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Chairman Weisz and members of the committee, my name is Kilee Harmon. | am the Rockstad
Foundation team member with the responsibility of creating Gaia Home, which will be licensed as
a residential end-of-life facility if Senate Bill 2226 is enacted, providing a new option for end-of-
life care. Today | am here to testify in support by 1.) Explaining the vision for our model, 2.) Who
residential end-of-life facilities can benefit, and 3.) Why they are needed.

1) First, the Gaia Home Vision. Our model will offer a community of 12 private twin homes, in
which people can receive hospice services from a provider of their choosing and receive 24-
hour supportive care provided by the home's caregiving staff with a significantly low guest-to-
caregiver ratio. Family members could live with their loved one, not have to worry about being
the caregiver, and focus on spending quality time making lasting memories.

We anticipate each home will be roughly 1,400 to 1,800 square feet offering two bedrooms,
two bathrooms, and an open concept living space with a kitchen, living room and dining area.
Each will have its own laundry space, garage, and outdoor gathering spaces. The patient’s
room would be extra-large to accommodate a person’s personal belongings and to allow for
extra sleeping arrangements if family members want to comfortably sleep in the same room as
their loved one.

All twin homes would be connected by hallways leading to the main home which will house
staffing areas, a family conference room, a hydrotherapy spa, a chapel area, a general kitchen
and other amenities.

To make this beautiful vision become reality, the intent of the Rockstad Foundation is to create
a separate non-profit entity to fundraise for, start and operate Gaia Home. It would be 100%
privately funded.

It is currently estimated that a $35 million campaign is needed to build the 12-twin home
facility, fund initial operations, and to begin an endowment for sustainability as we will provide
compassionate care funds for those who cannot afford private pay. Currently, $3.5 million has
been committed thus far. Shortly after legislation is passed and enacted, the silent phase of a
capital campaign would begin, and construction would commence when funds have been
secured.

Based upon a successful campaign and initial projections, Gaia Home could open in 2025 and
35% of Guests, or 84-139 people on an annual basis, could have 100% of the costs defrayed in
year one, and for the next 13 years without ANY additional donations. A business plan details



2)

3)

that privately raised funds will aim to subsidize the cost of the care, so the private pay
component is only $500 per day, which is the market rate for comparable facilities. According
to 2018 data, the median length-of-stay for individuals on hospice care in the Bismarck region
is 11 days, therefore a family could expect an estimated cost of up to $5,500. However, the
overall goal is to grow the endowment to continue to push down costs so all guests are fully
fund.

Now that we understand the overall vision, I'd like to explain who residential end-of-life
facilities can benefit, as they will enhance the continuum of services available. They will offer
a solution for:

e People who need hospice but have limiting factors which make it difficult or impossible
to receive hospice services at their home, and who want to be in a private home
setting.

e Families who want to honor a loved one’s wish of being in a home during life's final
season but are unable to provide 24-hour support in their loved one’s home.

e People who are outside of a hospice service area as they could move to a facility like
this and receive care in a true home setting.

e Current caregivers who need relief from providing care for longer than the 5-day
Medicare respite benefit and their loved one wants to be in a home setting.

e And, lastly, hospice patients whose homes are no longer a viable option, but they
desire a home setting.

Lastly, why residential end-of-life facilities are needed. To qualify for hospice, a person
needs to have 24-hour caregiver support, and that caregiver role typically falls on family
members’ shoulders. If someone does not have 24-hour caregiver support, does not want to
put family in the caregiver role, or they do not want to receive hospice in their home, but they
also do not want to be in a non-home setting, there is currently no option out there for them.
Thus, residential end-of-life facilities fill a gap in the continuum of care.

That concludes my testimony. | thank you again for your time and attention, and | will happily
stand for any questions you may have.
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Video explaining Residential End-of-Life Facilities: https://youtu.be/nADQydzNI 1|
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2. What type of hospice care will hospice providers be able to provide within Gaia
Home?

a.

