 
have disaster preparedness plans in 
place, and many of these plans include 
collaboration with other communities or 
businesses in the area.

CALA-member RCFEs receive regular 
reminders to conduct plan reviews and 
periodic staff training to ensure everyone 
knows how to respond in an emergency 
situation. This preparation surely 
benefitted Sunrise at La Costa residents, 
as well as residents of ActivCare at Bressi 
Ranch, who also received evacuation 
orders that day.

According to Todd Shetter, ActivCare’s 
COO, executive director Elva Ledesma 
and her team were well-prepared for 
just such a situation. “Elva and her 
amazing team are to be commended 

for their excellent preparation, 
planning, and execution of their disaster 
preparedness plan,” he shared on the 
community’s Facebook page. “The 
selfless staff performed with care and 
professionalism, staying well beyond 
their scheduled shifts to ensure the 
safety of residents.”

Part of the disaster preparedness 
plan included partnering with other 
communities and businesses in the area 
to help with the evacuation. “With the 
safety of our residents being our top 
concern,” Shetter says, “we were thankful 
for the generous assistance and use of 
shuttles from our community partners 
at Aegis, Belmont Village, Elmcroft, and 
Balboa Ambulance.” With their help, the 
residents were safely transported to the 
nearby Meridian at Lake San Marcos 
community.

All of ActivCare’s residents receive 
dementia care. According to Jennifer 
Mares, Marketing Manager for 
ActivCare, this meant that the 
community that temporarily housed 
the residents “had to have a specialized 
facility like we have to accommodate 
our residents safely.” According to Todd 
Shetter, “We appreciate the gracious 
hospitality that our residents received...
[they] were made to feel welcomed, 
secure, and comforted by the ActivCare 
staff as well as visiting caregivers during 
the temporary evacuation.” 

Mares adds that “The temporary 
evacuation was truly an industry-
neighbor helping industry-neighbor 
event…everyone worked together.” In 
addition to fellow businesses providing 
shelter and transportation, residents’ 
family members also assisted during 
the evacuation. As a result of the 
coordination and preparation of all 
involved, residents were able to return 
safely to ActivCare at Bressi Ranch later 
that evening when the evacuation order 
was lifted. 

Mares says that, in the days following, 
families expressed their gratitude at 
how the evacuation was handled. “Our 
resident families were so appreciative for 
the extra care extended to their loved 
ones,” she says. One family member 
even wrote to the community to share 
how impressed she was: “From the 

receptionist calmly answering phones at 
the front, to staff making calls to family, 
to each and every caregiver…everyone 
made it look like last Wednesday was 
‘just business as usual.’ The entire staff 
appeared calm and focused on the tasks 
at hand…every detail seemed well 
planned and managed. I really was in 
awe of the whole process and how calm 
the residents remained.”

Sunrise at La Costa also received words 
of gratitude from the students that 
were temporarily sheltered in their 
building that day. After the fire danger 
had passed, Aviara Elementary held a 
ceremony where students presented 
the residents and the community with a 
certificate of gratitude and handwritten 
letters of thanks. In one, a student writes, 
“When we got to Sunrise Assisted Living I 
saw the bright green grass that made me 
happy because when I saw that smoke 
I felt a little scared and worried….I’m so 
appreciative of all you have done for our 
school. You were so nice to let us stay 
there.”

The lesson learned from the Poinsettia 
Fire is this: the key to effective and 
proactive disaster preparedness is 
regular training, communication, and 
the maintenance of an up-to-date plan 
which includes potential partners in 
care. Whether it’s a neighboring Assisted 
Living community or business, a trained 
staff member or a family member 
ready to help, all can provide care and 
assistance to residents even when a 
wildfire threatens. CALA thanks everyone 
who helped ensure the safe evacuation 
and return of Carlsbad’s Assisted Living 
residents. g

Aviara Oaks Elementary students 
present Sunrise at La Costa with a 
certificate of gratitude.
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maintaining 

with DSS, Ombudsmen, and 
Emergency Personnel

This magazine issue as a 
whole examines the theme of 
partnerships. Some of the most 
important partnerships for an 
Assisted Living provider to have are 
those with local Ombudsmen, DSS 
officials, and emergency personnel. 
In collaboration with Assisted 
Living providers, these individuals 
seek to provide the state’s 
residents with a safe, high-quality 
environment, service, and care. 
Joel Goldman, partner at Hanson 
Bridgett and CALA board member, 
provides advice on building and 
maintaining these important 
relationships.

By Joel S. Goldman 

relationshipsgood

C
A

L
A

 
N

E
W

S
 

&
 

V
I

E
W

S
 

I 
S

U
M

M
E

R
 

2
0

1
4



J
A

N
U

A
R

Y
 

2
0

1
0

,
 

V
O

L
U

M
E

 
1

8

WHAT are some general 
strategies for building 

positive and professional 
relationships with local DSS, 

Ombudsmen, and emergency 
personnel?

Anyone who has ever operated an 
Assisted Living community knows 
the value of having good working 
relationships with employees, families, 
and care partners. It is just as important 
to maintain a good relationship 
with regulatory enforcement and 
other officials. Experts in the field of 
communication and conflict resolution 
set strategies to follow for good working 
relationships: 

(1) Know what you want and 
      communicate it clearly
(2) Understand what the other 
      person wants and help them 
      get that while maintaining 
      what you want 
(3) Deal with facts, not emotions
(4) Present specific evidence and, 
      where possible, offer 
      alternatives. 

These strategies can also be applied to 
relationship-building with local DSS, 
Ombudsmen, and emergency personnel. 
After all, everyone involved in the care 
of California’s residents, whether on the 
provider or regulatory side, shares the 
goal of high-quality, compliant care. By 
keeping this shared mission in mind, 
healthy and productive relationships 
with these officials can be developed 
and maintained.

HOW can Assisted 
Living providers improve 

communication with an LPA 
to ensure a good working 

relationship?

Like any other professional, licensing 
program analysts (LPAs) will respond in 
the manner in which they are treated. 
Thus, while it is normal to feel defensive 

IS THERE a case study 
that brings to mind the 

importance of this type of 
communication with your 

LPA?

One recent incident comes to mind. A 
resident left his community and did not 
return at the time he was supposed to 
be back. The community staff began by 
looking around the neighborhood and 
calling the resident’s family. They decided 
not to call their LPA until they had more 
information. The resident was found later 
and sent to the hospital for observation. 
Unfortunately, the LPA heard about the 
incident from a family member whose 
story was very different from the facts. 
The community was put in a defensive 
position rather than being able simply to 
provide factual information to the LPA. 

This was a situation in which a voice 
mail or email message to the LPA might 
have prevented a lot of extra work. Even 

when an LPA comes into your building 
on a complaint—especially one that 
you believe to be unwarranted—
it is important not to allow that 
defensiveness to control your behavior. 
Rather, if you have a good rapport with 
your LPA and if your LPA senses that 
you are vigilant in running a regulatory-
compliant community, you should 
expect to be treated professionally 
and experience an unbiased, fair 
investigation. 

Being professional and cooperative with 
your LPA can go a long way to cementing 
a good relationship. So, too, can seeking 
the advice of your LPA when you face 
difficult issues, such as challenging 
family dynamics or aggressive resident 
behavior. In my practice, I often see 
executive directors who are hesitant to 
communicate with their LPA when there 
is an issue. Yet it is critical to keep your 
LPA in the loop when incidents occur. 
The regulations allow seven days to 
submit an incident report; however, if 
you have a situation that is likely to come 
to the attention of DSS, it is imperative 
that you contact them before they learn 
of an incident from a third party. 

if there is insufficient information to 
provide a detailed report, just giving 
your LPA a “heads up” is important. In 
this case, someone from the community 
could have left a simple message saying, 
“I just wanted to let you know that we 
have a resident who did not return to 
the community. We are working with 
the police and the resident’s family and 
will update you as soon as we have more 
information.”  

HOW can providers use 
these strategies to maintain 
a good relationship with an 

Ombudsman?

Maintaining a good relationship with 
your Ombudsman is also important. 
The primary duty of the Ombudsman 
is to be an advocate for your residents. 
However, I have seen many instances in 
which an Ombudsman was instrumental 
in defusing tense situations involving 
unhealthy family dynamics. As with a 
visit by an LPA, a visit by an Ombudsman 
may feel intrusive. But you should refrain 
from reacting defensively toward well-
intended Ombudsmen so that your 
relationship remains productive. Instead, 
you can foster good relationships by 
inviting the Ombudsman to attend 
community social events. You can also 
proactively seek their advice as family 
issues emerge. Like Assisted Living 
providers, Ombudsmen keep the health 
and happiness of the resident in mind 
with everything they do.

