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Abstract 
  

The purpose of this Project is to determine whether a certification program 

designed with specific concepts for the long-term care admission-marketing nurse 

could increase the reimbursement rates for long-term care facilities. 

Long -term care is a unique and competitive business. Not only must the 

admission nurse have the skill set to quickly assess the patient's needs and resources; 

they must make an “on-the-spot” decision whether to recommend a patient for 

admission to their facility. 

The nurse must also be able to quickly “show off and sell” his/her facility to the 

resident and/or their family members. They must work with their facilities’ leadership 

team to quickly set up a plan of care and to capture all possible reimbursement. The 

initial clinical assessment and the first 24 to 48 hours in the facility are crucial for 

building a relationship with the resident and their family member. The admission- 

marketing nurse must be able to transition her role with the resident to the other 

facility staff while maintaining the same comfort level with the resident and family. 

With today’s nursing shortage, it creates an environment where it is difficult, to 

nearly impossible for the long-term care facility to recruit a nurse with the required 

clinical, communication, organizational, marketing, and financial skills to step into 

this important position. Compounding the problem is the lack of a professional 

governing body to set the standards for this position. 

The focus of this Project is that an admission-marketing nurse certification 

program will develop training materials and set a recognized training standard for this 

knowledge base, improve the admission process for the resident and their family, and, 

ultimately, increase the facilities’ reimburse rates. 
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Chapter 1: Introduction 
  

1.1 General Problem Area: 

The long-term care industry faces a myriad of unique challenges every 

day: From staffing issues, reimbursement rules which are ambiguous, 

increasing regulatory oversight, difficult and stringent lending institution rules, 

and government reimbursement rate cuts. In as much, many long-term care 

facilities, if not most, struggle to keep their doors open day-by-day and in some 

instances, minute-by-minute basis. 

At the top of the list of these challenges is the delicate case-mix balance 

coupled with the ability to provide care that maybe capturable reimbursement 

for each patient. The case mix balance is the ratio of public aid, private pay, 

and Medicare skilled residents at any given time in your facility. 

The financial reality is harsh: For every Medicaid patient that the facility 

admits, it will incur a $ per day loss that the facility must cover. This is not 

offset by Medicare, as the average length of stay for a Medicare resident is 25 

days or less. 

With a weighted average margin gain per year of negative 1.8% for both 

Medicare and Medicaid, facilities struggle to make money (The Alliance for 

quality nursing home care, 2009). It is thus vital for the facility to have an 

admission-marketing nurse who (1)understands this delicate balance; (2) 

works with the facility team to provide high-quality care that meets regulatory 
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standards and consumer expectations; while (3)achieving the maximum 

capturable reimbursement. 

In the reimbursement realm, one poor choice can affect a facilities’ 

financial stability for years to come. In more extreme circumstances, a poor 

choice may lead to the financial demise of a facility. 

The following facts outline some of the variables that underpin the fragile 

economic nature of the nursing home's financial stability: 

Nursing homes are the main provider of post-acute care services 

managing more than 50 percent of all Medicare beneficiary 
hospital discharges. 

Nursing homes “juggle” the care of post-acute patients, along side 
of long-term residents (private pay or Medicaid), who are clinically 
complex, functionally limited, and at times, mentally impaired. 
The average length of stay for Medicaid residents in 2007 was 386 
days. At a $12.86 loss this equates to $4963.96 per year. For 
illustration, 50% case max of Medicaid, in a 100 bed facility, 
equates to $248,196.00 of revenue lost per year. 

Nursing facilities ability to cut costs is prohibited by the labor- 
dominant expense structure: (1) Certified Nurses Aids, (2) 

Housekeeping staff (The Alliance for quality nursing home care, 
2009) 

Nursing facilities’ ability to cut costs is constrained by their 

labor-dominated expense structure. 

