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FOREWORD

On September 30, 1983, Department of Public Welfare
Commissioner Charles M. Atkins announced that he was creating
an external advisory panel to review the Department's Case
Management Screening Program (CMSP). Within two weeks, he
appointed a diverse committee and directed it to examine the
CMSP organizational structure, costs, management information,
savings to the Medicaid program, and program alternatives.

The six people who have served on the Advisory Committee are:

Joanne Bluestone
Senior Research Associate, Heller School, Brandeis University
Former Assistant Commissioner, Department of Public Health

David B. Cushman
President, Federation of Nursing Homes

Dr. Robert Master
Physician, Urban Medical Group

George S. Moran
Executive Director, Elder Services of Merrimack Valley

James Stowe
Health Data Institute
Consultant, Business Roundtable

Stephen M. Weiner
Attorney, Goulston and Storrs
Former Chairman, Rate Setting Commission

During the course of the program review, Joanne Bluestone was
appointed Acting Associate Commissioner for Medical Payments
in the Department of Public Welfare and resigned as chairper-
son. Stephen Weiner, already a member of the Committee, became
the chairperson in early December.

Staff assistance to the Committee was provided by the
Department's new Office of Research, Planning and Evaluation.
The staff who worked on the report included:

#
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Elizabeth Vorenberg, Assistant Commissioner; Carol VanDeusen
Lukas, Director of Evaluation; Peter Dreyfus; Jessica Banthin;
and Sandra Tishman, on loan from the Medicaid Division. Jean
Marino, the Office's administrative assistant, and the
Department of Public Welfare's word processing unit provided
valuable assistance.

The Research, Planning and Evaluation staff received extensive
help from many other Department staff, especially Lois Simon,
Lori Allan, Robin Lipson and Sue Flanagan from the Medicaid
Division and Gary Abrahams from the Budget Office. The Office
of the General Counsel provided the material for Chapters II
and IX.

The review involved six weeks of investigation and several
more weeks of writing and review. Specifically, the review
included:

3 Interviewing central staff personnel involved with CMSP;

Interviewing other state personnel, legislators, acade-
mics, and health care administrators concerned with long-
terra health care;

Collecting reports, memoranda, caseload data, program
costs, and narrative descriptions relating to CMSP both
from the program staff and external interested parties;

Reviewing and analyzing these documents;

Examining nursing home screening activities in other
states;

Meeting with representatives of concerned groups, e.g.

,

hospital social workers, home health agencies, Home Care
Corporations, and legal advocates for the elderly;

° Making site visits in the field to review firsthand the
actual operation of CMSP.

A list of persons interviewed and materials relating to other
states' programs will be found in the Appendices A, B and K.

The Committee began its work in an atmosphere of controversy
which surrounded the Case Management Screening Program. Every
effort was made to evaluate the program realistically and with
an appreciation of what the program has achieved. At the same
time, the Committee attempted to elicit information from the
program's critics and to weigh the evidence, as the report
describes in detail. In doing its work, the Committee
received continuing cooperation from the program staff for
which it is grateful.

The Committee supports the goals of the program and hopes that
its recommendations will strengthen further the program's
objectives.
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EXECUTIVE SUMMARY

In 1978, The Massachusetts Department of Public Welfare (DPW)
instituted a program designed both to control Medicaid costs
by reducing the number of inappropriate nursing home place-
ments and to increase access to nursing home beds for those
who could not be cared for at home.

The Case Management Screening Program (CMSP) screens clients
applying for long-term Medicaid financed care to determine
whether their medical needs require a nursing home placement
and, if so, at what level of care.

Initially CMSP targeted persons eligible for Medicaid before
they entered a nursing home. People who entered nursing homes
as private-paying patients and applied to convert to Medicaid
as their funds were exhausted were reviewed for appropriate-
ness but were not forced to make a change of facility or level
based on such a review. In January 1983, DPW implemented a

new policy which denied Medicaid payments to new applicants
already in nursing homes if the CMSP team found they were not
in an appropriate placement. As a result, some individuals had
to be relocated in order to receive Medicaid payments, and the
Medicaid Division did not pay for their care if they remained
in the inappropriate placements while appealing their cases.

Although the number of people who were forced to move was
small — only 3.5% of all private paying patients who sought
to convert to Medicaid — the cases were painful. Families and
legal advocates for clients protested strongly to the DPW
Commissioner. Several cases came to the attention of the
press.

In response to these and other criticisms, the Commissioner
called for a full review of the CMSP by an external Advisory
Committee. This report is the product of that review.

* * *

The Committee finds CMSP to be a useful program that benefits
the state's older citizens and all its taxpayers. The program
should continue. CMSP's two principal goals — to increase
access to nursing homes for older persons who need such care
and to reduce unnecessary nursing home expenditures for per-
sons who can be cared for at home — have, to a certain
extent, been met.



However, there are substantial shortcomings in the current
design and operation of CMSP. There is, for example, con-
siderable duplication between the work of CMSP teams and
hospital discharge planners in some areas. Equally important,
the Medicaid savings resulting from denials of nursing home
requests have been far smaller than generally expected. After
the costs of operating CMSP are taken into account, the net
savings from all CMSP screenings in FY83 were SI, 714, 380.
Projected net savings for FY85 are $1,936,784. The program
therefore should be modified so that it can achieve its goals
more effectively and reduce its operating costs substantially.

In conducting its review of CMSP, the Committee was severely
hampered by lack of reliable data on sources of referrals,
client needs, services provided, and costs incurred.

Recommendation

DPW should improve its data collection and analysis so that it
can better manage CMSP and monitor the implementation and
impact of program changes.

* * #

The operating procedures of CMSP are as follows:

The Case Management Screening Program is organized into teams
consisting of a registered nurse, a social worker, and a pla-
cement specialist, who may be either a registered nurse or a

social worker. Requests for review come to the team from
nursing homes, hospitals, community agencies, and individuals.
The review teams rely on an assessment form, medical records,
client interviews and other sources of information to make
their placement decisions. The placement specialist assists
in finding nursing home beds for those whose request is
approved. There were 16 CMSP teams in the Commonwealth during
FY83, the year which is the basis of this report. The teams
did not cover all parts of the state.

The Committee examined the major functions of CMSP. These are:

1. Screening of private-paying nursing home residents who
request Medicaid payment for their continued care in
nursing homes;

2. Screening of persons in hospitals who seek entrance to
nursing homes;

3. Screening of persons living at home who seek entrance to
nursing homes;

4. Referral to community-based care for persons denied
nursing home placement;
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5. Assistance to persons at home and in hospitals who have
been approved for entrance into nursing homes but who
experience difficulty in finding a nursing home bed.

The Committee also reviewed:

6. The process by which CMSP assesses the need for nursing
home care, and

7. The hearings process through which individuals denied
state-financed nursing home care appeal the decisions of
the CMSP.

For each of these functions and processes, the Committee has
developed a set of recommendations based upon the findings of
its inquiry. Only a limited number of recommendations have
been included in the Executive Summary. More detailed recom-
mendations are contained in the individual sections of the
report.

1 . Nursing Home Conversion

The goal of conversion review — to insure that private
paying nursing home residents who convert to Medicaid sta-
tus are cared for in an appropriate level of care — is
proper, but its mechanism is awkward and not cost effec-
tive.

° In.FY83, conversion reviews saved the Commonwealth
S27,843.

Gross savings in nursing home costs totaled S234,900.

3 Costs of operating the conversion review function were
S207,057.

° Throughout the year, 2,474 conversion cases were
reviewed; only 87, or 3.5%, were denied continued
Medicaid financed care in a nursing home.

Conversion screening was developed in part to provide
greater equity: to avoid exempting private payors from
screening when they converted to Medicaid. But the
problems of post-admission screening diminish its impact.
Moving people out of nursing homes has proved to be a dif-
ficult endeavor, and at times, a traumatic experience for
older people. The post-admission review is almost by its
nature too late because older people adapt to the institu-
tion in which they have been living and their community
supports, including their housing, may no longer exist.

To allow for earlier, more equitable, and more cost-
effective intervention, private-paying applicants who
anticipate converting to Medicaid should be subject to the
same pre-admission screening that is conducted for
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Medicaid eligible applicants. Screening of private-paying
patients prior to admission to nursing homes has been suc-
cessfully implemented in other states. Such a procedure
would be consistent with the Attorney General's regula-
tions providing for full disclosure to private patients at
the time of admission of the possibility of transfer or
discharge.

Recommendations

a. DPW should initiate a program of prior screening for
all admissions to nursing homes.

b. DPW should continue conversion screening for those who
have refused pre-admission screening or who have not
accepted the recommendation of the screening team.

c. Until pre-admission screening begins, no patient in
residence who converts to Medicaid after more than a

year' s stay in a nursing home should be required to
transfer.

d. In view of the amount of staff time involved in con-
version screenings and negligible savings, if any, DPW
should implement the final paragraph of the Nursing
Home Federation's bill as an intern measure until pre-
admission screening begins:

"In order to avoid transfer tramua for those
patients who are in the facility for less than 12
months, the long term care pre- screen ing team
shall assist the facility with the transfer and
the facility shall be reimbursed at its current
rate until an appropriate alternative placement is
found.

"

e. Present procedures for reviewing conversion denials at
the Commissioner' s level should continue until pre-
admission screening begins. CMSP staff conducting con-
version reviews should consider the recommendations in
this report.

2 . Hospital Screenings

CMSP ' s current procedure for reviewing acute hospital
patients who seek to enter nursing homes does not repre-
sent the best use of the state's resources.

° The extremely high rate of agreement between hospital
discharge planners and CMSP staff (between 90 and 97
percent) with respect to planning for discharged hospi-
tal patients indicates that CMSP screening duplicates
the work of hospital d i scharge planners.



° The duplication accounts for this activity's low cost
effectiveness. Nearly one-half o.f CMSP' s screenings
are requests from hospitals. Yet this function results
in a much smaller percentage (22%) of CMSP net savings
to the Medicaid program.

To reduce duplication, hospitals with track records of
high agreement with CMSP should be delegated to conduct
the required screening without a case-by-case review by
CMSP.

In order to maintain DPW's watchdog function in
controlling nursing home admissions, the Department should
develop a process to monitor hospital screening activities.
Under such a review process, the Department would look
periodically at a sample of hospital screenings and deter-
mine whether appropriate placements have been made. When
a hospital appears to diverge from an established pattern
of agreement with CMSP, the delegated status can be
revoked.

Recommendations

a. DPW should delegate the screening function of CMSP
hospital referrals to discharge planners in hospitals
with a history of high agreement with CMSP.

b. Delegation of this responsibility to hospital person-
nel should not affect post-determination rights
available to hospital patients under CMSP.

c. No hospital should be eligible for delegated status
until it has established an agreement rate with CMSP
of 90 percent or more over a six-month period.

d. DPW should develop a monitoring process which
retrospectively reviews nursing home placement of
hospital patients to assure continuing appropriately
high levels of correspondence between CMSP and hospi-
tal placement decisions.

e. DPW should develop procedures for revoking hospital
delegated status when delegation no longer appears
warranted.

f. CMSP should continue to screen in hospitals which
request the service or which do not meet standards for
delegation.

3 . Community Screenings

Screening of clients living at home who seek to enter
nursing homes is the most successful function of the Case
Management Screening Program and its most cost-effective
intervention.
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Only 34% of CMSP's screening resources are devoted to
these cases, but they generate 77% of CMSP's net
savings to Medicaid.

° Through the screening process, many Medicaid clients
and their families are introduced to home-based care
services for the first time.

When clients living at home are already being served by
certified home health agencies, CMSP may be able to reduce
its costs by relying more consistently upon these agencies
to complete the client assessment forms. Currently, com-
munity nurses fill out the assessment form and then a CMSP
team, including a community nurse, visits the client at
home. This duplication could be avoided when the certified
community health agency has had extensive contact with the
client.

Recommendations

a. Where a certified home health agency has cared for a
patient, this agency's staff should complete the
nursing portion of the assessment required for CMSP
screening.

b. In such circumstances, CMSP should consider whether an
additional home visit for this purpose is necessary.
Where there is a disagreement on the appropriate level
of care, CMSP should visit the client.

c. DPW should consider whether activities relating to
coordination of home health care services by certified
home health agencies shall be reimbursable by the
Department.

4 . Referrals to Community-based Care

CMSP diverts hundreds of Medicaid eligible elderly from
institutions every year. But it does not insure that ade-
quate community services are provided for the indivi
duals. The present home-based system of care for the
elderly does not function well enough to serve the needs
of 500-600 Medicaid clients who come to the attention of
CMSP and who may be denied nursing home placement. Some
of these clients may fall between the cracks of a

fragmented home-based care system. The Commonwealth has
an obligation to make sure this does not happen.

A systemic approach to this problem is to create a formal
inter-agency agreement between the Department of Public
Welfare and the Department of Elder Affairs. This
agreement would outline the responsibility of the CMSP
teams to make a formal referral to the Home Care
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Corporations for all patients denied nursing home care.
This would include patients denied through both the hospi-
tal and community screening functions of CMSP.

Recommendations

a. The Departments of Public Welfare and Elder Affairs
should develop an inter-agency agreement which outli-
nes the obligation of CMSP to refer all hospital and
community-based denials, as well as those persons
awaiting nursing home placement to the appropriate
Home Care Corporation.

b. The DPW-DEA agreement should be specific with regard
to the following:

Referral arrangements;

° Responsibility for case management;

° Priorities with respect to waiting lists;

° Responsibility for developing data on the needs of
elderly clients served.

c. DPW should consider the benefits and drawbacks of per-
mitting the HCCs to authorize Medicaid reimbursable
services for home-based elderly clients.

d. Since case management will not be the responsibility
of CMSP under these recommendations, DPW should con-
sider a new name for the program.

5 . Placement Assistance

Although the principal goal of placement assistance is to
save Medicaid dollars that pay for unnecessary hospital
days, this function achieves negligible net savings and
has only a slight impact on reducing those costs.

Placement service, however, has an impact beyond measured
cost savings as follows:

Nursing homes have been convinced by the placement team
to take sicker patients on Level II status.

For home-based patients requiring nursing home care,
placement assistance prevents "social trips" or a
weekend placement in a hospital in order to gain
nursing home admission.

The placement team assists hospitals and other agencies
by prevailing upon nursing homes to admit Medicaid eli-
gible patients.
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Placement assistance is useful but its impact and need
vary according to the area of the state and the length of
time a CMSP team has worked there. It is questionable
whether one placement specialist is required on each team.
Consistent with other recommendations in this report, place
ment assistance should be targeted to particularly
troublesome situations.

Recommendations

a. CMSP placement specialists should be located
regionally at DPW's Long Term Care Units (LTCU).

b. The placement specialists should develop an infor-
mation system which quickly shows where nursing home
beds are available.

c. The CMSP staff and the LTCU should cooperate more close
ly in order to accelerate eligibility processing for
patients on Administratively Necessary Day status.

6 . Client Assessment

CMSP 1 s assessment procedure should be modifed to provide
greater consistency, fairness and objectivity. The current
assessment procedure is limited in several ways:

° The assessment form does not measure the amount and
availability of assistance at home.

The assessment form does not have a scoring mechanism
to promote consistency in placement decisions.

° The emotional and mental status section of the
assessment form requires the teams to describe indivi-
duals in vague, abstract terms (e.g. "assaultive")
rather than by observing and recording actual behavior.

The limitation of the form leads to inconsistent applica-
tion of the criteria and to incomplete client information
on those denied placement who remain in the community.

Recommendations

a. A better assessment form should be developed. It
should include the following:

A section measuring Instrumental Activities of
Daily Living (IADL) status;

° A functional status section which is also quan-
tifiable.
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A section quantifying the extent of community sup-
ports.

A more objective section on emotional and mental
status.

b. The new assessment form should evaluate clients for
all types of long term care placements, including
SNF, ICF, rest home and community based systems.

c. The new assessment form should have an overall scoring
system to match individuals with types of service and
to ensure fair and consistent placement decisions.

7 . Fair Hearings

Fair hearings to review nursing home denials have produced
decisions that appear arbitrary and uncaring. The objec-
tive of the fair hearing process should be a correct deci-
sion on the care needed by a patient based on all
information available.

Fair hearings have been narrowly defined to address
only the patient's situation as it was recorded at the
time of the denial. New evidence — both what was una-
vailable at the time of the denial and change in the
patient's condition subsequent to the denial — has
been excluded from consideration.

Decisions based on psychosocial criteria to allow-
patients to remain in nursing homes have been incon-
sistent and have led to time-consuming appeals and
judicial reviews.

Recommendations

a. The review team should be required to make follow-up
inquiries as to the completeness of a patient' s medi-
cal record prior to its decision.

b. The scope of the fair hearing should be enlarged to
enable a hearing referee to consider all new evidence,
subject to appropriate validation, for the purpose of
establishing a patient's level of care or the
appropriateness of a transfer waiver decision, both
retroactively and as of the time of the hearing.

c. The CMSP regulations should be reviewed by a working
group consisting of representatives of all interested
parties.
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I. INTRODUCTION

THE NEED FOR NURSING HOME SCREENING

The number of persons in Massachusetts over 75 has grown much
faster in the last ten years than the general population.
From 1970 to 1980, the over-75 population increased 19 per-
cent, while the total population grew by less than one per-
cent, as shown in Table 1-1. Additionally, Massachusetts has
a population older than the country as a whole: 12.7% of the
state's population is 65 or over compared with 11.3% of the
population nationally.

Reliance on Nursing Home Care

With the growth in the Commonwealth's older population comes
pressure on the formal long-term care system, especially
nursing homes. An analysis by the Department of Public
Welfare (DPW) Budget Office in the FY84 Budget Request states:

Traditionally, families and friends have provided 60-80%
of the care which chronically ill and disabled elderly
receive. However, while the number of frail elderly
grows, the capacity of these traditional networks dimi-
nishes. Nationally, 20% of those over 65 have no sur-
viving relatives. In 1980, 25.5% of Massachusetts elderly
lived alone. The general aging of the population and the
increased participation of women in the work force, women
who are therefore not able to care for elderly family mem-
bers, are key factors in this trend. The state also has
more widowed women over 75 than the national average.
Many of these women receive little more than minimal
Social Security payments and are likely candidates for
institutional care when they become ill.

Often the solution to the problem of caring for older persons
who need some assistance and who have no family or friends to
provide it is to place them in nursing homes. This solution
frequently is used even when individuals do not require
constant medical supervision because the health, social and
housing services needed to support them in the community are
not available. Massachusetts has a growing number of non-
institutional, community-based long-term care services
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Table 1-1

COMPARISON OF THE GROWTH RATES OF
THE POPULATION OVER 75 AND THE
TOTAL POPULATION IN MASSACHUSETTS
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provided, for example, by the Home Care Corporations (HCCs)
which operate under the auspices of the Department of Elder
Affairs and by home health agencies including Visiting Nurse
Associations. (Appendix C shows the use of nursing home and
HCCs in different parts of the Commonwealth.)

But the community-based long-term care system is still very
small in comparison with the nursing home system. The
Massachusetts Senate Ways and Means FY84 Budget Narrative
reports that in FY83, 82% of all state expenditures for long-
term care for the elderly paid for nursing home beds.

In 1983, there were 44,264 nursing homes beds in
Massachusetts. Historically, the proportion of elderly citi-
zens who are in nursing homes is higher in Massachusetts than
in the country as a whole. The DPW Medicaid Data Book
(September 1983) reports that, "in 1977, 7% of the
Massachusetts elderly were in nursing home or chronic hospital
beds. Across the nation, 4.8% of the elderly are in nursing
home s

. "

*

Massachusetts nursing home patients, like those throughout the
country, typically lack family support systems. The
Massachusetts Federation of Nursing Homes in its report, Facts
and Issues on Long Term Care , presents a profile of nursing
home residents based on findings from national studies:

Twelve percent of the elderly nursing home patients are
married, 62% are widowed, 26% are single. In the elderly
population at large, 50% are married, 40% are widowed,
and 10% are single. The lack of a spouse is a critical
determinant in the need for nursing home care.

One out of five older people are childless, but 46% of
the institutionalized elderly have no children. The
remainder tend to have one child rather than two or more.
Childlessness or having only one child are critical
determinants in the need for nursing home care.

Nearly nine of every ten nursing home patients are over
age 64; the percentage of elderly persons residing in
nursing homes rises dramatically with age, from about 1.4%
in the 65-74 age group to more than 20% of those 85 and
over

.

The growing pressure on the Massachusetts nursing home system
creates two problems:

accelerating Medicaid costs;

° difficult access to nursing home beds.

Chronic hospitals are defined below.



Accelerating Medicaid Costs

The rapidly growing elderly population in Massachusetts utili-
zes an increasing share of Medicaid dollars, especially
dollars which pay for nursing home care.

Medicaid is an entitlement program for people with low incomes
in which the federal and state governments share the cost of
their medical care. In general, the Medicaid eligibility
requirements for nursing homes are that 1) an individual's
assets must be below $2,000, or if married, S3, 000, and 2) the
individual's current income is not sufficient to meet his or
her health costs.

Nursing home care is expensive. At an average cost of S45 per
day, or $16,425 per year, most nursing home residents even-
tually exhaust their personal financial resources and apply
for Medicaid assistance. In FY83, 75% of the nursing home beds
in Massachusetts were paid for by Medicaid.

Table 1-2 shows that Medicaid expenditures for nursing homes
increased over 100% between 1976 and 1982. The DPW FY84
Budget Request states that, "in FY84, the [Medicaid] program
will spend $581 million, or more than half of its total
budget, on care for the 40,000 recipients in nursing homes and
chronic hospitals."

The pressures on the Medicaid budget resulting from growing
numbers of older persons who need nursing home care are exa-
cerbated by increasing nursing home costs. The DPW Medicaid
Data Book states that "between FY77 and FY82, the average
Medicaid caseload increased only 7.1% from 35,290 to 37,800."
In contrast, nursing home rates increased 50% between FY79 and
FY83 — 11% per year since FY80 — as shown in Table 1-3.

Difficult and Inefficient Access to Nursing Home 3eds

Access to nursing home beds has also become a problem as the
elderly population grows and increases the demand for nursing
home care.

Types of institutional care . According to the Massachusetts
Nursing Home Federation report:

Massachusetts nursing homes are licensed by the
Commonwealth [through the Department of Public Health]
and are staffed by trained professionals who provide the
infirm elderly, the convalescent, and the chronically ill
with essential health and social services. These ser-
vices are provided in accordance with standards designed
to assure individualized quality care. The standards in
Massachusetts are generally acknowledged to be among the
highest in the country.
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Table 1-2

Source: Department of Public Welfare.
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Table 1-3

NURSING HOME PER DIEM RATE TRENDS

5T78 PY79 FYSO PY81 F282 7Y33

Skilled Nursing Facility
(SOT, Level II)

H/A 532.99 $35.24 339.49 $ 44.40 $ 49.27

Intermediate Care Facility
(ICF, Level III)

N/A 24.49 26.44 29.49" 33. 2U 36.59

Multi- level Facility
(Levels II & III Combined)

N/A 29.43 32.54 36.33 40.47 45.10

Source: Rate Setting Comniscion. T.-.cae average fiscal year nursing home rates vera
weighted by the number of rates in each fiscal year and the number of months
each rate was in effect.
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Nursing homes are licensed to provide different levels of
nursing home care. The Nursing Home Federation defines the
levels as:

Skilled Nursing Facilities (SNFs) providing skilled
nursing home services on a 24-hour basis. Registered
nurses, licensed practical nurses and nurses' aides pro-
vide services prescribed by the patient's physician.
Emphasis is on medical and restorative nursing care along
with physical, occupational and other therapies. This
type of facility can participate in both the Medicare and
Medicaid programs.

Intermediate Care Facilities (ICFs) providing regular
medical, nursing, social and rehabilitative services in
addition to room and board for people not capable of
independent living. This type of facility may be cer-
tified for the Medicaid program.

SNFs, often referred to as Level II facilities, have a per
diem rate of S49.27. ICFs, known as Level III facilities,
have a per diem rate of S36.59. Nursing homes which offer
more than one level of care are called multi-level facilities
and have a rate of S45.10. Of the 524 nursing homes in
Massachusetts, 49% are multi-level facilities as shown in
Table 1-4.

Massachusetts has two additional types of long-term care faci-
lities: chronic disease/rehabilitation hospitals and residen-
tial care facilities, or rest homes. There are 6400 chronic
hospital beds in Massachusetts. The per diem rate paid by
Medicaid for a chronic hospital in FY83 was S144 for patients
who needed nursing home care. The 6533 rest home beds in the
Commonwealth have much lower per diem rates because they do
not provide significant medical services. The state will pay
a maximum of S19 per day for low income residents, but the
payments are not reimbursable by Medicaid.

Uneven distribution of nursing home beds . Massachusetts has a

high proportion of nursing home beds in relation to its popu-
lation of older residents: in contrast to a national average
of 62 nursing home beds per thousand population over 65, the
Massachusetts average is 71.9, according to the DPW Medicaid
Data Book.

However, the allocation of beds is uneven across the state and
across levels of care: some areas appear to have an adequate
supply while others have shortages. As a result of this une-
venness, available nursing home beds are often hard to locate.
Statewide, Rate Setting Commission data show that the occu-
pancy rates for both Level II and Level III beds are over 90%.
It is reportedly especially difficult to locate Level II beds
for Medicaid clients. As Table 1-4 shows, there is a smaller
proportion of Medicaid clients in Level II facilities than in
Level III or multi-level facilities.



Table 1-4

MASSACHUSETTS NURSING HOME STATISTICS

FY83

Number
of Facilities

Percent
on Medicaid

Number
of Beds

Per Diem
Rate

Skilled Nursing Facility
(Level II)

40 61 .3% 2,793 S49.27

Intermediate Care Facility
(Level III)

225 86.5% 13,203 36.59

Multi -Level Facility*
(Levels II and III)

259 74.5% 31 ,470 45.10

Total 524 N/A 47,466 N/A

*0PH does not break out numbers of levels within a multi-level facility.

Sources: Department of Public Health, July 1983; Rate Setting Commission
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Inappropriate placements . The difficulty of locating nursing
home beds is exacerbated by a high proportion of persons who
are inappropriately placed. The DPW FY84 Budget Request states
that:

At least 25% of those in nursing homes do not require
nursing home care. These inappropriate placements result
both from recipients' conditions stabilizing or improving
after entering homes and from placements which were
inappropriate in the first place.

In many cases the latter occur because there are not enough
support services in the community to allow older persons to
continue living at home.

Inappropriate placements result in unnecessary institutionali-
zation and unnecessary state spending. In addition,
inappropriately placed patients occupy beds needed more by
individuals with medical needs for nursing home care.

Hospital Administratively Necessary Days . One consequence of
difficult access to nursing home beds is that patients must
remain in acute care hospital beds until a nursing home place-
ment is located. The Nursing Home Federation explains:

When nursing home beds are not available for Medicaid
patients, the Commonwealth authorizes care in acute care
hospitals until placements can be found. Such authoriza-
tions are called "Administratively Necessary Days" (AND)
and provide a costly, stop-gap measure that postpones,
but does not resolve the problem of appropriately placing
patients.

The 1981 estimated daily average cost for hospital AND
patient care was S70 while the 1981 average skilled
nursing facility cost was $40 per day. Since the
October, 1982 passage of Chapter 372, the hospital cost
containment bill, all hospital rates are calculated on a

hospital specific weighted average per diem, which is
considerably more than the S70 figure.

In FY83, the Commonwealth paid approximately $23 million for
Administratively Necessary Days. (Appendix C shows the num-
ber of ANDs used in different parts of the State.)

Federal Requirements

The growth in the population of people over 65 and the accom-
panying growth in the demand for nursing home care and drama-
tic increases in Medicaid costs are national trends. Federal
as well as Massachusetts officials are concerned with these
i ssue s.
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To address these issues, the federal government has issued
regulations which require states to monitor the appropriate-
ness of nursing home placements. Federal regulations
regarding utilization control of Medicaid programs establish a
program to safeguard against unnecessary or inappropriate
utilization of service.

The utilization control program must include:

8 A continuous program of review of the utilization of
covered care and services. One requirement of this
program is that each participating hospital, mental
hospital, SNF, and ICF must have in effect, or be covered
by, a written utilization review plan.

° A physician's certification of an institutionalized recip-
ient's need for inpatient care.

° A written plan of care must be established and periodi-
cally evaluated and reviewed by a physician and other
medical personnel for each inpatient recipient. In men-
tal hospitals and ICFs, this plan must be reviewed at
least every 90 days. In acute hospitals and in SNFs this
plan must be reviewed at least every 60 days.

° A program of medical review (including medical evaluation
and on-site inspection) of the care of patients in mental
hospitals and SNFs.

° A program of independent professional review (including
medical evaluation and on-site inspection) of the care of
ICF residents.

A utilization control program has direct power over the reim-
bursement for institutional services and therefore can
actually control the utilization of services. This is in
contrast to a utilization review program which merely indicates
areas of appropriate and inappropriate utilization. The PMR
(Periodic Medical Review) and IPR (Independent Professional
Review) programs administered by the Department of Public
Health are examples of utilization review programs. They
periodically review patients and facilities and gather data
which are then reported to HHS (the Federal Office of Health
and Human Services) . No payment decisions, however, are made
on the basis of the data compiled by these programs.

The state is not specifically required to pre-screen each
admission or conversion directly. The federal government man-
dates an elaborate system of utilization reviews such as IPR
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and PMR, but talks in generalities about utilization control.
For example, federal regulations provide that the Medicaid
agency must "safeguard against unnecessary or inappropriate use
of medical services and against excess payments." They
require the agency to "take all necessary corrective action to
ensure the effectiveness of the program." There are direct
financial penalties cited above for programs that do not work,
but no specifics are yet mandated.

THE CASE MANAGEMENT SCREENING PROGRAM

The problems resulting from the escalation of Medicaid costs
and the difficult, inefficient access to nursing homes led
Massachusetts officials in 1977 to search for ways of
controlling admission to nursing homes.

In 1978, the Massachusetts Department of Public Welfare
created the Case Management Screening Program (CMSP) to
control access to nursing homes by Medicaid recipients. The
two major goals of CMSP are:

to control Medicaid costs by reducing the number of
inappropriate Medicaid placements,

to increase access to nursing home beds for those who
cannot be cared for at home.

Program Structure

CMSP is organized into teams consisting of a nurse, a social
worker and a placement specialist who can be either a nurse or
social worker. Initially a pilot project located in only a
few sites, CMSP has grown since 1978. Presently, there are 22
teams which cover most areas of the state. In FY83, CMSP staff
screened 11,474 requests for nursing home placements.

Screening . The nurse and social worker (often called the
patient review team, or PRT) screen nursing home applications:
they review each Medicaid recipient or applicant seeking a
nursing home placement to determine the appropriateness of the
placement. They review three types of cases:

° pre-admission requests from Medicaid recipients in hospi-
tals or living at home

;

° requests for changes in level of care from Medicaid recip-
ients already living in a nursing home;

° requests for Medicaid payments for continued nursing home
stays from private-paying nursing home residents who have
exhausted their own financial resources.
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The screening process serves three purposes. First, pre-
admission screening reduces unnecessary utilization of insti-
tutional services by Medicaid recipients by denying nursing
home placement to those individuals who can be cared for ade-
quately in the community,

Second, pre-admission and level-change screening diminish the
utilization of nursing home resources at more intensive levels
than needed: clients needing the care delivered in a Level
III Intermediate Care Facility, for example, are not admitted
to a Level II Skilled Nursing Facility.

Third, screening of private-paying nursing home residents
seeking to convert to Medicaid is intended to control both
unnecessary and overly intensive use of nursing home resources.
If residents are found to be inappropriately placed, they may
be required to move to a less intensive level of nursing home
care, or when appropriate, to a rest home or other community
setting. Conversion screening also improves the equity bet-
ween private-paying individuals and Medicaid recipients in
their access to nursing home beds.

Placement Assistance . The third member of the CMSP team, the
placement specialist, offers assistance in finding nursing
home beds for di f f icul t-to-place patients who are on
Administratively Necessary Day status or who are awaiting place
ment from home. This function is designed to reduce unne-
cessarily long hospital stays and thus avoid state payments
for ANDs.

Program Screening Procedures

Exhibit 1-1 illustrates the steps in the CMSP screening pro-
cess.

In level-change and conversion cases, the patient review team
first appraises the applicant's medical need for nursing home
care or care at a given level, i.e., Level II or Level III.
If that assessment indicates that the applicant either needs
no nursing home care, or requires care at a different level,
the team assesses the applicant for the existence of any
specified psychosocial factors which would justify waiver of a

transfer requirement. If such psychosocial factors are pre-
sent, the applicant is authorized to remain at a medically in-
appropriate level.

If the review team determines that a current nursing home
resident could be in a more independent setting, such as a

rest home, foster care, or congregate housing unit, assistance
is offered the applicant in making such arrangements. The
team attempts to identify needed community services.
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Exhibit I

CMSP SCREENING PROCESS

Pre-admission
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individual,
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community agency.

Level of care
change request
from nursing
home

.

Conversion
request from
nursing home.

V
Client assess- I

ment form
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Team

Team reviews
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additional
information.

— *

Medical re-
cord review/
Physician
Consultation

Consultation
with nursing,
hospital
staff.

7

Face-to-face
patient
interview.

Nursing home

/

Level
III

Rest home
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Reconsideration and Appeals

If after completion of all the review steps, the team does not
approve the nursing home placement or the level of care
requested, the applicant's attending physician has the right
to seek a reconsideration of that decision from the Medicaid
Division. In addition, the applicant or a person acting on
his behalf, has the right to request and receive a hearing
before the Division of Hearings.

Meeting Federal Requirements

The CMSP clearly meets more than minimal federal requirements.
It received very favorable reviews in a recent exit interview
following a federal audit, and the Health Care Financing
Administration of HHS is presently considering for all states
a program such as the present CMSP in Massachusetts. However,
Massachusetts could devise a federally compliant utilization
control program which does not include all the features of
CMSP.
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II. CASE HISTORIES

One way to understand the problems that have led to criticism
of the Case Management Screening Program (CMSP) is from a fac-
tual summary of the hearings which took place in four cases
now pending in the Superior Court. These cases represent
only a very small portion of the CMSP caseload and it should
be noted that the hearings took place in an atmosphere of
controversy that surrounded CMSP at the time. Most CMSP deci-
sions are not appealed.

The four case histories that follow were prepared for the
Committee by the Office of the General Counsel of the
Department of Public Welfare. In its preparation, the General
Counsel's Office reviewed the written transcript of each
hearing. Chapter I_X of this report discusses the issues
relating to the hearings process and makes recommendations for
c hange

.

1 )' The Case of Mr. and Mrs. X

Mr. and Mrs. X are an elderly Jewish couple. They had been
waiting two years for an opening in a facility where they
could reside together and where Mrs. X could continue her
kosher diet. In December of 1982, a kosher rehabilitation
facility had an opening for the couple.

Knowing that the couple would be private paying patients for
only a few months, the facility requested a consultative eva-
luation of the couple by the Department prior to their
admission. In late December, the Department's review team,
consisting of nurse and social worker, visited the couple at
home. Ater observing them, the team reported to the facility
that Mr. X met the Department's criteria for placement in a.
Level III facility while Mrs. X did not. To be eligible for
Intermediate Care Facility (ICF) services, the following cri-
teria must be met: (A) there must be a medical or mental dys-
function tht requires nursing care and services to meet these
needs and (B) one of the following must be required (1)
skilled services on an infrequent basis; (2) restorative
services; (3) assistance in the activities of daily living
(ADL's) ; or (4) other intermediate care services. These ser-
vices must also be required in an institutional setting.

II-
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Since Mrs. X did not meet these criteria, the team advised
against her admission to the facility. The team informed both
the facility and the couple's children that if Mrs. X were
admitted, there was a good chance upon her conversion from a

private pay patient to a Medicaid recipient that she would
have to be transferred since she would be inappropriately
placed. Knowing that their parents' situation was untenable
at home and having promised them they would not be separated
the children proceeded with the placement notwithstanding the
CMSP advice.

Prior to her admittance, Mrs. X received a pre-admission eva-
luation by her physician. The physician at that time was not
aware of the review team's recommendations. He found Mrs. X
to have mild hypertension, clear lungs, osteoarthritis,
cataracts, and senile brain syndrome. He noted that she could
not see to read, had a hearing loss necessitating the use of a
hearing aid, needed a cane for ambulation and was forgetful.
He recommended custodial care for Mrs. X.

The couple were admitted to the rehabilitation facility on
December 23, 1982. They were private pay patients for about
five weeks. At the end of that time, the facility requested
an approval from the Department for Level III care for the
couple. In early February, the Department's review team con-
ducted an on-site visit. During the visit, team members
reviewed Mrs. X' s medical record and spoke briefly to her. Her
medical record contained three reports: (1) the doctor's pre-
admission evaluation, (2) a physical therapy report; and (3) a

nursing care plan which stated that Mrs. X needed supervision
with her activities of daily living (ADL's), ambulated without
difficulty and her only medication was bufferin.