ARE THERE any examples 
of how to build a good 

working relationship with law 
enforcement and emergency 

personnel? 

Maintaining good relationships with 
local police and fire departments can 
also be of great benefit to providers. A 
number of years ago, a client of mine 
had some break-ins in their parking lot. A C
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Joel Goldman is a partner at Hanson Bridgett, 
founding board member of CALA, and nationally 
known expert on Assisted Living.

It is proven that developing and 
managing relationships is an integral 
part of any community, and collaborating 
is essential to success. Simply put, 
being nice to people, whether an LPA, 
an Ombudsman, a police officer, a 
paramedic, or a city council member, can 
help to make your community better, and 
improve the lives of your residents. g

police officer came to investigate. As the 
officer wrote up his report, he chatted 
with the executive director about the 
large number of reports that police write. 
The officer shared that the police who 
patrolled that part of the city were a long 
way from the police station and tended 
to write their reports, particularly at 
night, at the local 7-11 store. 

A light bulb went off in the executive 
director’s head. He offered the use of the 
community at any time, day or night, for 
the officer or any of his colleagues. Now 
think about it—here was a beautiful 
building open 24 hours a day, seven days 
a week, with a comfortable lounge area, 
clean restrooms, snacks, coffee, and other 
drinks always available. The police started 
visiting the community to write reports, 
and the thefts stopped. 

But this is just one of the ways in which 
Assisted Living providers can build 
positive partnerships. Many CALA 
members also honor the efforts of first 
responders during Assisted Living Week 
by inviting local officers and emergency 

So, WHY is it so crucial to 
develop and maintain these 

relationships?

personnel to the community for a 
celebration of their hard work. Residents 
get to thank them in person, and they 
get to see first-hand the positive impact 
they have had on the community.

877.670.0070  • www.hcreit.com

 � Order the 2014 Compensation Study to receive:
 � A focus on the California Assisted Living market
 � Data broken out by 10 geographic areas and 
four community sizes

 � Information on bonuses and benefit packages

WWW.CAASSISTEDLIVING.ORG TO ORDER

2014

Compensation
study

Newest Wage & Benefit 
Data Now Available!
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First, the collection bins that are placed throughout the 
community are patriotically decorated so that no resident can 
miss the opportunity to contribute to the cause. Residents work 
alongside outside volunteers—oftentimes school children 
from local schools—to make the collection bins eye-catching 
and intriguing to those interested in donating. The collection 
bins are then placed in common areas of the community for 
residents to fill over a three-week period. Lorraine Sanchez, 
Life Enrichment Director, explains, “The residents are very 
engaged throughout the whole process and they make a 
point of buying items for the boxes when they stop at the 

Residents in many Assisted Living communities volunteer their time, resources, and 
knowledge to help others near and far, proving that no matter our age, helping others 
transcends our abilities and phases of life. Like all volunteers, residents give with the 
intent to improve the lives of others, but end up receiving immense joy in return. The 
stories below demonstrate how resident volunteers in Assisted Living communities are 
making a difference in their own communities and beyond.

voLunTeers
Give Back to the Community

  
Supporting the Troops
At Emeritus at Manteca, residents generously share a piece of 
home with troops stationed overseas by sending large boxes 
twice a year. This effort began at the request of the residents, 
many of whom are veterans themselves or have close friends or 
relatives who are veterans. These lovingly filled boxes contain 
personal items such as notepads, games, and toiletries that are 
sent to groups of troops. The final products are the result of a 
multi-step process during which residents volunteer their time 
and resources. Making the process even more enjoyable and 
social, residents are joined by outside groups who collaborate 
during different phases before the boxes are shipped. 

Resident 
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grocery store, pharmacy, or other stores. They love contributing 
knowing that they’re helping someone else.” 

Filling the boxes with the donated items provides another 
opportunity for residents to work with volunteers from local 
schools who help during the “packing party.” Sharon Monck, 
Executive Director, describes the huge outpouring of help 
for the packing efforts: “During one of the packing parties, 
the residents and student volunteers completely filled the 
rec room—a room that holds 150 people! We turn on music 
and dance, and everyone, including staff, has a great time.” 
Monck adds that “the residents look forward to working on this 
project, and giving back helps them to maintain their positive 
outlook.” Long after the boxes are sent, thank you notes from 
appreciative troops dot the resident bulletin board, reminding 
the residents of their impact.  

Spreading Warmth
Residents at Lakeside Park in Oakland express their 
commitment to community service by voting on a yearly 
charity project during resident council meetings. Community 
Enrichment Director Marsha Peoples says that “the charity 
effort is such a popular topic of conversation in these meetings, 
it comes up over and over.” Last year, residents created fleece 
blankets for premature babies born at a local hospital. This 
year, residents voted to make fleece scarves for a local woman’s 
shelter, a project that was a hit a couple of years ago as well. 

The creation of the scarves and blankets involves cutting the 
pieces of fleece, cutting fringe along the edges, and then 
tying the fringe edges of patterned fleece together. This type 
of construction means that residents with different levels of 
cognitive ability can partake in the process in some or all of 
the phases of construction. In fact, the residents have been 
so prolific with their scarf making that they also started the 
tradition of making them for each other as Christmas gifts. The 
scarf and blanket-making process is described by Executive 
Director Cheryl Martin as “total community buy-in.” Marsha 
Peoples adds, “It’s good to make everyone feel like a part of 
the effort. Even the family members of the residents like to get 
involved because they like doing activities with their family. The 
care staff gets involved as well.” 

The warmth that the scarves and blankets ultimately provide 
to their recipients is first felt emotionally by the residents who 
create them. Since things are usually done for the residents, 
Peoples explains that service projects are incredibly important 
to their sense of purpose and help feed their desires to give 
back. Furthermore, she continues, the residents “have great 
sense of accomplishment when they partake in the charity 
effort” and that they “take great joy in giving.” 

Sharing the Harvest
Lisa Lipsey, Community Relations Manager and 
Intergenerational Liaison at Sunshine Care in Poway finds 
a way to incorporate intergenerational work into almost 
every activity she coordinates for her residents. From making 
valentines for veterans, to care packages for homeless shelters, 
to making boxes for food drives, resident volunteer projects 
at Sunshine Care are almost always done alongside visiting 

school children, typically in grades preschool to 4th grade. 
Lisa emphasizes that “when you do community service, it’s so 
important to prevent volunteers from feeling isolated; the goal 
is to build community and make everyone feel a part of the 
team.” 

A great example of an all-inclusive volunteer program at 
Sunshine Care is “Seed to Table.” This program revolves around 
Sunshine Care’s expansive flower, fruit, and vegetable garden, 
where visiting school children learn about gardening from 
residents. The program’s resident volunteers show the children 
how to plant seeds and also work with them in the greenhouse; 
the children’s parents are encouraged to get involved as well. In 
a time when few people grow their own food and don’t have a 
sense of what goes into food production, residents are able to 
help the children gain a firsthand appreciation of the immense 
work that goes into the food they eat. 

Residents also volunteer to help harvest food in the garden 
that gets donated to families. These efforts are a part of the 
community’s Backyard Produce Garden Project, a regional 
program that donates 100,000 pounds of produce annually. 
Lipsey explains that the residents “all desire to have a purpose 
and they love hearing that the food is being donated to hungry 
children. They smile knowing that they’re giving back.” 

Are your residents involved in volunteer programs? Let us know…
we’d love to feature your residents’ story on CALA’s blog, The 
Hearth. Visit CALA’s website to read recent blog posts and tell us 
your story! g

Protect your census.
Reduce hospitalizations.

Serving California since 1995

1.800.93.VITAS • VITAS.com/California

VITAS understands the challenges assisted living 
communities face caring for residents at the end of life.

With customized plans of care addressing their end of life
needs, VITAS keeps your residents in your communities

and out of the hospital and nursing home. 

Improve the way your
residents age in place.
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Here’s what attendees had to say:

 X I think the sessions were relevant to where we are as an industry, what we need 
to look at to stay relevant and grow with the changes in the industry.

 X I enjoyed the camaraderie with other industry members and vendors.

 X This is my first CALA conference and I found it very beneficial. It was 
worth spending the three days.

 X It is always a tremendous experience that I look forward to each 
year.

inspired! 
at the 2014 Spring Conference & Trade Show

Be inspired by the latest in resident 
care, diversity, dementia, and 
regulatory issues.