There are four levels of hospice care

Level of Care

prOVided by the Medica re hospice In 2018, the vast majority of days of care were at the Routine Homecare
benefit. They are routine home care, = ®HO vl
continuous home care, resplte care, Table 3: Level of Care by % of Days of Care

and general inpatient.
i.
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Home Care. That is when the

hospice program’s interdisciplinary team (Patient and family, Physician
including the medical director and attending physician, Registered nurse,
Medical social worker, trained volunteers, providers of special services
including a spiritual counselor, a registered pharmacist, a registered
dietitian, or professional in the field of mental health may be included in the
hospice care team as determined appropriate by the hospice program)
creates the patient’s plan of care, sets up the medical equipment needed
wherever the patient calls home, organizes the medication schedule, trains
the patient’s caregivers on how to provide care per the plan, and more.
Continuous Home Care (CHC) is care provided for between 8 and 24 hours
a day to manage pain and other acute medical symptoms. CHC services
must be predominately nursing care, supplemented with caregiver and
hospice aide services and are intended to maintain the

terminally ill patient at home during a pain or symptom crisis. In 2018, .2%
of days of care were CHC.

Inpatient Respite Care (IRC) is available to provide temporary relief to the
patient’s primary caregiver. Respite care can be provided in certified
facilities such as a hospital, hospice facility, or a long-term care facility. In
2018, .3% of days of care were CHC. Even though hospice programs would
not be able to offer respite care in our home, they would be able to offer
“relief care” in which people can stay longer than the 5-day respite benefit.
This portion of the benefit does pay for room and board of a certified
facility, where our daily fee will be private pay.

Lastly, General Inpatient Care (GIP) is provided for pain control or other
acute symptom management that cannot feasibly be provided in any other
setting. GIP begins when other efforts to manage symptoms are not
sufficient. GIP can be provided in a Medicare certified hospital, hospice
inpatient facility, or nursing facility that has a registered nursing available 24
hours a day to provide direct patient care. In 2018, 1.2% of days of care
were GIP. Hospice programs would not be able to offer GIP in our home.



v. In researching this concept and visiting with hospice providers we are
confident they will be able to provide routine home care and continuous
home care in residential end-of-life facilities, which are the most utilized
levels of care.

3. What about employment and the shortage of nursing personnel?

a.

We fully understand there is a nursing shortage on a national level and state level.
Our hope is to help supplement the staffing with qualified volunteers which is what
you will see in other similar places. However, even with that being the case, we do
not foresee the nursing shortage as a reason to not offer this type of option for
people’s end-of-life care.

4. Why not just become a hospice program?

a.

We want to focus on running the home and let hospice partners do what they do
best, which is provide wonderful hospice care. A home's caregivers would
collaborate with hospice providers to ensure the goals and priorities of the patients
and families are met.

5. Why are we seeking licensure at all?

a.

We believe licensure is the correct course as it creates rules in which govern a
residential end-of-life facility, protecting the families who could receive hospice
services and support care in these homes.

If your opinion is that this type of facility doesn’t need to be licensed, we only
would ask that law would be enacted to state that we can exist without licensure.
Our only objective is to create confidence to the public that this is a safe facility for
loved ones who are vulnerable adults.

6. What supportive services are offered?

a.

Ultimately, the services residential end-of-life facilities will be able to provide will
be determined by the administrative rules. However, we foresee them being able to
help with the following:

i. Services that help a hospice patient with his or her activities of daily living,
and may also include preparation of special diets, medication
administration, or other activities that do not require constant attention of
medical personnel.

1. Activities of daily living are the tasks of transferring, moving about,
dressing, grooming, toileting, bathing, and eating performed
routinely by a person to maintain physical functioning and personal
care.

ii. Provide non-personal care tasks such as housekeeping, laundry, shopping,
and cooking.

iii. Could also include massages, music therapy, pet therapy and other
therapies that help people through their end-of-life journey.



7. If a hospice patient revokes from the hospice agency, are they still able to live in this
home?
a. If they choose to be a hospice patient of a different hospice program that provides
services in the residential end-of-life facility, we believe they could stay.
b. If they are not a hospice patient, we do not believe they will be able to stay in a
residential end-of-life facility.

8. Are hospice programs responsible for supervising nurses/aids at the facility?
a. No. The residential end-of-life facility will supervise its nurses, aids and volunteers.