Based upon their on-site review, the team approved Mr. X for
Level III care but denied his wife. The team's reason for
denial was that Mrs. X "does not meet the medical criteria,
medical status is stable, client is independent in ADL's with
supervision and minimal assistance. Does not require nursing
care and services in an institutional setting."

Absent from this denial notice was any consideration of the
psychosocial criteria which could have waived Mrs. X*

s

transfer decision and permitted her to remain at the rehabili-
tation facility with her husband. DPW's phychosocial regula-
tion contains seven factors which could justify a patient's
stay at an otherwise inappropriate level: (1) spouse shares
room; (2) language environment; (3) religious/dietary environ-
ment; (4) frailty and advanced age; (5) mental health status;
(6) blindness; (7) loss of visitors. There were obviously two
factors which were applicable to Mrs. X' s situation: the
spouse's sharing room exception and the religious dietary
environment exception. The regulation provides, however, that
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the establishment of these factors can be made "only when it
is documented in the recipient's medical record that in the
opinion of a licensed medical practitioner a specific cri-
terion or combinations of specified criteria would cause the
recipient severe harm in the event of a transfer." The appli-
cability of these criteria was to be the major issue at the
fair hearing.

The review team's denial of Mrs. X' s level-of-care request was
appealed. A hearing was held in March of 1983. Present for
Mr. and Mrs. X at the hearing were their son and daughter-in-
law, the facility's director of social services, and their
legal representative. The Department was represented by the
social worker, nurse and placement specialist from the review
team, the Supervisor of CMSP from Central Office, and the
Compliance Coordinator from Central Office.

It became evident early in the hearing that the level of care
decision per se was not being challenged, but rather the
misapplication or non-application of psychosocial criteria.
Mr. X' s attorney inquired as to when the psychosocial cri-
teria establishing a transfer waiver is considered by members
of the review team. There were conflicting answers given by
the Department's representatives as to when the criteria are
applied. The team social worker stated that if a recipient
"does not meet the level of care, then we cannot use the
psychosocial criteria." The Compliance Coordinator stressed
that the application of the psychosocial criteria is
"discretionary and that the Department pays for medical ser-
vices, not social services."

The attorney inquired several times if the team considered the
criteria in Mrs. X" s case, especially where they knew that
two possible bases for a transfer waiver existed (i.e.,
sharing room with spouse and religious dietary environment).
In response to the several different phrasings of this
question, the team nurse consistently replied that "there was
no documentation in the client* s medical record that there
would be severe harm in the event of transfer . . . documen-
tation was not present at the time of the medical record
review that a specified criterion . . . would cause harm . .

. (there was) no documentation in the chart to allow us to
apply the psychosocial criteria ..."

In an attempt to clarify if the Department considered the cri-
teria in Mrs. X's case, the Compliance Coordinator responded
that:

II-3



The psychosocial criteria were considered,
they were acknowledged, at least the ones
that were applicable to [Mrs. X's] situation.
However, without the basic additional or most
important documentation by the physician being
present, the waiver could not be provided . . .

The attorney asked, if all the Department needed in order to
provide a waiver to Mrs. X was a physician's statement, why
they did not contact the physician. He further inquired
whether the Department had a duty to establish or elicit
information concerning the harmful effects of a transfer. In
response to this line of questioning, the attorney was
informed that it was the duty of the facility to maintain the
patient's record. The Department's representative stated that
the facility was aware of Mrs. X f s situation and was respon-
sible for the required documentation in her medical record.

Having established that a physician's statement concerning
Mrs. X's psychosocial condition was necessary for con-
sideration of a waiver and that the Department would not
attempt to elicit one, the attorney requested that the hearing
record be left open so that he could obtain said statement.
The hearing referee refused to keep the record open stating
that the attorney should have been prepared to introduce it
that day. The attorney asked that i f he had the letter with
him, would it be considered by either the hearing officer or
members of the review team. The referee had made it quite
clear earlier in the hearing that she was "not in the position
to change anything the Department has done based on subsequent
informa tion. " One of the Department's representatives
responded that a letter being produced at that time would have
been a "contrived statement as an attempt to get approval for
medical services for someone who does not require them."

The attorney attempted to establish, through the testimony of
her relatives and the facility's Director of Social Services,
that Mrs. X would suffer harm if transferred. This testimony
was objected to by the Department' s representatives on the
grounds that the testimony exceeded the scope of the hearing's
inquiry. The representative further argued that only the
information which was available to the review team a_t the time
of the ir assessment was relevent.

The hearing referee framed the issues as:

(1) Does the appellant's medical condition warrant the
care provided at an Intermediate Care Facility (Level
III ) ?
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(2) If not, is medical evidence relevant for a deter-
mination of waiver of a transfer when applying the
psychosocial criterion?

(3) If so, is it the Department's responsibility to seek
out the medical documentation?

(4) Would the appellant's medical condition be severely
impaired if she were to be transfered to another
facility such as a rest home or congregate housing?

The hearing referee found that according to Departmental regu-
lations:

(1) The appellant does not meet the criteria for Level
III care;

(2) Medical documentation establishing the existence of
one or more of the psychosocial criteria is necessary
for a waiver decision and must be contained in the
patient's medical record;

(3) The facility is responsible for having all the
necessary medical documentation contained in a

patient's record prior to the team's review; and

(4) The medical evidence did not substantiate the claim
that the appellant would suffer medically if a waiver
of transfer were not approved.

(2) The Case of Mr Y

Mr. Y is a ninety-two year old widower. Until March of 1983,
he resided with one of his daughters in Florida. At that
time, Mr. Y was not aware that he was in Florida, nor did he
always know who his daughter was. His daughter, no longer
able to care for him, sent him to his other children in
Massachusetts. On March 24, 1983, Mr. Y was admitted to a
Level III facility on the North Shore.

9y April, Mr. Y's funds were exhausted. The nursing home
requested from the Department a Level III placement for him.
Pursuant to this request, a review team, consisting of a nurse
and a social worker, conducted an on-site review. At the
review, they studied Mr. Y's medical record and visited with
him. After their review, the team denied the Level III place-
ment request and recommended community placement in a rest
home with appropriate services.
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This decision was appealed to the Division of Hearings. A
hearing was held in May, 1983. Present for Mr. Y at the
hearing was his son and daughter. The Department was repre-
sented by the social worker and nurse from the review team and
the Compliance Coordinator from Central Office.

The team's nurse testified as to why Mr. Y did not require
Level III care. She explained that Mr. Y's medical needs did
not necessitate an institutionalized setting. A review of Mr.
Y's medical record established that he was diagnosed with an
arterial sporadic heart condition, a narrowing of the arteries
and hypertension. The record also indicated that he was inde-
pendent in ADL's, with some assistance in bathing, and fully
ambulatory with a cane. It was noted that he did become con-
fused at times and needed to have his medications monitored.

The hearing referee inquired as to the applicability of any of
the psychosocial transfer waiver criteria. He specifically
asked if either the loss of visitors or the frailty and
advanced age factors were not present in Mr. Y's case. The
nurse and Compliance Coordinator responded that there had to
be a physician statement present in Mr. Y's medical record at
the time of their review indicating that these factors were
present and that a transfer would result in medical harm to
Mr. Y. They testified that such a statement was not present
in the record.

The nurse also explained that the standard to be employed in
the loss of visitors analysis was "the impossibility of con-
tinued visits, . . . not merely inconvenience to the relatives
or friends . . . ."In further explaining the advanced age and
frailty criteria, the Compliance Coordinator pointed out that
advanced age and frailty must be the specific diagnosis of a

physician, with concommi traen t care requirements.

Mr. Y's son and daughter testified at the hearing. It is
apparent that they did not quite understand the distinction
between a level-of-care and a transfer waiver decision. It is
also apparent that neither of them wanted their father moved.
They both testified as to their father's condition and why
they felt it necessitated his remaining where he was. In sup-
port of this, the son produced a letter from his father's phy-
sician which had been written after the team's review. The
letter stated that in the doctor's opinion Mr. Y was a Level
III patient and should remain where he was currently being
treated. The submission of this letter into evidence was
objected to by the Compliance Coordinator since it was not
part of Mr. Y's medical record at the time of the team's
review

.
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The remainder of the hearing consisted of Mr. Y's son and
daughter expressing their concern about the effects of a

transfer on their father. The daughter was especially con-
cerned about the family's inability to visit their father if

he were transferred. She testified that at her father's pre-
sent facility, a member of the family was able to visit him at
least once a day and that his children took turns bringing him
home for dinner. Concern was also expressed by Mr. Y's son
and daughter about the lack of supervision in a lower care
facility.

In his decision, the referee framed the issues to be decided
as:

(1) At the time of the Placement Review Team's eva-
luation, did the appellant's medical condition
warrant the care provided at an intermediate care
facility?

(2) If not, are there psychosocial factors which justify
the appellant's continued stay at an intermediate
care facility?

As to issue one, the referee found based on the evidence and
testimony that Mr. Y ' s medical condition did not warrant the
care provided at an intermediate care facility. The referee
found that the supervision needed by Mr. Y could be provided
in a rest home. In ruling on the psychosocial criteria, the
referee stated that the psychosocial regulations "shall be
used in justifying a continued stay at an inappropriate level
only when it is documented in the recipient's medical record
that in the opinion of a licensed medical practioner a spe-
cified criterion or combination of specified criteria would
cause the recipient severe harm in the event of transfer."
Because there was no such documentation in the medical record
and because a transfer would not make visits by the family
impossible, the referee upheld the transfer decision.

3 . The Case of Miss A and Miss B

Miss A, age 84, and Miss B, age 87, are sisters who share a

Level II room in a Catholic long-term care facility. The
facility is a mixed facility containing both skilled nursing
floors (Level II) and intermediate care floors (Level III).
The sisters, throughout their lives, maintained an extremely
close relationship. With the exception of a few years, both
Miss A and Miss B lived in the same tenement house owned by
their parents. In their later years, just prior to their
admission to the facility, they lived together in one of the
tenement's apartments. In the spring of 1983, the sisters
were admitted to the facility.
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By April of 1983, Miss A had exhausted her funds and was
Medicaid eligible. The facility requested from the
Department a Level II placement for her. At this time, her
sister was still a private-pay patient. In May, the
Department's review team conducted an on-site review of Miss
A' s medical record and interviewed her. Based upon her medi-
cal record, the team found that Miss A required Level III, not
Level II care. The team recommended that Miss A be trans-
ferred to the Level III area of the facility. The team found
none of the pyschosocial waiver criteria applicable.

This decision was appealed to the Division of Hearings. A
hearing was held in June, approximately six weeks after the
Department's initial decision. Present at the hearing for
Miss A was Miss A and her sister Miss B, two of their nieces,
a nurse, social worker and social worker consultant from the
facility and legal counsel. Present for the Department were
the members of the review team (two nurses) and the
Compliance Coordinator from Central Office.

The first part of the hearing consisted of testimony from one
of the review team's nurses as to why Miss A did not need
Level II care. Reviewing Miss A's medical record, the nurse
testified that her diagnosis was hypertensive cardiovascular
disease with congestive heart failure, resulting in high blood
pressure, cardiomegaly diabetes, anemia, generalized
arteriosclerosis, a history of a cerebrovascular accident
resulting in mild right hemiplegia, a history of bilateral
iridectony resulting in the bilateral removal of portions of
her iris, and degenerative disc disease, LI to L5.

The nurse further testified that Miss A's record indicated
that Miss A was capable of ambulating with the assistance of
one person and the use of a quad cane, that she needed the
assistance of one person one assist from her bed to a chair,
and was independent in all other ADL' s. Miss A's medical
record also indicated that she was continent of bowel and
bladder, received various medications to regulate her heart,
blood pressure, diabetes, fluid retention, and that her blood
pressure needed monitoring. The long term goal for ^iss A was
the maintenance of her level of functioning. The review
team's nurse interpreted this to mean that no further
deterioration of Miss A's condition was expected. The review
team found that since Miss A needed only nominal assistance
with her ADL' s and that her medications only needed moni-
toring, she was an appropriate Level III patient.

The review team also considered whether Miss A's situation
would merit a waiver of the team's transfer decision through
the application of the psychosocial criteria. The team's
nurse testified that the team was aware of the closeness of
Miss A's relationship with her sister. This knowledge was
acquired through the interviews held with the staff and Miss A
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and also through nursing staff notes contained in Miss A's
medical record. Given the uniqueness of the situation, team
members made several inquiries to the Department' Central
Office in Boston as to the applicability of the psychosocial
criteria. The team was advised by the Central Office that
Miss A's situation did not "meet the criteria according to the
way it's set up." Based upon this and their leveling deter-
mination, the team recommended that Miss A be transferred.

After the review team finished presenting their case as to why
and how they made their decision, Miss A's attorney outlined
where the parties disagreed and what she wanted to establish.
Basically, the attorney made two points: (1) that the team's
denial of the transfer waiver was incorrect in that the team
too rigidly applied the psychosocial criteria - all the dele-
terious emotional and psychological separation factors
recognized in the spousal exception to transfer were present
in Miss A's case; and (2) that even if the team's initial
denial of the transfer waiver was correct, it was no longer
accurate because of changes in Miss A's medical condition
resulting from the knowledge of the impending transfer and
from an updated medical report establishing Miss A's blind-
ness.

As to the first point, the attorney elicted testimony from
Miss A, Miss B and their nieces, establishing the length of
time the sisters had lived together, their dependency on one
another, and the quality of their relationship. The attorney
argued that the sisters' relationship was analogous to that of
a husband and wife's relationship and that it was as emo-
tionally intimate and bonding. Based upon this, the attorney
contended that the Department should not rigidly apply the
psychosocial provision which allows spouses to remain
together, but should recognize commensurate circumstances
which would justify a stay at an otherwise inappropriate
level.

Regarding the second point, the attorney submitted evidence to
establish that even if Miss A did not meet the psychosocial
waiver criteria at the time of the team's review, she did meet
them at the time of the hearing. The evidence consisted of
reports from Miss A's medical record made by the nursing staff
of the facility, Miss A's treating physician, and a social
worker consultant, documenting the physical and emotional
changes exhibited by Miss A since she received knowledge of
her impending transfer. The evidence also contained an
updated medical report from Miss A's opthalmologist,
establishing her blindness. Testimony regarding the contents
of these reports was given by a nurse from the facility and
the social worker consultant who reviewed her case.
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The submission of this evidence and testimony was strenuously
objected to by the Department's representatives. The basis
for the objections were threefold: (1) that the evidence was
not available to the team at the time of their review; (2)
that the issue to be decided was merely whether or not the
team's initial decision at the time it was made was correct -

not what decision the current circumstances of the patient
would require; and (3) that it was the facility's duty to have
the possible deleterious effects of a patient transfer
recorded in the patient's medical record prior to the team's
review.

These objections were made throughout the testimony given by
the facility's nurse and counsultant social worker. Regarding
the opthalmologi st ' s report, one of the Department's represen-
tatives stated that it was certainly "created, since the time
of the (team's) decision, and presumably in response to the
decision not in response to her (Miss A's) care needs." As to
the duty of the facility to document all the necessary patient
information prior to the team's review, a Department represen-
tative explained that:

The facility knew for several months that she
was to be leveled by Case Management .... It
would seem if people are really concerned about
it having a severe effect on her, that the docu-
mentation could have gotten into the record in
time all right to meet the regulation .... If
it was put into the record after the time of
the decision, it can't be looked upon as, as
being there to be necessary for her care. . . .

But rather it was put there in an attempt to
circumvent the regulations of the Department.

Amidst the objections and interruptions, the hearing referee
allowed the introduction of all evidence and testimony. The
facility's nurse testified to the changes in Miss A's con-
dition, as reflected in the nurses' and doctor's notes. Since
the team's decision, Miss A had been incontinent on several
occasions, her blood pressure was elevated, her appetite
decreased, and she needed a much stronger assist when ambu-
lating. Miss A's treating physician had noted that as of June
1, she was clinically stable, but very upset about the
possible separation from her sister. The doctor's opinion was
that Miss A's condition would deteriorate if she was separated
from her sister.

The consultant social worker for the nursing home testified to
her observations and recommendations for Miss A. The social
worker had interviewed Miss A on June 6, after she became
aware of the transfer. The social worker found Miss A to be
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depressed and anxious because of her potential separation.
She also noted that Miss A had suffered the loss of her hus-
band, nephew, home and vision, and that a separation from her
sister would multiply the effect of the losses. It was her
professional opinion that the separation would have serious
consequences, both physically and emotionally, from the accu-
mulation of these losses.

The referee framed the issues to be decided as:

(1) Is the appellant entitled, via the Department appeal
process, in addition to a review of the placement
review team's action to deny Level II care, to find-
ings of fact and law, based on new evidence, rela-
tive to her subsequent or present eligibility for
continued skilled nursing facility care? and

(2) At the time of the PRT evaluation of the request for
approval for Level II placement, was the appellant
eligible to continue to receive skilled nursing faci
lity services in accordance with the psychosocial
criteria, when it has been determined that a reci-
pient is inappropriately placed?

With respect to the first issue, the referee found that unles
there was a duty upon the Department to request additional
information at the time of their review, then the submission
of new evidence at a hearing by the appellant could not be
considered. The referee found that the burden was on the
applicant for services to provide the necessary information.
Given this, the referee concluded that his function was to
limit his review "to the question of the appropriateness of
the Department's action in the face of the regulatory duties
of the parties, and the evidence on hand at that time."

Based upon this analysis, the referee found that the new evi-
dence concerning the appellant's blindness and mental con-
dition could not be considered or given favorable weight for
the purposes either of determining whether the team's initial
decision was justified, or of determining Miss A's current
eligibility for Level II or a transfer waiver. The referee
did note, however, that such evidence may be useful in a new
level of care or transfer waiver request. Because of the
referee's understanding of the scope of the hearing and the
inability to give any consideration to new evidence produced
at the hearing which was not part of the record at the time o
the team's review, the referee upheld the team's leveling and
transfer decision.
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4 . The Case of Mrs, Z

Mrs. Z is an elderly widow who at the time of her review was
residing in a Level III facility. Mrs. Z was first reviewed
by the team in December of 1982. The team's recommendation at
that time was that Mrs. Z was in need of Level IV care and
should be transferred.

In April of 1983, the facility requested the team to reassess
their December level of care decision. The facility requested
the second assessment because of difficulties they were having
in finding a level IV placement for Mrs. Z and also because of
changes in her medical condition. In late April, the review
team conducted an on-site review of Mrs. Z and her medical
records.

Mrs. Z's medical record indicated that since the team's last
evaluation in December, her short term memory appeared
increasingly impaired. Mrs. Z had also become increasingly
forgetful and had to be reminded to attend meals. The record
indicated that Mrs. Z had become less communicative and more
withdrawn. Her ADL skills were listed as needing assistance
in set up for bathing, independent in bathing and dressing,
and independent in ambulating with a walker. Mrs. Z's medi-
cal record also contained a note from her treating physician
which stated: "this lady's really quite confused, unable to
interpret proverbs, unable to remember three objects. I don't
think she's a Level IV."

Based upon this information, the review team denied the
request for a Level III placement and recommended that Mrs. Z

be transferred to a Level IV facility. This decision was
appealed, and a hearing was scheduled in June. Prior to the
hearing date, and unbeknownst to the review team, Mrs. Z had
already been transferred to a Level IV facility. Attending
the hearing on Mrs. Z's behalf were an attorney and the
Administrator, MSW Consultant Supervisor, the Level II
Supervisor and the Director of Nursing from the Level III
facility. Present for the Department were the members of the
review team, consisting of a nurse, social worker and place-
ment specialist, and the Clinical Coordinator from Central
Office.

The hearing was chaotic, confused and undirected. Many issues
were raised, touched upon and never developed. There were
frequent interruptions of testimony which impeded the develop-
ment of the pertinent issues. Mrs. Z's attorney was
attempting to establish first, that Mrs. Z met the level-of-
care criteria for a Level III placement and that the treating
physician's note contained in her medical record raised enough
questions about her level for further clarification to have
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been sought by the team. Second, the attorney argued that if
Mrs. Z did not meet the level-of-care criteria, the mental
health status factor relating to psychosocial criteria should
have been applied. While the application of this criteria
could have resulted in a transfer waiver, the attorney's pri-
mary interest in its application was a delay in the transfer
decision for thirty days to allow for a complete psychological
assessment of the impact of a transfer.

A majority of the questions asked throughout the hearing con-
cerned how and when the team would apply the psychosocial
transfer waiver criteria. The Department' s representatives
gave conflicting answers as to when the criteria are utilized.
It was stated at least twice during the hearing that a patient
had to meet the level-of-care criteria before the psychosocial
criteria could be applied. It was also stated that a patient
need not meet the level-of-care criteria in order to have the
psychosocial factors applied. The Department's represen-
tatives, however, were in agreement that a patient's medical
record at the time of the team's review must contain a physi-
cian 1

s statement documenting that a transfer would be harmful
to the particular patient; if this statement were not present,
a transfer waiver could not be granted.

Towards the close of the hearing, Mrs. Z's attorney introduced
into evidence a letter written by her treating physician the
day before the hearing. The letter reiterated that Mrs. Z had
difficulties with memory and a significant impairment of
judgment and insight. The physician' s opinion was that Mrs.
Z's mental condition required constant supervision and that
she should not be left unattended. The Department's repre-
sentative objected to the admission of the letter, since it
was not part of the medical record at the time of the team's
review.

The hearing referee framed the two relevant issues as:

(1) Does the appellant meet the criteria for intermediate
care facility services? and

(2) If the appellant does not meet the criteria for inter-
mediate care facility services, does the appellant
meet psychosocial criteria that would justify a con-
tinued stay at the nursing home?

The referee found based upon the testimony and evidence that
Mrs. Z needed nominal assistance with her ADL's and had only
to be reminded to attend meals and take her medications and
that these factors did not necessitate Level III care. The
referee also found that since there was not a statement in
Mrs. Z's medical record by a licensed medical practitioner
that she would be seriously harmed by a transfer, the transfer
determination was also correct.
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III. CASELOAD AND COSTS

Knowledge of basic program data on caseloads and costs provides
a framework for analyzing the Case Management Screening
Program (CMSP) functions. This chapter presents caseload data
on the number of nursing home applications reviewed and the
number of reguests approved and denied. It also analyzes the
Medicaid costs and savings achieved by the total CMSP program.

CASELOADS

Caseload data for the screening components of CMSP are shown
in Tables III-l and III-2. The tables show the number of
applications and applications approved broken down by four
types of reguests:

° Nursing home reguests for conversion : applications from
private-paying nursing home residents who have exhausted
their own financial resources and apply to Medicaid to
cover the costs of their nursing home placement.

° Nursing home reguests for level of care change : applica-
tions from nursing home residents who are already Medicaid
recipients but who want to change their level of care.

° Hospital pre-admission reguests : applications for nursing
home placements from Medicaid-eligible individuals who
are hospitalized.

Community pre-admission reguests : applications for nursing
home placement from Medicaid-eligible individuals living at
home

.

The numbers of applications denied shown in the tables are
further divided into two categories:

Straight denials : no nursing home placement is approved.

Level denials : nursing home placement is approved but not
at the more intense level of care reguested.
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Table III-l

TOTAL CMSP CASELOAD FOR FY83 WITH PROJECTIONS FOR FY84 AND FY85

Request and Disposition 1983
Fiscal Year

1 984 1 985

Nursing Home Level Change

Total Requests
Approvals
Level Denials
Straight Denials

2,101

1 ,985

105

11

2,872
O T) Ac, 1 1

4

143

15

3,045
2,o7o

152

17

Nursinq Home Conversion

Total Requests
Approval

s

Level Denials
Straight Denials

2,474
2,243*

144

87

3,635
3,Z9o

210
127

3,859
i cm
3, 50

1

223
135

Hospital Requests

Total Requests
Approvals

• Level Denials
Straight Denials

4,941

4,637
162
142

6,275
5,886

207
181

6,651

6,329
219

193

Community Requests

Total Requests
ADDrova 1

s

Level Denials
Straight Denials

1 ,958
1 ,538

75

345

2,486
1 ,951

437

2,638
2,068

l UU
463

Total Screeninq Caseload

Total Requests 11 ,474 15,268 16,190

Approvals 10,403 13,849 14,634

Level Denials 486 654 475

Straight Denials 585 760 834

Includes 100 cases of denials that were waived for

psychosocial reasons.
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Table III-l shows the statewide CMSP applications, approval
and denial data for FY83 and projections for FY84 and FY85.
The projections are based on an increase in requests due to
planned expansion in FY84 and FY85. Table III-2 shows FY83
data for each screening team. In FY83, screening teams
operated for only part of the year in Lowell, Newton, and
Somerville. No CMSP teams were assigned to Boston,
Springfield, Cape Cod and Northampton. As the tables show:

° CMSP teams screened 11,474 applications for nursing home
placement in FY83. This figure will increase to approxim-
ately 17,500 in FY85 as the program becomes fully opera-
tional in all parts of the state.

9 The community requests comprise 17% of CMSP 1 s caseload.
The straight denial rate for these requests is 17.6%, six
times higher than the hospital rate.

• The hospital requests comprise 43% of CMSP' s caseload, and
the straight denial rate for these requests is only 2.9%.

° The conversion requests comprise 22% of the CMSP caseload,
and the straight denial rate for these requests is 3.5%.

A memo from the CMSP staff to the Committee on October 15,
1983 describes factors which influence team caseloads and
disposition of cases. Among these factors:

Hospitals have an incentive to refer only appropriate
patients to the team since a low disagreement rate with
the team is a prerequisite for use of an abbreviated
CMSP referral form. Although the overall hospital
denial rate is low, it is essential to bear in mind
that the program's very presence results in a gate-
keeping effect. This is evidenced by the significant
number of hospitalized patients that are placed in
chronic hospitals inappropriately, in the absence of
pre-admission screening mandated for these placements.

Nursing home admission practices have an impact on CMSP
conversion caseload and screening outcomes. In catch-
ment areas with more facilities able to attract and
admit private patients, the conversion caseload will be
higher. The outcome of these conversion reviews is
influenced significantly by whether or not providers
admitted private patients into the appropriate level
beds and whether or not comprehensive and active
discharge planning has occurred throughout the course
of a private patient's stay in the nursing home.
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Also affecting the caseload number is a team's receipt
of several consecutive requests for approval on behalf
of the same patient. Because caseload is reflective of
requests for placement review and not a count of indivi-
dual patients, there is in some areas a double or triple
counting effect. This is particularly true in the
Lowell area where patient advocates have encouraged and
advised repeated submission of requests for approval on
behalf of patients initially denied. This partially
accounts for the higher conversion denial rate in
Lowell, as well.

COST AND SAVINGS

Saving Medicaid funds by controlling access to nursing homes
is a key goal of the CMSP. This section looks at the savings
actually achieved by CMSP teams in both the screening and place-
ment assistance functions. The section reports but does not
interpret the savings figures. The interpretation will be
made in the separate chapters on the program functions. The
section also describes the limitations of the cost analyses
and discusses some of the issues relating to nursing home
rates which must be addressed before further savings from CMSP
can be realized.

Overall net savings associated with CMSP 1 s screening activi-
ties are far smaller than generally expected. Only one of the
program's functions - community screening - is highly effi-
cient; it provides nearly 80% of the net savings associated
with screening.

Two of CMSP's functions, conversion screening and placement
assistance, cost nearly as much to operate as they achieve in
savings. Hospital screenings which comprise 43% of the case-
load account for only 22% of CMSP' s net savings. See Table
III-3 for a summary of the savings effect of each screening
function.

Screening Costs and Savings

The basic equation for calculating Medicaid savings resulting
from CMSP screening is to multiply the number of nursing home
denials by the average daily amount saved per client by the
number of days of placement saved. The savings calculations
include the following assumptions:

° Only straight denials (i.e., no nursing home placement is
approved) are included in the analysis. Level denials
(i.e., approving a nursing home placement but not at the
more intense level of care requested) are important to the
CMSP goal of ensuring appropriate utilization of scarce
nursing home beds. However, they do not result in direct
Medicaid savings because multi-level facilities (those with
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Table 1 1 1-3

SUMMARY OF CMSP SCREENING CASELOAD AND SAVINGS DISTRIBUTION

FY83

l

Percent of
Caseload

Percent of
Contribution

to Net Savings

Nursing Home Level

Change

18%

Conversion 22% 1%

Hospital Screenings 43% 22%

Community Screenings 17% 77%

100% 100%
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both levels II and III care) receive a uniform rate for
the whole facility. Requests for entry into free-standing
Level II facilities are denied so infrequently that they
are not counted in the cost analysis.

° Average daily amount saved differs for pre-admission
screening and conversion screening. For pre-admission
screenings from both hospital and community referrals, the
daily savings figure of $30 is based on the average daily
multi-level nursing home rate ($45.10), minus the average
patient paid amount ($10.00), minus estimated Medicaid
costs to support people in the community ($5.00). Medicaid
costs occurring for services in the community vary widely.
Some clients denied nursing home placement receive exten-
sive Medicaid-reimbursed community services. Some clients
receive none. Based upon a two-month study by CMSP of such
clients, an average $5 per day cost was used.

The conversion screening figure of $15 is based on the
average nursing home rate ($45.10), minus the average
patient paid amount ($10.00), minus the cost of rest home
care and other health services ($20.00). The smaller
savings figure is used since individuals moved out of
nursing homes usually need more support services than indi-
viduals who have always lived in the community.

Neither figure for average daily amount saved includes
costs to the state other than Medicaid or rest home expen-
ses. Housing, home care and social services paid for by
agencies such as the Department of Elder Affairs or the
Executive Office of Community Development are not counted.

The number of days of placement saved is* always estimated
at 180 days. Lacking information on the date of each
denial, the calculations assume that they are spread evenly
throughout the year with 180 days being the average.

Due to limitations in CMSP's reporting system, cases of
double counting denials are not eliminated from the savings
formula (i.e., if an individual is denied nursing home care
and then he/she applies again and is denied, both cases are
counted). The CMSP staff asserts that this occurs in less
than 5% of all cases.

The analysis includes only annual savings; savings accrued
over several years' period are not calculated.

* Both the pre-screening savings ($30.10) and the conversion
screening savings ($15.10) have been rounded to $30.00 and
$15.00.
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Savings calculations are presented first for the screening
function as a whole and then separately for three types of
screening—nursing home conversion, hospital pre-admission
review and community pre-admission review.

1 . Total Savings

Table III-4 shows that CMSP screening efforts resulted in
a total of $2, 864, 700 of Medicaid savings. When the costs
of operating the screening program are subtracted from
this figure, the savings are SI, 714, 380 as shown in Table
III-5.

Table III-5 also shows the decreasing ratio of savings to
costs given CMSP 1 s curremt structure.
Program costs include two-thirds of the teams' salaries
and two-thirds of the program's overhead costs on the
assumption that program costs reflect staff distribution:
two team members working on screening and one working in
placement assistance. The staffing cost of placement
assistance is therefore not part of the program costs of
screening.

2 . Conversion Screening

Screening of requests for conversion to Medicaid status
comprised 22% of the CMSP' s caseload in FY83, as Table
III-6 shows, but accounted for only 8% of its total
savings. Conversion screening resulted in 1% net savings
when program costs were subtracted from total savings.
Program costs for conversion screenings equal the esti-
mated average amount of time spent per screening times the
number of conversion requests times the salaries and
overhead of the two screening team members.

The total and net savings from conversion screening are so
low because the denial rate (3.5%) is exceptionally low.
Yet the screening teams devote significant time to each
conversion request (average one hour and twenty minutes
estimated for team total).

3 . Hospital Screening

While screening requests from hospitals comprised 43% of
CMSP's caseload in FY83, only 27% of its total savings and
22% of its net savings from screening derived from this
activity, as Table III-7 shows.

The total and net savings from hospital screenings are low
because case processing is costly? though denials are
rare, every case is reviewed by each member of the team.
Even when this involves - as it usually does - a review of
forms and perhaps a telephone discussion with the hospital
staff, substantial staff time is committed. CMSP estimates
that the staff spends 60 minutes (30 per team member) on
hospital cases that do not involve on-site visits. When
an on-site visit is required, two and one-half hours
including transportation time is committed to the screening.

1 1 1-
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Table III-4

CMSP SAVINGS BY TYPE OF SCREENING FOR FY33 WITH PROJECTION FOR

FY84 AND FY85

1983^ ;

Fiscal Year

(b)
1984

vu;
1985 v '

(c)
Number of Straight Denials v '

Conversion
Hospital
Community

87

142
345

127
181

437

135

193
462

Total 574 745 791

Medicaid Savings

Conversion
Hospi tal

Communi ty

$ 234,900
766,000

1 ,863,000

$ 342,900

977,400
2,359,800

$ 364,500
1,042,200
2,500,200

Total $2,864,700 $3,680,100 $3,906,900

In FY83, not all sites were in operations.

Projected caseload and costs based on current CMSP structure.

Level denials are not included because they do not result
in direct Medicaid savings.
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Table III-5

TOTAL CMSP SAVINGS FOR FY83 WITH PROJECTED SAVINGS FOR FY84

AND FY85

Fiscal Year

1983 1984' 1985

Total Medicaid Savings
from Straight Denials

$2,864,700 $3,680,100 $3,906,900

Program Costs for

Screeni ngs**
1 ,150,320 1 ,572,163 1,970,146

Net Medicaid Savings 1 ,714,380 2,107,937 1 ,936,784

Ratio Savings to Costs 2.5 2.3 2.0
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Table III-6

NURSING HOME CONVERSION SCREENING COST AND SAVINGS

FY83

Dollars

Percent of
Total Screening

Savings

Medicaid Savings from $234,900 3%
Straight Denials

*
Program Costs 207,057

Net Medicaid Savings S 27,843 1%

*Based on 18" of staff screening time being devoted to
Conversion activities.
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Table III-7

HOSPITAL SCREENING COSTS AND SAVINGS

FY83

Dollars

Percent of
Total Screening

- Savi ngs

Medicaid Savings from $766,800 27%

Straight Denials

*
Program Costs 368,102

Net Medicaid Savings
$398,698 21%

*Based on 22% of staff screening time being devoted

to hospital Screenings.
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4 . Community Screenings

Screening of requests from persons at home (community)
comprised 17% of CMSP' s caseload, but accounted for 65% of
total savings and 77% of net savings from screening, as
Table III-8 shows.

The total and net savings associated with community
screenings are high because of the number of inappropriate
referrals. Most of these derive from client? or family
members who have not explored the possibilities of home-
based care.

The very substantial net savings accrue despite very high
operating costs for community screenings. A team spends
three and one-half person hours per case because each
client is visited at home. Thus an average community
screening may cost $200 but more than one of every six
requests will be denied nursing home placement.

Placement Assistance Costs and Savings

Savings are associated with placement assistance when the place-
ment specialist's intervention results in finding a nursing
home bed for the client. The equation for calculating
Medicaid savings resulting from CMSP* s placement assistance is
the difference between the hospital rate for Administratively
Necessary Days (AND) and the nursing home rate multiplied by
the ANDs avoided. The costs of operating the placement
assistance function equal the salaries of the placement spe-
cialists plus one-third of the team's overhead costs. Table
III-9 shows that the placement assistance component of CMSP
results in very small net Medicaid savings.

Limitations to Cost Analysis

The calculations of CMSP costs and savings from screening
activities raise legitimate questions both from those who feel
the calculations overestimate savings and those who feel they
underestimate savings. Calculations of savings from placement
assistance also present difficulties since they rely on indi-
vidual hospital behavior and the complicated issues relating
to Administratively Necessary Days.

1 . Savings from screening are overestimated.

The concept of savings is questionable when Medicaid occu-
pancy is so high in nursing homes. Are Medicaid dollars
saved if one client is denied placement and another
Medicaid client fills the briefly vacant place in the
nursing home? In the analysis, it is assumed that costs
avoided for one client represent Medicaid savings.
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Table ill-8

COMMUNITY SCREENING COSTS AND SAVINGS

FY83

Dollars

Percent
of Total

Screening Savings

Medicaid Savings from $1 ,863,000 652
Straight Denials

Program Costs $ 391,108

Net Medicaid Savings $1,471 ,892 77%

*
Based on 34 percent of total CMSP staff screening time

being devoted to community screenings.
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Table I I 1-9

PLACEMENT ASSISTANCE COST AND SAVINGS

FY83

Dollars

Medicaid Savings from $654,840
Straight Denials

*
Program Costs 575,160

Net Medicaid Savings 79,680

*Based on 33 percent of total CMSP staff time
being devoted to placement assistance.
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The equation for nursing home savings contains a disputed
multiplier. The per diem nursing home rate used in the
equation is at issue. Should the Level II, Level III or
the multi-level rate be used? Because most clients are
denied placement within a multi-level facility, the multi-
level rate of $45.10 has been used. The Federation of
Nursing Homes has asserted that a weighted average of
rates for Level III and multi-level facilities should have
been used. This figure would reduce the savings base from
$45.10 per day to $42.70 and fewer savings would result
($210,384 for pre-screening activity in FY83).