X Engage in networking

X Explore new products & services

X Earn up to 17 CEUs

To register, go to www.CAassistedliving.org

insPired

2014 Fall Conference & Trade Show
October 27-29  

Sheraton Fairplex Hotel & Conference Center, Pomona

Many thanks to our conference and event sponsors, exhibitors, 
CALA associate members, and the CALA Education Committee 
for their contributions to a great event!

This spring, over 625 CALA members and supporters 
found themselves Inspired by the Spring Conference 
& Trade Show in Santa Clara.

Attendees learned about the latest in senior living 
technology, dementia care, and regulatory issues. 
Interactive sessions gave them the opportunity to 
collaborate on tools and strategies to inspire 
excellent service for Assisted Living residents.

Attendees also had the chance to network at great 
events, including the Trade Show wine tasting and 
lunch and CALA’s cocktail party and game night.

We welcomed 10 recipients of the student 
scholarship to the conference—the next 
generation of California’s senior care leaders—and 
we celebrated the best Assisted Living has to offer 
by honoring four recipients of the 2014 Northern 
California Excellence in Service Award.

Access Tomorrow’s Talent Today:
Sponsor a Student!
Visit www.CAassistedliving.org 
to learn more about the Student 
Scholarship program

student
scholarships

Access Tomorrow’s Talent Today:
Sponsor a Student!

Visit www.CAassistedliving.org to learn more 
about the Student Scholarship programC
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Congratulations to all four Excellence in Service winners! Your dedication, 
empathy, creativity, and hard work are truly outstanding. 

excellence
in service awards

2014 Northern California 

Tonka Darazi has been a personal assistant liaison at Belmont 
Village of San Jose for 10 years. According to Executive Director 
Scott Ambrose, “Tonka is an amazing caregiver, born to care 
for others. Her dedication to residents is remarkable, and her 
work ethic is unparalleled. Tonka’s positive, loving attitude is 
something we see and hear about daily.”

Darazi takes ownership of residents’ care and has a special 
knack for connecting with residents that have a hard time 
bonding with others. As a lead trainer of caregiver trainees, 
she models how to treat residents with focused attention and 
respect. Darazi has been named Employee of the Year multiple 
times, and has received numerous other awards totaling 27. 
CALA is proud to offer her award number 28.

Amyda Astrero is Assistant Director of Health Services 
at Silverado Belmont Hills. She has been working at the 
community in various positions for 11 years. Administrator 
Veronica Arellano describes Astrero as “a natural and quiet 
leader” and says, “It doesn’t matter how chaotic things are, you 
can always count on Amyda to remain calm, positive, smile and 
just do what needs to be done—without having to be asked.”

Astrero inspires her fellow associates each day with her 
commitment to providing residents the best care possible. She 
willingly takes calls at night and on her days off and makes 
herself available to assist nurses, caregivers or family members. 
Astrero is also a mentor to nurses, coaching them in both 
nursing and supervisory skills. She knows the preferences of 
each of the 100-plus residents, and she does her best to engage 
personally with them.

Serving those with dementia seems to be Marsha 
Peoples’ true calling. Executive Director Cheryl Martin 
shares that as the Community Enrichment Director, Peoples 
embodies the mission at Lakeside Park, which states, “We 
believe every human being deserves to be seen, honored 
and celebrated through every stage of life.”

Peoples provides Lakeside’s 70 residents with dementia 
with many enriching experiences which give them a sense 
of purpose. These activities include making blankets and 
quilts to donate to local hospitals, creating holiday stocking 
for each resident that honors their individual religious 
preferences, and inviting residents to be her “assistant” and 
help her with tasks that also calm agitation. Peoples also 
mentors staff, along with social work and therapy interns, 
teaching them how to connect with residents.

Debbie Ponte has been with Foothill Village ever 
since it broke ground in 2000. Thanks to her hard 
work, the community has become an event space and 
informational hub for locals as well as one of the top ten 
employers in Angels Camp. Employees and residents 
appreciate Ponte’s can-do attitude and open door policy. 
Under her lead, Foothill Village gives 100 high school student 
their first job each year through the “First Start” program. And 
as residents’ needs have changed, she has worked to ensure 
that the community is well equipped to serve them, such as 
when she converted half of the building to memory care in 
2012.

A long-time residents of Angels Camp, Ponte is passionate 
about taking an active role in her community. She has 
served on the City Board of Supervisors and as Mayor of 
Angels Camp, and she was recently elected to the Board of 
Supervisors for District 4 of Calaveras County.

Outstanding Caregiver 

Tonka Darazi, Belmont Village of San Jose

Outstanding Team member

Amyda Astrero, Silverado Belmont Hills

Outstanding department director

Marsha Peoples, Lakeside Park

Outstanding executive director

Debbie Ponte, Foothill Village

award 
recipients
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As Charles Darwin put it, “It is not the strongest 
or the most intelligent who will survive 

but those who can best manage change.” 
California’s Assisted Living organizations can 

and should be thinking about partnering 
with startups to help them not only manage 

change, but thrive in today’s increasingly fast-
moving business environment.   

TOP 
1O 
tips

By Stephen Johnston 
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In 2013, AgeTech’s Peifer started the “Pitch for Pilots” program in 
which startups from the Aging2.0 network partner with long-
term care providers. He sees the value of startups as “helping 
recognize providers’ blind spots, and offering them a chance to 
act proactively by innovating service models and ways of doing 
business.” 

In addition to introducing and testing new ideas, startups 
can bring new energy and culture change. As Sheila Garner, 
Regional Vice President at Brookdale and winner of an 
Aging2.0 Innovation Award in 2014 for her work as a mentor 
and pilot partner, says, “There is a level of enthusiasm that can 
be contagious both for the startup as well as the seniors.” 

Types of Partnerships

There are a variety of ways to partner with startups: helping to 
run focus groups, design sessions, or brainstorms with residents 
or staff to get new ideas; piloting and testing a new product 
to get feedback; and scaling up a more mature product over 
multiple locations. I’ll focus on planning and running a pilot as 
it is probably the most valuable type of partnership, yet can be 
fairly daunting at first. 

There is no standard requirement for what pilots look 
like—they can run anywhere from four weeks to a couple of 
years; can address residents, staff, or both; and can involve 
just a handful of people, an entire community, or group 
of communities. If the startup is fairly well-established, 
it is common for the community to pay for a pilot, much 
like a regular client-vendor relationship. Earlier-stage, less-
proven—more risky, but more exciting—companies will often 
agree to do pilots for free (or just have their out-of-pocket 
costs covered). For these companies, product feedback and 
testimonials can be tremendously valuable in themselves. 

The key to a pilot is that it’s the first step in what could be a 
larger relationship. Whether or not the pilot is paid or unpaid, 
it’s important that both sides feel there’s a viable path to a more 
established commercial relationship if the pilot is a success.

The Need for Innovation 
Managing change and encouraging innovation is increasingly 
important to the aging and long-term services and supports 
system. The challenges of maintaining census, improving care 
coordination, enhancing residents’ experiences, managing costs, 
and increasing revenue in an ever more competitive, connected 
market requires fresh, innovative thinking. While there are many 
great innovators and ideas inside companies, often an outsider’s 
perspective is needed. 

Scott Peifer of AgeTech West, a collaborative advancing the use 
of aging technology, says that “Innovation is critical for aging 
service providers—and may in fact mean the difference between 
being able to continue fulfilling their mission (i.e., staying in 
business) and being disrupted by a competitor or new entrant.”  
 

The Value of Partnering with Startups
Startups are very different from mature, established vendors. 
They generally embody the latest thinking as opposed to a 
legacy approach, operate as small, fast moving teams, and 
are, by nature, flexible—testing new hypotheses and business 
models. For those willing to embrace the startup mentality, 
partnerships can provide significant benefits—from helping to 
quickly introduce and test innovative ideas to fundamentally 
altering your organization’s business model and culture for the 
better. 

Sarah Thomas from Hallmark Rehabilitation has worked with 
numerous startups. She says, “Organizations may be looking to 
improve their elder resources, learn about new technologies, 
trial something within an emerging practice area or set 
themselves apart from competitors.” 

Thomas also notes the value that startups themselves can 
receive from the experience. In a recent partnership with Lift 
Labs and their Lift Ware tremor-stabilizing spoon, she notes 
“the pilot allowed the designers to hear feedback from the 
seniors about how it decreased food spillage during mealtimes. 
This resulted in the development of a deeper spoon, a fork 
attachment and a greater understanding of the ongoing 
challenges of those with hand tremors.”