Figure 8 Proacted Re ate Importance of Labora ated Cost Categories nthe 

put Price Index FY 2010 

(Centers for Medicare & Medicaid Services, 2009)  



With the economic challenges listed above, many long-term care facilities 

live on the brink of bankruptcy each day. Due to the substantial Medicare rate 

cuts, anticipated to begin in 2010, that will average $16 billion, coupled with 

the poor financial state of the economy, facilities are getting a double financial 

“whammy”. 16,000 nursing homes in the Nation were home to 1.85 million 

residents in 2009. (Collins, 2009) 

The one area that has the potential to make a significant financial impact on 

the facilities viability is the admission and marketing nurse's ability to make 

financially sound decisions. The nurse in this position must have the 

knowledge and skill set to “cost out” the care and to quickly bring the 

admission team together to formulate a reimbursement plan. 

1.2 Specific Problem - Nursing: 

Staffing in long-term care facilities is usually considered the last option 

for registered nurses going into the healthcare industry, inferred by the Bureau 

of Labor Statistics indication that 60% of nurses are in the hospital setting. 

(Bureau of Labor Statistics, 2009) 

The latest information on the nursing shortage by the American 

Association of Colleges of Nursing discusses the nursing shortage, but only 

from the perspective of the acute care/ hospital setting. (American Association 

of Colleges of Nursing, 2009)This only obscures the problem. 

Long-term care has traditionally been an industry managed by Licensed 

Practical Nurses (LPN). (Katherine Cox, 2010) Over the last 15 years the acuity  



(severity level of the patient's illness) of the patient in the long-term care facility 

has experienced a significant shift. This shift has changed the clinical 

landscape of the patient, from the little old elderly woman (statistically 

speaking) who just could not live at home, at least alone, and needed 

assistance with meds and activities of Daily living (ADL’s), to clinically complex 

patients with multiple co-morbidities, medications, and many acute needs. 

Due to this acuity shift, the long-term care facility, must rely by 

necessity, to a greater degree on the RN, but must compete in a battle with 

hospitals and acute-care facilities for recruiting registered nurses. Long-term 

care facilities rely on the expertise of their RN/LPN to adequately assess a 

patient's needs prior to admission under the pressure of limited reimbursable 

staffing hours compared to the acute-care hospital. But as this Project 

highlights, qualifying this nurse is difficult in the absence of a certification 

program. 

In any event, the patient's needs, and the liability, remain the same 

whether they are in the long-term care facility or in the hospital. In the hospital 

setting, they are called patients with a nurse to patient ration of 1:1 to 1:5; but 

once they cross the entry to the long-term care facility federal rules and 

regulations legally define them as “residents” living in a homelike environment. 

The acuity may not have changed, but the nurse-to-patient ratio becomes 1:8 

to 1:20. This nurse-to- patient ratio coupled with increased acuity, makes it 

difficult to entice registered nurses into the long-term care realm.  



This mix of issues makes it difficult to recruit, train, and retain qualified 

nurses. 

1.3 Topic Importance: 

As healthcare has changed and evolved over the last 20 years, the 

underlying guidance for long-term care rules and regulations has remained the 

same. Specifically, it is governed by the Omnibus Reconciliation Act (OBRA) of 

1987, which brought about the most sweeping changes in the history of long- 

term care. (Siegel, 2009) 

With these increased rules and regulations came financial fines and 

penalties for regulatory non-compliance. In the very beginning of OBRA, the 

choice of which patient a facility would take was indeed simple: You had a 

bed, you took the patient. 

Over the last 27 years, since OBRA was enacted into law, additional 

regulatory directives have been implemented by the Centers for Medicare and 

Medicaid Services (CMS) to assist the regulatory surveyor in regulatory 

management of facilities. Presumably, this change additional regulatory 

framework was implemented to enhance quality of care. However this change, 

coupled with the dwindling reimbursement rates and the growing litigious 

nature of long-term care has put facilities at a constant fight for financial 

viability. (Cunningham, 2006)  



An admission and marketing nurse’s ability to adequately assess a 

potential admission equates to patient safety, decreased litigation, and 

financial stability for the facility. 