2 . Savings estimates for screening do not reflect all of the
important consequences of CMSP activities.

The important consequences that may not be captured in the
savings analysis include:

° Reduction of both inappropriate referrals and
admissions of private paying patients who enter nursing
home s

;

° Reduced pressure to construct new nursing home facili-
ties;

Improved access to Level II beds for Medicaid clients
and heavy-care patients;

° Deterrence effect of conversion screening:

Private paying patients may be reluctant to enter
nursing homes at an inappropriate level if they plan
to spend-down and face a conversion review.
Similarly, nursing homes may discourage private
payors who may not be approved for continued stay by
CMSP.

3 . Savings associated with placement assistance are hard to
measure

.

Many components of the savings equation defy precise defi-
nition:

The savings analysis requires a measurement of the
number of ANDs avoided. This entails an estimate of
the number of additional days that the patient would
have spent in the hospital (CMSP assumes 10 days)

.

° For clients at home, the number of ANDs avoided
involves an assumption that the client would have been
admitted to an acute hospital and then ended up as an
AND patient. (In these cases, CMSP assumes 5 days.)
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The savings analysis also requires a definition of
CMSP's role in a successful placement. Since others,
including hospital discharge planners, are also working
to find a nursing home bed for the client, CMSP can
only claim savings for the placement where its role has
been instrumental in locating a nursing home bed.

8 There are also significant limitations in measuring the
placement function's effectiveness. The most helpful
indicator would be a measurement of reduced ANDs state-
wide or in a particular hospital. But the number of
ANDs is subject to a variety of factors, not the least
of which is the new hospital cost containment law,
Chapter 372.

Rate Issues for Future Savings

Further savings could be achieved by the CMSP if the Rate
Setting Commission adjusted rates within a multi-level faci-
lity to correspond to levels of care. The present rate-
setting structure for nursing homes makes no distinction
between levels of care within a multi-level nursing home faci-
lity. The Rate Setting Commission (RSC) has determined one
rate for the entire facility. The nursing home industry, DPW,
and the RSC disagree on the issues involved with changing the
present system as follows:

The Department of Public Welfare (DPW) has urged that
RSC adjust rates within multi-level facilities so that
they correspond to each level. Termed level- spec i f ic
rates , these differentiated charges, according to the
Medicaid division of DPW, would put more pressure on
the nursing home to move Medicaid patients screened
ineligible for a higher level of care to the lower
level, assuming that after the screening the lower
level rate will be paid regardless of which bed the
patient is in.

° The Department further believes that, by having one
rate in a multi-level facility, the nursing homes maxi-
mize revenue by putting private patients in Level II
(the highest nursing home level) where they are at
times receiving more intensive care than needed.

The RSC has objected to setting different rates within
one facility. Although it recognizes DPW' s concern
that Level lis have more private patients, the RSC
feels that making the change will not save costs and
points out that the subsequent appeals and litigation
might cost more money. In a letter dated October 17,
1983, to DPW, James Sullivan, Director of the Bureau of
Long Term Care at RSC stated:
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Recently with the installation of MMIS*, the dif-
ficulties of accepting multiple rate billings have
apparently been overcome. That, together with
vigorous activity by the Case Management Screening
teams, has resurrected the concept of multiple rates.
However, this concept which was originally hailed as
a cost savings device will save no money. The only
systematic method of allocating costs presently
available to the Commission is to apply the ratio of
nursing costs which is experienced by free-standing
SNFs and ICFs (i.e. 2.63 to 1) to multilevel nursing
costs. This method, while reliable on average, could
be challenged by individual facilities that kept good
nursing records in terms of both nursing hours and
hourly salaries. The application of this ratio would
allow a conversion of the average overall multilevel
rate from S45.19 to two rates of S50.15 for the SNF
unit and S40.85 for the ICF unit. Therefore, this
proposed change would cost the state an additional
$5.06 per day for public patients in SNF units and
save the state S4.24 for public patients in ICF
units. If the public patients were evenly distri-
buted, this new method would cost the state money.
The fact is that public patients are skewed to the
ICF units (71.046% Level II; 83.325% Level III). As
a result, the new impact is a break-even proposition.
Since the long-term care industry is most litigious
and many nursing homes would be able to distinguish
themselves from the 1.63 to 1.00 allocations, it is
inevitable that selected facilities would claim and
prove different ratios. In addition, the amount of
additional accounting and administration detail that
would be demanded of the Commission is very for-
midable. This translates into additional costs since
auditors engaged in allocation correspondence and
disputes cannot be in the field where they histori-
cally save ten times their salaries. For these
reasons, establishing rates by level appears to be
very unwi se

.

The Committee looked at the concept of patient-speci f ic

rates (i.e., a rate appropriate for an individual
patient as opposed to a level rate) and found the
suggestion impractical. On May 20, 1976, the RSC
adopted a regulation to establish what was then termed
"multi-rates for multilevel facilities". According to
the RSC, it could not "identify the status of patients
by level" and a great deal of confusion resulted. For
example, should the patient be counted by the licensed

*
DPW's new Management Information System for Medicaid.
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bed which he or she occupied or by his or her physical
condition? The RSC and the nursing home industry found
that they could not identify the proper level of a

patient in terms of patient days. For example, a

public patient who was reassigned to a new level had
that designation take effect on the first day of the
month following the medical finding. Private patients
were not controlled at all.

Faced with unreliable data and the acknowledgement of
DPW that its billing system could not handle multiple
rates, the RSC rescinded the regulation on February 17,
1977.

° As an alternative, Hr. Sullivan of the RSC has
suggested that the Commission might consider a change
in its regulation establishing a standard ratio as
opposed to a multi-level rate which would allow DPW to
pay somewhat less for a patient in a level of care that
was judged too high until the time that patient could
be transferred. This approach would appear to be simi-
lar to the Administratively Necessary Day (AND) rate
which is used for hospital patients awaiting discharge
to a lower level of care.

There would be no saving in this approach if the entire
facility were filled with public patients.

° From the industry's point of view, perhaps the most
pressing problem is its contention that, as a result of
CMSP, sicker patients are presently in nursing homes
and that is not recognized in current reimbursement
policy. Although an individual nursing home which
finds that its patients required more care can get a

waiver from the Department of Public Health to be reim-
bursed for extra care, such reimbursement is provided
as a retrospective adjustment and thus presents
problems for the nursing homes in terms of the imme-
diate availability of cash to fund the additional care.

CONCLUSION

With one exception, no specific recommendations have been made
about the findings in this chapter. Rather, recommendations
based upon cost analyses are included in each of the chapters
examining the program's functions.

The limitations of CMSP's information system must be
addressed. For example, it should be possible to develop a
data mechanism so that double counting of denials is not
included in the savings analysis as described earlier.
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Future evalution of CMSP should be based on a fully developed
information system.

RECOMMENDATION

CMSP should develop the capacity to report and analyze infor-
mation pertaining to sources of referrals, client needs, ser-
vices provided and costs incurred.
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IV. SCREENING: NURSING HOMES

BACKGROUND

Process

The Case Management Screening Program (CMSP) team conducts
two types of screening in nursing homes:

Level of care review is the process by which nursing home
residents whose care is paid through Medicaid are assessed
for a change in their level of care. The reguest may come
from the client or the nursing home. Most often the level
of care review is conducted for residents in multi-level
facilities who reguest a change from Level III to Level
II. CMSP approves the transfer reguest or denies the con-
tinued placement at the current level of care. In less
than 1% of the level of care reviews, the resident is
found to be ineligible for any nursing home placement.

Conversion review is the process by which the CMSP team
assesses the need for nursing home care of a private-
paying nursing home resident who seeks to convert to
Medicaid. The request for conversion revie'w occurs when
his or her resources are depleted (a process often
referred to as "spend down") and Medicaid eligibility had
been approved. A review of the resident's record is ini-
tially conducted from the CMSP office; if the team feels
unsure about the case or if it anticipates making a
denial, an on-site visit is arranged. An on-site visit
consists of a medical record review, discussion with
nursing home staff and, if necessary, a visit with the
resident.

The team also conducts a continued stay review which is
the process by which Medicaid clients who have been
admitted to a nursing home for a short stay are
reassessed. The review usually occurs within three months
and always within six months of admission. Since con-
tinued stay reviews represent a very small part of CMSP'

s

nursing home screening activities, they are not included
in the analysis.
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As with the level of care reviews, the CMSP team can take one
of three actions on conversion cases:

8 CMSP can approve the request for nursing home care (at
the level requested;)

° CMSP can approve the request for nursing home care but
not at the level requested; or

• CMSP can deny the request for nursing home care.

Recent Change in Conversion Review

When CMSP began as a pilot project in 1978, the conversion
review process was not considered an integral part of the
overall CMSP mission. CMSP efforts were oriented primarily
toward pre-admission screening of Medicaid clients. Until
December 1, 1982, in fact, conversion review was a formality,
not a real screen, since the teams only made recommendations
about the appropriateness of the placement or the level of
care. The team's recommendation had no authority. If an
individual were financially eligible, he/she would be approved
for nursing home care regardless of the need for such care.
The teams simply noted for statistical purposes the fact that
the individual was inappropriatley placed or at the "wrong"
level of care. Since December 1, 1982, the team's decisions
have been authoritative: when a resident is deemed ineligible
for nursing home placement, Medicaid payments for nursing home
care will not be initiated.

Caseload

Table IV-1 presents CMSP caseload information for two types of
nursing home screenings. The data for continued stay reviews
are not collected regularly because they represent such a

small part of the screenings. The data for the other types of
reviews are collected on a regular basis. Level of care
reviews account for 18% and conversion reviews account for 22%
of all CMSP screenings.

ISSUES AND FINDINGS

The Committee's analysis of nursing home screening focused
primarily on the conversion review process because it appears
to be most controversial and subject to the greatest public
scrutiny. The level of care reviews appear to be functioning
smoothly and therefore have not been analyzed in this report.

IV-
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Table IV-1

Nursing Home Screening Caseload*

FY83

Number Percent

Level of Care Review

Total Requests 2,101 100%

Approvals 1,985 95%

Level Denials 116 5%

Conversion Review

Total Requests 2,474 100%

Approvals 2,143 91%

Straight Denials 87 . 3%

Level Denials 144 6%

'Caseload data on continued stay review is not included in this tablebecause of its negligible impact.
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The principal issues associated with the conversion review
process are:

° the Medicaid savings accrued to conversion reviews;

the equity of access to nursing homes between Medicaid
and private clients;

° post-admission screening; and

° pre-admission screening for private pay patients.

1 . The conversion review process results in no direct cost
savings but may have other positive outcomes .

The staff of CMSP and the Department of Public Welfare
Medicaid Division have maintained that conversion review
contributes significantly to the program's savings effect.
The nursing home industry and an analysis of cost data do
not support this assertion.

a. The nursing home industry contends that savings from
conversion are minimal since denials are few and that
inappropriate admission was never a major problem
among private-paying applicants.

b. Table IV-1 presents an analysis of total and net
savings associated with the conversion review process.
In its current form, the conversion review achieves
negligible net savings.

c. The cost-savings analysis does not reflect several
positive outcomes of the conversion review. According
to CMSP staff:

° The cost-savings analysis does not measure denials
of level of care requests. In FY' 83, for example,
the savings from the 87 conversion cases which were
denied Medicaid coverage for any institutional pla-
cement are included in the cost analysis. One
hundred forty- four (144) cases were approved for
placement but not at the current level of care.
These cases in general do not result in cost
savings because a single rate is used for the
multi-level facilities in which most of these level
of-care denials are issued. The system effects of
these denials, however, are important and con-
sistent with the goals of CMSP, because the more
intensive-care beds are subsequently available for
sicker patients.

IV-
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Table IV-2

NURSING HOME CONVERSION SCREENING COST AND SAVINGS

FY83

Dollars

Percent of
Total Screening

Savings

Medicaid Savings from
Straight Denials

*
Program Costs

$234,900

207,057

8%

Net Medicaid Savings $ 27,843 1%

*Based on 18% of staff screening time being devoted to
Conversion activities.
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• The cost-savings analysis also does not reflect the
number of individuals who never sought nursing home
placement because they were aware of the conversion
review process.

° Similarly, hospital discharge planners and com-
munity care professionals may make fewer
inappropriate referrals to nursing homes, and
nursing home staff may discourage private-paying
applicants from seeking placements because of the
existence of the conversion review.

2 . Medicaid clients and private paying individuals are
generally treated inequitably in the long-term care
system.

a. A central goal of CMSP is to insure that nursing home
beds are used appropriately and that the beds pro-
viding the highest level of care are used for the
sickest patients. A further goal is to insure that
Medicaid clients have the same access to nursing home
beds and to higher levels of care as private-paying
patients.

CMSP senior staff persons contend that, before conver-
sion review was in effect, the individual who could
assemble a few months of payment would get access to a
nursing home bed and subsequently convert to Medicaid.
The really poor person (a Medicaid client) could never
assemble even a month of payment and was subject to a
pre-admission screening. The poor person's entry into
the institution was therefore subject to review; the
more resourceful person's entry was not.

b. A study in Massachusetts suggests that the average
spend-down period for nursing home residents is six
months. Most conversions requests occur within one
year of admission and, often, much earlier.

c. Geron tologi sts and economists interviewed by the
Committee's staff agree that, in general, Medicaid
clients are treated inequitably by the long-term care
system.

° Medicaid pays providers less than they receive from
a private-paying patient. Alan Solomont, Vice
President of the Massachusetts Federation of
Nursing Homes, told Committee staff that the
average difference is S10 per day. Thus the pri-
vate payor may be the preferred customer; he/she
has greater access to nursing home beds and, with-
in nursing homes, to more skilled care.
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As Table IV-3 shows, the percentage of private-
paying patients in Level II facilities is 25%
higher than in Level III facilities.

At a meeting of this Committee, David Cushman,
President of the Massachusetts Federation of
Nursing Homes, acknowledged that some inappropriate
admission of private-paying patients occurs but
that the problem has never been widespread.
Cushman pointed out that for persons with some
financial resources, the nursing home is more cer-
tainly a last resort. Recent studies indicate that
private paying patients in nursing homes are
significantly more disabled than the Medicaid
population.

° Alan Solomont told the Committee staff that
private-paying patients contribute to the overall
quality in nursing homes: "Because nursing homes
must compete for these patients, they continue to
maintain high standards." Although acknowledging
the equity and access issues, Solomont asserted
that the inequity at least produces a positive out-
come, high quality.

d. The issue generated by the conversion review process
suggests a much larger question related to equity that
must be addressed by the Commissioner and the
Commonwealth. Put simply, how shall the state limit
its financial responsibility to elders in need of
long-term care? Shall financial eligibility tests
measure the individual's resources only or also those
of the patient's family?

° Today, elderly individuals with financial resources
are in many instances able to transfer their assets
(especially non-liquid assets) to their children
and then qualify for the Medicaid program. The DPW
Budget Office notes that notwithstanding new
efforts to address this problem, the state cannot
prevail upon the family to contribute toward the
cost of caring for its elderly member(s).
Medicaid, which was designed as a payor of last
resort for the poor, may become a middle-class
long-term care insurance program.

Shaughnessy, P. e_t a_l, Long-Term Care Reimbursement and
Regulation : A Study of Cost, Case Mix and Quality,
Work ing Paper No. 4,, University of Colorado Health
Science Center, 1980.
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Table IV-3

MASSACHUSETTS NURSING HOME STATISTICS

Number
of Facilities

Percent
on Medicaid

Number
of Beds

Level II 40 61 .3 2,793

Level III 225 86.5 13,203

Multi-Level* 259 74.5 31 ,470

Total 524 N/A 47,466

*0PH does not break outnumbers of levels within a multi -level facility

but there are approximately 2 Level II beds for every Level III bed in

a multi-level facilities.

Source: Department of Public Health, July 1983
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° Alan Solomont noted that the use of Medicaid as
part of estate planning is probably increasing.
Nursing home owners notice more and more sophisti-
cated arrangements to protect non-liquid assets,
and to make liquid assets inaccessible through
family trust arrangements.

Massachusetts Continuing Legal Education, Inc. ,

recently conducted an estate planning seminar for
lawyers considering long-term care financing
issues. The Boston Globe on November 28, 1983,
began a series on protecting the assets of the
elderly. The announcement of the seminar and the
second of the series are reproduced in Exhibits
IV-1 and IV-2.

3 . The post-admission screening which accompanies conversion
to Medicaid is widely viewed as being traumatic to
patients.

a. A 1979 GAO study and a more recent paper by Alan
Rosenfeld and Margaret Stassen (1982) assert that
post-admission screening is constrained by a simple
reality: it is very difficult to move older people
from an institutional setting once they have adapted
to it.* The adaptation is generally thought to occur
within six months. After this time, discharge becomes
less and less likely.

In recent interviews, Rosenfeld and Stassen pointed
out that the longer a person remains in a nursing
home, the more likely it becomes that:

° The patient has given up his or her home and has no
place to which to return:

° The patient has depleted his or her resources so
that insufficient funds exist to re-establish a

home

:

The patient may have become more dependent after
prolonged institutionalization and is unable to
function independently; and/or

The trauma of moving to a new environment may have
deleterious effects, especially if the move is not
voluntary

.

United Staes General Accounting Office, Entering a Nursing
Home - Costly Implications for Medicaid and the Elderly ,

November 26, 1979.

Rosenfeld, Alan and Stassen, Margaret Nursing Home Pre-
admission Screening Programs , Unpublished Paper. Center
for Health Policy Analysis, Brandeis University, 1982.
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Exhibit IV-

1

Estate Planning For
Medicaid Coverage

OfNursing Home
And Long Term

Health Care
Foresight To Anticipate Medical Needs of
Estate Clients and Qualify Them for
Adequate Coverage Is Essential

to an Estate Plan

Thursday, November 3, 1983
4:00 p.m. -7:00 p.m.
New England Life Hall,

225 Clarendon Street. Boston

Estate planners frequently over-

look the very real possibility

that their clients may be subjected
to extended hospitalization or
long-term institutional care. Pnvate
insurance alone rarely covers the
full costs of such treatment. When
it doesn't, the claims of hospitals,

nursing homes and physicians can
rapidly undo a lifetime of saving.

The burden of such expenses can
also destroy reasonable expecta-
tions for comfortable retirement
and plans to leave property to

family and fnends.

Conventional estate planning in-

volves techniques designed to

carry out dispositive intent and
lessen the burden of taxation.

Similar tools are available to help
clients plan for future health care
needs. While planning techniques
suitable for affluent clients have
been well recognized by the legal

profession, only recently have
entitlement to public medical
assistance and protection of

estates from disastrous health care

claims become goals of estate
planners. Complex and changing
regulations govern the use of these
tools. Accordingly, the same types

of analysis by tax attorneys are

now exceptionally important to

lawyers who serve middle income
clients.

This course considers ways to

qualify individuals for the broader
coverage of Medicaid. It reviews
major features of the Massachu-
setts medical assistance laws and
the regulations promulgated by
the Department of Public Welfare
which administers the laws. The
course also describes ways clients

might reduce exposure to health

costs through (1) creation of var-

ious trust devices. (2) conveyance
of remainder mteiests in property,

(3) conversion of property into

assets exempted from eligibility

tests for medicaid, and (4) out-

right transfers of property.

Syllabus

• LONG TERM CARE AND
NURSING HOMES

Definition of Long Term Care;
Levels of Care; Application
Process, Placement and Regulation

• MEDICARE, MEDEX AND
MEDICAID

What They Are; How To Qualify;

and What They Cover?

• PROTECTION AND TRANSFER
OF ASSETS

Medicaid and SSI Eligibility; Medi-
caid; Eligibility Requirements;
Disqualifying Transfers of Assets;

Joint Accounts, Trusts, and Family

Home; and SSI

• TRUSTS
General Considerations; Use of

Recoverable Trusts; Trust Bene-
ficiaries as Applicants: and Ethical

Considerations

Faculty

John Ford, Esq.,

Neighborhood Legal Services, Lynn

Donald N. Freedman, Esq.,

Concannon, Rosenberg &
Freedman, Newton

Susan H. Levin, Esq.,

Legal Assistance Corp. of Central
'

Massachusetts, Worcester

Joel Semuels, Esq.,

Director, Legal Services Developer.

Department of Elder Affairs, Boston

Emily S. Starr, Esq.,

Ciota, Starr <& Vander Linden,

Worcester & Fitchburg

William G. Talis, Esq.,

Boston

Course No. 84-13

Intermediate Level

Pee Schedule A

2/MCLE Course Catalog IV -6 a



Exhibit IV-2

THE BOSTON GLOBE MONDAY. DECEMBER 5. 1383

THE FAMILY MONEY
BY ALEXANDER A. BOVE JR.

Assets of elderly

tricky to manage
" The second in a series.

The tear of helplessly watching your Ufe*s savings
disappear during a period of extended care in a nursing
home can bring strong motivation to do some planning
to prevent this from happening. Even people already in a
nursing home can take steps to protect their assets. If

there are any left to protect. In many cases the objective

of this planning is to insure eligibility for Medicaid bene-
fits which will pay for a person's care, provided the per-

son does not have sufficient accessible assets to provide
for himself or herself.

Medicaid regulations state that If a person has
countable" assets which exceed 52000 ($3000 for a
married couple) then he or she will not be eligible for

Medicaid assistance. This excludes a lot of people, par-
ticularly in those "marginal" cases where the individ-

uals have not had the opportunity or the knowledge to

plan These situations can result in substantial inequi-

ties.

Take the cases of the B family and the C family, for

example In both cases, it became necessary to place the
husband in a nursing home for permanent care. In the
case of Mr. and Mrs. B. they had only a home worth
S80.000 plus a $3000 bank account. In the case of Mr.,
and Mrs. C. they also had a $3000 bank account and a
Iwne worth the same amount, but they had sold It and
i loved to an elderly housing project. They Invested their
i 80.000 in bonds to provide them wtth an income.

"

Even- though the Bs and Cs' total assets are of equal,
alue. Mr. B is eligible for full Medicaid benefits, while

I Ir C is* not. until he uses up or otherwise legally dls-
:oses of his $80,000. Mr. and Mrs. C had. unknowingly,
converted a non-countable asset (their residence) into a
c ountabfe one - cash. If. they had done the reverse, they
rDuld have qualified themselves for Medicaid, and In
f ict. they still can. If a home, as a principal residence, or
crty other rron-countable asset is purchased. It can con-
cert countable assets (cash or investments) Into non-
-fciuntable ones, and thereby qualify the individuals for
Medicaid assistance.

ff this 'is done. It does not matter that the conveWIBn
i ; made'wtiile the indtaodual is in a nursing home, or

t lat the sole purpose of Hle^conversion is to qualify the

i idividual for Medicaid eligibility. And there Is no pre-

s rribed waiting period before or after the conversion.

In other words. Mr. and Mrs. C could user up their

5 SO.000 of countable assets to purchase another home
a nd would then Immediately qualify for Medicaid assis-

t ince. Whether they would want to do this at this point

l: . of course, another question. Not everyone wouJd want
t r go out and buy a home after they had just sold one.

t len go to the trouble of moving again: But what are the.

a Iternatives? Not many. '

One alternative might, be to purchase other non-
cpun table assets, but a principal residence Is not the

ouiv non-countable ass«t. as noted in our previous col-

umn. Also considered non-countable are household fur-

nishings and personal effects (such as jewelry). Is it real-

istic or practical, however, for Mrs. C to now refurnish

her apartment for $30,000. then to purchase a $50,000
diamond with the rest?

If Mr. and Mrs. C give the money away to their chil-

dren, there is then a two-year waiting period before they

may become eligible for Medicaid. The laws provide that

if any countable assets (In this case, cash and invest-

ments) are transferred for less than fair consideration

within two years of the application for Medicaid, then

the transfer shall be deemed to have been made to quali-

fy the applicant for Medicaid, and the application will be
denied. The presumption can be overcome in some cases,

but it must show that qualification for Medicaid was not

a "significant purpose" of the transfer.

If Mr. and Mrs. C cannot wait the two years, then

their only alternative would be to convert their invest-

ments to non-countable assets, such as a home. Since

the two-year rule does not apply to the purchase or the

transfer of non-countable assets, they could conceivably

purchase a home, then- transfer it to their children.- In

either event (whether they kept the home or gave it

away) they would qualify for Medicaid, assuming they
met the other requirements.

The only problem they might have is satisfying a .

need for additional income, and the only way to do this

without jeopardizing Medicaid eligibility is through a
trust. Should they do that? Only if they want to preserve
assets for the family while simultaneously preserving

some security for themselves.

NEXT WEEK: Trusts to protect the assets of the el-

derly.
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b. In a meeting with the Committee's staff at the
Department of Elder Affairs on November 4, 1983,
nursing home ombudspersons who have had extensive
direct contact with nursing home residents asserted
that the problems inherent in post-admission screening
cannot be solved through the design of a better
assessment for the conversion review process. It is
usually too risky and complicated to transfer nursing
home patients into the community, they said.

c. Pre-admission screening program managers in Virginia,
Oregon and Minnesota concur. None of these state's
programs is oriented toward post-admission screening.
The pre-admission screening program managers in these
states agree that the value of conversion screening is
extremely limited.

d. In its November 16, 1983 position paper on CMSP, the
Elderly Legal Coalition (ELC), an interdisciplinary
group of approximately 130 members which focuses on
legal issues, asserted that CMSP does not pay suf-
ficient attention to the problem of transfer trauma
- the trauma that may be associated with relocating
elderly individuals who have adjusted to their life in
a nursing home. ELC believes that CMSP tends "to put
cost savings ahead of humane consideration " when
it ignores the reality of this kind of trauma.

e. CMSP senior staff persons maintain that, without con-
version review, the number of inappropriate private-
paying admissions would skyrocket. In a memorandum
addressing the consequence of eliminating conversion
review, the senior staff wrote:

The system and dollar impact of CMSP conversion
case review goes beyond the estimated and projected
savings shown on case analysis documents.

Prior to the Department' s tying authorization of
payment for conversion cases to a CMSP approval, it
was common for CMSP staff to find that an applicant
who had been reviewed and denied would enter a

nursing home anyway as a one month private paying
patient and then re-apply as a conversion case.

Cessation of conversion reviews could cause a

reversion to that practice, decreasing the
program's pre-admission e f fect ivenes , as well as
eliminating conversion review results. Further, a
two- tier system would be encouraged, where anyone
with some resources could "buy" a nursing home bed,
regardless of medical need, while the medically in-
need person without resources or sophistication
potentially could not find placement.

IV-
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Lighter care patients cost less to care for and
avoid staff stress and problems. "Sick" patients
are a burden. Hence, discharge planning may not be
done for the relatively healthy patient and light
care patient admissions are encourged. At the same
time, heavier care patients run high numbers of
ANDs awiting bed openings or, if in a nursing home,
appear to be "dumped" in the Emergency Room as a

means of "discharging" them from the facility.
Access to institutional beds is blocked to genuine
level II patients who either wait in hospitals or
encounter risk situations in free-standing level
III [ faci li ties]

.

A facility is at a financial risk if a conversion
case is denied. This provides the only current
incentive for facilities to appraise their
admission and discharge planning practices. Some
system incentive seems necessary to appropriate
utilization.

The debate about the conversion review process is
usually articulated in terms of the psychological and
social criteria applied in the patient assessment.
The nursing home industry, legal advocates and
ombudsper sons assert that the teams do not consider
adequately the patient's psychological and social
condition. Nor are these critia applied uniformly
across the state. Mark Coven, Assistant Secretary for
Policy and Program Integration in the Executive Office
of Human Services, outlined some of the problems with
conversion screening in a September 20, 1983 memo to
DPW. Coven noted the following deficiencies in CMSP's
implementation of conversion screening. [A detailed
analysis of the assessment process is contained in
Chapter VII.]

° Failure to assess mental dysfunction properly;

° Failure to assist in location of appropriate alter-
native placement or to continue to pay if no place
is available.

CMSP maintains that its assessments are fair, con-
sistent and careful to consider social and psycho-
logical factors. CMSP replies to criticism by noting
that the CMSP staff is comprised of nurses and social
workers whose training and inclination is com-
passionate, not punitive or uncaring.

IV-
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CMSP staff also pointed out that a free consultation
service is available to private paying individuals who
seek placement. The consultation is designed to
inform these elders about how they would be assessed
upon their conversion to Medicaid, given their current
health and social status. The team uses the standard
assessment form and releases its non-binding recommen-
dation to the patient, patient's physician, family and
the nursing home which the individual plans to enter.
However, private payors in Massachusetts have not uti-
lized this service. Of an estimated 2,500 new private
paying residents in FY' 83, only 70 or less than 3%
have availed themselves of the consultation. The CMSP
managers and the nursing home industry agree that the
consultation was not well marketed by the program.

CMSP senior staff persons assert also that the con-
sultation service has not been recommended to private
payors by nursing homes. (A copy of the Consultation
Consent form appears as Appendix E.)

h. The Consumer Protection Division of the Office of the
Attorney General has promulgated regulations that
require patients to be informed of the possibility of
conversion review. The nursing home must not fail or
refuse to disclose in writing to a resident and
his/her next of kin, guardian or sponsor that the
resident may be transferred or discharged if the resi-
dent, ceases to be a private resident; the disclosure
required in 940 CMR 4.02(6) shall be made at the time
of admission to the nursing home. CMSP has asserted
that such full disclosure has not always been prac-
ticed by nursing homes. Rather, CMSP has noted, homes
have encouraged short-term private payment leading to
Medicaid conversion and have down played the conver-
sion screening process to prospective patients and
their families.

i. The nursing home industry which is vigorously opposed
to conversion review met with a group of long-term
care professionals on September 30, 1983. This ad hoc
group formally agreed that:

The CMSP should suspend reviewing the cases of
current nursing home patients who deplete their
personal funds and apply for Medicaid to continue
their stays. This suspension should continue until
the program is reformulated either through legisla-
tion or administrative regulation to protect this
high risk population from the consequences of deci-
sions which may jeopardize their health and/or be
subject to appeal.
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CMSP [should alter its] current screening practice
to assure that sufficient weight is given to
psychosocial factors which affect the need for
care. Such factors include, but are not limited
to: formal and informal support systems, beha-
vorial problems, emotional status, cognitive func-
tioning, availability of resources, and the risk of
transfer trauma. These factors must be considered
regardless of the source of referral or placement
under consideration.

The group's recommendations were subsequently sent to
the Governor.

Pre-admission screening for all clients, including pri -
vate paying, is generally considered to be preferable to
post-admission screening and conversion.

a. Other states, most notably Virginia and Minnesota,
have confronted the issue of private-paying applicants
quite differently from Massachusetts. Both states
have adopted a nursing home screening program which
assesses be fore admission private paying individuals
who anticipate Medicaid eligibility within 180 days.
Consequently, neither state faces the difficulty of
conducting post-admission conversion screening. The
question of an appropriate care setting is confronted
before the patient is institutionalized and, in par-
ticular, before his/her community supports including
housing, are relinquished.

In both states, the assessment team's decision is
not binding on a private payor requesting place-
ment, bur nearly all persons abide by the team's
recommendation.

° The eligibility workers use 180-day eligibility
worksheets to anticipate a six-month "spend-down"
period.

° The assessment teams provide extensive assistance
in developing a community care plan for persons
denied nursing home placement. (Information about
the pre-screening of private payors in these states
appears as Appendix B.)

Charlotte Carnes, Director of Virginia's pre-
admission screening program, describes the program:

"We would much rather have the whole discussion
about nursing home placement before admission.
Afterwards, the family has given up, the house or
apartment is gone, the patient has a different
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attitude. What we are able to do is offer to the
person requesting placement a positive alter-
native. We see our jobs as providing choice;
it's an enahling and educating thing, not a
punitive business.

We've worked hard with the nursing homes. When
an individual with private funds shows up at
their doors, the nursing home administrator
always asks first whether Mrs. Jones has been to
see the pre-screening folks. If net, she gets
sent along to us right away.

We haven't had any problems with this."

b. The Massachusetts Senate Committee on Ways and Means
has proposed that Massachusetts adopt a pre-admission
screening mechanism for private payors who will con-
vert to Medicaid within six months.

Its June 1983 policy narrative stated:

"The Committee proposes that such a six-month
requirement be implemented in Massachusetts in
January 1984, when the pre-screening program should
be in full operation statewide. This will allow
time for screeners, home care corporations, and
Visiting Nurse Associations to develop temporary
service plans to enable individuals referred from
the pre-screening program to be assured full
assistance in living at home.

c. The DPW General Counsel found no "clear legal impedi-
ment" to pre-admission screening of private-paying
nursing home residents by the Department of Public
Welfare." In a memorandum to the Committee, the Legal
Counsel noted that, "Neither Virginia nor any other
state doing private pay pre-admission screening has
been challenged in court on the issue, so that such
programs are vulnerable to the same legal attacks
discussed here and the success of the arguments have
yet to be proven. It is clear, however, that the
state is responsible for the health of its people. In
that context, the state has the responsibility to
assure the provision of adequate health services. One
method of assuring the adequacy of nursing home ser-
vices is to prevent the inappropriate utilization of
needed beds through a pre-admission screening program.
A report to Congress by the General Accounting Office
in 1979 on this issue recommended that all applicants
for nursing home admission,
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both public and private paying, should be pre-
screened. The report indicated that the excessive
demand for nursing home beds nationwide was not so
much a product of an insufficient number of beds as it
was the result of the filling of many of those beds by
people who could benefit from services outside an
institution. Clearly, the issue is of vital impor-
tance and the state's legitimate interest in resolving
it should outweigh the minimal risks to the indivi-
dual."

d. The Massachusetts Federation of Nursing Homes (MFNH)
has filed legislation (House Bill 6744) containing a

provision that would waive conversion screening for
"all persons who have resided in a long-term care
facility for at least twelve months, before making an
application for benefits under Title XIX of the Social
Security Act (Medicaid)." The effect of the
Federation's legislation would be to "grandfather"
into Medicaid status all patients who spend down after
one year of nursing home residency. (The bill
appears as Appendix F).

MFNH President David Cushman agrees that pre-admission
screening of private payors is a better approach than
conversion review. Cushman believes that the industry
would be agreeable to pre-admission screening of pri-
vate payors, but that the grandfathering legislation
is necessary.

Alan Solomont adds that when CMSP began to be phased-
in statewide, the nursing home industry received
assurance that the program would not be imposed
retroactively. Private payors who were admitted to
nursing homes before CMSP was implemented were not
informed that they would face a conversion screening.
The grandfathering legislation, Solomont asserts,
would provide a just waiver for these results: they
would be exempted from any further screening.

The Committee's staff has estimated that the maximum cost
to Medicaid of grandfathering this group of nursing home
residents would be $310,500. This figure is based upon
the historical 3.5% denial rate in conversion cases. But
since CMSP denies very few request from persons with more
than one year of residency, the actual cost to Medicaid is
likely to be substantially less.
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ANALYSIS

There is a legitimate concern about equal access to nursing
home beds for Medicaid recipients but conversion review is a
poor way to solve an important problem. Its goal — to insure
that private-paying patients who convert to Medicaid status
are cared for in appropriate levels of care — is proper, but
its mechanism is awkward and barely cost-effective. Moving
people out of nursing homes is a difficult and, at times,
traumatic experience. Post-admission screening is by its
nature usually too late.

The program's assertion that conversion screening has changed
the behavior of families, discharge planners, and nursing
homes may be valid. However, the larger issues of assets and
families' obligation to relatives in institutional care are
beyond the scope of this Committee's mandate. It is a mistake
to view the screening program as a solution to all the ills
relating to discrimination and equity in nursing home beds.

To allow for earlier, more equitable, and more cost-effective
intervention, private-paying applicants who anticipate con-
verting to Medicaid should be subject to the same pre-
admission screening that is conducted for Medicaid-eligible
applicants. Either a mandatory or voluntary mechanism should
be developed. Such a procedure would be consistent with the
Attorney General's regulations providing for full disclosure
to private patients at the time of admission of the possibi-
lity of transfer or discharge. It is difficult to envision
private payors or their families refusing such a screening if
they understand fully the consequences later on. Of course
those who have refused a pre-admission screening would be
required to have a screening at the time of their conversion
to Medicaid. It should be obvious, any time that a level of
care change is required, the nursing home will be able to
request that review.

Screening of private-paying patients prior to admission to
nursing homes has been successfully implemented in other sta-
tes. The experience in other states suggests that the design
of a pre-admission screening program should involve the
nursing home industry, legal services attorneys, Medicaid
officials, hospital discharge planners, and community
agencies.