Partnering
with Startups

for
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Top 10 Tips for Successful Partnerships

This section provides a summary of the lessons learned from working with long-term care providers and startups to prepare and 
run pilots over the past few years, and is written from a provider’s perspective. We don’t have space to go into great detail here, 
but hopefully by addressing these issues ahead of time the process will be a little smoother for all involved.

Clearly articulate the problem

Don’t plan to partner with startups unless you’re 
clear on the “problem” you want them to help 
you solve. The more specific, the better. Some 
commonly addressed problems include: fall 
prevention and detection, improving brain fitness, 
connecting families and residents, supporting formal 
and informal caregivers, and offering innovative 
transportation solutions.

1

It’s not about the technology

While new gadgets and services are often the most 
visible part, the pilot’s role is to test the impact of 
the solution as a whole on your operations, not 
whether the technology works. When choosing a 
partner, remember that technology is only a part 
of the story—look for cultural fit and shared values 
and vision. Generally Chief Innovation Officers 
rather than Chief Information Officers should take 
ownership, since the latter are usually tasked with 
keeping operations running smoothly and avoiding 
disruptions. Partnering with a startup is, by definition, 
a disruption to the status quo. 

5 Look “outside the box” for inspiration

Beyond the aging space, tech and startups are 
invading almost every profession (for example, 
Food2.0, Health2.0, Education2.0 etc.). Many emerging 
areas, such as 3D printing, robots, wearables, and 
smart homes, have promising startups that would be 
delighted to conduct a pilot with you, if only they knew 
about the opportunity. Also, consider looking “outside 
the box” regarding staff. If there’s someone passionate 
about a particular area, but not necessarily in the right 
role to lead it, consider this project as an opportunity 
to let him or her provide leadership and test out for a 
new role. 

6

Get buy-in from the top

Often knowing what problem to focus on is a 
problem in itself. This is where top-down guidance 
and support is crucial. For a project to make 
meaningful and lasting impact, ensure that senior 
leadership is actively supportive and engaged. James 
Tinsley from financial services startup True Link says 
“Partnerships work best when we have a strong and 
vocal supporter in the partnering organization who 
is pushing timelines, helping us obtain feedback, 
and generally cheerleading the project through to 
completion.”

2

Communicate early, often, and broadly 

In any relationship, communication is key. A rule of 
thumb is that communication should be proactive, 
regular, and inclusive. Eskaton’s Sheri Peifer highlights 
staff sensitivities in particular. “Staff engagement is the 
key to success,” she says. “For some staff, this might 
be the first time they are interacting with any sort of 
technology and are nervous to rely on technology 
versus paper or historical processes and procedures.” 
Communication is two-way—listen to and address the 
concerns of staff and residents. And don’t forget to 
also communicate about lessons learned after the pilot 
concludes. 

4
Develop a standardized, transparent process

The first time you run a pilot is the hardest. As you 
gain experience, plan to develop a standardized 
approach to evaluating startups and measuring success. 
Sheri Peifer, Chief Strategy Officer at Eskaton uses 
a pilot proposal document that “vets” prospective 
partners to determine fit based on their vision, support 
required, costs, and timeframe, among other things. 

Standardized metrics of success are important too. 
Measuring cost reduction in dollars is easy, but 
how about quality of life? Agreeing on standardized 
approaches and metrics ahead of time will help both 
sides. 

3
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Advisors to Professionals
Who Care For The Elderly

Wroten & Associates is a full 
service law firm, serving the 

unique litigation needs of the 
long term care industry.

Irvine, California    •    949-788-1790    •    www.wrotenlaw.com

Risk & Crisis Management

Mediation

Employment Law

Elder Abuse 

Professional Liability

Class Action Defense

Corporate Structure

Document Retention

E-Discovery Management

Trials & Arbitration

CALA Ad 3_4_11_quarter.indd   1 3/4/11   12:04 PM

 Avoid “pilot purgatory”

A successful pilot either confirms that the solution 
is a good fit and takes the business to the next level, 
or that it isn’t, and here’s why. A failed pilot is one 
that’s inconclusive. At the Aging2.0 Global Summit 
in May 2014, investor Thomas Rodgers from Cambia 
Health Solutions said “successes take a long time, but 
unfortunately failures often do too. Companies can 
stay in ‘pilot purgatory’ for a long time.” Avoid pilot 
purgatory with a clear plan, metrics of success, and full 
engagement from both sides. As David Glickman, co-
founder and COO of smart-sensor startup Lively, puts it, 
“Skin in the game from both sides is imperative.”

8
Think “long term partner” rather than 
“short term vendor” 

You’re aiming for the win-win. You benefit from 
innovation and new solutions, and the startup 
benefits from your expertise, feedback, insights from 
older adults and staff, and testimonials. Ideal startup 
partners already have a robust, workable solution but 
are still small, hungry, and flexible enough to adapt to 
meet your needs. A community that partners with an 
innovative but early-stage company has a chance to 
reap outsize rewards and really differentiate from the 
competition.

7

Sweat the details. And if you fail, fail fast. 

Prepare thoroughly: get to know the startup team 
well, learn about other pilots and customers, 
understand their data and privacy policies, and 
ensure key documents, such as release forms, are 
available ahead of time. However, there is a limit to 
the amount of preparation you can do—don’t let 
“perfect be the enemy of the good.” Expect failures—
but learn from them. In fact, a key to Silicon Valley’s 
success is its “fail fast” mentality. 

9

Bonus: Have fun!

One response comes up again and again—this can be 
a lot of fun. Brookdale’s Sheila Garner notes, “Partnering 
with startups is seeing new ways of doing things. We 
are energized by the enthusiasm.” There is a good 
lesson for startups here too. As another pilot participant 
put it, “if your program emphasizes fun and well-being 
rather than health per se, it will be adopted much more 
easily and you’ll achieve sustained use much more 
quickly.”

The journey is as valuable as the destination

The biggest value may turn out not to be the specific 
solution, but the new mindset, approach, and processes 
that you develop along the way. Scott Peifer has seen 
pilots “jump-start” providers to get them moving on 
a new trajectory, even if their top-down innovation 
strategies are not fully ready. “Without the pilot many of 
them would not have budged,” he says. 

Hard work is needed by the host before, during, and 
after the pilot, including: establishing base-line surveys 
and post-pilot surveys, tracking user logs, running 
focus groups to address concerns, and writing reports 
for internal and external audiences. Perhaps the most 
valuable work is in ensuring adoption by users and 
staff who practice active listening, prompt responses, 
out-of-the-box thinking—whether or not there’s a pilot 
happening, these sound like the hallmark of innovative, 
successful, and resident-centric communities. 

10

11

We’re looking forward to seeing and hearing about many more 
fun and mutually rewarding partnerships between startups and 
CALA members. g 

Stephen Johnston is co-founder of Aging2.0, a global network of innovators 
focused on the aging market (www.aging2.com). Over the past two years, 
Aging2.0 has met with over 1000 startups, many of whom would be 
delighted to partner with CALA members. In June 2014, Aging2.0 hosted a 
panel of six of its startups at the CALA Conference & Trade Show. You can 
contact him at stephen@aging2.com and @sdbj. C
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Coo
rdin

atin
g 

with Hospice, Home Health, 

and Medication Review Services

When partnering with outside services for resident 
care, Residential Care Facilities for the Elderly 
(RCFEs) must clearly communicate with the other 
providers and maintain detailed documentation 
while complying with specific laws and regulations. 
Being in compliance with these laws and regulations 
protect residents and staff while allowing for smooth 
interactions between the RCFE and outside care 
providers. While many different types of partnerships 
with RCFEs are valuable to resident care, some of the 
main services that partner with RCFEs are hospice 
providers, home health providers, and pharmacists 
or nurse consultants who review meds. 

Photo by Markus Spiske  www.temporausch.com
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Hospice care provides end-of-life services 
to residents; some of this care exceeds the 
care that RCFEs are allowed to provide. 
Section 87633 of Title 22 outlines that 
hospice care can only be provided in an 
RCFE when a hospice waiver, as specified 
in Section 87632, is in place with the 
Department of Social Services (DSS).To 
be granted a waiver, the community must 
remain in substantial compliance with Title 
22 and the RCFE Act (Health and Safety 
Code 1569). Also, RCFEs may only retain a 
terminally ill resident if this retention does 
not threaten the health and safety of other 
residents or result in a violation of any 
resident’s personal rights. 

Before Hospice Services are Initiated
Once a waiver is granted, the licensee 
must notify DSS in writing within five 
working days of the initiation of hospice 
care services for any terminally ill resident. 
This notice to the department must 
include the resident’s name and date of 
admission to the community, as well as the 
name and address of the hospice agency.