For example, if a facility takes a bariatric (morbidly obese) patient, they 

will be held to the rules and regulations that they can provide for their care. If 

they do not have bariatric beds, they must provide what is needed for the 

patient's care. One specialty bed alone can cost a facility up to $15,000. If the 

facility cannot afford the bed, and one is not provided a complaint may be 

made to the Department of Health. 

As all complaints must be investigated, the state finds that the facility 

accepted a patient, but did not provide for their care, as the state defines is 

appropriate, then fines could be levied up to $10,000 per day. (Williamson, 

2010) This leads directly back to the decision-maker on the front lines: 

critically understanding the key areas of decision-making when accepting a 

patient for admission to the facility. 

In the aforementioned example of the bariatric patient, the admission 

marketing nurse must be able to assess if the facility can afford to take the 

resident, and actually “knowing” that it may have to provide an expensive bed, 

bariatric wheelchair, bariatric toilet raiser, bariatric chair, bariatric Hoyer lift, 

etc. In no uncertain term, inappropriate admission can mean an instant loss of 

$20,000 to $80,000. 

It was recently reported in the news that the Illinois Appellate Court 

eliminated a cap on fines that had been in place since 2009. The cap was 
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initiated after the Illinois Department of Public Health had levied fines as high 

as $300,000.00 for a facility not following state and federal long-term care 

regulations. (McKnight's Long Term Care News, 2010) One poor decision by an 

admission nurse could lead to financial devastation for a facility. Other such 

areas of expensive concern are wounds /pressure ulcers, specialty equipment 

needs, expensive medications, and mental health needs. 

These individual areas of assessment make it imperative that for the 

admission-marketing nurse to possess a critical understanding of 

reimbursement rates provided by private insurance companies, Medicare, 

Medicaid or HMO’s at the time of the admission, as well as a clear 

understanding of the CMS Resource Utilization Groups (RUGs) that the patient 

will fall into. 

The admission-marketing nurse must possess this knowledge and skill 

set, less they put their facility and the resident at risk for improper care and 

the facility at risk for missing out on valuable reimbursement or worse, federal 

and civil fines that can, and do, close a facility. 

The admission-marketing nurse must have the skill set to lead the team 

to put together a comprehensive plan to address both the clinical and 

reimbursement component. It is hypothesized that this skill set can be 

achieved through a certification program. 

   



Chapter 2: Problem Statement and Hypotheses 
  

2.1 Problem Statement: 

The process of certifying nurses in an area of expertise or specialty has 

been in existence since the 1970's. (Association of Operating Room Nurses, 

2010) This process started in the acute care setting as a way of validating that 

a nurse was an expert which translated directly into improved patient 

outcomes. 

The idea of certifying nurses has been very slow to move in the long-term 

care realm. This is partly due to the stigma of long-term care, poor research 

trends, as well as the high turnover rate in the field. (Ciyou, 2010) Additionally 

the certification process is usually based on a nurse's tenure in her area of 

specialty. 

The certification process as a whole then translates into two to three 

years of experience, plus successful completion of an exam at an 80% or higher 

passing rate. The certification process for an admission-marketing nurse in 

long-term care needs to look past the “years of expertise” due to poor past 

history of longevity, but instead focus the following critical and relevant 

qualifications: 

. Registered nurse. 

. Completion of the certification class. 

. Successful completion of an exam at an 80% or higher passing rate 
showing knowledge expertise.  



2.2 Hypotheses: 

The hypothesis of this thesis is interwoven and inextricably linked to the 
following: 

e The awareness that specific knowledge is needed to make an educated and 
informed decision on whether to accept a patient into the long-term care 
facility is not criteria taught in nursing school or in the long-term care 
facility. 

e The education and skill set needed to make the proper clinical assessment 
and comprehensive reimbursement review can be taught in a 2 day 
certification course by knowledge experts in the long-term care industry. 

e The admission /marketing nurse who received the education and training 
provided in the “Admission-Marketing Nurse” certification program can 

increase their organization's reimbursement rates by 15% to 40% by 

implementing and understanding the core certification strategies. 

 



Chapter 3: Research Approach 
  

The research approach that was utilized for this project incorporated 

both primary and secondary research methodologies. Each is addressed in 

turn. 