Even with a system of private pay screening, the Department
must maintain its ability to conduct conversion reviews in

order to screen those who have refused either pre-admission
screening or the team's recommendation. Federal regulations
require an individual screening at the point of conversion to
Medicaid for those who have not yet been screened earlier.
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In light of the recommendations in this chapter, the pending
Nursing Home Federation's legislation (House Bill 6744)
appears to be moot. If systematic pre-admission screening of
private payors is initiated at the same time conversion
reviews are suspended for all but those who have refused pre-
admission screening, the provisions of the bill in its present
form would be unnecessary. As stated earlier, the
Department's increased financial liability for those in
nursing homes over one year would be modest.

However, if the Commonwealth does not initiate a systematic
pre-admission screening of private payors, the effect of the
Federation' s legislation would be to increase dramatically the
extent to which nursing homes could bargain for a year'

s

payment from families in return for a subsequent guaranteed
Medicaid-f inanced stay.

RECOMMENDATIONS

1. DPW should initiate a program providing prior screening
for all admissions to nursing homes.

2. CMSP should inform a nursing home if a private patient has
refused a pre-admission screening or if the patient has
not accepted the team's recommendation.

3. DPW should continue conversion screening for those who
have refused pre-admission screening or who have not
accepted the recommendation of the screening team.

4. Until pre-admission screening begins, no patient in resi-
dence who converts to Medicaid after more than a year's
stay in a nursing home should be required to transfer.

5. In view of the amount of staff time involved in conversion
screenings and negligible savings, if any, DPW should
implement the final paragraph of the Nursing Home
Federation's bill as an interim measure until pre-
admission screening begins:

"In order to avoid transfer trauma for those patients
who are in the facility for less than 12 months, the
long term care pre-screening team shall assist the
facility with the transfer and the facility shall be
reimbursed at its current rate until an appropriate
alternative placement is found."

Present procedures for reviewing conversion denials at the
Commissioner's level should continue until pre-admission
screening begins. CMSP staff conducting conversion
reviews should take into consideration recommendations in
this report.
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DPW should involve the Massachusetts Federation of Nursing
Homes, the Elderly Legal Coalition, and the Attorney
General's Office in designing a pre-admission screening
program for all nursing home applicants.

DPW should initiate an educational process in cooperation
with nursing homes, hospitals, Home Care Corporations,
legal advocates for the elderly, and others affected by
the change to ensure that the transition to pre-screening
for nursing hom applicants goes smoothly.

In cooperation with others, DPW should design a residents
booklet which fully outlines patients' rights with respect
to nursing home admissions and all screening procedures
and which will be broadly available through distribution
by nursing homes, hospitals, and others.
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V. SCREENING: HOSPITAL

BACKGROUND

Patients discharged from hospitals are the largest category of
persons seeking nursing home placement. There are two and a

half times more nursing home requests from hospital patients
than from individuals at home. Screening such requests is
seen as a critical function of any pre-admission screening
program.

Process

Only Medicaid clients or individuals in the process of
becoming Medicaid clients are subject to the CMSP hospital-
based screening process. Private payors are not subject to
the mandatory review although a free consultation is available
to them (see Chapter IV: Nursing Home Screening ).

The request for placement may come from the patient, the
family, or the discharge planner in the hospital. In all
cases, the hospital discharge planner completes the CMSP
assessment form and sends it to the CMSP screening team. The
team reviews the assessment which indicates a particular level
of nursing home care (Level III or Level II). If the infor-
mation provided is unclear, or if the team anticipates denying
the request, the team visits the hospital. The visit begins
with a review of medical records and discussion with the
hospital staff, especially nurses and social workers familiar
with the individual in question. If the team is still unclear
or still anticipates denying the request, it arranges to visit
with the patient.

Three dispositions of requests for nursing home care are
possible

:

° Approval of the request;

° Approval of nursing home placement but denial of level
of care requested;

Denial of the request.
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Caseload

Table V-l presents CMSP's hospital caseload in FY83.
Hospitals screenings represent 43% of all CMSP screenings.

ISSUES AND FINDINGS

The Committee found substantial disagreement about the effec-
tiveness of the hospital screening process. The principal
objections came from hospital social work personnel. Their
objections, those of others, as well as the CMSP position on
hospital screenings, are discussed below.

1 . Hospital screenings account for only 21% of the Medicaid
net savings achieved by CMSP .

Table V-2 presents an analysis of total and net savings
associated with hospital screenings. It is noteworthy
that while hospital screenings comprise 43% of CMSP's
total caseload, they account for only 21% of its net
savings. Because the denial rate for requests is low and
because there are few inappropriate requests from hospi-
tals, savings are disproportionately low relative to the
caseload.

2 . Hospital social workers believe that CMSP screening
efforts in hospitals duplicate the efforts of discharge
planners .

On October 28, 1983 Committee members and staff met with a
group of leading hospital social work directors. The
meeting focused on the following issues:

a. Hospitals commit substantial resources to patient
assessment. Discharge planner decisions about the
need for placement are careful and sober ones based on
professional training and intimate knowledge of the
patient's needs. A request for placement is made only
when home-based care is not a reasonable solution to
the patient's care needs. The state wastes its resour
when it reviews the hospital assessments case by case.

Susan Bailis, President, Massachusetts Chapter of the
National Association of Social Workers; Martha Glennon,
President, Massachusetts Continuing Care Association; Judy
Olsen, President, Massachusetts Chapter of the American
Society of Hospital Social Work Directors; Ruth Smith,
Chairperson, Continuing Care Committee, Massachusetts
Chapter of the American Society of Hospital Social Work
Di rectors.
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Table V-l

Hospital Screening Caseload

FY83

Number Percent

Total Requests 4,941 100%

Approval

s

4,637 94%

Straight Denials 142 3%

Level Denials 162 3%
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Table V-2

HOSPITAL SCREENING COSTS AND SAVINGS

FYft3

Dollars

Percent of

Total Screening
• Savi ngs

Medicaid Savings from $766,800 27%

Straight Denials

*
Program Costs 368,102

Net Medicaid Savings
$398,698 21%

*Based on 32% of staff screening time being devoted

to hospital Screenings.
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b. The short assessment form developed by CMSP for hospi-
tals with a history of high agreement does not reduce
the time required to conduct the assessment, fill out
the form, and communicate with the team. (This form
appears as Appendix G.

)

c. The screening process should be delegated to the
hospital's discharge planners. Instead of reviewing
each case, CMSP should adopt a procedure to monitor
the hospital's assessments on a selected case basis
for assuring adequacy and consistency.

d. A study by the Coalition for Cost Effective Discharge
Planning supports these arguments. The study analyzed
190 requests for nursing home placements from 12
Massachusetts hospitals between January and April 1983
and found that:

There is a 97% agreement rate between the discharge
planners and the CMSP team;

° Discharge planners spend on average 55 minutes per
assessment and are not reimbursed directly for this
service. Such a significant time investment by
hospitals cannot be justified in light of the
negligible disagreement rate.

The Elderly Legal Coalition (ELC) concurs with hospital
social workers.

In an October 1983 position paper on CMSP ELC states:

In all hospital planning, Home Care is a first con-
sideration recognizing that patients manage best in
their own home environment and in familiar surroun-
dings. Nursing Home is considered a last resort,
unless the patient's medical condition is such
that (s)he cannot be maintained at home.

Assessments are made by the continuing care nurses who
are familiar on a dai ly basis with the patient, M.D.
and nursing staff on the unit as well as other thera-
pies involved. They are best able to assess the
patient's functioning on a day-to-day basis and at dif-
ferent times of the day.

To interject an outside team, who sees the patient for
a few minutes, possibly at an inopportune time, and
whose judgment determines whether or not a patient
receives nursing home approval, is both unrealistic and
unprofessional.
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There is also an implied intimidation associated with
the CMSP visit, in that if the patient or family
refuses to allow the visit, Medicaid benefits can be
terminated, and approval for nursing home placement
will be denied.

The decision for nursing home placement is generally a

traumatic one for patients. To involve in this process
total strangers whose decisions determine the
patients' futures places added stress on patients and
makes them apprehensive as to whether they will "pass
the test."

CMSP senior staff members assert that hospital screening
is a critical and very successful component of the
screening effort.

CMSP staff believe that the hospitals have overstated
duplication problem and they oppose granting delegated
status with retrospective monitoring. They argue that:

a. The high agreement rate exists because the program has
a sentinel effect on the discharge planners.
Inappropriate requests are not made because the
discharge planners know that these will be denied.
Without CMSP's presence, the number of inappropriate
referrals would rise.

b. Without CMSP, discharge planners would make
inappropriate referrals not because they are inclined
toward nursing homes but because the pressure from
hospital administrators to accelerate the discharge
process hurries discharge decisions. Haste means
finding the first available bed, not necessarily the
right one. This "wrong decision" process is subtle
and only systematic review can control it.

c. Delegating the screening function to hospitals would
return the system to a time when hospitals were not
careful about level of care requests. Hospitals would
once again be subject to the whims of nursing homes
who refuse to take Medicaid clients. CMSP's clout
with the nursing homes addresses this problem.

d. CMSP's "Short Form", a one page shortened version of
the standard three page form, was designed to minimize
the time that discharge planners must spend on CMSP
assessments. Every hospital with a 90% or better
agreement rate is entitled to use the short form.
This amounts to a delegation of the screening func-
tion, although not decisional responsibility, because
it implies that the hospital conducts assessments that
are consistent with CMSP's goals.
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Other states delegate the pre-admission screening of hospi -

tal patients to discharge planners .

In Virginia, for example, the hospitals are paid S65 for
each screening conducted. The Virginia Pre-Screening
Program director says that she and her staff have trained
hospital discharge planners. After having no screening of
hospital requests until last year, Virginia is now in its
first full year of purchasing this service from hospitals.
Virginia's Medicaid Central Office reviews the hospital's
work on a sample basis.

6 . Many acute hospital patients who need long term care are
discharged and immediately admitted to chronic hospitals.

There are 33 chronic hospitals in Massachusetts with 6400
beds. A full examination of chronic hospitals is outside
the scope of this committee's review. However, because of
the important link between nursing homes and chronic
hospitals, some issues with respect to that link are
outlined below.

a. In FY' 84, the Commonwealth expects to pay around S200
million to chronic hospitals - $141 million in direct
Medicaid payments to private chronic hospitals and
$59.6 million in separate appropriations to state-
owned institutions.

b. The Department of Public Health's recent survey of
chronic hospital patients documented that 45% of the
patients in Massachusetts' chronic hospitals could be
more appropriately cared for in nursing homes, rest
homes or the community.

c. For patients requiring only nursing home level care,
the average chronic hospital per diem rate in FY' 84 is
$151. While this figure is not directly comparable to
Level II and III nursing home rates because the chro-
nic rate includes many ancillary services — it is
still much higher ($100 or more per day) than for
these less expensive institutions.

d. CMSP screening activities do not extend to requests for
chronic hospital placement. CMSP staff members believe
that some acute hospitals send their borderline
patients - individuals who might be denied by CMSP - to
chronic hospitals, thus avoiding Medicaid's interven-
tion altogether.

CMSP staff say that, although screening for chronic
hospital admission is advisable, it could exacerbate
the acute hospital AND problem (e.g. patients denied
chronic hospital admission would await nursing home
placement as an AND patient in the acute hospital).
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ANALYSIS

In view of the high rate of agreement between hospital social
workers and CMSP staff with respect to planning for discharged
hospital patients, it appears that CMSP screening duplicates
the work of hospital discharge planners. Although there is a
difference of opinion about the rate of agreement, even the
CMSP staff acknowledges agreement in at least 93.8 percent of
the cases.

Almost half of CMSP' s screenings are requests from hospitals.
Yet this function results in a much smaller percentage (21%)
of CMSP's total net savings to the Medicaid program. It is
questionable whether continuation of this function in its
present form makes sense.

Hospitals with a track record of high agreement with CMSP
should be delegated the responsibility to conduct the required
screening without a case-by-case review by CMSP. Delegation
of this responsibility to hospital personnel should not alter,
however, the rights of hospital patients for post-
determination review. The placement specialists would con-
tinue to be available on an "as needed" basis to help
discharge planners find nursing home beds and to exert
pressure on homes to receive Medicaid patients (see Chapter
VIII)

.

The Committee affirms one of CMSP's important goals — that of
controlling costs — and recognizes that the program has
played an important watch dog function. The high agreement
rate between CMSP and hospital screenings undoubtedly reflects
the fact that CMSP exists. In delegating reviews to hospi-
tals, it therefore is necessary to build in mechanisms for
maintaining this function.

It should be possible to develop a monitoring process that
retrospectively looks at a sample of hospital screenings and
determines whether appropriate placements have been made con-
sistently. When a hospital appears to diverge from an
established pattern of agreement with CMSP screening, the
delegated status can be revoked.

RECOMMENDATIONS

1. DPW should delegate the screening function of CMSP hospi-
tal referrals to discharge planners in hospitals with a

history of high agreement with CMSP.

2. Delegation of this responsibiltiy to hospital personnel
should not affect the post-determination rights available
to hospital patients under CMSP.
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Hospitals should be required to use the full CMSP
assessment form developed in accordance with recommen-
dations contained in Chapter VII.

No hospital should be eligible for delegated status until
has established an agreement rate with CMSP of 90 percent
or more over a six month period.

DPW should develop a monitoring process which restrospec-
tively reviews nursing home placement of hospital patients
to assure continuing appropriately high levels of
correspondence between CMSP and hospital placement deci-
sions.

DPW should develop procedures for revoking hospital dele-
gated status when delegation no longer appears warrented.

CMSP should continue to screen in hospitals which request
the service or which do not meet standards for delegation.

CMSP should continue to provide placement assistance to
those hospitals requesting it.

Hospital discharge planners and continuing care nurses
should be involved in the planning for the redesigned pro-
cess as outlined in this chapter.
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VI SCREENING: COMMUNITY

BACKGROUND

Process

Another function of the Case Management Screening Program
(CMSP) is to screen requests for nursing home care from
Medicaid clients who live at home and are not, at the time of
their request, in hospitals or nursing homes. Screening is
not presently required for private-paying patients who seek to
enter nursing homes from the community, although the Committee
has recommended such a program in Chapter IV.

Community requests for nursing home placements may come from a

client, his or her family, a professional care agency, a cer-
tified home health agency or Home Care Corporation or an-
other social agency (such as a church or drop-in center). All
community requests result in a home visit from the CMSP team.
If the client requesting placement is currently served by a

professional care agency, the CMSP team discusses the case
with the agency staff prior to a home visit. A nurse or
social worker who is familiar with the case may join the CMSP
team at the time of the assessment.

If a request for placement is denied, the CMSP team refers the
applicant to a community agency, usually a Visiting Nurse
Association (VNA) or other certified home health agency and/or
a Home Care Corporation (HCC). If adequate home-based care is
not available, a rest home will be suggested.

The CMSP team cannot authorize any community services
directly. It is required by instructions in the CMSP manual
to follow up its referrals by phone every month.

Caseload

Table VI-1 presents CMSP caseload information for all requests
for nursing home placement that derive from persons
residing in a community setting. These requests represent 17%
of the total CMSP caseload.
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Table VI-

1

COMMUNITY SCREENING CASELOAD

FY83

Number Percent

Total Requests 1 ,958 100%

Approvals 1 ,538 78%

Straight Denials 345 18%

Level Denials 75 4%
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ISSUES AND FINDINGS

Unlike the hospital and nursing home screening process, the
community screening process has not generated major criti-
cisms. Principal concern about this aspect of CMSP centers
around the referrals of clients to rest homes or community
agencies when nursing home placements are not appropriate.

The findings in this section are organized under two headings:

° the screening process

referrals for non-nursing home placements and services

The Screening Process

1 . Community screenings account for 65% of the Medicaid
savings achieved by CMSP .

Table VI-2 presents the costs and savings associated with
community screening activities.

While community screening represents 17% of the total CMSP
caseload and requires 34% of total staff hours, it
accounts for 65% of the total savings associated with
screening activities and 77% of total net savings. The
substantial savings accrue despite high operating costs
because the denial rate for community screening is higher
than for any other kind of screening. However, the cost
per case for community screening is S200, more than twice
as much as the contracted cost for screening in other sta-
tes ( see below)

.

The denial rate is high because there is a larger percen-
tage of inappropriate referrals. According to CMSP staff,
community requests for nursing home placements which come
from clients or their families are often made before com-
munity based alternatives are explored fully. (In
contrast, community requests from VNAs or HCCs are usually
approved because those agencies are likely to refer
clients to CMSP only as a last resort.

)

2 . Evaluation of the community screening process emphasize
the need for better reimbursement and, for case management
service.

The Committee focused on what changes, if any, are
necessary in the community screening process and asked
these questions:

Should screening be delegated to another agency?
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Table vi-2

COMMUNITY SCREENING COSTS AND SAVINGS

FY83

1

Dollars

Percent
of Total

Screening Savings

Medicaid Savings from $1 ,863,000 65%
Straight Denials

*
Program Costs $ 391,108

Net Medicaid Savings SI ,471 ,892 77%

3ased on 34 percent of total CMSP staff screening time
being devoted to community screenings.
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What are the present links with state and non-profit
agencies in the community screening process?

In many states, the Medicaid agency pays other agencies directly
(state or non-profit) to conduct the screenings. In such
a contract-for-service operation in Virginia, for example,
Medicaid pays local health and social service departments
to provide the physician, nurse and social worker who
comprise a screening team. The Monroe County, New York,
pre-admission screening demonstration project ( Access )

contracts with VNAs and social service agencies to conduct
screenings.

Following this model, Stephen Day, former Assistant
Secretary of Elder' Affairs, and now Director of Policy
Coordination at the Department of Mental Health, suggested
that in Massachusetts, a local committee comprised of a

VNA nurse, a Home Care Corporation social worker and a

Medicaid eligibility specialist could conduct the
screenings. These committees could be paid by Medicaid
for each screening conducted; the inclusion of a Medicaid
staff would promote proper control by the financially
responsible agency.

Other providers and policy makers who believe that the
present community screening procedure works well have
suggested different approaches as follows:

a. Home Care Corporation representatives, Margaret
MacAdam (Home Care Association Executive Director) and
George Moran (a member of this Committee and Executive
Director of Elder Services of Merrimack Valley) , in a

meeting on November 8, stated that while, the delega-
tion of community screening activities to another
agency, such as the certified home health agencies or
HCCs, or to an inter-agency team, is possible, it is
not necessarily desirable. It is better in their view
to distinguish the screening function from the case
management function.

b. Secretary of Elder Affairs, Richard Rowland,
acknowledged that Home Care Corporation involvement in
nursing home pre-admission screening could present
these agencies with a kind of role conflict.
Traditionally the HCCs have been advocates for

* For a community screening, the local health department is
paid 340 and the social services department S25 for the
joint screening.
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* *

elderly. However, they are rarely direct service pro-
viders; they provide case management. At the same
time, though, Rowland asserted that DEA and the HCCs
are prepared to become involved in the care of the
state's more frail elderly citizens and would welcome
a relationship with CMSP to achieve that goal.

c. In a November 14,1983 meeting with the Committee's
staff, directors of five Visiting Nurse Associations
stated that they are rarely, if ever, turned down by
CMSP when they request placement for their patients.*
(Disagreement occurs more frequently over the level of
care needed, according to CMSP staff.) They are not
interested in becoming more directly responsible for
pre-admission screening. Their role, however, is
already extensive in the process. In fact, they often
accompany members of the CMSP team on a visit to a
client when an assessment is made of the need for
nursing home care. VNAs are paid by Medicaid for
their help in the assessment process. This raises
questions of duplication: are both a CMSP staff
member and a visiting nurse needed at the home
assessment, particularly given the high agreement rate
between the VNAs and CMSP?

**

The group included: Shirley Cyronis, Lowell VNA; Diane
Flanders, North Shore VNA; Anita Gorman, Lawrence Home
Health Services; Denise Nagler, Grafton Community Nursing;
and Helen Siegel, VNA of South Middlebury.

"We have had some difficulty getting precise statistics of
the number of CMSP clients that have had VNA services.
The general impression is that very few VNA referrals to
the CMSP for placement have been denied. In the com-
munities of Framingham, Lowell and Grafton 34 patients of
the VNA's were referred for placement; all but 2 were approved
by CMSP and secured nursing home placement from home. In
Lawrence out of 56 community cases 30 were approved for
nursing home. It was not clear how many of the 30 had VNA
involvement. The Lawrence area CMSP team reports that
over the past two years they have seen a change in the
kind of referrals coming to them. At first families had
not been using community services. Now more families have
been using home support services but find they are insuf-
ficient to the situation. In all cases when patients had
to wait for placement often one to 6 or 8 months, VNA and
elder home care services were put in place and maintained
these patients in the home during the waiting period.
This was done through the existing referral and joint
management processes currently used by the VNA's and home
care corporation." (From a letter by Anita Gorman,
Executive Director, Greater Lawrence Home Health Services)
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d. The VNA directors, in general, regard their rela-
tionship with CMSP as a cooperative one. They
currently bill Medicaid for their nurses' time
devoted to completing and assisting in the CMSP
assessment. The fact that they are not permitted
to bill directly for their social workers' time
spent on activities related to arranging nursing
home placements for their clients, including addi-
tional time spent with CMSP teams, is a major con-
cern for them.

Referrals for Other Placements and Services

1 . Referrals of clients to community agencies are not well-
managed .

As described above, CMSP frequently provides a highly
effective intervention in diverting clients still living
at home away from nursing homes. Because families often
request nursing home placement before exploring home-based
services, referrals to a home health agency or Home Care
Corporation can begin successfully to meet the client's
needs.

There are, however, significant problems in the community
referral process. The CMSP team does make referrals and
is instructed to follow up to see that services are
actually provided. The team cannot, however, directly
authorize community services.

a. Margaret MacAdam, Massachusetts Home Care Association
Executive Director, has stated that, as a result of
the disjointed community care system, there are
clients who never follow up on referrals and therefore
do not obtain the medical and social services they
need to support them at home. They may unnecce ssar i ly
end up in a hospital emergency room.

Proper care at home is delivered and controlled,
according to MacAdam, when coordination among Home
Care Corporations, VNAs and others is adequate.
CMSP's referral is unsuccessful when the community
care system is unable to deliver and control services.
Some clients may even receive too many services
because referrals and case management are not coor-
dinated.

b. The Massachusetts Taxpayers Foundation (MTF) points
out that, the costs of maintaining a very frail person
at home may exceed the costs of nursing home care. In
its recent report, An Examination of Programs for
Elders in Massachusetts; Too Much or Not Enough , MTF
states, "As clients require home health care on top of
homemaker service in addition to public housing,
nursing homes may sometimes be less costly."
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c. In large measure, the problems of community referrals
in the CMSP program reflect the more basic problems of
the larger community-based long term care system: in-
adequate resources and fragmentation among medical and
social service providers. A full examination of these
problems, in particular the adequacy of available
resources, is beyond the scope of this report.
However, a limited examination of the CMSP referral
process is important to the Committee's evaluation.

Suggestions for improving the community referral process
focus on location or control of service authorization .

The weakness of the CMSP referral system is usually iden-
tified as either:

" a problem of coordination, in which case solu-
tions are conceived in terms of location of the
CMSP teams; or

" a problem of case management, in which case solu-
tions are conceived in terms of control of ser-
vice authorization.

a. Location . In its initial design, CMSP confronted the
referral problem explicitly by locating the CMSP teams
with Home Care Corporations. Its intent was to augment
the team's interaction with community-based agencies
whose mission is to help maintain the elderly in their
homes. The Department of Elder Affairs, which funds
Massachusetts' 27 Home Care Corporations, was involved
in the planning and design of CMSP through an intera-
gency agreement. In the program's initial implemen-
tation, DEA paid the program's overhead costs of rent,
furnishings, telephone and clerical staff. Five of
the first nine teams were located in Home Care
Corporations. These arrangements were begun during
Fiscal Year 1979 but by Fiscal Year 1981 DEA was
hard-pressed to finance CMSP' s local overhead costs.
During this year, many of the Home Care Corporations
could not find adequate space for the teams. Poor
interaction between DEA and DPW exacerbated the delays
in finding space for the teams that had not yet been
located in a local Home Care Corporation.

Today, none of the CMSP teams is located in Home Care
Corporations. During FY81, the five teams which had
been located in Home Care Corporations were moved
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either to local welfare offices, to Long Term Care
Units or to state hospitals. Currently, six are on
the grounds of two state hospitals; six teams are
located in three Long Term Care Units; the rest are
located in local welfare offices. (Appendix L a list
of the teams' location.

)

The CMSP senior staff believes that locating the teams
with Medicaid eligibility workers has several distinct
advantages.

CMSP team members can help eligibility workers
set priorities for case processing based upon the
status of the discharge planning process or the
prospective client's status at home.

CMSP team members can advocate for their clients
in the Medicaid eligibility process.

Control of Service Authorization . The prevailing view
is that the weakness of the current CMSP community
referral process cannot be solved by deciding where
CMSP teams are located. However, the solution of this
problem turns on conferring responsibility for
authorizing service both in terms of initial case
planning and ongoing case management. There are dif-
ferences of opinion as to who sgould have this
authority.

The Elderly Legal Coalition (ELC) argues that CMSP
should not simply refer clients who are denied nursing
home placement to other services. In its position
paper on CMSP, ELC wrote:

Where the applicant is a nursing home resident or
a prospective nursing home resident, any decision
denying Level II or Level III placement should
require the Review Team to develop a Community
Care Plan. Such a requirement would necessitate
that the Review Team reach thoughtful decisions
that entail a genuine consideration of the alter-
natives the applicant has available. The
Community Care Plan would force the Review Team
to develop a clear justification of its decision,
and render that decision eminently more review-
able. The Plan would take into account and
address the factors to be considered in such a

decision, and afford the applicant the protection
embodied in governing regulations.

This type of responsibility resembles the screening
teams' role in some other states such as Florida,
Kansas, and Minnesota, where the same team conducts
screenings, then develops and authorizes care plans.

VI-7



Home Care representatives Margaret MacAdam and
George Moran have suggested that individuals who are
denied nursing home placement should be automati-
cally referred to a single designated community
agency. This agency should be able to authorize
Medicaid-reimbur sable services (home health, adult
day care, etc.) as well as social services (home-
maker visits, meals on wheels, etc.). The indivi-
dual or family would need to interact with only one
agency, and this agency would control the consump-
tion and coordination of services. Precedent for
this approach exists in demonstration projects
already funded by DPW. Federal waivers permit com-
munity agencies to authorize Medicaid services.

The Channeling Project in Lynn and the Managed
Health Program for Frail Elderly (see Appendix H)
present experimental models of the concept of
integrated service delivery and case management.
Appendix H contains a list of Medicaid initiatives
including managed care programs for the elderly.

The certified home health agencies object to
designating a single agency, however, to coordinate
case management. In a letter from the Greater
Lawrence Home Health Services, Director Anita Gorman
wrote:

We encourage close coordination of the CMSP acti-
vities with the providers of service in the com-
munity. When a patient is denied placement, the
CMSP should make referrals both to the VNA and
Elder Home Care Corporations. These systems can
use existing referral and joint management
arrangements to coordinate care in the home and
community. We would also encourage the Depart-
ment of Public Welfare to publicize the existing
home care services so that families can secure
help with the care of their elders before they
become exhausted and seek institutional place-
ment. We oppose formalizing another duplicatory
system of management for these patients denied
nursing home placement. Formal contracts to
assure follow up of coordinated health and social
services would only add administrative cost.
Services and coordination already exist in the
community to care for these patients once
referrals are made by the CMSP.
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3 . Rest homes are often inadequate placements .

An individual denied nursing home placement may be offered
placement in a rest home (Level IV). The Department of
Public Health (DPH) licenses rest homes; the minimal
requirement is 24 hours a day supervision. Rest homes are
reimbursed at a maximum rate of $19/day for all services.
DPW is the payor of last resort for rest home services:
using state funds, the Department pays the difference be-
tween the rate charged by the rest home and the amount a

resident can pay from his or her personal resources and
SSI payments. 70% of all rest home residents have some
costs paid by the state. The CMSP team is required to
assist the client in finding a suitable rest home.

Some clients praise the CMSP for helping them find a

suitable rest home. (See Figure VI-1.) Despite such
praise, several problems with rest home placements have
been identified — most of which are not directly related
to CMSP performance.

a. The Elderly Legal Coalition and Home Care Corporation
staff charge that clients are placed in rest homes
remote from their families.

b. The nursing home ombudsper sons , Home Care Corporation
directors, and DPH officials interviewed assert that
rest homes cannot always provide adequate care and
supervision for frail elderly residents who are
referred by CMSP. For example, David Roush, Assistant
Director of Compliance at DPH, states that rest homes
to which CMSP refers its clients may also provide
residence to deinstitutionalized mental patients. In
responding to the needs of the former mental patients,
these homes may become unsuitable placements for frail
e lder s.

c. The Elderly Legal Coalition summarizes the viewpoint
of most experts familiar with the rest home situation
in its November 16 position paper:

In sum, by transferring individuals accustomed
to Levels I y II, and III facilities with inten-
sive nursing, social and medical services, into a
facility where there is a complete absence of
such services, CMSP can provide no assurance that
the individuals will receive the appropriate
level of care.

The problem is further complicated by the fact
that there simply are no standards for measuring
quality of care in Rest Homes. The notorious
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lack of uniformity of services available in Rest
Homes within the Commonwealth makes it virtually
impossible for CMSP to guarantee that a Level IV
facility can care for those residents it admits.
It should be remembered that while regulations
which address the non-medical nature of services
provided by a rest home would standardize and
enable some monitoring of quality of care of Rest
Homes, as long as Rest Homes remain ineligible
for Medicare or Medicaid reimbursement the level
of care will be restricted to non-medical areas,
thereby limiting the individuals who can
appropriately be placed in such a facility.

d. The Elderly Legal Coalition, in the same position
paper, also summarizes the concerns about the reimburse-
ment and regulation of rest homes.

The outlook is dim for the future of Level IV
facilities in the Commonwealth of Massachusetts.
Rest Homes have been facing severe financial cri-
ses over the last decade. Between 1977 and 1982
approximately 60 Level IV facilities closed
because of financial difficulties ( AMHA , p. 15)
reducing the number of beds by 1500 (AMHA, p.
52). This crisis comes at a most inappropriate
time

Currently the Massachusetts Rate Setting
Commission has placed a cap on reimbursement to
Level IV facilities for "public" patients. The
main funding for public patients in Level IV
facilities is SSI, which is financed jointly by
the Federal government and the Commonwealth of
Massachusetts, in addition to Public Welfare
Vendor Payments which supplement SSI when
necessary (AMHA, p. 2). Since two-thirds of all
Level IV residents are public patients this cap
affects the financial status of nearly every
Level IV facility in the Commonwealth (AMHA, pp.
18, 22), except those few which do not accept
public patients. The way the cap works is that a
lid of S19.25 is placed upon the per diem rate
the State will reimburse operators of Level IV
facilities, despite the fact that actual cost may
exceed that amount. .

.

Report of Association of Massachusetts Homes for the
Aging, 1982.
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The problem with a formula which caps reimbur-
sable costs at the median rate is that half of
the Rest Homes are left with actual costs which
exceed public re imbur smen t. As a result, Rest
Homes operators have no incentive to increase the
quality of care they provide and, unfortunately,
operators whose costs exceed reimbursable levels
have incentives to reduce quality and levels of
care to bring costs down to reimbursable levels.

Lifting the cap entirely will provide new incen-
tives for Rest Homes operators. While lifting
the cap is a cost item to the State, the costs
are not excessive, especially in light of the
benefits. In 1980, for example, total elimina-
tion of the cap would have cost the State
3750,000. This figure is a mere 4% of the total
spent for public reimbursemnt of Level IV facili-
ties in 1980 (AMHA, p. 47).

...The ELC urges elimination of the penalty
imposed on reimbursement to providers whose occu-
pancy rates fall below 95%, and, the ELC urges
elimination of the penalties imposed upon sub-
sequent years' reimbursement, which are caused by
locking future reimbursement rates to the fixed
base year of 1980.

ANALYSIS

CMSP diverts hundreds of Medicaid eligible elderly from insti-
tutions every year. But it does not insure that these indivi-
duals receive adequate community services. Rather, they are
referred to what experts agree is a fragmented home-based care
system. No single agency is designated to coordinate the
array of community services. Both overconsump tion of services
or neglect may result. In short, the assessment function
(CMSP) is separate from the case-management and care functions
(home care corporations, home health agencies, etc). No for-
malized linkage exists between these fuctions.

The community screening function is CMSP* s most cost-effective
intervention. Not only are substantial net savings achieved;
many Medicaid clients and their families are introduced for
the first time to home-based care services. Although other
states contract with non-profit agencies to conduct community
screenings at a cost substantially lower than CMSP' s screening
cost/case, or link up with other state agencies in a joint
effort to complete the screenings, it appears that this option
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is not viable at the present time in Massachusetts and indeed
might lead to further confusion. There appears to be little
enthusiasm from the agencies who might share in the screening
process, perhaps because no one wants to deny services to a

client.

However, several factors lead the committee to believe there
could be further cost savings. For example, the VNAs accom-
pany two CMSP team members on a significant number of the
community-based home visits and are paid a Medicaid-
reimbursable fee of S25 to 30 per visit. Like the hospital
screening discussed in Chapter V, this appears to be a dupli-
cation of effort, in this instance a duplication that directly
costs the Medicaid program additional dollars.

The present home-based system of care for the elderly does not
function well enough to serve the needs of all Medicaid clients
who come to the attention of CMSP and who may be denied
nursing home placement. To a large extent, three factors have
contributed to this:

1) the extent of community alternatives and home-based ser-
vices varies within different parts of the state;

2) the managed health program of DPW involves very small
numbers of elderly clients compared to the need; and

3) the relationship between the CMSP teams and the Home
Care Corporations is not always a cooperative one and,
at times, is so unstructured as to be detrimental to the
clients.

Points 1 and 2 above are beyond the mandate of this Committee.
However, the Committee is concerned that, should a client be
denied nursing home care because there is no medical necessity
and jto community alternatives exist, an elderly person will
fall between the cracks. The Commonwealth has an obligation
to make sure this does not happen.

There is need to establish a working group involving all the
relevant state agencies and outside parties to develop a

comprehensive long-term care policy relating to a spectrum of
non-institutional long-term care services: housing, repite
care, adult day care, adult foster care, home health care, and
home care. The working group should consider the coordination
of social, health and mental health services for the elderly.
It is the Committee's understanding that the Governor's Human
Resources Cabinet has already begun to consider such an
e f fort.
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One systemic approach to the problem of persons denied nursing
home care is to create a formal inter-agency agreement between
the Department of Public Welfare and the Department of Elder
Affairs. This agreement would outline the responsibility of
the CMSP teams to make a formal referral to the Home Care
Corporations of all patients denied nursing home care.
Patients denied placement through both the hospital and com-
munity screening functions of CMSP would be included. It is
the Committee's understanding that the Department of Elder
Affairs would welcome such an inter-agency agreement and views
the inclusion of CMSP's "denials" as important additions to
its caseload.

Coordination between certified home health agencies and Home
Care Corporations continues to be a problem, as described to
the Committee. However, the Committee is satisfied that the
overall case management function for elderly persons remaining
in the communities belongs to the Department of Elder Affairs
through delegation to the Home Care Corporations. It would be
in DPW s interest to develop a close working relationship with
the Department of Elder Affairs.

There are more than 130 certified home health agencies,
including the VNAs. In order to be certified for Medicaid
reimbursement, each agency must sign a written agreement
outlining its procedures for referring cases to HCCs. This
mechanism needs strengthening.

The Committee believes that locating CMSP teams with the Home
Care Corporations will not address the much more complex reim-
bursement and service-coordination issues that are involved.
However, location of the CMSP staff requires study if the
recommendations in this report are implemented by DPW.
Recently more of the CMSP teams have begun to share space with
the Department's Long-Term Care Units. This trend should con-
tinue for two reasons:

1) proximity to Medical eligibility workers will speed up
the service to clients and the coordination between
determination of eligibility and the entrance to nursing
homes for those who need it; and

2) should the recommendations in this report be implemented
by the Department, the necessity for a large number of
teams may be diminished.

Consequently, regional placement of CMSP personnel will con-
solidate the teams as needed and their functions can be
completed in a streamlined and, at times, abbreviated way.
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The Committee acknowledges that the issues relating to rest
homes raised by the Elderly Legal Coalition and others are
relevant to this study. Further discussion on these issues
appears in Chapter VII, Assessment. Since rest home
regulation and reimbursement structures are not determined by
the Department of Public Welfare, the Committee has not taken a

position with respect to specific recommendations. The
working group to be established by the Governor's Human
Resources Cabinet should develop a state policy with respect
to rest homes. Such a policy does not exist at the present
time.