Terminally ill residents or their health care 
surrogate decision makers must contract 
individually with the hospice agency, 
which must be licensed by the state and 
certified by the federal Medicare program. 

It should be noted that hospice care 
teams are fingerprinted and background-
checked through the Department of 
Public Health (Health and Safety Code 
Section 1569.17(b)(2)(F)). Finally, the 
hospice agency and the resident must 
agree to provide the licensee all necessary 
information needed to comply with all 
regulations and meet the resident’s needs.

The Hospice Care Plan
A written hospice care plan must be 
developed for each terminally ill resident. 
This care plan must be agreed to by the 
resident or the health care surrogate 
decision maker, and it must be maintained 
in the community. The licensee must 
ensure that the plan complies with all 
requirements in Section 87633 and the 
RCFE Act—specifically Section 1569.73. 
Furthermore, the licensee is responsible 
for making sure that the plan is current, 
that it accurately matches the services 
actually being provided, and that the 
resident’s needs are met at all times. 

The plan must include the name, office 
address, business telephone number and 
24-hours emergency telephone number 
for both the hospice agency and resident’s 
physician. It must also describe in depth 
the services that the hospice agency will 
provide in the facility, such as the type 
and frequency of services to be provided. 
The designation of the resident’s primary 
contact person at the hospice agency 
and the resident’s primary and alternate 
caregiver from the community must also 
be listed in the plan. 

The licensee’s responsibilities in helping 
to implement the care plan—such as 
RCFE staff duties, record keeping, and 
communication with the hospice agency, 
resident’s physician, and, if applicable, the 
resident’s responsible person—need to 
be clearly delineated (Section 87633(b)
(4)(A) through (C)). Moreover, all hospice 
services to be provided or arranged in 
the community by anyone other than the 
licensee or community staff, or the hospice 
agency—such as services provided by 
clergy, a friend, or family member—need 
to be described in the plan.

Staff Training
Staff must be trained according to the 
needs documented in the hospice care 
plan. The hospice agency will provide 
training specific to the current and 
ongoing needs of the individual resident 
receiving hospice care; this training must 
be completed before hospice care to the 
resident begins. As outlined in Section 
87633(b)(6)(B), the current and complete 
hospice care plan maintained in the 
RCFE for each resident receiving hospice 
care must identify the following training 
specifications:

 X Training needed

 X Which staff members need this training

 X Who will provide the training relating 
to the licensee's responsibilities for 
implementation of the hospice care 
plan

Furthermore, Section 87633(f )(1) explains 
that records of hospice-related training 
provided to the licensee or RCFE personnel 
must be kept by the licensee and available 
for review by DSS for a period of three 
years. The details that must be included in 
those records of each training session shall 
specify the:

 X Names and credentials of the trainer
 X Persons in attendance

 X Subject matter covered
 X Date of the training session and
 X Duration of the training session 
 X Required Documentation

In addition to the detailed hospice care 
plan that must be kept on file for each 
resident receiving hospice care, the 
licensee must maintain other related 
documents in the resident’s record. These 
documents must include the resident’s 
or health care surrogate decision maker’s 
written request for retention and hospice 
services in the facility, along with any 
executed advance directives or end-of-life 
instructions such as POLST. 

An important part of the record is the 
name, address, telephone number, and 
24-hour emergency telephone number 
of the hospice agency and the resident’s 
health care surrogate decision maker, if 
any. This information should be available 
at a moment’s notice to the resident, 
licensee, and staff.

A copy of the written certification 
statement explaining the resident’s 
terminal illness must be contained in 
the record; this must be completed by 
the medical director of the hospice or 
the physician member of the hospice 
interdisciplinary group, along with 
the individual’s attending physician, 
if applicable. Finally, if the resident 
receiving hospice care has a roommate, 
the roommate must sign a statement 
granting access to their shared space 
while hospice care is provided. 

For more details on requirements related 
to hospice care, please see Section 
1569.73 of the RCFE Act and Sections 
87632 and 87633 of Title 22, and visit 
CALA’s End of Life Resources webpage.

Section 87609 of Title 22 outlines 
the allowable health conditions for 
which RCFE residents can receive 
care for by home health agencies. An 
RCFE is required to inform the home 
health agency of any duties that the 
community’s employees are prohibited 
by law and regulation from performing, 
and of any regulations that pertain to 
the resident’s specific condition. Since 
it is the RCFE’s responsibility to provide 
the foundational care and supervision 

HOSPICE CARE

HOME HEALTH CARE
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to meet the needs of the resident 
receiving home health care, the RCFE 
must be kept informed of the resident’s 
care plan, changes in condition, and any 
special needs. Furthermore, additional 
staff training may be required in some 
situations. 

Documentation and Agreement of 
Services
Before home health services can be 
provided, the RCFE and home health 
agency must agree in writing on their 
roles and responsibilities, including: 
the services to be provided, and the 
frequency and duration of care; the day 
and evening contact information for the 
home health agency; and the method of 
communication between the home health 
agency and the RCFE—this includes verbal 
communication, emails, logbook entries, 
etc. Both the RCFE and home health 
agency must sign this document that is to 
be kept in the resident’s file. 

The home health agency must recognize 
that RCFEs are licensed for 24-hour care 
and supervision, and are not licensed 
health facilities—the care that home 
health provides in an RCFE cannot exceed 
the care RCFEs are licensed to provide. For 
example, family members in an unlicensed 
setting, such as a private home, may 
be trained to provide medical care and 
administer medications, while unlicensed 
RCFE employees cannot perform these 
duties. 

Like hospice care teams, home health 
agency employees are required to be 
fingerprinted and background checked 
through the Department of Public 
Health (Health and Safety Code Section 
1569.17(b)(2)(F)). 

Types of Health Conditions
Home health providers may provide 
care to residents with restricted health 
conditions (Section 87612), as they meet 
the criteria of “an appropriately skilled 
professional.” When a prospective or 
current resident has one or more of the 
following conditions, the home health 
agency and RCFE will discuss how to best 
meet that person’s needs: 

 X Administration of oxygen 

 X Catheter care 

 X Colostomy/ileostomy 

 X Contractures 

 X Diabetes 

 X Enemas, suppositories, and/or 
fecal impaction removal 

 X Incontinence of bowel and/or 
bladder 

 X Injections 

 X Intermittent Positive Pressure 
Breathing Machine 

 X Stage 1 & 2 pressure sores 

Home health agencies must also be 
aware that certain conditions are 
prohibited in Assisted Living, and even 
with the assistance of home health, these 
conditions can only be cared for if the 
RCFE obtains an exception from CCLD. 
These prohibited conditions (Section 
87615) include: 

 X Stage 3 and 4 pressure sores 

 X Gastronomy care 

 X Naso-gastric tubes 

 X Staph infection or other serious 
infection 

 X Dependence on others to perform 
all ADLs for them 

 X Tracheostomies

Some conditions may require the home 
health agency to provide training to the 
RCFE staff. 

Communicating About Care
Continual communication between the 
home health agency and RCFE is not 
only required, but it is critical to ensuring 
that proper care is provided to meet 
the needs of the residents. For example, 
caring for restricted and prohibited 
conditions are very time-sensitive 
and require regular communication, 
especially when obtaining exceptions for 
prohibited conditions in a timely manner. 

Another key element of this 
communication is having home health 
providers sign in at the front desk when 
entering an RCFE. Even though home 
health providers may be providing care 
to a resident in an RCFE, they are not 
RCFE employees, and the community 
should be aware of their presence. 

While physicians prescribe medications 
to meet the needs of residents, and 
specially trained RCFE staff assist 
residents with self-administration, other 
skilled professionals are required to 
be consulted periodically. Health and 

Safety Code Section 1569.69 addresses 
medication management programs, 
including thorough documentation and 
training requirements for staff who assist 
residents with self-administration. 

In addition to proper staff training on 
medication, Section 1569.69(g) requires 
RCFEs licensed for 16 or more residents 
to have their medication management 
program reviewed at least twice a year. 
These reviews must be completed by 
a consultant pharmacist or nurse and 
documented in the resident’s record. g

In addition to hospice providers, home 
health agencies, and medication 
reviewers, there may be other health 
care providers visiting residents in an 
Assisted Living community. According 
to Mark Cimino of CiminoCare, these 
professionals can include dentists, 
podiatrists, and physical or occupational 
therapists. “Many may forgo seeing these 
professionals if they live alone,” he says. “It 
may be stressful to make appointments, 
and traveling to an office may be 
uncomfortable or physically straining.” 