The secondary approach to this research distilled some clear issues, 

namely it became apparent that very little information existed on the process of 

certifying nurses in the long-term realm. More precisely, very little research 

exists on the position of an admission-marketing nurse. 

Effectively what exists in the long-term care realm, the Director of 

Nursing and Minimum Data Set Nurse, have certification options that are fairly 

new options. Aside from these certifications, very little research exists on long- 

term care as an industry outside of government rules and regulations, directed 

research, litigation decisions, and independent think groups, trade 

organizations that provide research on areas that touch long-term care. 

Their materials are not cohesive and are not long-term care specific. 

Nonetheless, a comprehensive review of the current literature on the subject of 

long-term care, certification of nurses, and the general struggles of nursing in 

the long-term care environment was completed for this Project. 

Turning to primary research, such is qualified from a disciplined and 

academic lack of focus, was utilized in order to better understand the history 

behind the admission-marketing nurse's role in the typical facility. This was 

obtained by formal and informal interviewing of Interviewing administrators, 
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directors of nursing, owners/operators, and to the extent they could be 

identified, admission-marketing nurses. 

This was required in order to get a clear understanding of past and 

current trends in the long-term care industry as they appear on the ground- 

daily in long-term care facilities. Stated differently, direct interview techniques 

were utilized to identify and evaluate the current issues experienced in long- 

term care facilities and address obstacles, which the secondary literature 

research did not address or adequately identify. 

Unlike the acute-care setting where research is not only common, but a 

professional expectation, long-term care has long been overlooked, as 

professional and financial gain is not typically associated with research in the 

area of long-term care. 

Long-term care often becomes an area of research only after a public 

outcry, moreover as indicated by the OBRA changes and subsequent research 

thereupon, that initially grew out of the implementation of the OBRA laws and 

directives. 

Although beyond the focus thesis, it is suspected this research lacked 

some objectivity—seeking to validate a problem rather than apply research 

methods is a systematic way to ensure a valid conclusion on the research 

hypothesis, however, the combination of methodologies allowed for a clear 

global view of the issue at both the secondary high level as well as the primary 

informal facility level.  



& 3.1 Key Assumptions 

The key assumptions readily known in long-term care and nursing 

profession play an integral role in the project and include the following: 

e Long- term care rules and regulations are in constant flux, and 

such will make standards subject to periodic review. 

Correspondingly, healthcare legislation is changing the landscape 

of long-term care even as this paper is in creation. 

Changes in the nursing shortage due to the economic downturn do 

and will continue to interact with the certification process. 

Changes in the way that long-term care is viewed by the nursing 

profession as a whole needs enhancement. 

Certification of nurses equates to better patient outcomes, and 

may enhance the perspectives of theses nurses as traditional 

hospital models become of less and less application. 

3.2 Contribution to Research: 

This project has the opportunity to open a new area for (1) certification 

for long-term care nurses; (2) change the way in which long-term care facilities 

approach the admission assessment process; and (3) potential to bring a new 

respect to nurses who are practicing daily in the real long-term care nursing 

realm. 

All three (3) of these contributions have the potential to change the face 

of long-term care nursing, and the process by which long-term care facilities 
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and hospitals plan the transition of a patient from the discharge at the hospital 

to the admission at the long-term care facility. 

Through the process of calculating and expecting a patient’s transition 

from a patient in an acute-care setting, to a resident in the long-term care 

setting, patient outcomes can be improved. By increasing the admission- 

marketing nurse’s knowledge base, they have the ability to make informed 

decisions based on knowledge based information, thus changing each patient's 

treatment plan and outcome. 

   



Chapter 4: Theoretical Background 
  

Research in the long-term care realm is limited due to the nature of the 

business and lack of funding opportunities for long-term care research. While 

long-term care may have been the nursing stepchild, that must change as the 

noted types of patients found in “nursing homes.” Therefore, the literature 

reviews assessed nursing as a profession in general, and then at long-term care 

specifically. 