How the state provides for persons who do not need the inten-
sity of care of a Level III facility but for whom a rest home
environment is inadequate or inappropriate continues to be an
unanswered question. One answer lies in the development of a

level of care between the rest home and a Level III facility.

Finally, it is unfortunate that so little data exist to docu-
ment the gaps both in the home-based care system and the
institutional needs of the elderly. Such documentation was
one of the orginal goals of CMSP. It still is important.

RECOMMENDATIONS

Screening ;

1. CMSP should continue to review all community requests
for nursing home screening.

2. Where a certified home health agency has cared for a

patient, the agency's staff should complete the medical
assessment required for CMSP screening.

3. In such circumstances, CMSP and the home health agency
should consider whether an additional home visit for
this purpose is necessary. Where there is a

disagreement on the appropriate level of care, CMSP
should visit the client.

Referrals for Other Placements and Services

4. The Departments of Public Welfare and Elder Affairs should
develop an inter-agency agreement which outlines the obli-
gation of CMSP to refer all hospital and community-based
denials, including those assessed by the certified home
health agencies, to the appropriate Home Care Corporation,
as well as those persons approved for placement who are
waiting for a nursing home bed.
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5. The DPW-DEA agreement should be specific with regard to
the following:

a. Referral arrangements;
b. Responsibility for case management;
c. Priorities with respect to waiting lists; and
d. Responsibility for developing data on the needs of

elderly clients served.

6. DPW should consider the benefits and drawbacks of per-
mitting the HCCS to authorize Medicaid-reimbur sable
services for home-based elderly clients.

7. DPW should consider whether activities relating to coor-
dination of home health care services by certified home
health agencies shall be reimbursable by the Department.

3. DPW should involve DPH and DMH in developing criteria
relating to rest homes in coordination with the
Governor's Human Resources Cabinet. Consideration
should be given to the development of a level of care
between Levels III and IV.

9. Within the limits of space, the OMSP teams should be
located at DPW's Long-Term Care Units.

10. DPW should collect data relating to CMSP clients that
document the unmet long-term care needs of the elderly
on an area basis to allow for future planning by rele-
vant agencies.

11. Since case management will not be the responsibility of
CMSP under these recommendations, DPW should consider a

new name for the program.
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VII. CLIENT ASSESSMENT

BACKGROUND

To intervene effectively in the nursing home admission pro-
cess, the Case Management Screening Program (CMSP) must be
able to assess thoroughly an individual's care needs. The
different screening processes for clients from nursing homes,
hospitals, and the community have been described in previous
chapters. One of the key elements in the screening process
that is common to all three kinds of screening is an adequate
client assessment instrument.

Client assessment is a difficult and elusive process. In
order to conduct objective assessments, CMSP teams must use an
instrument which thoroughly and uniformly measures clients*
needs.

Development

For the first three years of CMSP's operation, it used a three
page client assessment form which was never considered fully
adequate because it relied upon an open-ended format that pro-
duced a great deal of narrative. This type of format lacked
uniform criteria on which to base a placement decision. CMSP
continued using this form with some minor alterations (See
Exhibit VII-1) while awaiting the development of a comprehen-
sive, uniform, statewide assessment form.

The Department of Public Health (DPH) in 1980 formed a task
force to develop a universal client assessment form. The
instrument was to be broad enough to be used not only by state
agencies serving the elderly, but by hospitals, nursing homes
and Professional Standard Review Organizations (PSRO) as well.
The task force developed a form (Exhibit VII-2) and agreed to
test it in Boston. FY ' 82 budget cuts were so crippling to DPH
that the test was never implemented, the committee was dis-
banded, and the form was never used.
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When it became clear that all efforts to construct an inter-
agency form had failed, CMSP began to redesign its own
assessment form. The program staff assembled an advisory
council which included representatives from: PSRO, the
Massachusetts Federation of Nursing Home Administrators, the
hospital social workers and continuing care nurses, the
Massachusetts Hospital Association and the Department of Elder
Affairs. Jointly, CMSP and the advisory council examined and
evaluated many assessment forms, including the DPH task for-
ce's prototype. From these forms, the staff extracted those
data elements which they felt best measured the need for care
and which formed the basis for the present CMSP form (See
Exhibit VII-3) . This form was pre-tested at several CMSP
sites and implemented in late 1981.

ISSUES AND FINDINGS

The main question posed in this section is: can a placement
decision be made on the basis of the CMSP assessment form?
Interviews were conducted with geron tolog i sts associated with
both a hospital and a university; a hospital Director of
Continuing Care; a geriatric physician; a director of nursing
for an association of nursing homes; and Medicaid long-term
care staff from other states.* Memoranda from the
Massachusetts Federation of Nursing Homes, the Executive
Office of Human Services, and the Elderly Legal Coalition are
also incorporated into the findings.

1 . All persons interviewed agreed that a complete client
assessment must measure an array of both medical and
social client characteristics.

The form must cover the client's medical condition and
nursing care needs, the client's physical and mental func-
tioning levels, the physical and social environment in

which the client lives, and other psychological factors
that may affect placement. The form should also provide
information on the client's family support, and infor-
mation on the availability of formal community services.
Complete information on the client is crucial for finding
the most appropriate placement, either in a nursing home
or in the community.

* Those interviewed are: Dr. Leonard Gruenberg, Brandeis
University; Dr. Alan Rosenfeld, University Hospital; Dr.

William Kavesh, Urban Medical Group; Mr. Joseph Romero, New
York Department of Social Services; Ms. Wendy Lefkowich, New
York Department of Health; Ms. Donna Muller, Director of
Central Nursing, Cushman Associates; Ms. Charlotte Leavitt,
Director of Continuing Care, Framingham Union Hospital; CMSP
staff: Ms. Lois Simon, Director of CMSP; Ms. Lori Allen,
Assistant Director for Utilization Control; Ms. Susan
Fitzgerald, Clinical Coordinator; Ms. Maureen Pompeo,
Clinical Coordinator; the Lowell CMSP Team; and the Norwood
CMSP Team.
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The people who were interviewed found that the current
CMSP assessment form adequately evaluates the client's
medical condition and nursing care needs, but falls
short in its capability of measuring psychological
functioning and the community supports available to the
client.

a. More specifically, the CMSP form does not measure the
area of functioning referred to as Instrumental
Activities of Daily Living ( IADD . For example, a

client may be quite capable of eating by him/herself,
but unable to plan or prepare a meal. Measuring IADL
is a way of assessing how well a person can really
function in the community and make judgements about
routine activities.

Including IADL assessment is also one way of getting
around the difficulties in directly measuring such
abstract conditions as: emotional state, behavioral
problems, and mental status. There is no consensus on
how to define these psychological factors other than
in functional terms. The CMSP form's use of terms
such as "assaultive" and "abusive" require con-
siderable judgment on the part of review team mem-
bers. Evaluations based on observable, functional
characterstics are much more objective.

b. A second criticisim is the form's inability to ade-
quately measure community supports. The availability
of informal/family supports determines whether an
individual is able to remain in or return to the com-
munity. Critics stress that formal community-based
services are dependent upon a supplement of informal
supports. Housing is also an important part of eva-
luting whether a client can remain in the community.

People interviewed think that the CMSP form does not
relate client needs to services. Therefore the form may
be acceo table as an eligibility screening, but should not
be considered an assessment of needs for those who are
denied the level of care they seek.
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The Elderly Legal Coalition stated in a position paper
dated November 16, 1983:

There have been too many instances where decisions
were made without regard to or in spite of compelling
social, psychologial and cognitive impairments or fac-
tors. The so-called psycho-social criteria, found at
106 CMR 451.270, have been given less than their full
force and effect.

Examples of this failure to consider the patient's
entire circumstances are, regrettably, numerous. On
the North Shore, a Level IV resident was denied Level
III classification without any consideration of the
resident's DMH annual plan, which exists because the
resident is a de-institutionalized mental patient.
The Review Team took the position that they need not
consult such a medical-psychiatric document, although
it is basic to the care of the resident. More asto-
nishing, the Department of Public Welfare referee
upheld their position in a subsequent hearing....

Problems arise in this context as a result of a per-
ceived policy on the part of CMSP to minimize, even
trivialize these "non-medical" factors, and as a
result of current procedures which make use of a form
that is not designed to elicit information regarding
social, psychologial and cognitive factors.

4 . Criticism of the CMSP form's design centers on its
inability to show how to make the decision as to which
type of care is appropriate.

The CMSP form lacks any kind of scoring system or decision
rules. The information gathered on the assessment form is
not on a rating scale, except in the functional status
section. As noted earlier, the form is very subjective in
some areas such as the section for mental status and
behavior.

Interviews with CMSP teams disclosed a problem with the
meaning of some terms. Terminology used in the assessment
forms often does not have commonly acceptable definitions,
and is open to different interpretations. This leads to
inconsistency of application by CMSP teams.

5 . Some problems with the assessment form are illustrated in
the appeal decisions for two cases for which CMSP teams
denied nursing home placements.
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In both cases, the CMSP denial of nursing home placement
was overturned. Excerpts from the appeals decision of
Case A exemplify the difficulties surrounding psychosocial
cr i ter ia.

Ca se A

[The hearings officer finds] that the appellant is an
eighty-six year old widow who had been, until 8/8/83, a

private paying patient in a Lowell nursing home since
7/80. In evaluating her request of 7/6/83, for authoriza-
tion for payments for Level III care, the Team reviewed
the appellant' s nursing home medical records and inter-
viewed her on 7/13/83, as part of its on-site assessment
of her medical and psychosocial status.

Relative to her medical needs, considered in light of the
Level III criteria, the Team found that the appellant's
medical needs were not such that would allow ICF authori-
zation. The Team also found that since there was no docu-
mentation in her medical record regarding factors to which
the psychosocial criteria could be applied, the appellant
was not entitled to continued-stay authorization as an
individual who was in an inappropriate level of care.

...And [the record] supports a finding that the appellant
had a documented history of adjustment problems in early
1980, and in June and July, 1983; as well, a finding that
she had exhibited poor mental health as evidenced espe-
cially by verbally abusive behavior over the entire term
of her residence in the home.

The latter findings, as to the appellant's emotional sta-
tus, is also relevant in considering whether it could have
justified a decision by the the PRT to delay a transfer of
the appellant for thirty (30) days on grounds of poor men-
tal health in accordance with Subsection 456.270(E).

In determining that the appellant' s mental or emotional
status should not be characterized as poor, the Team's
social worker contended that she viewed the appellant'

s

verbal abusiveness as more a matter of personality than
one of mental dysfunction. I do not agree: verbal
abusiveness is signalled in Subsection 456.270(D) as a
sign of poor mental health and in my mind constitutes
unstable behavior as cited in Subsection 456.270(E).

Therefore, in light of the considerations set forth above,
I conclude that for the purposes of the provisions of
Subsection 456.270(E), the appellant, at the time of the
PRT evaluation in 7/83, was exhibiting unstable behavior
and adjustment problems.
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Excerpts from the appeals decision of Case B highlight the
subjective judgments that are required of the clinical
teams

.

Case B

The appellant needs assistance in her activities of daily
living. The Department representatives have stated that
those they interviewed during the on-site assessment were
in agreement thai, the appellant was completely independent
with all activities of daily living. However, this opi-
nion, which is documented in the record sheet, is later
contradicted in the record sheet by statements concerning
the appellant's need for assistance in eating and bathing.
The need for assistance in these areas, which was corro-
borated by the testimony of the appellant' s represen-
tative, meet the requirements of 106 CMR 456.262
(Assistance in Activities of Daily Living).

The appellant is suffering from a variety of medical
ailments that require nursing care and services. There is
no dispute that the appellant is suffering from arthritis.
The testimony of both sides is supported by the pictures
introduced by the appellant's representative. These pic-
tures also support the opinion of the appellant's repre-
sentative that the appellant is very limited in the use of
her extremities.

[The hearings officer] also found that the appellant must
receive these services in an institutional setting.

ANALYSIS

Criticism of the assessment form's content has focused pri-
marily on the section measuring Client Support Systems and
Mental Status and Behavior sections, factors which test the
effectiveness of community-based services as an alternative to
institutional care. This is an important issue given our
recommendation in the previous chapter, that CMSP refer all
those clients who are denied nursing home placement to the
local Home Care Corporation (HCC). A full and thorough client
assessment is necessary for CMSP to make an informed placement
decision. An assessment form which covers a large array of
medical and social factors relevant to the client's needs is
fair to the client. Although CMSP should not take respon-
sibility for developing a community care plan, the feasibility
of community placement will improve when a fuller, more objec-
tive client assessment form is used; one that will help the
HCC develop its care plan.
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The form should be able to measure the amount of assistance
available at home and it should examine in greater detail
social or physical supports. In short, the array of supports
displayed on the form can be more comprehensive and they ought
to be measured as to their degree of availability.

The assessment process should include an IADL measure, which
would determine whether the individual has the ability to
function in the community; for example, remembering to take
medication or adhering to a prescribed diet. Other, more
objective measures should be developed to evaluate the
client's emotional and mental status.

A major effort was made by both the CMSP program staff and the
task force to design a form that was easy to complete, elimi-
nated narrative, and differentiated four types of care:
Skilled Nursing Facility (SNF), Intermediate Care Facility
(ICF), rest home and other. In its attempt to be concise,
however, criteria for appropriate placement in rest homes and
other community programs was not fully developed. An
assessment process cannot establish the best type of care for
an individual unless all types are included in the assessment.
Integration of assessment will pave the way for integration of
delivery systems. Full development of community alternatives
will not develop until they receive equal priority in the
assessment process.

A major and overriding concern of all those interviewed was
the uniformity with which the assessment form was applied.
The concern was dual: consistency among applicants for place-
ment and statewide consistency among CMSP teams. There is a

direct relationship between the form's lack of a scoring
mechanism and its potential for inconsistent application. The
"box-checking" approach in the Mental Status and Behavior sec-
tion is too subjective. For example "cooperative" and
"impaired judgment" are abstractions, not easily observable,
and can mean something different to everyone. The conciseness
of the form requires the clinician to make judgments rather
than to report observations. Questions which ask about events
may lengthen the form but shorten the time needed to complete
it and reduce inconsistency of application. A scoring system
would force CMSP to become more rigorous in terms of defining
the role of each type of care and would bring uniformity and
fairness to the placement process. A scoring system helps to
allocate resources to those individuals with the greatest
need.

Presently other efforts are under way to develop a universal
client assessment form. The Department of Elder Affairs, for
example, has contracted with Temple University to design an
assessment form for use by all of the Home Care Corporations.
DPH also has formed a special committee of experts to produce
a short, reliable assessment form. Any effort by CMSP to
improve its current assessment form should be coordinated
with other state initiatives.

VII-7



RECOMMENDATIONS

1. DPW should further improve the CMS? assessment form in
conjunction with efforts by DEA and DPH to design a uni
versal assessment form. The form should include the
following:

a. A section measuring IADL status.

b A Functional Status section which is also quan-
tifiable.

c. A more objective section on emotional and mental
status.

d. A section quantifying the extent of community sup-
ports.

2. The new assessment form should evaluate clients for all
types of long-term care placements including SNF, ICF,
rest home and communi ty- based systems.

3. The new assessment form should have an overall scoring
system to match individuals with types of services and
ensure fair and consistent placement decisions.
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I. BASIC DATA

Exhibit VII-1
REQUEST FOR APPROVAL OF NURSING HOME PLACEMENT

Client's Name Referral Source

Address
Tel. # _______________________ Medicaid w __________________
Phys ic ian ' s Name
Birth Date Admission Date Date AND's Began
Problem Creating Need for Nursing Home Placement:

English Spoken? Yes No Other Language(s)

II. USUAL LIVING ARRANGEMENTS

Client Live(sHd) In ;

Own Home
Apartment
Elderly Housing
Boarding House
Nursing/Rest Home (Level

Other (Explain:

Client Live(s)(d)
Alone
With Spouse
With Daughter or Son
Other Relatives
Friend( s

)

How long in this living arrangement?
What in client's condition or enviroment has changed, requiring nursing home placs

ment at this time?

III. SOCIAL SUPPORT SYSTEMS

Family & Friends Involved
. .jame(s), Relationship^

)

)

Type of Assistance Given Frequency
(Housework, Errands, Visit)

Client's Community Support Systems (If hospitalized, check support systems prior
to hospitalization):

Type Frequency of Service
Home Care Corp . /Homemaker
VNA 2 '

HHA ~ ______ ___
"'

"

'

M-O-W
Homemaker
Friendly Visitor
Religious Organizations
Health Clinic
Private Nursing
Adult Day Care
Other (__ )

IV. CLIENT AND FAMILY GOALS

Family's Goals :

Nursing home placement desired, family unable to assist with care in community
Community placement desired, family able to assist moderately with care.

Community placement desired, family unable to assist with care.
Family absent
Other

Client's Perceotion of Situation and Goals:



Exhibit VII-1 (cntit'd)

V . CONSIDERATION OF COMMUNITY ALTERNATIVES

2.

Care at home with supportive community services has been considered and found co be:
Inappropriate to meet the client's medical or psychosocial needs ^
Appropriate , but services temporarily unavailable in necessary amounts
Appropriate, but services non-existant in the client's area
Unacceptable to family and/or client

Community agencies contacted for services:
Home Care Corp/Homemaker
VNA
HHA
M-O-W

Council on Aging
Department of Mental Health
Adult Day Care
Other ( )

Which services would permit the client to remain in the „community?
Currently*' Non-

Type Freq. of Seed /Time of Day Unavailable Existant

VNA
j

HHA
Home Care Corp./HH
Hospice
Companion/Sicter __________________________
Friendly Visitor
Adult Day Care
M-O-W
Congregate Meals
Transportation
lie spite
Adul_ Family Care( Fos ter )

Elderly Housing ________________________
Mental Health Servs.

Tel. Reassurance ____________ -«C

Congregate Housing _____________________ __________ _______
Other( )

"

RECOMMENDATIONS of REFERRAL SOURCE

Short Term Goal :

Level II Nursing Home Placement (for under six months)
Level III Nursing Home Placement (for under six months)
Community Placement while Awaiting Nursing Home

Other (specify)

Probable Long Term Goal :

Level II Nursing Home Placemenc (for over six months)
Level III Nursing Home Placement (for over six months)
Rest Home /Level IV

Re turn to Community
Other ( specify)

VII. ADDITIONAL COMMENTS /PERTINENT DATA (Use reverse side if necessary)

.



Exhibit VII-1 (cont'd) MEDICAL DATA

NAME:

I. ADMISSION DIAGNOSES:

OTHER DIAGNOSES

II. MENTAL STATUS (describe)

Short Term Long Term Precipitated/Exacerbated by Hospitalization

III. BEHAVIOR PATTERN (describe):

IV. ADL ' s

Independent
Needs Assist.
Total Assist.

V. MOBILITY
Independent
Needs Assist.
Tocal Assist.

Trans

.

Bath, Groom. Dress. Toilet Eat.

Wheeling Ambul . Stairs Devices or Special Problems

VI. SENSES
Good
Fair
Poor

Hearing Sight

VII. ELIMINATION
31adder

:

Cone
Explain:
3owel :

Explain:
Cont.

Occ. Inconc

Occ. Incont.

Incont

.

Incont

Train. Prog.

Train. Prog.

Ca:

VIII. SKIN CONDITION:

IX. DIET:

X. MEDICATIONS:

Type Able to Prepare? Yes No

XI . TREATMENTS

XII. ADDITIONAL COMMENTS / PERTINENT DATA (Use reverse side if necessary):



^ Exhibit VII-2
' PATIENT ASSESSMENT AND TRANSFER FORM

PATIENT PECORO NUMBER (DISCHARGING FACILITY)

patients nam& f ipst MiOOLE LAST OISCHARGE FACILITY 4

AOGRESS ADORES* CITY STATE ZIP CODE

CTTV STATE ZtPCOOE TELEPHONE NUMBER TELEPHONE NUMBER PROVIDER NUMBER

SlRTH OATE
/ /

SEX _ _
MALEU femaleO

AOMITTING OATE; OISCHARGE DATE

RACE/ETHNIC.

AM INO ASiAM U
MARITAL STATUS.

SiNQLf MARRIED
ADMITTING FACILITY/AGENCY PROVIDER NUMBER

SLACK O WHITE WIO O SEP oiw AOORE5& City STATE j Z!P COOE

RELIGIOUS PREFERENCES.

CATHOCIC U JEWISH PROTESTANT OTHER
TELEPHONE NUMBER AOMITTiNG OATE

• / /

MEDICARE NUMBER RtLATTVC/GUAROIAN: i RELATIONSHIP

MEOICAlO NUMBER AOCRESS:

OTHER HEALTH COVERAGE. NAME ANO NUMBER CITY state ZIP COOE TELEPHONE

PHYSICIAN'S ORDERS AND CERTIFICATION ALLERGIES:

DIAGNOSIS. (include surgery oerformed and datei
OATf OF LAST PHYSICAL

PRIMARY

SECONDARY ANO OTHER

TRANSPORT 6Y- CAR
AMBULANCE 3

IS PATIENT a FAMILY
AWARE OP 0IAGNOSIS »

TREATMENT GOALS PEHASILlTATlON

POTENTIAL
MEDICATION n«JH OAW Meant* m wt•nan or IP 'marcna/Hja.1 STRENGTH aNO FREOuENCY (10 0* comoiaiao By < n\e\\

OATE ANO TIME OF LAST OOSE

TREATMENTS ANO FREQUENCY (Ineiuoa loecihc oratr* (of P T
. O T SomcTi Oi»t LAO Tawii

RESTRICT ACTIVITY YES O NO O HEIGHT BEARING STATUS NON-WEIGHT PARTIAL WEIGHT 3 FULL WEIGHT

THE ABOVE SERVICES REQUIRE CHRONIC HOSPITAL NURSING HOME LEVEL Of CARE II CD ill Q iv O
HOME HEALTH SERVICES NURSING OPTO O.T SPEECH Q H.M. AIOE Q OTHER. SPECIFY Q

SERVICES ABOVE NEEDEO TQ TREAT CONOITION FOR WHICH PATIENT WAS HOSPITALIZED YES NO -

ANTICIPATED OISCHARGE FROM LONG TERM CARE FACILITY
OATE. TO

PSRO CERTIFICATION:

SIGNATURE

PRINT NAME

TEL. .OATE

MO

MO
NAME OF ATTENDING PHYSICIAN

AOORESS TELEPHONE

MASSACHUSETTS DEPARTMENT OF PUBLIC HEALTH DRAFT. JANUARY 1980



IN ALL SPACES AS INOIf^ATEP
Exhibit VII-2 (con/KNTflK<WONUM8CT

IMPAIRMENT ITEMS DATES.

SIGHT

HEARING

SPEECH

OTHER

NO
IMPAIR-

MENT

IMPAIR-

MENT
COMPLETE

LOSS
COMPENSATION

TYPE OF IMPAIRMENT
SKIN CONDITION

APPEARS NORMAL (-). if not

indicate abnormality

DECUBITUS — indicate

hi*, j end if

drainage it present (d)

NO
TEETH
MISSING

NO OPPOS-
ING

TEETH

SOME
OPPOSING
TEETH

COMPENSATION
SPECIFY

DENTITION/ JOINT MOTION

EXTREMITY MISSING LIMBS
Oatt of Amputation

". o* IBE. AE. 9K. AK
Prostnesnv (P)

FRACTURED
HiPiSl Data,

"eoair |R)

Of ^^oitnesia |P1

OTHER
FRACTURES/
DISLOCATIONS
Oaia and Location

indicate — no disorder (-

disorder paraiysta/pami

limned motion (lm|. patn

1 or indicate icnnt and

a di contractures (CI.

and sarelling (psi

UPPER H

L

UPPER R

L

LOWER R

L

LOWER R

L

NURSING SERVICES: specify freouency sites ano/OR special treatments PHYSICAL THERAPY SERVICES

DATES DATES:

TUBE FEEDING GAIT TRAINING
I

SUCTIONING PROSTHETIC TRANING

CATHETER CARE OTHER

DEC'JBITI CARE SPECIFY

SIZE/LOCATION OCCUPATIONAL THERAPY

OTHER SKIN CARE SPECIFY

SPECIFY SPEECH THERAPY

HEAT TREATMENTS

1

SPECIFY

INJECTIONS M. iv

REALITY/MOTIVATION THERAPY
1

PROFESSIONAL VISITS; indicate numeer of times patient nas

Men seen since last assessmentINHALATION THERAPY

RESTORATIVE NURSING ATTENDING MO/OO

SPEOFv OTHER MO/OO

STERILE DRESSINGS DENTIST
1

SKILLED MONITORING PODIATRIST

SPECIFY PSYCHOLOGIST

TEACHING PROGRAMS OTHER

SPECIFY SPECIFY

BOWEL. 8LAODER TRAINING NUTRITIONAL SERVICES:

1

OTHER NURSING PRESCRIBED DIET SPECIFY

SPECIFY SUPPLEMENTAL NOURSHIMENT SPECIFY

RESTRAINTS EATING PROBLEMS. SPECIFY

SPECIFY

Signature

Signature

Date

Date

Signature

Signature

Date

Date



Jjr^ INSTRUCTIONS. CHECK ALL SOXES WHICH APPLY,

f " IN ALL SPACES AS INDICATED
PILL PATIENT NAME

PATIENT PECCPO NUMBEP

Exhibit VII-2 (cont'd) \ FUNCTIONING STATUS ITEMS
DATES DATES

1
1

i

MECHANICAL AIDS AND SPECIAL

EQUIPMENT
BATHING
BATHES WITHOUT HUMAN HELP

TYPE USED (SPECIFY) BATHES WITH HUMAN HELP
1

j

NUMBER OF PERSONS HELPING 1

4

FUNCTION AiOED (SPECFVi S BATHED
1

I

MOBILITY

30ES OUTSIOt WITHOUT HUMAN HELP

DRESSING
0PCSSE3 WITHOUT human «Cl» t

GOES OUTSIDE WITH HUMAN HELP 0PES3C3 WITH HUMAN HELP r~
\

HOMC-BOUNO (MOVES ABOUT WlTMNI NUMSC* OF PC*$ONS HCLPtNO

6SS-CMA1R OM.T 5 OAESSEO

BED 0ISASL£O
1

•

'Jl! a i IIIAI^WALMNu
WALKS WITHOUT HUMAN HELP G»OOM3 WITHOUT HUMAN H€LP

i

1

WALKS WITH HUMAN HELP GAOOM9 WITH HUMAN HELP

NUMBER OF PERSONS HELPING IS IMflflMflDJ \Jr<VVPKU

DOES NOT WALK

WHfcfcLliNO

WHEELS WITHOUT HUMAN HELP
TOILETING
USES TOILET ROOM WITHOUT HUMAN HELP

WHEELS WITH HUMAN HELP USES TOILET POOM WITH human HELP

S WHEELED
1

NUM6EP OF PERSONS HELPING

OCES NOT WHEEL 1 nnce HO T UK* TOILFT POOM

USES STAIRS WITHOUT HUMAN HELP

BOWEL FUNCTION
CONTINENT

USES STAIRS WITH HUMAN HELP INCONTINENT OCCASIONALLY

NUMBER CF PEP-SONS MELPINO INCONTINENT DAY AND NIGHT
_

—

OCES NOT USE STAIPS
1

OSTOMY CARE
1

—
OTHER CARE ISPCCIFYI

TRANSFERRING
TRANSFERS WITHOUT HUMAN HELP

BLADDER FUNCTION
CONTINENT

TRANSFERS WITH HUMAN HELP INCONTINENT OCCASIONALLY

NUMBER OF PERSONS HELPING
_

INCONTINENT BOTH OAT ANO NIGHT

IS TRANSFERRED NOWELLING CATHETER

NUMBER OF PERSONS HELPINO OSTOMY CAME

S NOT TRANSFERRED BEDFAST) OTHER (SPECIFY!

CM 1 1 (NO/ r CCU 1 iNVj

EATS WITHOUT HUMAN HELP

^OMmvjNIUA 1 IvJN Ur iictUo

COMMUNICATES NEEDS VERBALLY

EATS WITH HUMAN HELP
1

COMMUNICATES NEEDS NON-VERBALLY
|

IS SPOON FED DOES NOT COMMUNICATE EXPLAIN! 1

>S TUBE FED

IS FED PARENTERALLY

3PWAUIORAI ^TATI 1^ nniPMTATION-wn i
C'» i m i iv^fy

DISRUPTIVE BEHAVIOR
1

ORIENTED •

NEVER
1

TIME

ONCE A WEEK OP LESS PLACE

MOPE 'HAN ONCE A WEEK 'EPSON
1

UOOO DISTURBANCE
_

ORIENTED SOME OF *H£ TIME

NEVER TIME —
ONCE A WEEK OR LESS

J

PLACE

MORE THAN ONCE A WEEK PERSON

IP YES SPECIFY DISORIENTED
!

J

TIME

'LACE
1

PERSON
1

Signature

Signature

Date

Date

Signature

Signature

Date

Data



Exhibit VII-2 (cont.'d)

INSTRUCTIONS: CHECK ALL BOXES WHICH APPLY. FILL IN

ALL SPACES AS INDICATED

PA DENT NAME

PATIENT RECORD NUMBER
|

SOCIAL INFORMATION

EDUCATION Unocal* nigftast graoe level acflmad l

NAME I DATE ADMITTED . DATE DISCHARGED

CURRENT INTERESTS mQBBiES

USUAL OCCUPATION EMPLOYMENT STATUS
EMPLOYED O UNEMPLOYED

SOCIAL CONTACT ATTITUDE TOWARD CONTINUING CARE PLAN: fenac* lor Bom pMM ana lamny.
|

OfTEN SOMETIMES NEVER
PATIENT FAMILY !

VISITORS IS AWARE OF CONTINUING CARE PLAN -
!

FAMILY IS SATISFIED

SRIENOS IS DISSATISFIED

i. _
OTHERS SPECIF ' MAS EXPRESSED ANXIETY OVER

i
— i

IMPACT ON FAMILY

COPING ABILITY
YES SOMETIMES NO

FINANCIAL STRESS

ABLE TO COPE WITH LLNESS'DISABLILITY SEPARATION

MOTIVATED FOR REHABILITATION OTHER. SPECIFY

FOLLOWS MEDICAL DECOMMENOATIONS

RECENT LOSS OF SIGNIFICANT OTHER' YES NO
1

COMMUNITY PLACEMENT EVALUATION
FAMILY ABLE T PROVIDE CARE YES C OAYS

EVENINGS O NIGHTS O .'.EE-. E'.OS 3 NOT AOLE O

USUAL LIVING ARRANGEMENTS

HOME/APARTMENTS O ALONE
RENTED ROOMlSl WITH SPOLT.E
OTm£R SPECIFY SPOUSE AND FAMILY

FAMILY ONLY a
ACCESSIBLE OTHER SPECIFY a
INACCESSIBLE 3

If inaccessible was 'eferrai made to a local
housing authority or local lome care coloration'

yes no a

INSTRUMENTAL ACTIVITIES OF DAILY LIVING

INOEPENOENT

SHOPPING

MEAL PREPARATION

HOUSEWORK

LAUNDRY

NEEDS

ASSISTANCE

TOTALLY

CEPENCEN r

USES TELEPHONE

COMMUNITY SERVICE NEEDS

SERVICE MEEDED AGENCY CONTACTED AGENCY WILL OELIVER SERVICE

(INOICATE NAME ANO OATE) YES NO IF NO. REASON 1 PENDING OATE

HOME HEALTH AGENCY SERVICES

HOMEMAKER

AOULT OAY CARE
1

MEALS ON WHEELS

MENTAL HEALTH SERVICES

2* HOUR SERVICES

CONGREGATE HOUSING

OTHER SPECIFY

1



PATIENT NAME

NMhRATiVE Exhibit VII-2 (cont'd) PATIENT RECOAO NUMflEA

OPTIONAL to provide additional narrative information concerning patient care by profesaional disciplines including nursing. PT OT. ST.

Inhalation Therapy. Nutrition and Social Service, indicate discipline. Date and Sign.

SOCIAL SERVICE NOTE:
-V

n
%

t !

I

f

NURSING NOTE.

OTHER THERAPIE5. SPECIFY:

I

ten psro use
SUMMARY OP AC-MISSIONS AND DISCHARGES THIS FACILITY

Pl>CE. ' »CUTE MOSP»TA». 6 pwvate BCSIOENCE vwTvt suPoonTrve SEBviCES II OOOMMH NOT anticipatc;
i

OATHS Of ADMISSION DATES OF DISCHARGE

2 CiHMO—MI ^aoliTV r Mty»Ti RESIOENCE without s*jP"0«TtvC SERVICES

3 SNP 1 OTHER fAOtlTV SPCCIFV

• Cf 3 *UN6RAc HOME
! RESTHOME '0 COMMtl MlTV HOUSING

OAV MO i VP) OAV UO
1

VP) =L*CE. CODE DATES Of REVIEW Leva, of care

1
1

| |

I

c

1 1

... !

I



\ QUALITY OF CARE INFORMATION Exhibit wll ~ 2
,(cont c

MEDICATIONS: Write each medication in it's category of primary use.

Indicate dose, frequency and route of administration.

PATIENT NAME

a
PATIENT RECORO NUMBER

DATES
SPECIFIC MEASUREMENTS ;

Anajgasics/Narcotics

FACTOH INDICATE DATE AND REAOINS

HEIGHT (RECORO ONCE)

WEIGHT

Antacids
BLOOD PRESSURE

TEMP/PULSE/RESP

Antibiotics/

Ami-infactiv«s

SUN

ALBUMINURIA

BLOOD SUGAR
(SPECIFY TEST)

Anticoagulants DIO LEVEL
(SPECIFY TEST)

Anticonvulsives

HEMOGLOBIN OR
HEMATOCRIT

STOOL TEST FOR GUAIAC

Antitvypaftanjives

CULTURES

OTHER SPECIFY

Bc» Regulators MEDICALLY OEFINED CONDITIONS

PRESENT

U)
OATE OF ONSET

Caroiac Regulators

_. -

ALCOHOLISM

Oiuretics/

Electrolytes

ANEMIA

ARTHRITIS

Insulin/

Hypoglycemics

C V A.

CHRONIC RESPIRATORY OISEASE

Seaatnres/

Barbiturates

DIABETES MELLITUS

HEART DISEASE

Tranauiiuatv

Annaeoressanti

— . _i

ANGINA AND. OR M 1

ARRHYTHMIA

Vasodilators

CONGESTIVE FAILURE

OTHER

vitamins/

•On

1

1

HYPERTENSION

MALIGNANCY

Omar tpeeily

LOCATION

MENTAL ILLNESS

MENTAL RETARDATION

NEUROLOGICAL DISORDERS

U.TI.

OTHER SPECIFY

signature Date Signature Date



RA-1

. Exhibit VII-3

REQUEST FOR APPROVAL OF NURSING HOME PLACEMENT

Commonwealth of Massachusetts
Department of Public Welfare
Case Management Screening Program

Client's name
Address

Tel.
Next of Kin/Guardian
Address
Tel. # Relationship

BIRTH DATE AGE SEX MARITAL STATUS MEDICARE # MEDICAID it

\

1

i

REFERRING AGENCY OR PERSON PHYSICIAN DATE OF ADM. ADMITTING DIAGNOSIS DATE AND ' S BEGAN

SOCIAL HISTORY

USUAL LIVING ARRANGEMENTS:

I Own Home

| Rented Unit
i

I
Elderly Housing

j

j \
Boarding Home

I
|

Foster Care

I i Re_c Home
I

: Length of Cime in this
\ arrangement

r_J Alone

With Spouse

With Others

Specify:

n

CLIENT SUPPORT SYSTEMS-Specify frequency of

contacts where applicable
Family

Friends

Home Health Aide

Homemaker

Visiting Nurse

Foster Care

Adult Day Care

Mental Health Services

Congregate Housing

Meals on Wheels

Other-Specify

English spoken? (_J Yes ~J So Other Language (s)

Any recent loss in client' 3 life?
j

j Yes 1

|
No If yes, describe

What in client's condition or environment has changed, requiring nursing home placement?

CLIENT AND FAMILY GOALS

Is client aware of this request for nursing home placement? Yes
I I

No

How does client feel about nursing home placement?

Client views nursing home placement as: Short Term LjLong Term , Not Known

Family able to provide care: Family views nursing home placement as:

day
J£? g If no, give reason Q sh__t^

^fnt*8 H H ====Z===Z=ZZ=TT=: Long Term
weekends , *

Page One completed by Date



Exhibit VII-3 (cont'd)

Client's name
Medical Data

Primary Diagnosis
Functional Status

Secondary Diagnosis

Nursing Care and Treatments
Frequency/Comments

31adder Training
Bowel Training
Catheter Care

I

Decubitus Care

Bathing
Dressing
Toileting
Eating
Transfers
Walking
Wheeling
Stairs

Mech.

Asst

.

Person
Asst.