According to Cimino, bringing health 
care professionals to the residents can 
help avoid the stress and discomfort 
associated with these visits. “We regularly 
schedule professionals to visit our 
communities. The staff remind residents 
and their responsible parties that the 
health professional is scheduled, so that 
they can make sure they are available. 
The facility staff also coordinates their 
care and life enrichment activities so 
that they don’t conflict with the visiting 
professional.”

“The benefit is the ability to be more 
proactive with their health care,” he says. 
“Because of the convenience, residents 
are seen by these professionals more 
often and so care is more preventative. 
This leads to healthier and more satisfied 
residents.”

When partnering with outside providers 
other than hospice, home health, or 
a pharmacist or nurse for medication 
review, be sure to check Title 22 and 
the RCFE Act for other requirements 
surrounding those services.

MEDICATION REVIEW

Working with Other 
Health Care Providers
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Partnering 
with media to 

promote your community

For some of us, the positive experiences and stories to be found in Assisted Living are so 
commonplace that we have come to take them for granted. The larger community, however, should 
know what we do and how well we are doing it. Now, more than ever, it is critical that Assisted 
Living communities cultivate a positive public identification. Telling the stories of Assisted Living will 
build credibility and contribute to our continued collective success. Alongside our residents, family 
members, and caregivers, and accessing the networks of local news and media professionals, we can 
work to identify and communicate the positive experiences occurring daily in Assisted Living.

By Denise Davis
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Generating Story Ideas
Coming up with ideas for stories to share with media 
can seem daunting at first, but is really quite easy. 
First, begin a journal where you can jot down positive 
things occurring in your community that you believe 

could generate interest. Your list might include activities or 
events mentioned by residents, family members and staff—
things like an upcoming milestone birthday celebration, 
displays of artwork or poetry, musical performances, special 
events, exercise classes, and other enrichment activities. It may 
include stories about staff members, such as their involvement 
in the community-at-large through volunteer programs, or 
awards they’ve received for excellent service. It should also 
include information about upgrades or planned renovations to 
the community or the addition of new services for residents. 

Next, create a calendar where you can put dates alongside 
specific activities occurring inside your community. In addition 
to events happening inside your community, look outward 
and evaluate what alliances your community has with other 
groups such as arts organizations, restaurants, or volunteer 
groups. Add to your calendar any upcoming events where your 
residents will enjoy a play or a meal out together, or perform 
community service.

Sharing on Social Media
With your calendar in place, you can prepare to share 
your stories with the public. If you do not already have 
one, now is the time to establish a Facebook page and 

create a Twitter account on behalf of your community. Ask your 
residents and their families to follow the community on both 
platforms. Place information about your social media outlets in 
any written materials, such as newsletters, that you provide to 
residents. From the Facebook page and Twitter account, “friend” 
as many others as you can, including local reporters and public 
officials.  

Once you have established a network on social media, you 
can begin populating the page with information, photos, 
and videos about events in your community and events that 
your residents are enjoying in the greater community. Also, 
post information you come across in the news or other online 
outlets dealing with issues that impact aging, such as diet 
and exercise tips. These types of posts will show that your 
community is “plugged in” and following the latest news 
impacting older adults. Finally, and most importantly, post 
information and updates about specialized memory care 
programs, specialized exercise programs, or any other program 
that helps improve the lives and preserves independence of 
your residents. The key to success is to post regularly with items 
that are either interesting, useful, or both.    

Sharing with Mass Media
With your social media program in place, you can next 
move your content farther outward to local media 
outlets. To do this, create a list of reporters you are 

aware of in your city who cover lifestyle issues, senior issues, 
or publish the community events calendar for your area, along 
with their contact information. Many reporters will include their 
emails at the end of articles they have written, or there may be 

a general editorial email found in the “contact us” section of a 
news website. 

Once you have a list of media contacts, create a press release 
announcing any upcoming event that your might consider 
newsworthy. To help you get started, CALA has a sample press 
release on their website for members. As you’re tweeting or 
post about the event on Facebook, take a few moments to 
email the press release out to your list of reporters, and be 
sure someone is ready to respond to any follow-up questions a 
reporter might have once they receive your information.  

Building an Audience
You may not see your first press release printed, and 
your first few Facebook posts or tweets may not get 
much attention. But remember that it takes time 

to build an audience. As family members and others in your 
social network continue to see posts about the exciting things 
happening in your community, they will be more likely to share 
with their own friends. And, as local media become more aware 
of the positive stories coming out of your community, they 
will begin to take notice. By keeping a calendar of newsworthy 
stories coming out of your community and sharing those 
stories with social and mass media, you can build a network 
that will spread your stories to a much larger audience. g

Denise Davis is a well-respected public relations consultant and frequent 
CALA contributor.

We post members’ good news stories on 

our blog, The Hearth. 
Send press releases and pictures to 

kmc@CAassistedliving.org.

Have Good News 
to Share?
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With so many different stakeholders 
weighing in on Assisted Living legislation 
this year, it’s more important than ever 
for CALA members to share the true 
Assisted Living story.

During the fifth annual Day in Your District, close to 80 CALA 
members met with 40 legislative district offices to share 
their stories—how Assisted Living offers consumer choice, 
cares for area seniors, and positively impacts each district’s 
economy.

District representatives and legislators were grateful that 
CALA members took the time to visit. Many expressed 
interest in learning more about daily life at an Assisted Living 
community and working together on local programs that will 
benefit seniors.

A legislator expressed gratitude in a letter, saying “Thank you 
so much for meeting with me to discuss the issues that are 
at the forefront of concern for the California Assisted Living 
Association. I will be sure to keep your comments and the 
views of CALA in mind during legislative session.”
Here’s what CALA members had to say:

“The Senator’s district director appeared genuinely 
interested in learning about Assisted Living, CALA, and 
our goals.”

“It was a pleasure meeting with the field representative 
and I enjoyed getting to know and understand the 
positions of the Assemblymember.”

“The meeting was very positive, and the district director 
invited us to participate in future events and topics.”

“Thanks for the opportunity to be educated and involved 
in these important discussions.”

Now it’s our turn to say “thanks.” Thank you to all the 
participants who made this a successful Day in Your 
District!

RECAP
CALA’s 2014 Day in Your District
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CLASS
 ACTS:

Collaborating with Higher Education for 
the Benefit of Employees and Residents
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What is the value of a degree, an 
education? That question is being 
hotly debated right now; tuition prices 
continue to rise and the popularity of 
online programs is causing the image 
of traditional college to change. Yet, 
despite this, the value of education 
itself remains high. And within Assisted 
Living, collaborations with educational 
entities can benefit both employees and 
residents. 

Programs for Current Employees
Many Assisted Living providers encourage their employees 
to pursue higher education. In addition to traditional tuition 
reimbursement programs, there are also programs that operate 
on a smaller, grassroots scale, such as the scholarship program 
at Foothill Village. According to Executive Director Debbie 
Ponte, the scholarship program arose from a very real need she 
saw in Angels Camp. “We opened here in November of 2001. 
I hired local high school students—juniors and seniors—for 
positions such as dinnertime servers. For many of them, it was 
their first job.”

“Angels Camp is a small community of 3300 people,” says Ponte. 
“We’re a close-knit group and we tend to take care of each 
other. This is what we do at Foothill Village, too, by caring for 
our residents.” Ponte says it’s only natural that, as part of the 
Angels Camp community, the residents would want to do the 
same. “Supporting our community-at-large is just part of the 
culture here. It’s something we do naturally.”

She continues, “The two high schools in the area give out 
scholarships to each graduating class. But, as we were 
approaching our first year in business, we noticed that some 
were not receiving any assistance. I wanted to encourage my 
employees who were interested in pursuing their education, 
so I went to the residents and explained my plan to start a 
scholarship program.” She says that the idea was for each 
employee graduating from high school that year to receive a 
scholarship to be used towards the school of their choice. In 
the first year, they gave three scholarships of $200 each, which 
were donated by residents.

The program has continued since then, and has grown 
to include the children of employees who are graduating 
from middle school, high school, or college. “Middle school 
graduates get a smaller amount because they don’t have to pay 
for books or rent,” she says with a laugh, “but we still want to 
encourage them to continue their education.” 

Ponte says that the scholarship program is truly a community-
wide event. All contributions come anonymously from Foothill 
Village residents. A display of graduation announcements and 
class pictures helps residents and employees learn more about 

who is receiving the scholarships. “I send a congratulatory card 
to everyone receiving a scholarship,” says Ponte. “Sometimes 
a resident with a close connection to a recipient will send an 
individual card, too.”