4.1 History of Nursing 

The position of “nurse” over time has grown from a lay care giver, a 

friend of the infirmed, to a profession that requires undergraduate work and 

the potential to move into a Masters as well as Doctorate of Nursing. Nurses 

are now the front-line caregiver for patients who require care in most heath 

care facility. As a general point, as nurses have increased their education, it 

became apparent that certain steps that a nurse took, as well as the amount of 

time that the nurse spent in a specific area of nursing, the better the patient 

outcome. 

Thus it should come as no surprise that over the last 15 years there has 

been a professional push by the American Nurses Association and Nursing 

Thought Leaders to support certifying nurses in their area of specialty. A direct 

result is the American Nurses Credentialing Center (ANCC) came into existence 

in 1990 as a part of the American Nurses Association (ANA). (American Nurses 

Credentialing Center, 2010)  



The credentialing center does provide a certification in gerontological 

nursing. However, this certification focuses on the older adult as a subgroup of 

the overall population and not specifically at the unique long-term care 

geriatric. Specifically, it identifies the certification around the population as 

described below: 

“The Older Adult Population has unique biopsychosocial and spiritual 
needs related to the process of aging and its developmental stage. Older 
adults are quite diverse because of a life experiences, values, and 

personal goals. While 65 years of age and older is often the chronological 
age used to describe this population, the critical element that 
differentiates this population from others is the needs related to aging 
processes and developmental stage. 

Gerontological nursing is the application of a body of knowledge and 
skills to provide nursing care that meets the unique biopsychosocial and 
spiritual needs of the diverse older adult population. (National 
Gerentological Nurses Association, 2009) 

The certification by the ANCC does not focus on the needed knowledge 

base to assess a patient for admission criteria to a nursing facility. 

Additionally, many nursing facilities take large numbers of residents who do 

not fall into the gerontological age group. Thus the ANCC only fits one part of 

the certification process needed for a typical long-term care facility, as 

represented by the pie graph below: 

  

Patient demographics 
® Geriatric 

® Sub-acute 

Rehab 

= Adult(17-64)        



4.2 Background - Foundation of Issues for Certification: 

In the 80's and 90's, the current idea of an admission and marketing 

nurse was not a developed, nor a traditional position in the long-term care 

facility (Hufsey, 2010) The Director of Nursing and the Social Worker were the 

professional staff who reviewed the information (the clinical record) from the 

hospital and answered the question if a facility could take the patient. 

Generally, the investigation was limited to how soon — no matter what the 

patient needs, and as an afterthought, sometimes a little consideration for the 

financial burden as reimbursement was great. 

Traditionally the resident in the “nursing home” is associated to the 

picture of a happy grandmother who could not stay at home alone due to 

concerns over their safety or inability to take care of herself. Over the last 10 

years the face of healthcare has drastically changed. 

In many circumstance, the nursing home resident today has the same 

needs, and sometimes greater needs, of a hospital patient 10 years ago. In 

addition, patients are becoming more clinically complex, and at the same time, 

hospitals are pushing them out the door as soon as their Diagnostic-Related 

Group (DRG) identified days are up or close to completion. (American Health 

Information Management Association, 2006) 

This means that in today’s market, patient's who would have received 

complex services, traditionally provide at a “hospital level of care” are 

discharged to long-term care facilities, with needs including but not limited to, 

(1) peripherally inserted central catheters (PICC) lines, (2) complex antibiotics  



and medications, (3) progressive wound care needs, (4) nutrition needs that 

include total parentral nutrition, and (5) even respirator vents. Thus, with 

each and every Medicare admission, the facility must be experts in multiple 

areas of complex clinical situations. 

Unfortunately, many of the nurses who work in long-term care have little 

to hospital experience or have not worked in that environment for a long period 

of time. (Ciyou, 2010) 

In no uncertain terms, therefore, decisions made during the pre- 

admission and admission process are of the utmost importance and could 

eventually lead to either a positive outcome for the resident; along with the 

facility or to regulatory non-compliance citations and government levied fines 

and penalties, along with proliferating civil litigation. 