1

Person
iCQf 9

lOualiy
PiO T-1O /*? Q ^—c

I

1

I

1

Elimination

Heat Treatments Occ. Catheter/
Intake & Output Cont. Incont. Incont

.

Colostomy
Isolation Bladder

Medication Monitoring Bowel
1

Occupational Therapy
Ostomy Care
Oxygen
Parenteral Fluids
Physical Therapy
Respiratory Therapy
ROM Exercise

Vision
Hearing
Speech

Good Fair Poor Total Loss

Mental Status and Behavior

Special Skin Care
Speech Therapy
Sterile Trach. Care
Suctioning
Tube Feedings
Vital Signs Monitoring
Wound Irrigation
Other/Specify

Medications
Dose Route Freq.

Ordered
Freq.
Given

1

Alert
Oriented
Not Oriented-person
Not Oriented-place
Not Oriented-time
Confused
Depressed
Impaired Judgement
Disrupted Sleep

Cooperative
Memory Intact
Forgetful
Regressive Behavior
Wanders
Restraints
Abusive
Assaultive
Other

Comments

Rehab. Potential:

Level of Care Requested :

I ] Skilled-Level II Explain

Allergies
Skin Condition
Height Weight

Recent Vital Signs
Blood Pressure
Temperature
Pulse
Respiration

Diet
| ]

Intermediate-Level III Explain

Date Short-term Goal
f~l Long-term Goal

If skilled nursing care is required, are
Medicare benefits available? £j Yes f~l No

If Medicare benefits are not available,
explain

Page Two completed by Dace



Exhibit VII-3 (cont'd")

This page must be completed in order for request to be processed.

CONSIDERATION OF COMMUNITY ALTERNATIVES

Care in the community has been considered and found to be (check one)

L. An appropriate option, but unacceptable to family. Explain

r~' 2. An appropriate option, but unacceptable to client. Explain

3. An appropriate option, but services are non-existent/currently unavailable.

r i 4. Not an appropriate option for client at this time due to extensive medical or
' -! psycho-social needs. Explain

Community Services Plan
If vZ, or #3 (above) has been checked, please complete the chart below,
indicating which services would be needed to maintain the client in the community.
For each service checked, circle whether that service is available, currently
unavailable, or non-existent; and, where called for in the chart, check the time(s)
of day and circle the frequency required.

Service Time of Day (Check time(s)) Frequency Availability

CHECK IF SEEDED
MORN.
7-12

AFT.
|

EVE.
12-5 1 5-11

NT. WK-
11-7' ENDS CIRCLE AMOUNT NEEDED CIRCLE ONE

VNA
Visits/Wk.

1-2 3-4 5+
Avail. Non-exist.

Curr . Unavail

.

CZ aHA !

Hrs. /Wk.
1-9 10-19 20+

Avail . Non-exis t

.

Curr. Unavail.

r ; Homemaker i

i

Hrs./Wk.
1-5 6-11 12+

Avail . Non-exis t

.

Curr. Unavail.

,

—; Adult Day—1 Care
!

Days/Wk.
1-2 3-4 5+

Avail. Non-exist
Curr . Unavail

.

—i Meals on
1— Wheels

i

1

\

Meals /Wk.
1-4 5-9 10+

Avail . Non-exis t

.

Curr . Unavail

.

"J

Companion
Hrs./Wk.

1-7 8-14 15+
Avail. Non-exist.

Curr . Unavail

.

Lj Other
Avail. Non-exist.

Curr. Unavail.

Service Availability
CHECK IF NEEDED CIRCLE ONE

1

1 Foster Care
Avail . Non-exist

.

Curr . Unavail

.

1 1 Resoite Care
Avail. Non-exist.

Curr . Unavail

.

1

f
Mental Health

Avail . Non-exist

.

Curr . Unavail

.

1 Rest Home
Avail . Non-exist

.

Curr . Unavail

.

,— Elderly
1

; Housing
Avail . Non-exist

.

Curr . Unavail

.

|— |

Congregate
— 1 Housing

Avail . Non-exist.
Curr . Unavail

.

! 1 Other
Avail. Non-exist.

Curr . Unavail

.

Additional Comments/Pertinent Data

Page Three completed by Date



VIII . PLACEMENT ASSISTANCE

BACKGROUND

Process

The Placement Assistance function of the Case Management
Screening Program (CMSP) is distinct from the screening acti-
vities that have been described in Chapters IV, V, and VI.

In addition to the social worker and nurse, each CMSP team has
a placement specialist. The placement specialist attempts to
locate nursing home beds for patients who have been approved
for nursing home care but are experiencing difficulty in
finding a bed.

The CMSP placement specialist responds to requests from hospi-
tals, community agencies or families. The placement spe-
cialist discusses the case with the screening team members
(who have already approved nursing home placement), family,
community agency and/or hospital discharge planning staff,
visits the patient and then attempts to locate a suitable
nursing home.

The Importance of Placement Assistance

Delayed nursing home placement creates great difficulty and
additional costs for those patients who await placement in an
acute hospital.

Delayed placement is also costly to the state. An Administra-
tively Necessary Day (AND) is a day spent in a hospital after
hospital care is no longer needed. The patient is ready to be
discharged but there is nowhere for him or her to go. Either
family or formal community agencies are not yet ready to care
for the patient or no nursing home bed has been found.
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Delays occur most frequently with patients who have
"heavy-care" needs or are viewed as having psychological
problems (i.e. disruptive, disoriented, wandering). Delays
in processing Medicaid eligibility may further increase an
unnecessarily long hospital stay.

A delay in nursing home placement for a person at home can
also become costly to the state because often such persons are
admitted to acute hospitals' emergency rooms with weekend or
night-time illnesses. Then they become consigned to the admi-
nistrative day status, where they await nursing home placement
from an expensive hospital bed.

DPW figures that Medicaid clients accumulated 237,739 Admi-
nistratively Necessary Days in Hospital Fiscal Year 1982
(October 1, 1981 - September 30, 1982). At an average per
diem rate of $100.00, these days cost the state over $23
million. At one-half the per diem costs, even skilled nursing
placement (Level II) for these patients would have reduced
this bill substantially.

A one-day statewide snapshot of administrative day patients and
the reasons for delay reveal much about the scope and nature
of the problem. On June 21, 1983:

509 patients were on administrative status.

These patients had accumulated 40,454 administrative
days.

85% of the days had accrued because the patient was
awaiting a long-term care bed.

° 11% were awaiting eligibility determination.

The average length of stay for these 509 patients was
79 days.

° The average length of stay (excluding stays of over 100
days) was 30 days.

Appendix I provides a detailed breakdown of administrative
days by survey date, level of bed awaited, and reason.

Caseload

Placement assistance is described in two categories in Table
VIII-1: placement from hospitals and placement from the com-
munity. Caseload and savings measures are only for those
cases in which the specialist had a high degree of interven-
tion (i.e., was instrumental in finding a nursing home bed).
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Table VIII-1

PLACEMENT ASSISTANCE: CASELOAD AND ADMINISTRATIVE DAYS AVOIDED

FY83

Number Percent

Total Placements 627 100%

Assist in Hospital Placements 443 71%

Assist in Community Placements 184 29%

Average
ANDs Avoided
per Client

Total
ANDs Avoided

Total Administratively Necessary Days (AND)
Avoided:

14,350

Hospital 10 4,430*

Communi ty 5 920*

Average ANDs x number of placements
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ISSDES AND FINDINGS

There is substantial disagreement among hospital discharge
planners, visiting nurses, and CMSP staff about the effec-
tiveness of the program's placement assistance function.

1 . Savings associated with placement assistance are small
and difficult to measure .

Savings associated with placement assistance are hard to
measure because many of the savings formula components
(i.e. number of ANDs saved, AND rate, extent of CMSP
intervention) defy precise definition. Best estimates of
placement assistance savings are presented in Table VII-2.
In FY83, net savings associated with placement assistance
totaled only $79,680.

2 . Hospital discharge planners believe that CMSP placement
assistance duplicates their efforts, except in special
circumstances.

In an October 28 meeting with Committee members and staff,
a group of Boston area hospital social workers asserted
that CMSP 1 s placement assistance usually duplicates a ser-
vice already provided by the hospital. This is parti-
cularly true in Boston-area hospitals with sophisticated
discharge planning units. At Mt. Auburn Hospital, for
example, a discharge planner devotes full-time to
assisting patients who need nursing home placement.

The group agreed that CMSP's placement assistance may be
welcomed by smaller or understaffed discharge planning
units. A large Boston-area hospital, for example, was
recently without a social services director. The con-
sequent lack of organization caused an increase in
patients awaiting nursing home placement. When called,
CMSP's placement specialist was able to find placement for
many of the patients who had "backed-up" in the hospital.

The group maintained that CMSP's involvement with
understaffed hospitals should be of limited duration,
however. Even the CMSP staff acknowledged what Susan
Bailis of New England Medical Center stated: "Once the
initial success in reducing ANDs is achieved, however, the
impact of placement assistance diminishes significantly."

The hospital group also acknowledged that the placement
specialist can intervene with great success when a nursing
home is discriminating against a patient because he/she
is a Medicaid client. Susan Bailis explained that hospi-
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Table VII 1-2

PLACEMENT ASSISTANCE COST AND SAVINGS

FY83

Do! 1 ars

Medicaid Savings from $654,840
Straight Denials

*
Program Costs 575,160

Net Medicaid Savings 79,680

*Based on 33 percent of total CMSP staff time
being devoted to placement assistance.
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tals have less influence in a Medicaid discrimination
situation than does the CMSP placement specialist. No
specific data on this intervention are available.

CMSP's placement specialist may also accelerate the
Medicaid long-term care eligibility process which can
cause significant delays in placement. Placement spe-
cialists can help establish case processing priorities in
the Long Term Care Units of DPW based upon their knowledge
of patient discharge status.

CMSP staff and visiting nurses believe that placement
assistance is useful .

The CMSP senior staff has stated that the value of place-
ment assistance goes well beyond intervention in discrimi-
nation and eligibility cases. While acknowledging that
the data are not available to support its contention, CMSP
insists that placement assistance _is_ provided for many
patients who have languished unnecessarily in hospitals.
The staff states:

CMSP placement assistance is targeted to the most
difficult hospital cases. We devote significant
resources, we have real expertise, and we continue
to help place heavy-care patients who, for a

variety of reasons, have not been placed.

The directors of several Visiting Nurse Associations, in a

meeting with Committee staff on November 14, agreed that
CMSP's placement assistance is an extremely valuable ser-
vice to the VNAs and to families. VNAs are neither set up
to provide placement assistance for their patients nor
reimbursed for these kinds of social work activities.
Anita Gorman, Executive Director of the Greater Lawrence
Home Health Services wrote the Committee's staff on
November 22:

We welcome the availability of a social worker and
placement specialist in the community as a resource
we can tap when our patients can no longer func-
tion safely at home. The Case Management
Screening Program is a great improvement over the
days when a patient had to be hospitalized in
order to secure nursing home placement.

VIII-4



ANALYSIS

Placement assistance is the least understood activity of
CMSP; it deserves further study. Although its principal goal
is to save Medicaid dollars that pay for unnecessary hospital
days, it achieves negligible net savings.

If one looks at the number of ANDs paid with Medicaid funds
during a year, it is clear that CMSP has only a slight impact
on reducing those costs.

Placement service, however, may have an impact beyond these
measured cost savings. While the Committe lacks specific data
on the extent of that impact, it has learned the following:

Nursing homes operators say they have been convinced by the
placement team to take sicker patients on Level II status.

For home-based patients requiring nursing home care, place-
ment assistance prevents "social trips" or a weekend place-
ment in a hospital in order to gain nursing home admission.

° The placement team assists hospitals and other agencies by
prevailing upon nursing homes to admit Medicaid-eligible
patients.

° Placement assistance has a greater impact on ANDs when a

CMSP team first works in a hospital by reducing the number
of "backed-up" patients.

Hospitals with low occupancy rates may keep patients longer
on AND status and require monitoring.

Thus it appears that placement assistance is useful but that
its impact and need vary according to the area of the state
and the length of time a CMSP team has worked there. Given
this variability it is questionable whether one placement
specialist is required on each team. Consistent with other
recommendations in this report, it makes sense to assess just
how many placement specialists are needed. Their services
should be targeted to particularly troublesome situations.
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RECOMMENDATIONS

1. CMSP placement specialists should be located regionally at
DPW's Long-Term Care Units (LTCU).

2. The placement specialists should develop an information
system which quickly shows where nursing home beds are
available.

3. The CMSP staff and the LTCU staff should cooperate more
closely in order to accelerate eligibility processing for
patients on AND status.

4. If other agencies are involved with a patient, CMSP should
consider whether the patient requires a home visit from
placement specialists.
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IX. HEARINGS

BACKGROUND

Under Department of Public Welfare regulations, a person who
has been reviewed for a nursing home level-of-care deter-
mination may appeal the decision of the Case Management
Screening Program (CMSP) review team. A recipient may file
for a fair hearing before a hearing officer or referee who is
almost always an employee of the Department of Public Welfare
(DPW).

A determination of Medicaid eligibility can also be appealed
but the procedures governing this type of fair hearing were
not reviewed by the Committee. The hearings procedure
relating to the level-of-care determination is at issue;
however, the difference between the two types of hearings is
relevant. In an eligibility situation the individual
applicant/recipient is responsible for providing the necessary
information or verifications. In a level-of-care determin-
ation, however, it is the nursing home, nursing staff and
attending physician(s) who have the responsibility or duty to
maintain the patient's medical record as reguired by the
Department of Public Welfare's and the Department of Public
Health's regulations.

Procedures for appealing a level-of-care decision are con-
tained in DPW's fair hearing regulations (106 CMR 456.251 e

t

seq . ) . The client may appear along with an attorney and other
representatives. It is not uncommon to find at a hearing an
attorney representing the patient; an administrator of the
nursing home; as well as social workers, a nurse and a super-
visor from the nursing home. Present for DPW are members of
the review team and the Compliance Coordinator from Central
Office.

A recipient who continues to be dissatisfied with the ruling
of a hearings officer may request a judicial determination in
the Massachusetts Superior Court.
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Twenty-one requests for a fair hearing were filed on behalf of
recipients appealing a CMSP denial during fiscal year 1982,
the last year for which the Committee has data. Of these, the
hearing officer overturned only one CMSP decision. Thirteen
appeals were denied, i.e. , the hearing officer ruled in favor
of the CMSP decision. The other seven were either withdrawn
or dismissed on procedural grounds.

ISSUES AND FINDINGS

The major problems relating to hearings are the interpretation
and application of two regulatory requirements:

(1) The first requirement is the duty of the nursing home to
have all the necessary documentation for both the level of
care and transfer waiver decisions present in the patient's
medical record at the time of the team's review. This
requirement has been interpreted by CMSP as negating any
further inquiries by the team into the completeness of a
patient's medical record or a patient's condition. This can
result in a decision based on an inaccurate record.

(2) The regulations also require that, in order for a
transfer waiver to be granted, a patient' s medical record at
the time of the conversion review must contain a statement by
a licensed medical practitioner that one or more of the listed
psychosocial factors are present in a patient's case and that
the patient will suffer severe harm if transferred. The
result of this requirement is that even if all the necessary
psychosocial elements for a transfer waiver are present, no
transfer waiver will be granted if there is no physician's
statement in the patient's medical records at the time of
review.

According to an analysis prepared for the Committee by DPW's
legal counsel, strict adherence to these requirements can
result in inaccurate assessments of a patient's condition.
Rather than being exonerated at a fair hearing, this situation
is exacerbated. The scope of a fair hearing as it is now
defined does not allow a hearing referee to consider any evi-
dence which was not initially available to the Department.
Therefore, if a patient's record was incomplete when reviewed
by the team, the system as it is currently structured foreclo-
ses its subsequent completion at a fair hearing.

Mark Coven, an attorney and Human Services Assistant Secretary
(SOHS), has expressed concern about the CMSP fair hearing pro-
cess. In a memorandum of September 27, 1983, he stated:

The issue at the fair hearing is whether a person
is in need of that level of nursing home care.
That decision must be based on all of the evidence
that is available to the person at the time of the
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hearing. It does not make any sense to review the
case to determine whether the person was in need
of that level of care two months ago and transfer
her out if that person is indeed in need of that
care today.

Coven's memo listed additional issues for review by the
Commi ttee:

° Failure to advise treating physicians of their
rights to seek reconsideration.

Failure to allow patients to examine their full
case file at administrative hearings.

° Failure to perform recent or on-going training of
fair hearings officers.

Coven' s comment that physicians are not advised that they have
the right to reguest a reconsideration appears to be correct.
CMSP senior staff has stated that no physician has reguested
such a reconsideration.

The Elderly Legal Coalition (ELC), in its November 16, 1983,
position paper on CMSP, expresses concern about the "practice
of ruling irrelevant any medical evidence that was not con-
sidered by the review team in making its decision." The
attorneys have stated that this practice is contrary to their
experiences in all other aspects of their practice before such
referees, "whose usual custom is to admit virtually all evi-
dence offered by the parties at a hearing and give appropriate
weight to the evidence in the course of the decision-making
process.

"

The ELC further points out that, in its opinion, the review
teams have inadeguate guidance and guidelines with respect to
CMSP operations and procedures. The ELC attributes inade-
guacies and omissions to the CMSP regulations, and par-
ticularly to the obligation of the review team to gather
relevant information about the resident. The ELC specifically
listed the following problems:

Onsite evaluations have been cursory;

Treating physicians were not consulted;

The Department of Mental Health caseworker of
a deinstitutionalized mental patient was not
consulted;

° Physicians' notes were ignored because they were
illegible and no attempt was made to contact the
physician directly.
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The ELC cited the CMSP field manual as being inadequate with
respect to procedures and suggested that it be more fully
developed and then promulgated as regulations. The following
sections related to hearings were listed as needing further
development:

° Appeals Rights of Treating Physicians;

° Appeals Rights of Providers;

° Standards for Reapplication in Event of Denial of
Requested Classification;

° Rights of Patients - Re: Placement;

a) Geographic limits;
b) Actual availability of services;

Parties Who are Entitled to Notification of Level
of Care Decision;

Circumstances Leading to Recommendations of Waiver
of Transfer Requirements.

CMSP staff are proud of the program's appeal record. In
referrence to the FY ' 8 2 record of having only 1 of 22 appealed
decisions overturned, the CMSP annual report for that year
states

,

This is an excellent record for a DPW program. It
speaks well for the thorough preparation done by
the CMSP team prior to the hearing, as well as to
the quality of decision making in the program.
Futhermore", the fact that the large majority of
CMSP denials are not appealed points to the
appropriateness of CMSP decisions as well as the
sensitive manner in which they were handled.

Helen Cort, DPW's Acting Director of the Division of Hearings,
told the Committee's staff that the average rate of denials
(decisions favoring the Department) by hearing officers is
about 66 percent or two-thirds of those cases coming before
them. She agrees with the CMSP staff that the preparation of
the team members before coming to a hearing has contributed to
the high rate. But she also pointed out that a fair number of
CMSP appeals continue into court proceedings, which differ
from other matters that have been appealed.

The State Medical Review Team (SMRT), which is composed of
physicians who review Medicaid disability cases, has a role
similar to CMSP, but has no relationship to it. The State
Medical Review Team makes the original determination of

IX-4



Medicaid disability. However, SMRT cases that are appealed
rarely go on to judicial review. Ms. Cort attributes this to

the doctors' willingness to reverse themselves when new evi-
dence is available. The CMSP team is "inflexible" on
admitting new information, according to Ms. Cort. And because
fc he referees are not trained to rule on medical evidence, they
are reluctant to overrule the CMSP teams.

ANALYSIS

Application Of The Regulations

As illustrated by the cases histories presented in Chapter II,
there are some apparent inconsistencies and inflexibility in
level-of-care determinations.

The cases reflect major problems in the application and
interpretation of the psychosocial criteria which justify a

patient's stay at an otherwise inappropriate level-of-care.
If it is found that the patient does not need the requested
level-of-care and a transfer is recommended, the team must
determine if its recommendation can be waived through the
application of the psychosocial criteria.

This process, however, has not always been followed. Two of
the cases point out a misunderstanding on the part of the
review team members as to how and when the psychosocial cri-
teria come into play. In both the case of Mr. and Mrs. X and
the case of Mrs. Z, it was the expressed understanding of mem-
bers of the review team that if a patient did not meet the
level-of-care criteria, the team could not apply the psycho-
social criteria. This is an anomalous situation since,
clearly, one looks at the pyschosocial criteria only i f there
is a denial of a level-of-care request.

The application of the regulation points up other dif-
ficulties. The difficulties are caused by the inflexible
nature of the regulatory requirements and how they are
applied. The regulation requires that certain factors must
exist to justify a continued stay at an otherwise
inappropriate level-of-care. The regulation lists seven fac-
tors which could possibly justify a waiver of a transfer
recommendation as outlined above. According to the regula-
tion, these factors can be established "only when it is docu-
mented in the recipient's medical record that in the opinion
of a licensed medical practitioner a specified criterion or
combination of specified criteria would cause the recipient
severe harm in the event of a transfer."

Given this regulation, the review team's inquiry into whether
a patient's psychosocial situation merits a waiver of a
transfer decision is quite superficial and limited. Strict
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adherence to the requirements contained in this regulation
produces decisions which do not reflect (a) if any of the
psychosocial factors are present in a particular patient's
case; (b) when factors are present, if they were given any
consideration by the review team; and (c) if the patient would
i° fact be harmed by the impending transfer. There are
several reasons for this. First is the requirement that
there must be an opinion of a licensed medical practitioner in
the patient's medical record concerning the harmful effects of
a transfer. Licensed medical practitioner has been uniformly
interpreted by review team members to mean a medical doctor.
If there is no doctor's opinion in a patient's chart con-
cerning the effects of a transfer, then the psychosocial cri-
teria are not applied.

This was the situation in both the case of Mr. and Mrs. X and
the case of Miss A and Miss B. In the former case, it was
clearly stated by a DPW representative at the hearing
that without a doctor's statement, the waiver could not be
granted. This was true even though the review team was aware
of the applicability of at least two of the seven psychosocial
criteria in that case. In the latter case, there were notes
by non-physicians in the sisters' medical record concerning
the longevity of the sisters' living together. There was also
a notation as to the sisters' emotional attachment to one
another, with a recommendation that they remain together.
Again, since there was no physician's statement to this
effect, the team did not apply the waiver criteria.

In and of itself, a physician's note in a patient's record
will not satisfy the regulatory requirements as they now
stand. In Mrs. Z's case, her medical record contained the
opinion of her treating physician that he believed his patient
to be a Level III care patient. Since the physician's state-
ment did not specifically mention one or more of the listed
psychosocial factors and the harmful effect the interplay bet-
ween those factors and a possible transfer would have on his
patient, his statement was not sufficient to establish a

waiver.

These situations give rise to two issues which should be
addressed. The first, and narrow, issue is whether it is
necessary that the notations in a patient's medical record
concerning the possible harmful effects of transfer be made
only by a physician. It is questionable that a physician is
the only person on a nursing home's staff who could adequately
determine or document possible transfer trauma. In many
instances, observations and notes from a trained social worker
or nurse could be as appropriate. It should be noted that the
patient review team is made up of nurses and social workers,
not physicians.
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^ The second and broader issue is whether there is an obligation
^ on the part of the review team members to elicit more infor-

mation about a patient's condition before either a level-of-
care or transfer decision is made. Currently, the burden is
on the nursing home to have all the required documentation
necessary for a level-of-care determination present in the
patient's medical record at the time of the team's review.
This includes documentation of the psychosocial transfer
waiver factors. It is apparent from the hearings that the
review team views this regulatory record-keeping duty as
negating any duty on their part to seek additional infor-
mation. This interpretation can result in decisions being
made on incomplete patient profiles. The effect of this is to
have appropriate paper level-of-care and transfer decisions,
but not an appropriate patient assessment. Interpreting the
regulations in this manner impedes rather than promotes the
purposes for which the regulations were promulgated.

Incomplete record-keeping by a nursing home should not be the
deciding factor in a patient's future. CMSP team members
should be required to make follow-up inquiries to the nursing
staff and treating physician after their initial record review
and before a decision is made if there are indications that
information may be missing from records or that more infor-
mation may be helpful. Although such procedures may increase
the initial administrative burden of the CMSP staff, the
Committee believes fewer appeals will result.

^ The problems raised by the duty of the nursing home to have a

complete medical record at the time of the team's review are
exacerbated by the limited scope of the fair hearing.
Currently, a hearing referee only determines whether the
review team's decision, at the time it was made, was correct,
based upon the information contained in the patient's record.
Therefore, if any pertinent information was absent from the
patient's record at the time of the team's review, that infor-
mation is not admissible at the subsequent fair hearing to
establish the patient's true condition. The limited scope of
the hearing also prevents the referee from considering evi-
dence as to any changes in a patient's condition subsequent to
the team's decision.

Limiting the scope of the fair hearing in such a manner
precludes an accurate assessment by excluding evidence which
could prove the inaccuracy of the team's initial decision.
This dilemma presents the question as to the legal require-
ments regarding the scope of the fair hearing and the admiss-
ibility of newly acquired evidence. Does the law require that
the issue before the hearing referee be limited to whether or
not the Department's decision was correct at the time the
decision was made , based upon the information then available
to the Department or is the hearing referee capable of
receiving newly acquired evidence and retroactively
establishing the level-of-care or transfer waiver?
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A review of the case law and federal and state hearing regula-
tions by the Department's legal staff supports the view that
not only should after-acquired evidence be admissible, but
that it be admissible for the purpose of retroactively
establishing the level-of-care or transfer waiver decision.

When the receipt of governmental benefits is contingent upon
the establishment of a medical condition, the case law sup-
ports the proposition that all evidence pertaining to the
medical condition be admissible at a subsequent fair hearing
for the purpose of retroactively establishing the applicant's
health status. A hearing for the establishment of a medical
condition, however, must be distinguished from hearings per-
taining to other eligibility issues.

Addressing the problem of the effect of after-acquired evi-
dence in the context of an AFDC eligibility fair hearing,
Joseph Mirabella, the federal Health and Human Services
Assistant Regional Commissioner for Family Assistance, in a

letter dated August 13, 1982, stated that, "AFDC eligibility
is not retroactively established unless the applicant/ recip-
ient can show that he complied with his regulatory duty to
verify or provide the required information at the time of the
initial action, or that the verification requirements were not
applicable." Based upon this, it has been the Department's
position at eligiblity fair hearings to allow all after-
acquired evidence, and then to require a determination as to
what weight to afford it vis-a-vis the applicant's regulatory
duty to have provided this information.

A level-of-care determination is distinguishable from the
determination of eligibility. In the eligibility situation,
it is the individual applicant/recipient who is responsible
for providing the necessary information or verifications. In
level-of-care determinations, however, it is the nursing home,
nursing staff and attending physician(s) who have the respon-
siblity or duty to maintain the patient's medical records as
required by DPW s and DPH's regulations. The question then
becomes whether the patient should suffer the consequences of
acts or omissions by nursing home personnel by refusing the
patient the opportunity at the fair hearing to submit after-
acquired evidence which could establish a different level-of-
care determination. According to DPW s legal counsel, the
answer to this clearly should be no.

RECOMENDATIONS

1. The review team should be required to make follow-up
inquiries as to the completeness of a patient's medical
record prior to its decision.
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2. The requirement that a physician's statement is a

necessary precondition to a transfer waiver should be
modi f ied.

3. The review team should be required to inform the attending
physician that he or she may seek reconsideration from the
Medicaid Division.

4. The scope of the fair hearing should be enlarged to enable
a hearing referee to consider all new evidence, subject to
appropriate validation, for the purpose of establishing a

patient's level of care or the appropriateness of a

transfer waiver decision, both retroactively and as of the
time of the hearing.

5. If new medical evidence is introduced at the time of the
hearing which CMSP staff believes is inconsistent with
information previously acquired, the hearings officer
should continue the hearing while CMSP confirms the new
assertion of medical need.

6. The CMSP regulations should be reviewed by a working group
consisting of representatives of all interested parties.

7. The regulations relating to fair hearings should be
reviewed by a working group of representatives of all
interested parties.

8. DPW should consider whether hearings officers require
further training relating to CMSP.
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Appendix A

NURSING HOME SCREENING PROGRAMS IN NINETEEN STATES

This appendix presents selected tables from an unpublished paper,
"Nursing Home Pre-screening Programs", written by Alan Rosenfeld
and Margaret Stassen in 1982.

In each table, a broad distinction is drawn between nursing home
programs and comprehensive programs. Nursing home programs are
primarily concerned with determining the medical need for
institutional care. Comprehensive programs also determine the
need for such care but are further oriented toward non-institutional
services

.



Table A-l

Organization Performing Screening

State Regional State Ke^ional
State Agency PiiRO Offices Agency PSnO Uf f ices

Arkansas X (.a^as;

Colorado X

Florida X

Georgia X

Kansas X

Kentucky X

Massachusetts X

Minnesota X

Montana i
/-£

'

New Jersey X

New Mexico X

New York X

North ual;ota X

Urt.gon X

Souta Carolina X

Texas X

Utah X

Virginia -/-i

Washiegtcr. X*

'Local Alternative Care Units in Seattle and Spokane, Individual Rite in

Community Services Offices in other counties.



•al
o
u
a*

9
>

CO

a

r.

u
a.

u U
e J

s •J
to

CO J U
V

c T3
: o

-w
u
0
9

3 c
c U 1

U C c 3
jj u O

u o
s ** o o
-j o

e
2 V a.
o cJ
—< >v
*-> H a
<0 1 "31

a M
1u ^ u

o o
M CO:

e Eh
M

1)

S
o o pH

a
00 B
<u 30 O

-

1

>l u
H 25 U

Ui

3
Cii

-It
t0

cj

V
3

(Jlw I

1! CJ

>< x x x

x X >4 £ 7) x x x x

X < X

X —i X X X X X

CJ CJ

—I -J

-a "a

CJ

2

X >;

X X >; ^ X

CJ

X to
00 O 5s 3 tJ
.-0 T3 to to _^ — Z
w to t) ua o cj ">

CU-H30«03toa)

u o —» cu a a) to —

!

< 'J k. 'J ^ ^ 2 i

o

(0CO -4 J*
u x »-< a
a» a) o
-j >• —
3 3
SI <u

C
a j: oj

*J to JB
'J J X «
u o a> ij —

i

c
o

IQ 4-1

H to
c c

Z Z Z Z O CO [—i .3

00 —
- CO

to

> 3

.•1 >.
u SL

1 al

u a
C
o

II

a 1)

so —J

<u

>W
O

CJ
4-1

u
4-1 CO

to a
CO 4-1

O CO O
00

1

<
<r .-<

—

/

>..

CJ
—J

T3

c
p

II

c

K

CO

la

CO u
4J u
o c
H z



Table A-

3

State

Arkansas

Col arado

Florida

Georgia

Kansas

Kentucky

Massachusetts

Minnesota

Montana

New Jersey

New Mexico

New 1'ork.

North Dakota

Oregon

bouth Carolina

Texas

Utah

Virginia

Washington

Total-

Persons Performing Screening Function
by Type of Program

Nursing dene Program Cunprehens-ivc Program

kN SW

Persons Pgrforaing Screen

MD Och^r UN

X

X

X

X

IT

X X

X** **>

X

X

ML)

c

x

or. ne r

tl. u . P .

tl.U.P'

X Priv
Phys,

X*'

Jl' .'V. . l

oc.n<;i iiia

Notes : C • On Consul :a tion iasia
* ii.D.P. - luapita- Discharge Planner
** In Uortn Carolina tu\ or SV. works with MD.



Table A-

4

Authority to Deny Nursing Hone Reimbursement
and to Authorize Reimbursement for Non-institutional Services

by Type of Program

State

Nursing Home Programs Comprehensive Programs

Nursing Home
Reimbursement

Reimbursement for*

No n- institutional
Services

Nursing borne

Re imbursement

Re im burs em tint for*

Non-institutional
Services

Ark.
Col.
Fla.

Ga.

Kansas
Ky.
Mass

.

Miss.
Mont.

N.J.
N.M.

N.Y.
N.D.

Ore.

S.C.
Tex

.

Utah
Va.

Wash.

No

Yes

Yes
Yes

Yes
Yes

Yes

No

Yes

Yes

Yes
No

Yes
Yes

No

No

Yes
Yes
No

Yes

fes

No

Yes

No

Yes

Yes

Yes

Yes

No

No

No

Yes

No

Yes

No

Yes**

Total Yes-b
No-2

Yes-5*
No-3

Yes-

a

No-3
Yes-4*
No-

7

*There may be differences in how states interpreted this question.

**The decision for appropriate placement is based in part on a client's
eligibility for commanity services and their availability. It does not
commit these agencies to accept pre-screened clients.



Table A-5

Program Objectives by Type of Program

State

Nursing Home Program Corap rthensiv e -Prog rain

Prog ram Objectives3 ,b

•
B C D A B C U

Arkansas X X X X

Colorado X X X X

Florida 4 2 1 J

Georgia I 2

Kansas 2 i. J

Kentucky x Xc Xc Xc

Ma caa^hitCAff Clua aaaLUUs clttl 1 2 *

til ucesota. 3 i
**

Montana 1 X

New Jersey X X'

New Mexico 1 2 2

New York X X X X

North Dakota X X X X

Oregon X X X X
South Carolina 1 Nil 1

Texas IF
.w X X

Utah 2 I 2

Virginia 1 2

Washington X X X X

Totalse 8 5 6 11 4 11 lu

(2-1°) U-2") (1-2 ") (4-1°) (1-2") (4-1 w

(2-2") (J-2°;

(WO
.'oces

:

dProgram Objectives
A-To place persons at the most approriate level of care

B-To reduce nursing ::oae utilization
C-To reduce or control costs
D-To gather information for planning purposes in order to develop coamuni;;;,—

based sevices for the elderly
^Numbers imply priority of objectives; X Indicates all objectives of e^-ai

priority. 1 = primary objective, 2 • secondary objective, etc.
c ln cheory , not practice

cal Objective
e (2-l ) means that 2 states identified this objective as primary

objective, etc.
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Appendix B

NURSING HOME SCREENING IN VIRGINIA AND MINNESOTA

Appendix B provides detailed information on programs in Virginia
and Minnesota. Both of these states pre-screen private-paying
applicants to nursing homes.



Appendix B

Vinjmu Stat* Oco«tm«nt o» ~«*tm

109 Go«*mor Street

Ricfvnonrl Virginia

23219

Expansion of the Nursing Home Pre—Admission Screening Program -

Policy and Procedures
Nursing Homes

Hay 1, 1983

I. INTRODUCTION

Effective May 1, 1983, che Virginia Medical Assistance Program is implemencing
Che expansion of the Pre—Admission Screening Program In the Eastern Health
Region of the State. As required by the legislative mandate in Senate Bill 219,
the Nursing Home Pre-Admission Screening Program is being expanded co include the
screening of individuals who: a) at the time of application co a nursing home
are financially Medicaid eligible or will become financially Medicaid eligible
within ISO days subsequent co nursing home admission; and b) are attempting to
enter a nursing home from an acute-care hospital, the community, or a state
facility of mental health and aencal retardation.

II. METHOD FOR EXPANSION
^

The method for expanding the Program co include screening of individuals who
are attempting co enter a nursing home from an acute-care facility and who will
be eligible within 180 days is to contract wlch che acute-care facility for
Che pre-admission screening responsibility. The contractual arrangement is

between che Medicaid Program and che acute—caxa facility. The mechad of
program expansion of community-based and state nurtral health/mental retardation
facility based individuals is continuing as before.

One of the elements of nursing home pre-admission screening is che assessment
process. Virginia Medicaid has recently adapted che Long-Term Care Information
System Assessment Process developed by the Assessment Training Center, Cornell
university Medical Center, Division of Public Health. This document is part
of a long-term care information and rani coring system which is being implemented
throughout che Medicaid long-cerm care syscem. Nursing homes will receive
further instructions regarding che use of this Instrument for admission
certification, independent professional review, and medical review purposes.

III. IMPACT ON NURSING HOMES

Prior co admission co a nursing home, pre-admission screening of both acute-care
and community-based paclencs must cake place. The location of the patient at
che point of seeking nursing home admission determines which local committee or
acute-care hospital has screening responsibility. Approval of nursing home place-
ment will be indicated on che Long-Term Care Lnformacion Syscem Assessment lustruj^

(MAP - 95) and che Nursing Home Pre-Admis3ion Screening Plan (MAP - 96) which
be completed and forwarded co che nursing home by the Pre-Admlssion Screening

Committee prior to admission of the patienc. If ore-acaission screening and



prior authorization are not made, Medicaid will not make a payment to the
nursing home . These documents certify the level of care and replace the forms

MAP - 121, MAP - 119, and the Screening Committee's letter. These documents
must be maintained by the nursing home in the patient's permanent record.
(Individuals who are transferring from one licensed nursing home into another
nursing home do not have to be screened.)