Each recipient is honored at a scholarship barbeque, where 
they must get up in front of the residents and speak about 
their education goals and plans. “I also share a story about each 
person, and we invite their parents to meet the residents and 
learn about the community.” She says that the residents enjoy 
meeting the family members of the staff, and that parents learn 
a little more about Assisted Living. “They also get to see the 
great job their kids are doing and the lives they’re touching 
each day.”

Residents also love it when scholarship recipients return to visit 
and share how pursuing a higher education has helped them in 
their careers. “Some have gone on to study education, geology, 
nursing…one former employee earned an EMT certificate and 
still works with our community.” 

According to Ponte, all four children of a local family have 
worked at Foothill Village. Three of them have received a 
scholarship, and the fourth sibling will be eligible this year as 
he graduates high school. Their mother, Barbara Hecocks, says 
that the scholarship is a valuable program and a great way to 
bring the community together. “It’s such a nice gesture,” she 
says, “and it’s a neat way to meet the residents at the barbeque. 
They know all the children by name, and they’re so willing to 
share.”

USC scholarship for 
CALA members
This year, CALA members were given the opportunity 
to pursue an advanced degree through an exclusive 
scholarship program at the University of Southern 
California‘s (USC) Davis School of Gerontology. Any 
CALA member interested in pursuing a Master of Arts 
or Science in Gerontology, a Master of Long-Term Care 
Administration, a Master of Aging Services Management, 
or a Graduate Certificate in Gerontology could apply. 

This opportunity was in recognition of the excellent 
care and service provided to residents by CALA-
member communities in California. CALA is pleased to 
have partnered with USC, and hopes to continue this 
partnership in the future for the benefit of CALA members 
and the residents they serve.
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to live there for a year. She says that it took a while to find the 
right student for the experience, but that, when they did, “it was 
truly a terrific experience!” During her year at the community, 
the student received reduced rent and was immersed in the 
daily life of Assisted Living, helping the residents build raised 
beds for a vegetable garden. Tift says, “It was a great success 
as it brought residents out of their apartments to socialize and 
work together on something that benefitted the community, 
the residents, and the student.”

According to Tift, the Gerontology department was on the 
small side when she first started teaching. “It is exciting to see 
how the department has grown over the past 12 years. Interest 
in aging has also grown in other departments at CSUS.” This 
suggests that, as interest in aging studies grows, so too will the 
opportunities for Assisted Living communities to collaborate 
with universities. g

Programs to Encourage New Employees
The Gerontology Department at California State University, 
Sacramento (CSUS) has had a long and fruitful partnership 
with Assisted Living communities in the surrounding area. 
Nancy Schier Anzelmo, a professor in the department and 
Principal at Alzheimer’s Care Associates, says that she 
has been taking her Gerontology students to Hank Fisher 
Properties for about 15 years to fulfill the service learning 
component of her class. “It is an upper division class to prepare 
students for the workforce and their internships in the field… 
it really helps to give them face to face time with elders and 
opens their eyes to the field of Assisted Living.” The previous 
semester, she says, 82 students participated in the program, 
partnering with residents of the Chateau at River’s Edge. “It is 
an amazing partnership and I am very grateful to Hank Fisher 
Properties!”

The students taking Gerontology 101 at CSUS are also 
invited to Eskaton communities by Teri Tift, a fellow CSUS 
Gerontology professor and Eskaton’s Executive Director of 
Quality & Compliance. Tift says that the collaboration made 
sense because “I already had a relationship with many of the 
Eskaton administrators, making it easier to place students. I 
could also monitor the students’ experience closely during 
the time that I visited Eskaton communities for my job as the 
Executive Director of Quality & Compliance.”

She continues, “Eskaton’s mission is to enhance the quality 
of life of older adults through innovative health, housing, 
and social services. Our vision is to ‘Transform The Aging 
Experience.’ I believe that our partnership with CSUS 
aligns closely with our mission and vision. It brings CSUS 
students from multiple disciplines and departments into our 
communities and programs to experience a full continuum of 
the aging experience.” 

When asked what benefits the program provides, Tift answers, 
“It is transforming for the students…I have had many 
students tell me how their perception of aging changed in a 
positive way after spending time in Eskaton’s communities 
and programs .” She says that, of course, some students will 
discover that working with the older population is not a right 
fit for them, but “many of the students actually do find aging 
services as a field they want to work in.” 

Tift says that the partnership’s benefits extend to the staff 
and the community’s programming. “Our staff is also learning 
from the fresh and honest perspective that the CSUS students 
provide. Students are encouraged to give their honest opinion, 
good or bad, about the services we provide. Eskaton can then 
use this fresh perspective to improve what we do and enhance 
the quality of life of the older adults we serve.” She adds that 
there are also benefits for the residents. “Students generally 
have extra time to just sit and talk with our residents and the 
residents love the extra attention!”

In addition to facilitating this ongoing collaboration with 
Gerontology students, Tift helped to organize a uniquely 
immersive experience for one student. In collaboration with an 
Eskaton community, Tift arranged for a Gerontology student 

Students from the San Francisco State University (SFSU) 
Master’s in Gerontology program are seeking opportunities 
to learn from Assisted Living operators. Students from 
this program have been enthusiastic recipients of CALA’s 
student scholarship to attend a Conference & Trade Show, 
and they are interested in learning more about the daily 
operations of an Assisted Living community, while also 
considering their career options and opportunities.

Even if your community isn’t located near the SFSU campus, 
there may still be an opportunity to invite a student for 
an on-site internship. Visit the “Internships” section of the 
CALA website for more information, including a syllabus, 
program requirements, and contact information for SFSU’s 
Gerontology program.

Host a Student Intern 
at Your Community
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the creative view

Next to you is where I want to be
 
Your warm sweet smile is what I want to see
 
You carry me to dreams far away 
 
and it’s by your side I’d like to stay.
 
Take my hand not so tight as to make me follow,
 
but take it gently and I will stay by your side forever.

Show off the talent of your residents & employees. CALA is 
looking for poetry, short stories, memoirs and art exploring 
issues such as aging, wisdom, caregiving, and community. All 
submissions should be sent via email to Katie Cappello at  
kmc@CAassistedliving.org. Include your contact information 
and a short (25-30 word) bio. News & Views assumes the right 
to publish pieces on their website as well as in the physical issue. 
All rights revert back to the author after printing.

A Poem by Jennifer Willard

Jennifer Willard is a native Californian living with her family in 
Folsom, California. She has an extensive background in sales and 
marketing leadership including 15 years as a business owner 
in executive search and recruitment. Jennifer now works for 
Northstar Senior Living as a Community Relations Director. She 
loves poetry, art and music of all types.

In this painting, Patricia has tried to combine elements of the 
abstraction she studied in Germany in the design and color of 
the different patches of grape growth. The growing of grapes is 
a major contribution to California’s economy. Patricia says she 
found the patterns and colors of the vineyards beautiful.

Artwork:The Vineyards of Los 
Carneros
By Patricia Ann Barron, The Gardens of Santa Monica

Both of Patricia's parents were graduates of the Chicago Art 
Institute, and art has always been a major part of her life. While 
stationed in Berlin with her husband, John, she studied art at the 
Hochschule Für Bildende Künste. She returned to Washington D.C. 
and painted work that involved politicians and satire. She now 
teaches a small group of residents as a volunteer and continues 
her art education at Emeritus College
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 A Review of Research on Care Transitions

opportunities 
health:

Some things can be healed with time—that scrape 
on your knee you got when you were ten is just a 
faint scar, and though you thought the pain from 
your wisdom teeth would never go away, years later 
your mouth is now healthy and pain-free. But not 
everything is healed by time alone. As the health 
care landscape continues to grow in complexity, care 
transitions have been shown to ease the journey 
for older adults from one care setting to another, 
thus helping maintain better health and avoid 
rehospitalization.

The Need for Better Transitions
According to the Joint Commission’s 2012 
report, Transitions of Care: The need for 
a more effective approach to continuing 
patient care, “’Transitions of care’ refer to the 
movement of patients between health care 
practitioners, settings, and home as their 
condition and care needs change.” A care 
transition can happen between two care 
settings, such as from a hospital to a rehab 
clinic. It can happen within a care setting, 
like when a patient moves from an intensive 
care unit to another ward. It can also 
happen as an individual’s health changes, 
such as when a resident who now needs 
help with activities of daily living chooses to 
move into Assisted Living.

Any of these changes can be a source 
of stress and confusion, and the need 
for help during these times has been 
well-documented by various studies. For 
instance, the Joint Commission’s report 

C
A

L
I

F
O

R
N

I
A

 
A

S
S

I
S

T
E

D
 

L
I

V
I

N
G

 
A

S
S

O
C

I
A

T
I

O
N



w w w . C A a s s i s t e d l i v i n g . o r g 29

Healing is a matter of time, 

but it is sometimes also a 

matter of opportunity. 

Hippocrates

confusing medication regimens, and 
unclear instructions about follow-up care.” 
In addition, if patients don’t understand 
their condition, they may not “buy into the 
importance of following the care plan, or 
lack the knowledge or skills to do so.”

Finally, the Joint Commission, notes, 
poor transitions can be a result of a 
breakdown in accountability. “Providers—
especially when multiple specialists are 
involved—often fail to coordinate care or 
communicate effectively, which creates 
confusion for the patient and those 
responsible for transitioning the care of 
the patient to the next setting or provider.” 
But by addressing these three issues and 
promoting partnerships among those 
involved, the transition can be improved 
and adverse events can be avoided.

Types of Care Transition Models
While all care transition models address 
communication, accountability, and 
patient education, they may do so in 
different ways. For instance, the Re-
Engineered Discharge, or RED, program 
developed by the Boston University 
(BU) School of Medicine emphasizes 
patient education by utilizing a 
personalized “After Hospital Care Plan” 
or AHCP. According to the BU School of 
Medicine fact sheet, “The Re-Engineered 
Hospital Discharge Program to Decrease 
Rehospitalization,” the AHCP can be 
delivered by a nurse or by LouiseTM, the 
“Virtual Discharge Advocate…a hospital 
bedside patient education system that 
engages with patients about their post-
discharge self-care plans.”

By comparison, Project BOOST (Better 
Outcomes for Older adults through Safe 
Transitions), developed by the Society 
of Hospital Medicine (SHM), emphasizes 
what a case study calls “the teach-back 
method” for patient education. The study, 
Reducing Unnecessary Readmissions 
and So Much More published by SHM, 
describes this method as “getting patients 
to describe important steps they need to 
take in order to ensure a smooth transition 
from hospital to home.”

Project BOOST also addresses 
accountability by using a “team approach” 
among care providers. According to the 
case study, the regular meetings that 
were a part of BOOST “brought the entire 
team together, including pharmacists, 
social workers, medical residents and 

for

notes that “Ineffective care transition 
processes lead to adverse events and 
higher hospital readmission rates and 
costs…80 percent of serious medical errors 
involve miscommunication during the 
hand-off between medical providers.”

The 2011 Health Affairs report “The 
Importance of Transitional Care in 
Achieving Health Reform” reviews a set 
of studies which show how poor care 
transitions can lead to “churning,” or 
“movement of patients from hospitals to 
the community and back again.” About 20 
percent of Medicare beneficiaries returned 
to the hospital within 30 days of their 
discharge in 2009, and more than a third 
were readmitted within three months of 
being discharged. According to Dr. Mary 
Naylor and her co-authors, this inefficient 
churning of patients between care settings 
costs “an estimated $15 billion in annual 
Medicare spending.” 

In addition to costly and stressful 
readmissions, poor care transitions can 
lead to harmful medication errors as well. 
The National Transitions of Care Coalition 
reports in their 2010 Improving Transitions 
of Care publication that one in three 
patients have at least one medication 
error upon being discharged and that 
one in five patients experience an adverse 
event within a week of discharge, more 
than half of which are medication-related. 
The report adds that “medication errors 
harm an estimated 1.5 million people 
each year in the United States, costing the 
nation at least $3.5 billion annually.”

And older adults are particularly 
vulnerable to these adverse events 
because, according to the American 
Medical Directors Association’s (AMDA) 
2010 practice guideline, Transitions of 
Care in the Long-Term Care Continuum, “It 
is common for patients in the LTCC to be 
transferred from one care setting, level 
of care, or caregiver team to another.” 
And the more transitions an individual 
goes through, the more chance there 
is for “adverse events and avoidable 
complications to occur as a result of poor 
communication and coordination among 
caregivers, health care professionals, and 
the patient.” 

Reasons for Poor Transitions
Poor communication is, as the AMDA 
notes, one of the main factors in a poor 
care transition. According to the AMDA, 
a quarter of all nursing home residents 
are transferred to the emergency room 
each year, but “essential information is 
frequently not conveyed with the patient.” 
Ten percent will arrive at the emergency 
room with no documentation at all, and 
documentation for the other 90 percent 
will be incomplete.

The Joint Commission’s 2012 report 
concurs with the need for better 
communication, noting that a poor 
transition can occur when “Care providers 
do not effectively or completely 
communicate important information 
among themselves, to the patient, or to 
those taking care of the patient at home 
in a timely fashion.” 

In addition to issues with communication, 
the Join Commission reports that poor 
transitions can be caused by poor patient 
education. For instance, “Patients or 
family/friend caregivers sometimes 
receive conflicting recommendations, 
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 More on Care Transition Tools…
The 2013 Journal of American Medical Directors study 
mentioned previously examined how a modified version of 
the TCM care transition program could be utilized by skilled 
nursing staff members. Want to explore care transition tools 
for use in your community? Visit these websites for more 
information and to download tools:

 X CTI: www.caretransitions.org

 X Project BOOST: www.hospitalmedicine.org/boost

 X Project RED: www.bu.edu/fammed/projectred

 X TCM: www.transitionalcare.info

other team members, to discuss unit patients,” which led to a 
better understanding of who was responsible for what in the 
transition process.

On the other hand, Penn State’s Transitional Care Model, or 
TCM, addresses the issue of accountability by transferring 
responsibility for all aspects of the transition to a single 
person: the advanced practice nurse (APN). According to the 
study “A Qualitative Analysis of an Advanced Practice Nurse-
Directed Transitional Care Model Intervention” published in The 
Gerontologist in 2011, the APN “performed a comprehensive 
assessment of the patient’s health status; worked with the 
patient, [caregiver], and inpatient team to define priority goals 
and services; and collaborated with other health care team 
members to streamline and coordinate plans.” 

The APN was also in charge of post-discharge communication 
and follow-up with the patients and caregivers, including 
both telephone and in-person meetings “at least once per 
week during the first month posthospital discharge and 
then bimonthly,” as well as attending follow-up doctor visits 
with the patient. This level of responsibility and frequency 
of communication also differs from that of another model 
developed by the University of Colorado known as the Care 
Transitions Intervention, or CTI. 

The CTI also employs a primary point of contact, known 
as the “transition coach” according to the 2006 study, “The 
Care Transitions Intervention,” published in The Archives of 
Internal Medicine. But, according to the study, CTI focuses on 
“providing patients and their caregivers with tools and support 
to encourage them to more actively participate in their care 

transitions.” Therefore, post-discharge communication, which 
includes one in-person meeting and subsequent follow-up via 
phone, is done so with the goal of making the patient both 
more accountable and more confident to self-manage their 
own transition. The study notes that this strategy can affect 
“not only the impending transition but also any subsequent 
transitions.” 

Beneficial Outcomes…No Matter What
Despite the differences in approach, each of these models 
for improving care transitions has shown some benefit in 
outcomes. According to the RED program fact sheet, an 
intervention group that utilized the AHCP showed “a 30 percent 
lower rate of hospital utilization…compared to usual care in 30 
days of discharge.” A 2013 Journal of American Medical Directors 
study, “Project ReEngineered Discharge (RED) Lowers Hospital 
Readmissions of Patients Discharged From a Skilled Nursing 
Facility,” also found a reduction in rehospitalizations—46 
percent—when the program was utilized by skilled nursing staff.

Utilization of Project BOOST also showed a drop in 
readmissions, as did TCM and CTI. According to a 2013 study 
in Journal of Hospital Medicine, “Project BOOST: Effectiveness of 
a multihospital effort to reduce rehospitalization,” found that 
the rate of readmission for hospitals using BOOST tools fell an 
average of 13 percent in one year.

The 2004 study, “Transitional care of older adults hospitalized 
with heart failure” published in the Journal of the American 
Geriatrics Society, found that the TCM method led to a 60 
percent drop in readmissions within the first six weeks of 
discharge. Similarly, the Archives of Internal Medicine study 
found that readmission rates dropped about 70 percent within 
30, 90, and 180 days of discharge when the CTI method was 
used.

The benefits of a care transition model are apparent and 
immediate. It’s clear that, as the AMDA practice guideline 
states, “By improving core discharge planning and transition 
processes out of the hospital; improving transitions and care 
coordination at the interfaces between care settings; and 
enhancing coaching, education, and support for patient 
self-management; the rate of avoidable rehospitalizations 
can be reduced.” A focus on education, communication, and 
accountability, regardless of approach, can only be beneficial 
for all involved.g
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