Patients who are admitted from a nursing home into a hospital and are discharged
back into a nursing home do not have to be screened unless the patient is
hospitalized over 30 days or the level of nursing home care is changed. A new
control number will not be assigned by the Medicaid Program in these cases

.

However, if the patient is admitted to a different nursing home following the
hospital stay, a new control number will be required. The admitting nursing
home must follow the procedure for a new admission.

Patients whose hospital stay did not exceed. 30 days and who returned to the
same level of nursing home care must be certified by a physician at the time
of re—admission. For this purpose only , the certification may be on the
transfer form, the hospital discharge summary, or in the physician's orders.
A telephone order will be accepted if it is signed by the physician within
72 hours of the patient's return to the facility.

This policy in no way relieves the original nursing home of their responsibilitie

/

for tracking their hospitalized patients as required in Medicaid Memo NH - 69
dated September 13, 1982.

^ 17. STATS MENTAL HP!AI.TH/MENTAL RETARDATION ?0PTJLATI0N

We are continuing to require the pre-admission screening of patients from
state ratal health and mental retardation facilities who are seeking nursing
home admission. The pre-admission screening requirements for this population
are the same as for the community-based and acute—care population. However,
the letter authorizing nursing home placement will continue to be used and must
precede admission of these patients who are Medicaid eligible or will become
Medicaid eligible within ISO days subsequent to nursing home admission. The
Long-Term Care Assessment Instrument will be used with this population at a
later date.

V. RIGHT OF APPEAL

The pre-admission screening decision, as any other administrative decision
affecting a recipient, may be appealed. Any recipient wishing to appeal
should notify the Virginia Medical Assistance Program in writing of his/her
desire to appeal within thirty (30) days of the Committee's action.

VI. ATTACHMENTS

Attached to this memo are copies of policy forwarded to acute-care hospitals
and the local health and social service departments and a list of the localities
in each health region. The Virginia Medical Assistance Program desires to keep
all parties informed to assure the coordinated implementation of the expansion
of the Nursing Home ?re-Admission Screening Program.

B-2



MINNESOTA

234R.W1 NURSING HOME FILL'ADMISSION SCREENING PROGRAM.
Subdivision 1. Ny. It is the purpose of this section to prevent inappro-

priate nursing bone placement by establishing a program of preadmission screen-

ing teams for all medical assistance recipients and any individual who would
become eligible for medical assistance within 90 days of admission to a licensed

nursing home participating in the program. Further, it is the purpose of this

lection and the program to gain further information about how to contain costs

associated with inappropriate nursing home admissions. The commissioners of

public welfare and health shall seek to maximize use of available federal and state

funds and establish the broadest program possible within the appropriation

available. The commissioner of public welfare shall promulgate temporary rules

in order to implement this section by September I. 1980.

Subd. 2. Screettnf teams; esubffshment. Each count) agency designated

by the commissioner of public welfare to participate in the program shall contract

with the local board of health organized under section 145.91 1 to 145.922 or other

public or non-profit agency to establish a screening team to assess, prior to

admission to a nursing home licensed under section 144A.02. the health and social

needs of medical assistance recipients and individuals who would become eligible

for medical assistance within 90 days of nursing home admission. Each local

screening team shall be composed of a public health nurse from the local public

health nursing service and a social worker from the local community welfare

agency. Each screening team shall have a physician available for consultation and
shall utilize individuals* attending physicians' physical assessment forms, if any. in

assessing needs. The individual's physician shall be included on the screening

team if the physician chooses to participate. If the individual is being discharged

from an acute care facility, a discharge planner from that facility mas be present,

at the facility's request, during the screening team's assessment of the individual

and may participate in discussions but not in making the screening team s

recommendations under subdivision 3. clause (e>. If the assessment procedure or

screening team recommendation results m a delay of the individual's discharge

from the acute care facility, the facility shall not be denied reimbursement or incur

any other financial or regulatory penalty caused by the individual's extended

length of stay. Other personnel as deemed appropriate by the county agency may
be included on the team. No member of a screening team shall have a direct or

indirect financial or self-serving interest in a nursing home or non-institutional

referral such that it would not be possible for the member to consider each case

objectively

.



Subd. 3. Screening team; duties. Local screening teams shall seek coopera-

tion from other public and private agencies in the community which offer services

to the disabled and elderly. The responsibilities of the agency responsible for

screening shall include:

(a) Provision of information and education to the general public regarding

availability of the screening program:

(b) Acceptance of referrals from individuals, families, human service profes-

sionals and nursing home personnel of the community agencies:

(c) Assessment of health and social needs of referred individuals and identifi-

cation of services needed to maintain these persons in the least restrictive

environments:

(d) Identification of available noninstitutional services to meet the needs of

individuals referred:

(e) Recommendations for individuals screened regarding:

(1) Nursing home admission: and

(2) Maintenance in the community with specific service plans and referral*,

and designation of a lead agency to implement each individual's plan of care:

(f) Provision of follow up services as needed: and

(g) Preparation of reports which may be required by the commissioner of

public welfare.

Subd. 4. Screening of persons. Prior to nursing home admission, screening

teams shall assess the needs of all persons receiving medical assistance and of ail

persons who would be eligible for medical assistance within 90 days of admission

to a nursing home, except patients transferred from other nursing homes or

patients who. having entered acute care facilities from nursing homes, are re-

turning to nursing home care. Any other interested person mas be assessed b\ a

screening team upon payment of a fee based upon a sliding fee scale.

Subd. 5. AfT**lc Appeals from the screening teams determination shall be

made pursuant to the procedures set forth in section 256.045 . subdivisions 2 and 3.

An appeal shall be automatic if the individual's physician does not agree with the

recommendation of the screening team.

Subd. 6. Reimbursemet. The commissioner of public welfare shall amend
uie Minnesota medical assistance plan to include iwmbur^ement for the local

screening teams. Reimbursement shall not be provided for j recipient placed in

a nursing home in opposition to the screening teams recommendation after

January 1. 1981: provided, however, the commissioner shall not deny reimburse-

ment for (1) an individual admitted to a nursing home who is assessed to need

long-term supportive services if long-term supportive services other than nursing

home care are not available in that community: (2) any eligible individual placed

in the nursing home pending an appeal of the preadmission screening team's

decision: (3) any eligible individual placed in the nursing home by a physician in

an emergency situation and where the screening team has not made a decision

within five working days of its initial contact: or (4) any medical assistance

recipient when, after full discussion of all appropriate alternatives including those

that are expected to be less costly than nursing home care, the individual or the

individual's legal representative insists on nursing home placement. The screening

team shall provide documentation that the most cost effective alternatives availa-

ble were offered to this individual or the individual's legal representative.

Subd. 7. Report. The commissioner of public welfare, in consultation with

the commissioner of health, shall evaluate the screening program established

pursuant to this section and provide a report to the legislature by April 1. 19S!.

which shall include a description of:

(a) The cost effectiveness of the program:

(b) The unmet needs in the community:

(c) Similar screening activities in the counties:

(d) Methods to improve the program.

B-4



Subd. 8. Ahemative ore gnats. The commissioner shall provide grants to

counties participating in the program to pay costs of providing alternative care to

individuals screened under subdivision 4. Payment is available under this subdiM-

sion only for individuals (1) for whom the screening team would recommend
nursing home admission if alternative care were not available: (2) who are

receiving medical assistance or who would be eligible for medical assistance within

90 days of admission to a nursing home: and (3) who need services that are not

available at that tune in the county through other pub!rc assistance

Grants may be used for payment of costs of providing services such as. but

not hnuted to. foster care for elderly persons. da\ care whether or not offered

through a nursing home, nutritional counseling, or medical social services, which
services are provided by a licensed health care provider, a home health service

eligible for reimbursement under Titles XVIII and XIX of the federal Social

Security Act. or by persons employed by or contracted with by the count) board

or the local welfare agency. The county uenn shall ensure that a plan of care is

established for each individual in accordance with subdivision 3. clause <ex2>

The plan shall include any services prescribed by the individual's attending

physician as necessary and follow up services as necessary. The count) agenc\

shall provide documentation to the commissioner verifying that the individual's

alternative care is not svailable at that ume through any other public assistance or

service program and shall provide documentation in each individual's plan of care

that the most cost effective alternatives available have been offered to the

individual. Grants to counues under this subdivision are subject to audit bs the

commissioner for fiscal and utilization control.

The commissioner shall apply for a waiver for federal financial participation

to expand the availability of services under this subdivision. The commissioner

shall provide grants to counties from the non-federal share, unless the commission-

er obtains a federal waiver for medical assistance payments, of medical assistance

appropriations. The sute expenditures for this section shall not exceed SI.800.000

for the biennium ending June 30. 1983. A count) agency mav use grant mone) to

supplement but not supplant services available through other public assistance or

service programs and shall not use grant mone) to establish new programs for

which public mone)' is available through sources other than grants provided under

this subdivision. A count) agency shall not use grant mone) to provide care

under this subdivision to an individual if the anticipated cost of providing this care

would exceed the average payment as determined by the commissioner, for the

level of nursing home care that the recipient would receive if placed m a nursing

home. The non-federai share may be used to pa\ up to 90 percent of the start-up

and service delivery costs of providing care under this subdivision. Each count)

agency that receives a grant shall pay 10 percent of the costs.

The commissioner shall promulgate temporary rules in accordance with

sections 14.29 to 14.36. to establish required documentation and reporting of care

delivered.

Subd. 9. Kirin. The commissioner of public welfare shall promulgate tem-

porary rules and permanent rules to implement the provisions of subdivisions 6

and S and ncrmaneni rules to ttnnlemenl the orovonn^ nf uihdivttinni ? and 4

3-5



Appendix C

GEOGRAPHIC ANALYSIS OF SERVICES FOR THE ELDERLY

In the course of staffing the Advisory Committee to Review the
Case Management Screening Program, the Office of Research,
Planning and Evaluation thought it might be useful to look at
the availability of resources in comparison with the elderly
population served on an area basis. The tables that follow
are the result of that effort.

It is the hope of the Committee that this analysis will help
the Medicaid Division of the Department of Public Welfare in
targetting CMSP resources as the program is restructured
according to the recommendations in this report.

The availability and utilization of long-term care services
varies considerably from one region to another within the state
of Massachusetts. This is reflected in the number of nursing
home beds per thousand people aged 65 and over in each of twenty
three areas defined by the designated Area Agencies on Aging
(Table C-l) . For example, the Franklin County region has 54
nursing home beds per thousand people aged 65 and over, while
the Merrimack Valley region has 78 nursing home beds per
thousand senior citizens.

The variation in the availability of nursing home beds is not
as great as the differences in the "number of elderly persons
served by the Home Care Coporations (HCCs) . Table C-l shows
that the Chelsea/Revere/Winthrop Home Care Center, Inc. serves
153 Clients per thousand elderly people in its service area.
On the other hand, Coastline Elderly Services, Inc., serves
only 36 clients for every thousand elderly people in its service
area. Both areas have a higher than average number of aged
people living below the poverty line.

Hospital Administratively Necessary Days (ANDs) per thousand
elderly people per year also vay widely from one area to another
(Table C-l) . Cape Cod and the Islands shows 157 ANDs for FY32,
while the Highland Valley region has 661 ANDs. The average is
334 ANDs per thousand elderly year.

Some of the differences in the level of service among areas
can be explained by differences in the level of need for such
services. The number of elderly living below the poverty line
in each area gives a very rough indication of the level of need
for home care services. A low level of HCC services and a
shortage of nursing home beds might indicate a need to rely
on AND status. More precise indicators of need, however, could



not fully explain the significant discrepancy in the number of
clients served by HCCs, or in the number of ANDs between areas.

The level of HCC services provided is also affected by the amount
of funding, by differences in the costs of services, and by
contrasting service strategies among HCCs. Some HCCs choose to
serve more clients at a less intense level, while other HCCs
choose to serve fewer clients more intensely. Table C-2 shows
the precent of the total Home Care Corporation budget expended
by each HCC.

The number of ANDs in each area may be influenced by a shortage
of long-term care services or an oversupply of acute care beds.
Other factors may be involved; the four areas where the Long-
Term Care Eligibility Units are located have a lower than average
number of ANDs.

Hospital Administratively Necessary Days (AND) represent both a
significant cost to the state ($23 million in FY83) and a pressing
need for more nursing care. By definition, elderly people on
AND status do not belong in an acute care hospital. Finding an
alternative placement for them quickly could save the state
money while addressing the patient's needs more appropriately.
Further analysis should include more variables and should attempt
to explain the huge variation among regions in hospital ANDs
and number of HCC clients served.

C-2
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AREA AGENCIES ON AGING

Berkshire Home Care Corporation
246 North Street
Pittsfield, MA 01201

(413) 499-1353

Mary Ellen Ausraan, President
Frederick H. Whitham, Director

Adams
Alford
Becket
Cheshire
Clarksburg
Dalton
Egremont
Florida
Great Barrington
Hancock
Hinsdale
Lanes borough
Lee
Lenox
Monterey
Mount Washington
New Ashford

New Marlborough
North Adams
Otis
Peru

Pittsfield
Richmond
Sandisf ieid
Savoy
Sheffield
Stockbridge
Tyringham
Washington
West Stockbridge
Williamstown
Windsor

Franklin County Home Care Corporation
Central Street
Turners Falls, MA 01376
(413) 774-2994

Winslow C. Wentworth, President
Albert Norman, Director

Ashfield

Athol
Bernardston
Buckland
Charlemont
Colrain
Conway
Deerfield
Erving
Gill
Greenfield
Hawley
Heath
Leverett
Leyden
Monroe
Montague
New Salem
Northfield
Orange
Petersham
Phillipston
Rowe
Royalston
Shelburne
Shutesbury
Sunderland
Warwick
Wendell
Whately

Highland Valley Elder Ser
Center, Inc.
42 Gothic Street
Northampton, MA 01060

(413) 586-3130

Gerald Boylan, President
Robert Gallant, Director

Amherst

Blandford
Chester
Chesterfield
Cummington
Easthampton
Goshen
Granville
Hadley
Hatfield
Huntington



Middlefield
Montgomery
Northampton
Pelham
Plainfield
Russell
Southampton
Southwick
Tolland
Westfleld
Westhampton
Williamsburg
Worthington

Holyoke/Chicopee Regional Senior
Services Corp.

193 High Street
Holyoke, MA 01040
(413) 53P-9020

Harold F. Brochu, President
Priscilla Chalmers, Director

Belchertown
Chicopee
Granby
Holyoke
Ludlow
South Hadley
Ware

Home Care Corporation of
Springfield, Inc.
141U State Street
Springfield, MA 01109
(413) 731-3800

Geor?e 0. Canney, Acting President
Gal'. Farnsworth-French, Director

Agawam
Brinfield
East Longaeadow
Hampden
'Holland

Longmeadcw
Mons"n
Palmer
Springfield
Wale?;

West Springfield
Wilbraham

Region II Area Agency on Aging, Inc

697 Main Street
Holden, MA 01520

(617) 829-5364

Milton Bornstein, President
Bernard O'Neill, Director

Ashburnham
Ashby
Auburn

Ayer
Barre
Bellingham
Berlin
Blackstone
Bolton
Boylston
Brookfield
Charlton
Clinton
Douglas
Dudley
East Brookfield
Fitchburg
Franklin
Gardner
Grafton
Groton
Hardwick
Holden
Hopedale
Hubbardston
Lancaster
Leicester
Leominster
Lunonburg
Medway
Men .on

Mil ford

Millbury
Millville
New Br i in tree
North Brookfield
Msi'thbridge

Oakham
Oxford
Paxton
Peppereil
Princeton
Rutland
Shirley
Shrewsbury

C-6



Southbridge
Spencer
Sterling
Sturbridge
Sutton
Templeton
Townsend
Upton
Uxbridge
Warren
Webster
West Boylston
West Brookfield
Westminster
Winchendon
Worcester

Senior Home Care Services, Inc.

Two Main Street

Gloucester, MA 01930

(617) 281-1750

Winfred Hardy, President
Guntis Licis, Director

Gloucester
Hamilton
Ipswich
Manchester
Rockport
Tcpsf ield
Wenham

"orth Shore Elder Services, Inc.
1311 Lowell Street
Peabody, MA 01960
(617) 535-6220

Arthur J. Whalen, President
William Carney, Director

Danvers
Marblehead
Middleton
Peabody
Salem

Greater Lynn Senior Services, Inc.

90 Exchange Street
Lynn, MA 01901

(617) 599-0110

James Carrigan, President

Ruth Fried, Executive Director (Interim)

Lynn
Lynnfield
Nahant
Saugus
Swampscott

Chelsea/Revere/Winthrop Home Care
Center, Inc.

Atlantic Savings Bank Building
P.O. Box 189

385 Broadway
Revere, MA 02151

(617) 286-0550

Abraham Cohen, President
James Cunningham, Director

Chelsea
Revere
Winthrop

Mystic Valley Elder Home Care, Inc.

661 Main Street, Suite 110

Maiden, MA 02 118

(617) 324-7705

Samuel R. Ratta, President
Molly Burns, Director

Everett
Maiden
Med ford
Melrose
North Reading

Reading
Stoneham
Wakefield

C-7



Somerville-Cambridge Elder
Services, Inc.
One Davis Square
Somerville, MA 02144
(617) 628-2601; 02

Homer Ployer, President
John P. 0»lleill, Jr., Director

Cambridge
Somerville

Minuteman Home Care Corporation
20 Pelham Road
Lexington, MA 02173
(617) 862-6200; 263-8720

Barbara Smith, President
John Paul Marosy, Director

Acton
Arlington
Bedford
Boxborough
Burlington
Carlisle
Concord
Harvard
Lexington
Lincoln
Littleton
Maynard
Stow
Wilmington
Winchester
Wcburn

West Suburban Elder Services, Inc.
1001 Watertown Street
West Newton, MA 02165

(617) 969-0170

Susan Sidel, President
Grace Newman, Director

Belmont
3rookIine
Needham
Newton
Waltham
Watertown
Wellesley
Weston

C-

Baypath Senior Citizens Services, Inc.

P.O. Box 2625

Framingham, MA 01701

(617) 620-0840

Byrdie Bruner Wilson, President
Sharon Tennstedt, Director

Ashland
Dover
Framingham
Holliston
Hopkinton
Hudson
Marlborough
Natick
Northborough
Sherborn
Southborough
Sudbury
Way land
Westborough

King Philip Elder Services, Inc.

P.O. Box 113

130 West Street
Walpole, MA 02081

(617) 668-5110; 769-7440

Albert J. Lengel, President
Margaret Cole, Director

Canton
Dedham
Fcxborough
Medfield
Millis
Norfolk
Norwood
Plainville
Sharon
Walpole
Wes twood
Wrentham

South Shore Home Care Services, Inc.

4 30 South Main Street

Cohasset, MA 02025

(617) 749-6832; 335-1310; 383-9790

Ruth Spencer, President
Eileen KirOy, Director

Braintree
Cohasset



Hingham
Holbrook
Hull
Milton
Norwell
Quincy
Randolph
Soituate
Weymouth

Old Colony Planning Council
Nine Belmont Street
Brockton, MA 02*401

(617) 583-1833

Gerard W. Dempsey, President
Daniel M. Crane, Director

Abington
Avon
Bridgewater
Brockton
Carver
Duxbury
East Bridgewater
Easton
Halifax
Hanover
Hanson
Kingston
Lakeville
Marshfield
Middleboro
Pembroke
Plymouth
Plympton
Rockland
Stcughton
Wareham
West Bridgewater
Whitman

Bristol County Home Care for
the Elderly, Inc.
506 Newton Street
P.O. Box 163 (zip code: 02724)
Fall River, MA 02721
(617) 675-2101

Marion L. Bower, President
Elizabeth Bielawski, Director

Attiebcro
Berkley

Dighton
Fall River
Freetown
Mansfield
North Attleboro
Norton
Raynham
Rehoboth
Seekonk
Somerset
Swansea
Taunton
Westport

Coastline Elderly Services, Inc.

13 Wei by Road
New Bedford, MA 027^5

(617) 998-3016; 995-7209

John B. Humphreys, President
David Alves, Director

Acushnet
Dartmouth
Fairhaven
Gosnold
Marion
Mattapoisett
New Bedford
Rochester

Elder Services of Cape Cod
and the Islands, Inc.

658 Main Street
We3t Yarmouth, MA 02673
(617) 771-^248

Robert A. Bianchi, Esq., President
James Peace, Director

Barnstable
Bourne
Brewster
Chatham
Chilraark

Dennis
Eastham
Edgartown
Falmouth
Gay Head
Harwich
Mashpee
Nantucket
Oak Bluffs



Orleans
Provincetown
Sandwich
Tisbury
Truro
Wellfleet
West Tisbury
Yarmouth

Elder Services of the
Merrimack Valley, Inc.
420 Common Street
Lawrence, MA 01840

(617) 633-7747

Donald F. Scott, President
George (Russ) Moran, Director

Amesbury
Andover
Billerica
Soxford
Chelmsford
Dracut
Dunstable
Georgetown
Groveland
Haverhill
Lawrence
Lowell
Merriaac
Methuen
Mewbury
Nevburyport
North Andover
Rowley
Salisbury
Tewksbury
Tyngs borough
West Newbury
West ford

Commission on Affairs of the Elderly
Room 271

One City Hall Square
Boston, MA 02201

Rachel Lieberman, Commissioner
(517) 725-3980; 486

1

Xathy Lundgren, Deputv Director
(£17) 725-^334

Boston C-10
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Appendix D

LEVEL-OF-CARE CRITERIA

Appendix D contains the level-of-care criteria presently used
by the CMSP. These include definitions of nursing care as well
as psychosocial criteria.
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MEDICAL ASSISTANCE PROGRAM
LONG-TERM-CARE FACILITY

BULLETIN 28

March 1982

TO: Long-Term-Care Facilities Participating in the Medical Assistance Program

RE: New Regulations Concerning Level-of-Care Criteria

Attached to this bulletin are new regulations governing the provision of long-
term-care services under the Medical Assistance Program. The new regulations
set forth the Department's medical and psychosocial criteria for determining
a recipient's need for skilled nursing or intermediate care facility services
and are based on the current guidelines, which they will replace. The major
differences between the current guidelines and the new regulations are listed

1. A "Special Circumstances" section (Section 456.265) has been added to

clarify the factors that should be considered for recipients with
sensory impairment, mental state Impairment, or a pacemaker.

2. The psychosocial criteria have been modified. Certain additional
documentation requirements are specified and the factors of length of

stay, adjustment problems, reality orientation, key relationships,
incontinence, and previous transfers have been eliminated.

The new level-of-care criteria take effect on April 1, 1982.

If you have questions about the new regulations, you should contact the

Director of Utilization Control in the Medical Division at (617) 727-8084.

below.



Appendix D

106 CMR: DEPARTMENT OF PUBLIC WELFARE
Trans, by MA Letter 233

MEDICAL ASSISTANCE PROGRAM
LONG-TERM-CARE SERVICES Chapter A 56

Rev. A/1/82
[

Page 456.000

106 CMR 456.000: MEDICAL ASSISTANCE PROGRAM: LONG-TERM-CARE SERVICES

106 CMR 456.000 is amended by adding the following sections:

Section

LEVEL-OF-CARE CRITERIA
456.251 Introduction
456.252 Definition of Skilled Services
456.253 Skilled Nursing Facility Services: Level-of-Care Criteria
456.254 Skilled Nursing Services
456.255 Skilled Rehabilitation Services
456.256 Other Skilled Services
(106 CMR 456.257 through 456.259 Reserved)
456.260 Intermediate Care Facility Services: Level-of-Care Criteria
456.261 Restorative Services
456.262 Assistance in Activities of Daily Living
456.263 Other Intermediate Care Facility Services
(106 CMR 456.264 Reserved)
456.265 Special Circumstances
(106 CMR 456.266 through 456.269 Reserved)
456.270 Psychosocial Criteria
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106 CMR: DEPARTMENT OF PUBLIC WELFARE
Trans, by MA Letter 233

MEDICAL ASSISTANCE PROGRAM
LONG-TERM-CARE SERVICES Chapter 456

Rev. 4/1/82 Page 456.251

LEVEL-OF-CARE CRITERIA

456.251: Introduction

(A) The regulations In Sections 456.252 through 456.270
establish minimum medical criteria for determining a recip-
ient's need for skilled nursing facility or Intermediate care
facility services provided under the Medical Assistance Pro-
gram. These regulations also establish psychosocial criteria
that, when present, could indicate the need for a recipient to

remain in a skilled nursing facility or intermediate care
facility.

(B) The Department will approve payment for skilled nursing
or intermediate care facility services for only those recip-
ients who meet the level-of-care or psychosocial criteria in

Sections 456.252 through 456.270 and who cannot receive the
needed care and services in a noninstitutional setting.

(C) Documentation In the recipient's medical record required
by these regulations is in addition to any other recordkeeping
requirements of the Department and the Massachusetts Depart-
ment of Public Health.

456.252: Definition of Skilled Services

A skilled service is a nursing, rehabilitative, thera-
peutic, or other medical or medically related service that

must be provided either directly by or under the general
supervision of a registered nurse or licensed therapist. The

Department pays for skilled services only when these services

are necessary to prevent physical deterioration or to maintain
existing functional capacities. .Skilled services must be pro-

vided in an institutional setting because of the intensity,

length of time, or frequency that they are needed.

456.253: Skilled Nursing Facility Services: Level-of-Care Criteria

To be eligible for skilled nursing facility services, a

recipient must meet the criteria in either Subsection (A) or

(8) below and must require these services in an institutional

setting.

(A) The recipient has been deemed ineligible for Medicare

benefits but requires skilled nursing or rehabilitation serv-

ices as specified in 42 CFR 405.127 and must, because of his

physical condition, receive those services in a skilled nurs-

ing facility.
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106 CMR: DEPARTMENT OF PUBLIC WELFARE
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MEDICAL ASSISTANCE PROGRAM
LONG-TERM-CARE SERVICES Chapter 456

Rev. 4/1/82 Page 456.254

(B) The recipient requires one of the following:

(1) skilled nursing services seven days a week;

(2) skilled rehabilitation services five days a week; or

(3) a combination of different skilled services on dif-
ferent days, but at least one skilled service every day.

456.254; Skilled Nursing Services

Skilled nursing services include, but are not limited to,

the following:

(A) nursing observation and care for a recipient's unstable
or complex medical condition (for example, brittle diabetes or
blood dyscrasia);

(B) administration of oral or injectable medications that

require the judgment and direction of a registered nurse to

monitor the dosage and frequency and to observe the recipient
for any adverse reactions to the medication. Drugs with life-
threatening side effects, given as treatment for an acute con-
dition, may require skilled nursing care. Administration of

the same drug, given in a reduced dosage as a maintenance
regimen, does not, in itself, indicate the need for skilled

nursing care, nor does a 24-hour medication regimen;

(C) nasopharyngeal- aspiration and tracheotomy care; however,
long-term care of a tracheotomy tube does not, in itself,
Indicate the need for skilled nursing services;

(D) levin tube and gastrostomy feedings;

(E) administration of parenteral solutions on a regular and

continuous basis;

m

(F) care of a colostomy either during an early postoperative
period when related medical complications are present or when
provided in combination with colostomy training. General con-
tinuous maintenance care of a colostomy can usually be

performed by the patient himself or by a person without
skilled training and, therefore, does not, in Itself, indicate
the need for skilled nursing services;

(G) care of a suprapubic catheter or care of a urethral
catheter when the Insertion and maintenance of the urethral
catheter is part of an active treatment for a disease of the

urinary tract and irrigation is required for medical reasons
(for example, when a recipient has cancer of the bladder or a

resistant bladder infection).
(1) When care of a urethral catheter Is the basis for

D-4
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Trans, by MA Letter 233

MEDICAL ASSISTANCE PROGRAM
LONG-TERM-CARE SERVICES Chapter 456

Rev. 4/1/82 Page 456.255

recommending or approving the need for skilled nursing
care, the urethral catheter must be prescribed by a physi-
cian and the need for the catheter must be documented in

the recipient '8 medical record.
(2) The presence of a urethral catheter, particularly one
placed for convenience, for the control of Incontinence, or
for routine irrigation, does not, in Itself, indicate the

need for skilled nursing care.

(3) For the purposes of this subsection, a urinary tract

infection caused by the use of a catheter does not consti-
tute a disease condition;

(H) administration of oxygen or other medical gases when they
are needed on a regular and continuing basis because of the

recipient's medical condition (for example, when the recipient
has chronic obstructive pulmonary disease or pulmonary edema);
and

(I) treatment of deep decubitus ulcers (deep area with or
without necrotic tissue) or deep skin lesions when the physi-
cian has prescribed irrigation or the application of medica-
tion or sterile dressings. Infected skin lesions may require

skilled nursing care to prevent Che spread of the infection to

other patients. When care of infected skin lesions is Che

basis for recommending or approving Che need for skilled

nursing care, the need must be documented in the recipient's
medical record.

456.255: Skilled Rehabilitation Services

Skilled rehabilitation services must be provided as part of

an integrated program of medical care, restorative services,

and special therapy that includes physical therapy, occupa-
tional therapy, speech therapy, .and audiology services. These

services must be prescribed by a physician. Skilled rehabili-

tation services include, but are not limited to, the

following:

(A) ongoing assessment of a recipient's rehabilitation needs

that is performed concurrently with the management of a

patient care plan and that is based on tests or measurements

of range of motion, strength, balance, coordination,
endurance, functional ability, dependence in activities of

daily living, perception, speech, language, and hearing;
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(B) exercises or activities that are designed to restore,

maintain, or improve mental or physical functional ability and

that must be performed by or under the supervision of a

qualified physical or occupational therapist to ensure the

safety of the recipient and the effectiveness of the

treatment

;

(C) range-of-motion exercises that are part of a planned
program of care that includes skilled' nursing care and that

are a prescribed treatment for a specific condition that has

resulted in a loss or restriction of mobility. The degree of

motion lost and the motion restoration goals of the treatment
program must be specified in the recipient's medical record;

(D) therapy that is provided as part of a planned program of

care that includes skilled nursing and a therapy program
designed, established, and directed by a qualified therapist.
The findings of an initial evaluation and of periodic
reassessments of the recipient must be included in the
recipient's medical record;

(E) administration of a hot pack, a hydrocollator, infrared
treatment, a paraffin bath, or whirlpool treatments when the

recipient's primary diagnosed condition is complicated by cir-
culatory deficiency, areas of desensitization, open wounds, or
fractures; and

(F) speech therapy or audiology services within the facility
when such services are needed for the improvement of the re-
cipient's speech or hearing.

456.256; Other Skilled Services

(A) Skilled Management of an Aggregate of Services .

(1) A recipient may need skilled nursing facility services
if his medical condition is such that his recovery or
safety can be ensured only if the total care given to him
is planned, managed, and evaluated by a registered nurse.

(2) In cases where a recipient's full recovery or improve-
ment is not possible, skilled care may be needed to prevent
further deterioration of the recipient's condition.
(3) When the recipient is recommended or approved for
skilled nursing facility services under the criteria in
this subsection, the recipient's medical record must
clearly indicate the reasons that skilled management of
those services is required.
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(B) Skilled Planning, Management, and Evaluation of the

Recipient's Care Plan . A recipient nay require skilled
nursing facility services if his care plan must be planned,
managed, and evaluated by licensed personnel to promote his
recovery and to ensure his medical safety because he requires
assistance in all activities of dally living, including the
following:

(1) transferring: the recipient must be a bed patient who
cannot be transferred, must be lifted to be transferred, or
must require the physical assistance of another person to

be transferred;

(2) walking or wheeling: the recipient must be unable to

walk or must require the assistance of another person, with
or without mechanical assistance;

(3) bathing: the recipient must be unable to bathe
himself

;

(4) dressing: the recipient must be unable to dress him-
self or cannot be dressed because he is bedridden; and
(5) bladder or bowel function: the recipient must be
Incontinent of bladder or bowel function day and night, or

he must require scheduling assistance with bladder or bowel
continence, or both. For the purposes of this subsection,
Incontinence shall also mean that the recipient cannot

self-toilet at any time.

(106 CMR 456.257 through 456'. 259 Reserved)

456.260: Intermediate Care Facility Services: Level-of-Care Criteria

To be eligible for intermediate care facility services, a

recipient must meet the following criteria and must require

these services in an institutional setting:

(A) he has a medical or mental "dysfunction that requires

nursing care and services to meet medical or psychosocial
needs. The dysfunction may Involve one or more physiological
systems and may not necessarily be stabilized; and

(B) he requires one of the following:

(1) skilled services on a infrequent basis (that is, less

than seven days per week);

(2) restorative services;

(3) assistance in any activities of daily living; or
(4) other intermediate care services.

456.261: Restorative Services

Restorative services must be required to achieve maximum
use of physical or mental capabilities, to prevent physical or

D-7
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mental deterioration, or to maintain optimal functioning. The

recipient must require these services In an Institutional

setting because of the intensity, duration, or frequency of

need for the services, the lack of appropriate community serv-

ices to meet those needs, or both. Restorative services
include, but are not limited to, the following:

(A) management of orthotic or prosthetic devices such as

casts, braces, or splints. The presence of an orthotic or
prosthetic device does not usually require skilled nursing
care. If there are other related medical conditions or

specific medical complications that necessitate skilled care,

these conditions or complications must be documented in the
recipient's medical record;

(B) proper positioning in bed or in a wheelchair, changing of

position, or other such care to prevent deformity and decubi-
tus ulcers;

(C) prevention of skin irritation and decubitus ulcers
including the provision of prophylactic and palliative skin
care, such as bathing and the application of creams and
lotions. The prevention of skin irritation and decubitus

ulcers in some recipients may require skilled nursing care.
If it Is determined that skilled nursing care is required,
documentation of that need must appear in the recipient's
medical record;

(D) treatment of skin irritations, small superficial lesions,
or superficial decubitus ulcers (reddened area with or without
a superficial break in skin);

(E) routine changing of dressings that requires nursing care

or direction; and .

(F) range-of-motion exercises that are part of a routine
maintenance program to prevent contractures and to maintain
mobility.

456.262; Assistance in Activities of Daily Living

A recipient may require care in an intermediate care facil-
ity if he needs assistance in any activities of daily Living.
A recipient whose only need is for 24-hour supervision is not
appropriate for care in an intermediate care facility.
Assistance in activities of daily living includes, but is not
limited to, the following services:

(A) provision of training in any activity of daily living in
order to improve or maintain the recipient's functional level;
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(B) assistance in transferring (for example , from a bed to a

wheelchair, from a wheelchair to a commode, or from a bed to a

chair);

(C) assistance In the use of a cane, a walker, or other such
devices. A restorative or maintenance program that Is

prescribed or developed by a physician or a physical therapist
can be conducted in an Intermediate care facility;

(D) assistance In baching, dressing, and grooming;

(E) provision of special diets with continuous supervision to

maintain good nutrition and to prevent nutritional deficien-
cies. The Inability to feed oneself or the need for
assistance with eating does not. In Itself, Indicate the need
for Intermediate care facility services; and

(F) care or training, or both, In bladder and bowel function,
such as the routine care of an indwelling catheter, implemen-
tation of a time-control program for bladder and bowel Incon-
tinence, or maintenance care of an uncomplicated and regulated
colostomy or Ileostomy.

456.263: Other Intermediate Care Facility Services

Other services that, if needed, may necessitate care In an

intermediate care facility Include, and ordinarily are limited

to, the following:

(A) monitoring of vital signs and recording of the obser-
vations in the recipient's medical record;

(B) application of topical, oral, or certain injectable

medications. Injectable medications should be administered
either by the recipient under supervision or by a licensed

nurse;

(C) application or supervision of the use of palliative

treatments using devices such as a whirlpool or a hydro-
collator;

(D) routine administration of oxygen when a regimen of use

has been prescribed by a physician and when proper oxygen
storage is available in accordance with the conditions

outlined by the Massachusetts Department of Public Health in

its "Rules and Regulations for the Licensing of Long-Term Care

Facilities" (105 CMR 150.000);

(E) intermittent use of positive pressure breathing equipment

and nebulizers when a stable regimen has been established for

conditions such as chronic asthma or emphysema;
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(F) use of protective restraints, bed rails, binders, poseys,

or other supports when ordered by the recipient's physician
and when provided in accordance with written patient-care
policies and procedures and a written care plan; and

(G) assistance to a recipient who has a self-care tracheotomy.

(106 CMR 456.264 Reserved)

456.265: Special Circumstances

(A) Sensory Impairment . Sensory loss or impairment is not,

in itself, an indication that the recipient requires care In
an institutional setting, nor does it indicate the need for a

specific level of care. In determining the appropriate care
site and the appropriate level of care for a recipient, sen-
sory impairment must be considered with all other factors that

indicate the amount, duration, and scope of services neces-
sary.

(B) Mental State Impairment . A recipient who exhibits mental
state impairment such as confusion, disorientation in time,

place, or person, memory loss, or defective judgment may

require care in an institutional setting. However, mental
state Impairment is not, in Itself, an indication that the
recipient requires care In an institutional setting, nor does
it indicate the need for a specific level of care. In deter-
mining the appropriate care for a recipient, mental state
impairment must be considered with all other factors that
indicate the amount, duration, and scope of services neces-
sary. If a transfer to a higher level of care is recommended
for a recipient in an intermediate care facility because of

mental state impairment or because the recipient exhibits
behavior that is detrimental to himself or to others, the
recipient's medical record must contain a written report of a

medical examination by a physician and a psychiatric eval-
uation by a psychologist that documents that the recipient
cannot be managed in an intermediate care facility or a nonin-
stitutional setting.

(C) Pacemaker . The presence of a pacemaker may indicate the

need for intermediate care facility or skilled nursing facil-
ity services; however, it is not, in itself, a sufficient
reason for recommending these services. If intermediate care
facility or skilled nursing facility services are recommended
for a recipient with a pacemaker, the need for such care must
be documented in the recipient's medical record.

(106 CMR 456.266 through 456.269 Reserved)
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456.270: Psychosocial Criteria

When a recipient is determined according to Che Depart"
ment's level-of -care criteria to be inappropriately placed in

a skilled nursing or Intermediate care facility, certain fac-
tors must exist to justify continued stay at an otherwise
inappropriate level of care. These factors are listed below.
They are not intended to supersede the level-of-care criteria.
They shall not be used in determining the placement of a

recipient on admission. They shall be used in justifying
a continued stay at an inappropriate level only when it is

documented in the recipient's medical record chat in Che opi-
nion of a licensed medical practicioner a specified criterion
or combination of specified criteria would cause the recipient
severe harm in the event of a transfer. The requirement for
documentation applies Co all cases in which a continued stay
at an inappropriate level is considered justified and is

supplementary Co any specific documentation requirements
stated as a condition for Che application of any particular
factor listed below.

(A) Spouse Shares Room . Concinued scay may be justified if

spouses who share a room do not want Co be separated. If only

one spouse requires a different level of care, consideration
should be given Co a transfer Co, or continued stay at, the

higher level of care. If it is determined that both spouses
are at an Inappropriate level of care, maintaining the shared-
room arrangement should be an important consideration In

determining whether Co recommend a transfer.

(B) Language Environment . If Che recipient's communication
skill in the English language Is significantly limited and if

current placement provides a compatible language environment
that would not be available if the recipient was transferred
to another facility, this may be a consideration when deter-
mining whether to recommend a transfer. However, if the

transfer would be to a different level of care within the same
facility, the language factor shall not be considered.

(C) Religious Dietary Environment . If the recipient's reli-

gious beliefs Include dietary restrictions or dictates that

are being met in the current facility and that could not be

met if the recipient was transferred to another facility,

this may be a consideration when determining whether to
recommend a transfer. However, if the transfer would be to a

different level of care within the same facility, the reli-
gious dietary factor shall not be considered.
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(D) Frailty and Advanced Age . If the recipient is of

advanced age and is diagnosed by his physician as physically
frail, transfer may not be indicated if the recipient has

resided in the facility for three or more years and if there
is a documented history of adjustment problems and poor mental
health status evidenced by such factors as chronic depression,
social withdrawal, inappropriate hostility, verbally abusive
behavior, or severe lethargy. If this factor is to be

applied, there must be documentation in the recipient's medic-
al record by the attending physician verifying that the

recipient would be at risk medically if a transfer occurred.

(E) Mental Health Status . If the recipient has exhibited
unstable behavior or adjustment problems, has recently lost a

relative, or is participating in an organized treatment
program to maintain or improve his mental health status, a
decision to transfer him may be delayed for 30 days. During
this time, if a licensed or certified mental health pro-
fessional documents in the recipient's medical record that in
his opinion a transfer will be harmful to the recipient's men-
tal health, continued stay may be justified.

(F) Blindness . Although a recipient's blindness is not, in

itself, a sufficient reason for not transferring him, it

should be considered with all other factors involved in the

transfer and in relation to the recipient's medical and
psychosocial needs.

(G) Loss of Visitors . If the recipient is visited often and
regularly by one or more relatives or friends and the location
of the alternative facility would make it Impossible for those
relatives or friends to arrange public or private transporta-
tion to continue those visits, continued stay may be justified
if there are no other relatives or friends who could visit him
in the new location. If this factor is applied, the standard
used must be the impossibility of continued visits, not merely
inconvenience to the relatives or friends.



Appendix E

Commissioner

CONSULTATION CONSENT FORM

I hereby request that the staff of the

Department of Public Welfare's Case Management Screening Program assess for my
benefit my current need for institutional long term care services as judged by the

level-of-care regulations governing payment under the Medicaid program for such
services

.

I hereby also acknowledge the following:

1. ) I am not now a Medicaid recipient nor have I currently applied for Medicaid
benefi ts.

2. ) The assessment I have requested is solely for my personal benefit and inform-
ation, and I am under no obligation at this time to have an assessment per-
formed.

3. ) The CMSP assessment is advisory in nature and does not in any way bind the
Department if I later make application for Medicaid benefits.

4. ) If at some later time I do apply for Medicaid payment for nursing home care,
I will need to be assessed by CMSP at that time and before Medicaid payment
for my nursing home care can be authorized.

5. ) The results of the CMSP assessment will be provided to me if I so request.

I hereby authorize the CMSP staff to review any relevant medical records which
will assist them in their assessment and to speak with family members and persons
involved in my care to determine the extent of my medical and other needs. I do

so with the understanding that any information so obtained will not be released
or disclosed to anyone else without my explicit permission.

(Date) (Signature)

LS/dad



Appendix F

SLATION INITIATED BY THE MASSACHUSETTS NURSING HOME FEDERATION

HOUSE No. 6744

By Mr. Voke of Chelsea, petition of Richard A. Voke that the

Department of Public Welfare be authorized to establish a state-wide

system of long-term health care pre-screening teams. Health care.

Xhe CommantBeattft at iSattuftafctt*

In the Year One Thousand Nine Hundred and Eighty-Three.

An Act relative to nursing home placement.

Be it enacted by the Senate and House ofRepresentatives in General

Court assembled, and by the authority of the same, as follows:

1 Notwithstanding the provisions of any law to the contrary, the

2 Department of Public Welfare is hereby authorized to establish a

3 state-wide system of long-term care pre-screening teams. Such
4 teams shall review for each person who applies for or who is

5 presently receiving benefits under Title XIX of the Social Security

6 Act the placement into any long-term care facilities, skilled nursing

7 facilities, and intermediate care facilities. Such teams shall encour-

8 age the utilization of non-institutional, alternative care whenever

9 possible, including but not limited to home health, visiting nurses,

10 home care, adult foster care, and adult day care. Such teams shall

1 1 evaluate the level of care required by each eligible person using

12 medical, physical, and psycho-social diagnosis and hours of care

13 needed in consultation with the persons physician and nurses and

14 shall make a finding as to the most appropriate level of care for each

15 individual. No reimbursements for such long-term care services

16 shall be authorized under Title XIX of the Social Security Act until

17 prior approval of such services is granted; and provided further that

18 such services furnished to persons who have resided in a long-term

19 care facility for at least twelve months before making an application

20 for benefits under Title XIX of the Social Security Act shall not

21 require prior approval. In order to avoid transfer trauma for those

22 patients who are in the facility for less than 12 months, the long

23 term care prescreening team shall assist the facility with the transfer

24 and the facility shall be reimbursed at its current rate until an

25 appropriate alternative placement is found.

This Document Has Been Printed On 100% Recycled Paper.
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Short Form

REQUEST FOR APPROVAL OF NURSING HOME PLACEMENT

Commonwealth of Massachusetts
Department of Public Welfare
Case Management Screening Program

Client's Name
Address

Tel. #

BIRTH DATE AGE SEX MARITAL STATUS MEDICARE § MEDICAID #

REFERRING AGENCY OR PERSON PHYSICIAN DATE OF ADM. ADMITTING DIAGNOSIS DATE AMD'S 3EGAN

Usual living arrangements : Functional Status

Alone
With Family
With Others L_

Rest Home
Elderly Hsng.

Other

Family able to provide care:

Yes No
day
evening
night
weekends

Diagnoses

Bathing
Dressing
Eating
Ambulating
Transfers

Indep.
Minimal
Assist

Moderate
Assist

Totally
Dependent

Elimination
Cont.

Occ.

Incont

.

Incont

.

carliecarV

Colostomy
Bladder
Bowel

Mental
Status Orient

Occ.
Disor

.

Always
Disor

.

Comatose

{Prescription
dedication Dose Route

Freq.
Given Behavior None Mild Moderate Severe

'

Problem
1

I

Level of Care Reauested:

I |
Level II £j Short Term p Long Term

tJ Level III f~1 Short Term Cj Long Term

Skilled Nursing Service

Less than Monthly i

1-3 x/wk.
daily
everv shift or more

Other Skilled Services
(PT,OT,Resp.Ther. , etc

Less than monthly
1-3 x/wk.

5 x/wk.
every shift or more

If short term approval is requested, please check goal and estimate when goal might be reached:

pi return to community
|

Ichange in level months

Community alternatives have been explored and ruled out because they are (check one of the
following options):

^ unacceptable to family Non-existent/currently unavailable

unacceptable to client I I
Inappropriate to meet client's extensive need-

Comments

Completed by Date



Appendix H

SERVICES AND PROGRAMS AVAILABLE TO MEDICAID-ELIGIBLE ELDERLY PERSONS

Appendix H describes five established non-institutional long term
care services that exist statewide as well as several innovative
demonstration and pilot programs that are available only in
limited areas.

NON- INSTITUTIONAL SERVICES FOR THE ELDERLY REIMBURSED BY MEDICAID

The following is an overview of five non-institutional services
for the elderly reimbursed by Medicaid and the approximate number
of Medicaid -eligible persons they serve monthly. These programs
are available statewide.

Adult Day Health Services

Adult Day Health programs offer nursing, social, therapeutic
recreation, nutrition, case management, and transportation services
to appropriate persons who are at risk of Level II or III nursing
home placement. Participants must attend a minimum of two days
weekly, six-to-eight hours per day. All centers provide services
on weekdays and some remain open one or both weekend days. The
first Medicaid reimbursable Adult Day Health program began operating
in 1975 and served 50 persons; 1,470 persons now receive Adult
Day Health services.

Adult Foster Care

This program places frail elderly persons at risk af institutionalizatior
in foster homes. Foster families provide personal care services
and 24-hour supervision. There is generally a limit of two
participants per foster home to ensure that the setting remains
family-like. Program providers match and place participants in
foster homes, train the foster families, monitor placements and
participant health, and perform case management. The Adult Foster
Care program began in 1979, and 20 persons were served that year.
In 198 3 there are nine programs (three new this year) which
presently serve 78 persons.

Home Health Services

Medicare certified home health agencies furnish part-time or
intermittent nursing services, home health aide services, and
physical, occupational, and speech therapies at the recipient's



place of residence. Home health services are provided only when
there is a reasonable expectation that they will adequately meet
the medical, nursing, and relative social needs of a recipient
in conjunction with family or other community resources. Any
Medicaid recipient is eligible for home health. The number of
persons utilizing home health services has increased from ap-
proximately 4,100 in 1977 to an average of 6,123 oer month in
1983.

Independent Living

Independent living programs teach severely physically disabled
persons capable of hiring, firing, and training a personal care
attendant (PCA) the skills to live in the community with the
support of PCAs. Independent Living centers provide four
Medicaid reimbursable services: personal care attendant (PCA)
services, evaluation, independent living medical skills training,
and the transitional living program. The Independent Living
program began in 1976 and currently serves 381 persons.

Private Duty Nursing

Medicaid recipients who require skilled nursing care, when such
care cannot be provided by members of the recipient's family on
a full-time basis and is less costly over time than institutional
placement, are eligible for Private Duty Nursing services.
Services must be prior approved and can be provided for varying
durations; the typical utilization is approximately four hours
daily. Additional hours are granted for the terminally ill or
when the severity of a recipient's condition warrants it. The
recipient or the recipient's family is responsible for recruiting
nursing personnel, who must have, or apply for a Medicaid provider
number. Nurses from agencies may not be utilized. Approximately
23 persons a month utilize private duty nurse services.

HOME AND COMMUNITY-BASED WAIVER SERVICES

The U.S. Department of Health and Human Services has approved
Massachusetts' request for a home and community-based waiver to
provide respite care and personal emergency response system services
to approximately 450 elderly Medicaid recipients in two areas of
the state. Experience with community-based programs demonstrates
that some recipients who would be eligible for intermediate care
facility or skilled nursing facility services can be cared for in
the community at a lower cost to the state, while at the same
time benefiting from continued residence and participation in the
community. Under the existing State Plan for Medical Assistance,
Massachusetts offers a broad range of community-based services
to the elderly, including home health, adult day health, personal
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care attendants, private duty nursing, and adult foster care.
The home and community-based waiver allows states to augment these
Medicaid reimbursable services with certain social and non-medical
supports

.

The services offered by Massachusetts under the waiver are respite
care and personal emergency response system (PERS) . Respite care
consists of a range of services designed to relieve the family or
other caretaker of an eligible individual from the stresses and
demands of caring for that person. Respite care will be available
on short-term and intermittent bases. A PERS is a communication
mechanism providing geographically and socially isolated individuals
24-hour direct access to a medical control center. Through an
electronic device, an individual will be able to alert the control
center whenever a problem arises. These services will be available
in two selected areas of the state, corresponding to the Beverly
and Framingham Case Management Screening Program areas.

Massachusetts anticipates that 450 persons will be deferred from
institutional placement or discharged to the community due to the
availability of waiver services. Approximately 250 elderly
recipients will utilize respite care, and 200 persons will use
personal emergency response systems. These services are targeted
to mutually exclusive populations : respite care provides temporary
relief for caregivers, while PERS is for individuals residing
alone in the community.

The waiver is for an initial period of three years. If interim
results are favorable, the Commonwealth will request an amendment
to the waiver to expand its scope and increase the geographical
areas in which waiver services are available.

Medicaid expects the delivery of respite care and PERS services to
begin in June 1983. Medicaid recipients eligible to receive these
services will be referred by the Case Management Screening Program
in their area. Providers will be alerted to application deadlines
through advertisements in Boston, Beverly, and Framingham newspapers.

MASSACHUSETTS CHANNELING PROJECT

Massachusetts is a participant in the Channeling Project, a national
demonstration program in long term care, which is being funded by
Medicare, Medicaid, and the state to examine the effectiveness of
case management as a technique to mobilize the entire spectrum of
community supports and services for clients. The project began
delivering services in May 1982.

The Massachusetts Channeling Project is attempting to demonstrate
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the effectiveness of service provision for health and social
services for Channeling clients (the frail elderly) by:

1. expanding case management services for- Channeling clients
to include health support services management in addition
to social service management;

2. providing direct access to social and health support
services in the selected demonstration area, thus pro-
viding the tools for targeting services to those most
in need;

3. developing state agency and local coordinating mechanisms
for service development and control;

4. promoting the use of "least restrictive environment"
through the support of self care, family, and informal
networks

.

The Department of Health and Human Services has selected the Greater
Lynn area as the site for the Massachusetts demonstration project.
The Greater Lynn area encompasses the City of Lynn and the adjacent
towns of Lynnfield, Nahant, Saugus , and Swampscott. The total
population is 131,700 of whom 17,800 are over the age of 65. There
are approximately 3,930 elders with incomes below the federal poverty
guidelines; 620 elders are non-white, primarily Hispanic; 3,623
are recieving SSI; and 1,100 are receiving Medicaid. The catchment
area is primarily urban, with a wide variety of services available.

The Department of Elder Affairs is the lead agency for this project.
Greater Lynn Senior Services, Inc. (GLSS) is the subcontractor for
site activities. GLSS is a private, non-profit corporation which
currently offers a variety of services for elders (those aged 60
and over) . It is the Area Agency on Aging (Title III) and the
Massachusetts Home Care Corporation (Title XX) , and a multi-service
center offering fourteen different services to elders. The Agency
has established working relationships with the two local hospitals,
the home health agency, the nursing homes, the mental health center,
and the Councils on Aging. The Department of Public Welfare has
established a Case Management Screening Program in the area.

MEDICARE/MEDICAID HOSPICE DEMONSTRATION PROJECT

The Massachusetts Medicaid Program has been participating in the
Medicare/Medicaid Hospice Demonstration since October of 1980. The
purpose of this national demonstration is to assess the feasibility
and cost efficiency of the provision of hospice services to
individuals with terminal illness. Of the 26 nationally selected
demonstration sites, two are in Massachusetts (Hospice of the



Good Shephard, Waban and University of Massachusetts Medical
Center, Palliative Care Unit, Worcester)

.

The goal of hospice care is to assist terminally ill people in
continuing their life with minimal disruption in routine activities,
including working and remaining in the family environment. There-
fore, the focus of hospice care is on community- and home-based
services rather than in acute care or other institutional settings.

The demonstration complements Managed Health initiatives and other
Medicaid efforts to discourage inappropriate and unnecessary
utilization of institutional care.

MANAGED HEALTH CARE FOR THE ELDERLY

The Medical Division of the Massachusetts Department of Public
Welfare is implementing three new models of care for the elderly
Medicaid recipients as part of the Managed Health Care System of
Medicaid.

The Managed Health Care System of Medicaid represents a new
approach to the delivery of and reimbursement for health care
services. It is an approach that restructures the relationships
among Medicaid recipients, providers, and payers. The goals of
such a restructuring are, first, to improve the quality of care
delivered to recipients and, second, to reduce the costs of
providing health care services.

Based on the level and intensity of health care needs, Managed
Health divides the elderly Medicaid population into those who
reside in Community settings and those who require institutional
care. Community elderly are further divided into those who only
need a definite and accessible source for primary medical care
and those who are vulnerable and need formal support services,
perhaps in addition to a primary care source. A vulnerable person
is defined as one who is impaired in some way and requires formal
assistance in such areas as personal care, physical therapies,
or housekeeping tasks.

Community elderly who only need primary medical care can enroll in
one of three currently contracted HMOs or one of nine Case Manage-
ment sites. There, all their health care needs will be managed
by one medical practitioner. A community elder who is vulnerable
and has unmet needs may enroll in the Managed Health for the Frail
Elderly. An enrollee in this program will receive an individually
tailored program of health and social support services as an
alternative to nursing home placement. Finally, elderly nursing
home patients may enroll in the Managed Health for Nursing Home
Patients. In this program, all their health care needs are managed
by a team of medical practitioners who make regular visits to the
nursing home.
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Managed Health for the Community Elderly

Managed Health for the Community Elderly is an expansion of the
existing Managed Health program for the AFDC population. The
major objective of the program is to provide appropriate, compre-
hensive, cost-effective care for the community-based elderly.
Managed Health is designed to provide elderly Medicaid recipients
with a single primary care physician or team who will manage all
of their health care. Managed Health increases the quality of
care by reducing fragmentation of services and by coordinating
all providers who serve one recipient. Ultimately, it is hoped
that the increase in the quality and availability of primary care
will postpone or reduce nursing home admissions and the associated
cost burdens.

Medicaid recipients who are 65 and older and who reside in the
community are eligible for the Managed Health Program. Enrollment
in the program is entirely voluntary. Managed Health enrollees
receive a restricted Medicaid card which limits their use of
health care services to those referred by their Managed Health
provider. An enrollee may also disenroll from the program
voluntarily

.

Providers eligible for participating in Managed Health for the
Community Elderly include community health centers, hospital-
licensed health centers, hospital primary care programs, and
medical group practices. The provider's major responsibility is
to deliver, or arrange for, all medical care required by enrollees,
on a continuous round-the-clock basis. In the Managed Health
program for the Community Elderly, providers deliver adult medical
care services on-site. When additional health care services are
needed and not available at the. site, the provider makes referrals
to other providers. Critical to the success of the program,
Managed Health providers must monitor and record all referred
visits to other providers.

Managed Health providers are reimbursed on a fee-for-service basis
for the services they deliver on-site. In addition, a $3.00
administrative fee per enrollee per month is paid to the provider.
There is no financial risk for providers in the Managed Health
program for the Community Elderly.

Managed Health for the Frail Elderly

Managed Health for the Frail Elderly is a new program designed to

meet the diverse needs of frail elderly Medicaid recipients who
reside in the community. The Department of Public Welfare's
major objective in developing this program is to enable some frail
elders whc are certified for nursing home placement to remain in
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the community. The program offers a .w'.de rcnge of integrated
home health and social support services, excluding primary and
acute care. It is this integration of home health and social
services that is the key innovative aspect of the program. DPW
strongly believes that only a program which acknowledges and
meets the full spectrum of a frail elder's needs will be able to
prevent institutionalization. The benefits of the program are
clear. It maintains recipients in home settings while providing
individually tailored, closely monitored programs of support services
It will probably cost less than nursing home placement.

Providers eligible for contracting with DPW and participating in
Managed Health for the Frail Elderly include home health agencies,
home care corporations, and community health centers. A statewide
request for proposals has been issued and six to eight providers
will be selected in early 1984. The program is expected to start
up in June 1984. The single most important criterion for selection
of providers is the ability to bring together a variety of
practitioners experienced in either health or social support
services and integrate their assessment and service delivery systems
Other criteria include:

o The resources to locate and provide a variety of support
services

;

o The flexibility to respond quickly to changes in enrollees 1

level of needs;

o The ability to work with the enrollees' informal support
network of relatives and friends and incorporate them into
the care plan;

o The financial and administrative capability to manage
capitation payments and reserve funds;

o Established links with primary care physicians.

Providers who contract with DPW are responsible for meeting the
needs of each program enrollee by furnishing the most appropriate
mix of services in a cost-effective way. To accomplish this,
providers must be able to deliver directly, or through subcontracts,
a complete range of health and social support services. These
services include home health aides, private duty nurses, therapists,
adult day health care, homemakers, companions, meals on wheels,
transportation services, and many others. Providers are responsible
for assessing the needs of each client, developing a care plan of
services, and carefully monitoring each client's level of needs
on a continuing basis. Providers must be able to adjust services
and care plans in response to changes in the client's level of needs
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Medicaid recipients eligible for Managed Health for the Frail
Elderly are aged 65 and over and are qualified for nursing home
placement as determined by the Case Management Screening Program
criteria. Whether individual recipients will benefit from tne
program depends on a number of variables such as the medical
diagnoses and the recipient's chances of improvement over time,
the level of functioning, living arrangements, and, very importantl
the level of informal support from family and friends available
to the recipient. Case Management Screening Program Teams will
screen eligible recipients for the Managed Health Program using
a specially designed screening questionnaire. Enrollment into
the program is voluntary for all recipients who qualify.

Medicaid reimbursmeent to the providers is through a prospective
monthly capitation rate. The rate is based on a percentage of
the Massachusetts Medicaid average daily nursing home cost.
Providers will continue to receive state and federal monies from
other funding sources for the provision of certain health and
social support services, particularly through Medicare and
Title XIX. With all sources of funding, providers will have
greater flexibility in selecting and providing the most appropriate
mix of services for each enrollee in the program. Although the
capitation is primarily for Medicaid services, a portion of it is
unrestricted and may be used to deliver services not normally
reimbursed by Medicaid, such as companion services, Lifeline,
or respite care.

There will be no financial risk to providers who participate in
this program since all Medicaid cost overruns will be paid by
DPW through a quarterly adjustment process. This program is
designed to keep elderly Medicaid recipients in home settings
and out of costly nursing homes for as long as it is appropriate.
For this purpose, providers will be held responsible for paying
up to one month of nursing home placement per enrollee per year.
As a positive incentive for providers to participate in the
program and deliver cost-effective support services, cost savings
from effective program management will accrue to the provider at
the end of each year.

Managed Health for Nursing Home Patients

Managed Health for Nursing Home Patients is a program of primary
care for impaired elderly Medicaid recipients who are residing in
nursing homes. It is a federally sponsored demonstration program.
The major goal of the program is to provide high quality
comprehensive primary care to nursing home patients while reducing
inappropriate, costly hospital utilization. Physicians and mid-
level practitioners jointly deliver primary care services in the
nursing homes on a regular basis. In this way, nursing home
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patients' primary care needs can be met in a timely fashion,
often without resort to the hospital emergency room. The
program improves the quality of care in nursing homes while con-
trolling costs.

Providers eligible for participating in this Managed Health program
include medical group practices and communtiy health centers.
Providers who contract with DPW are responsible for delivering,
or arranging for, all medical care required by enrollees on a
continuous 24-hour basis. Practitioner teams, each consisting
of one physician and three or four nurse practitioners or physician
assistants, who are specially trained in geriatrics, provide the
primary care services and monitor the care of each entrollee.
Initial physical exams, medical evaluation, and re-evaluations
are performed by the NP or PA in the nursing home. NP/PA's
operate under written protocols which describe the normal range
of illness to be encountered and appropriate evaluation and treat-
menat procedures. The supervising physician reviews and counter-
signs the NP/PA's evaluations and prescriptions. The physician
is also consulted in any unusual situation or emergency.

Reimbursement for this program remains on a fee-for-service basis.
However, physician and NP/PA primary care services to enrollees at
the nursing homes are reimbursed at a special incentive rate. The
rate is calculated to cover the costs of the program based on an
estimated number of nursing home patient visits per year. In
return for. the special incentive rate, providers are expected to
furnish health care services cost-effectively. Overall cost
savings from the program should result from decreases in the use
of acute care hospital services.

Medicaid recipients eligible for the Managed Health program are
aged 65 and over and reside in nursing homes. The benefits to
the enrollee are the high quality, comprehensive primary care
services offered by providers in the nursing home. Enrollment in
the program is voluntary for all Medicaid recipients.
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Appendix I

ADMINISTRATIVELY NECESSARY DAY STATISTICS

Appendix I contains data on the number of Administrative Days
associated with Medicaid clients in Massachusetts hospitals.
The tables are drawn from DPW's Administrative Day Survey of
June 21, 198 3.



Table 1-1

STATEWIDE TOTALS

Patients on Administrative Days

Survey Date
•

Patients Absolute Change Z Change

March 23,1981 706 71 -9.14
June 23, 1981 761 55 7.79
September 22,1981 823 62 8.15
December 22, 1981 717 -06 -12.87
March 23, 1982 665 52 -7.25
June 22, 1982 631 34 -5. 10

•September 21, 1982 716 85 13 . 50

'December 21, 1982 673 -43 -6. 00

March 22, 1983 598 -75 -11. 10

*June 21, 1983 509 -89 -14.88

Administrative Davs

Survey Date Administrative Days Absolute Change Z Change

March 23, 1981 63,735 -4,061 -5.99

June 23, 1981 69,573 5,838 9.16
September 22, 1981 • 78,953 9,380 13.48
December 22, 1981 65,948 -13,005 -16.47

March 23, 1982 65,207 -741 -1.12
June 22, 1982 48,163 -17,044 -26.10
September 21, 1982 55,046 6,383 14.30

December 21, 1982 48,981 -6,065 -11.00
March 22, 1983 48,954 -27 -. -0.10

June 21, 1983 40,454 -8,500 -17.36

Figures for Nantucket Cottage and Martha's Vineyard have been included in

this report.



table 1-2

STATEWIDE TOTALS

Awaiting Appropriate Level Bed Patients

Level of
Awaited Bed

All Categories
ICF
SNP
Chronic

Z of Total
6/21 Pts

71.32

36. 54

30.84
2.75

Z of Total
3/22 Pts

60.70
31.10
26.25
2.34

Z of Total
12/21 Pts

53.90
24.64
23.33
2.08

Administrative Days

Level of
Awaited Bed

* of Total
6/21 ADS

Z of Total
3/22 ADS

Z of Total
12/21 ADS

All Categories
IC7

SNP
Chronic

34,204
16,778
15,953
12,234

84.55
41.47
39.43
30.24

69.87
34.27
32.59
34.99

69.83
34.25
32.57
24.75

/TV

'Awaiting appropriate level bed



Table 1-3

CODES FOR ADMINISTRATIVE DAY REASONS

This is a two-digit number and determination of each digit must be made separa-
tely. The first digit will indicate the level of care at which the patient
should have been receiving care. The second digit will indicate the reason the
patient remained in the acute hospital.

The following are first digit codes for level of care :

Care should have been given at a(n)

:

1 - acute hospital.
2 - chronic or rehabilitative hospital, for rehabilitation care.
3 - chronic hospital, for maintenance care.
4 - chronic hospital, for terminal illness care.
5 - skilled nursing facility.
6 - intermediate care facility.
7 - rest home, supervised living facility, or other Level IV facility.
8 - institution for the mentally retarded.
9 - home, with home health care services.

- home, without other supportive services.

The following are second digit codes for the reason care was not given at the
appropriate level of care:

- awaiting eligibility determination, all categories; and completed
application submitted.

1 - child abuse or neglect.
2 - lead paint-child awaiting deleading of home.
3 - division of Pamlly and Children Services custody — awaiting placement
4 - severe behavioral problem with history of inpatient psychiatric treat-

ment within the past 2 years
5 - emergency transfer to acute facility due to closure or sanction of

LTCF

.

7 - hospital made Inquiries but no appropriate level bed.

3 - appropriate level bed available but facility refused patient because o.

special care problems.

Source of Pavment on Admission

18. Medicare
19. Medicaid



Table 1-4

STATEWIDE REASON CODE BREAKDOWN

ixcasUll wUUC T>3 f *f pn f Q ADSnvy AL0S

02 1 l 1.00
10 1 5 5.00
27 2

•

5 2.50
30 2 45 22.50
37 10 1.376 137.60
47 2 53 26.50
49 1 210 210.00
50 J 9 2 246 39.40
54 2 312 156.00
57 143 14,003 97.92
58 2 362 181 .00

60 58 1,707 29.43
67 1J9 16,778 93.73
68 2 "342 176.00
70

'

307 153.50
77 9 9.00
78 71 71.00
90 9 9.00
91 2 2.00
94 43 43.00
9 7 30 6.00

TOTAL 474 37,916

ALSO PER PATIENT 79.99



Appendix J

LOCATION OF CMSP TEAMS

Beverly/North Shore
186 Cabot Street
Beverly, MA 01915

South Shore
1458 Hancock Street
Quincy, MA 02169

Fall River, New Bedford, Plymouth County, Cape/Islands (4)

P.O. Box 150
Taunton, MA 02780

Merrimack Valley, Lowell (2)

11 Lawrence Street
Lawrence, MA 01840

Lynn, Mystic Val ley (2)

One Washington Square
Lynn, MA 01901

Norwood
P0 Box 860
886a Washington Street
Norwood, MA 02062

Berkshire County
P0 Box 576

46 Summer Street
Pittsfield, MA 01201

Frami nghatn/Mi 1 ford
66 Sumner Street
Mil ford, 01757

Worcester North, Worcester South (2)

Old Common Road
Lancaster, MA 01523

Somerville, Newton (2)

One Davis Square
Somerville, MA 02144

Boston (3)

43 Hawkins Street
Boston, MA 02114

Springfield
310 State Street
Springfield, MA 01105

Holyoke/Greenfield
383 Dwight Street
Holyoke, MA 01040

Local Welfare

Local Welfare

Taunton State Hospital

Lawrence LTCU

Local Welfare

Local Welfare

Local Welfare

Local Welfare

State School

Local Welfare

Boston LTCU

Springfield LTCU

Local Welfare

*As of 12/1/83



Appendix K

PERSONS INTERVIEWED

Department of Public Welfare

Robin Lipson, Acting Deputy Associate Commissioner for
Medical Payments

Lori Allan, Assistant Director of Utilization Control
Medicaid Division

Lois Simon, Director, CMSP
Janis Leipans, Hospital Reimbursement Manager
Susan Flanagan, Long-Term Care Reimbursement Analyst
Nina Rosenberg, Assistant Director for Planning and Compliance
Sally Bachman, Cost Savings Coordinator
Matthew Fishman, Assistant Commissioner for Budget
Gary Abrahams, Budget Analyst
Leah Sprague, General Counsel
Thomas Noonan, Deputy General Countsel
Patricia Killian, Assistant General Counsel
Carol Griffin, Assistant General Counsel
Kathrine Joyce, Assistant General Counsel
Steve Kane, Operations Manager, Long-Term Care Units

Department of Public Welfare CMSP Field Staff

Susan Fitzgerald, Clinical Coordinator
Maureen Pompeo , Clinical Coordinator
Marlene Kane, Clinical Coordinator
Judith Hazlett, Registered Nurse
Gwen Purcell, Registered Nurse
Mary Cantarow, Social Worker
Diane Sapienza, Social Worker
Alice Brown, Placement Specialist

Executive Agency Staff

Mark Coven, Assistant Secretary for Policy and Program
Integration, Executive Office of Human Services

Sharon Moriearty, Governor's Office of Human Resources

Department of Public Health

Marilyn Gallivan, Director of Survey Operations
David Roush, Assistant Director for Compliance
Beverly Denkins, Field Administrator



Department of Elder Affairs

Richard Rowland, Secretary of Elder Affairs
Lillian Glickman, Assistant Secretary for Programs
Robert Chambers, Director of Nursing Home Ombudsman Program

along with 20 Nursing Home Ombudspersons at a meeting,
November 4, 1983

Rate Setting Commission

James Sullivan, Director, Bureau of Long Term Care

Legislative Staff

David MacKenzie, Senate Committee on Ways and Means
Geoffrey Fields, Senate Committee on Ways and Means
Joyce Mathews, Joint Committee on Human Services and Elder Affairs
Paul Barrett, Joint Committee on Health
Jerry Desilets, Joint Committee on Health Care
Diane Mazonson, Joint Committee on Health Care
Jane Spelka, Joint Committee on Health Care

Home Health Agencies

Diane Flanders, North Shore VNA
Denise Nagler, Grafton Community Nursing
Helen Siegel, South Middlebury VNA
Shirley Cyrcnis, Lowell VNA
Anita Gorman, Lawrence Home Health Services

Home Care Corporations

Margaret MacAdam,. Executive Director, Massachusetts Association
of Home Care Corporations

William Carney, Executive Director, North Shore Elder Services
Georae Moran, Executive Director, Elder Services of Merrimack.

Valley

Hospital Social Work Personnel

Susan Bailis , President, Massachusetts Chapter of the National
Association of Social Workers

Judith Olsen, President, Massachusetts Chapter of the American
Society of Hospital Social Work Directors

Ruth Smith, Chairperson, Continuing Care Committee, Massachusetts
Chapter of the American Society of Hospital Social Work Directors

Martha Glennon, President, Massachusetts Continuing Care Association

K-2



Massachusetts Taxpayers Association

Barbara Wishnov, Senior Research Associate
Ronald Lanoue, Senior Research Associate

Massachusetts Federation of Nursing Home

David Cushman, President
Alan Solomont, Vice President
William DeTellis, Executive Director
Andrew Hunt, Director of Government Relations

Long Term Care Sub-Committee , Medical Care Advisory Committee

Maurice May, Executive Director, Hebrew Rehabilitation Center
Betty Boehner, Hebrew Rehabilitation Center
Robin Small, Massachusetts Hospital Association
Guntis Licis, Senior Home Care, Cape Ann
Sr. Mary of Fatima, Western Massachusetts PSRO
Ruth Smith, Kennedy Memorial Hospital
Ray Dorney, Department of Elder Affairs
Patricia Eliot, Executive Director, Association of

Massachusetts Homes For The Aging
Rev. William Scar, Association of Massachusetts Homes

For The Aging

Others

Franx Manning, President, Massachusetts Association of
Older Americans

Rachel Lieberman, Commissioner, Mayor's Commission on
Affairs For The Elderly

Arthur Mazur, Medicaid Program Specialist, Health Care
Financing Administration

Axel Bang, Vice President for Communications, Massachusetts
Hospital Association

John Ford, Chairman, Elderly Legal Coalition
Stephen Day, Director of Policy Coordination,

Department of Mental Health
Leonard Gruenberg, Health Policy Center, Brandeis University
Alan Rosenfeld, University Hospital
William Kavish, Urban Medical Group
Donna Mullen, Director of Central Nursing, Cushman Associates
Charlotte Leavitt, Director of Continuing Care,

Framingham Union Hospital
Robert Morris, Professor Emeritus, Brandeis University
Margaret Stassen, Harvard School of Public Health
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Others (continued)

Marie Stackpole, Patient Placement Specialist, Social Service
Associates and Member, Welfare Advisory 3oard

Joseph Romero, New York Department of Social Services
Wendy Lefkowich, New York Department of Health
Gerald Egqert, Executive Director, Project ACCESS,

Rochester, New York
3arbara Colliander, Minnesota Department of Public Welfare
Charlotte Carnes, Virginia Department of Healtn
Sharon Girvin, Florida Department of Health
Susan Dietsche, Oregon Department of Human Resources
Kevin Mahoney, Connecticut Department on Aging
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