Thus, a new way of thinking must come into place: a certified admission- 

marketing nurse armed with a knowledge base to make educated and strategic 

decisions is the key to the financial and regulatory success of the facility. 

4.3 Background- Regulations: 

The nursing home market is one of the most highly regulated markets in 

the United States. (O’Brien, 2004) In fact long-term care has often been noted 

as the most regulated industry after nuclear power plants. (Ciyou, 2010) 

However, nuclear power plants have billion dollar budgets for high level salary 

and training. 

The government contributed 64 percent (50 percent via Medicaid) of the 

total $103.2 billion spent on nursing home care in 2002 and spent S382 

3% i pt gm bs iy 4G fem  



million dollars on government agencies regulating nursing homes: this figure 

does not include the nursing homes’ costs of complying with the government- 

instituted regulations and the certification process. (Walsh, 2001) 

In 1987, again, the US government passed some of the most sweeping 

regulatory changes in the history of long-term care. OBRA is defined as 

“Landmark legislation”, sometimes called “The Nursing Home Reform Bill” that 

increased emphasis on care and codified many provisions for the first time. The 

law requires that each resident be evaluated prior to and upon admission, 

receive an individualized care plan and be informed about treatment decisions. 

(McKnights long term care news, 2010) 

On the proverbial heels of the sweeping OBRA changes, the government 

initiated the first major changes to the Medicare and Medicaid funding 

programs. This funding change is partially due to the fact the US government 

is the largest single purchaser for healthcare and contributes 45% or 1.2 

trillion dollars to the annual US health expenditures. (Heffler, 2001) 

OBRA 1987 revised the three fundamental elements of the system—the 

standards, the survey and inspection process, and the enforcement system—to 

improve the quality of care. As applied, new staffing standards required all 

nursing homes to have at least eight hours of registered nurses per day, to 

conduct background checks on nursing aides, and to provide in-house training 

for the nursing aide staff that provides most of the care. 

Clearly, past studies have found higher registered nurse staffing levels to 

be associated with positive health outcomes. (Institute of Medicine, 1986)  



(Braun, 1991) (Davis, 1991) What is incongruous is this push for Registered 

Nurse hours; it began the process of higher acuity patients and lower 

reimbursement, requiring facilities to become savvy in the admission process. 

4.4 Background -Nursing Shortage: 

In the United States, there has been discussion of degrees of a nursing 

shortage since the 1980’s. The shortage, however, has always been discussed 

in the realm of acute care, as there has always been a shortage in the long- 

term care environment. 

The nursing shortage in the past has been attributed to a cyclic nature of 

the profession. (Goodin, 2003) With the baby boom, and the growth of the US 

population, the impending nursing shortage is one that would not respond to 

the typical fixes. This shortage would require creative and aggressive measures, 

sometimes of little impact on addressing the perpetual shortage of nurses in 

long-term care. 

Some of the issues that are affecting the current shortage included: 

e The first issue is the ageing workforce, complicated by an aging 

population, it was estimated that by 2008, 40% of the nursing work force 

would be 50 or older. This aging population not only affected the bedside 

nurse, but also the educators that were also reaching retirement age. 

The second issue is the decline in enrollment into nursing programs. As 

workforce opportunities have opened to any gender, additional 

opportunities for women that were not present before has directly 

8 affected the nursing school enrollment causing a significant decline. 
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e The third issue is the change in the work climate. 7300 nurses were 

surveyed by the American Nurses Association regarding their work 

environment, and of those, 75% indicated that the quality of nursing care 

had declined in their area over the previous 2 years. (Goodin, 2003) The 

most relevant of all the information is that this was all focused on acute 

care nursing. 

The long-term care picture is increasingly bleak in comparison to the 

acute care setting. The long-term care arena is seen as unfavorable in the eyes 

of the public and the nursing profession. This exacerbates and plays into the 

decreased desire to work in a highly regulated, stressful environment. (Robin I. 

Stone, 2001) 

In 2005 the nursing shortage in long-term care was noted to be at 

96,000 vacancies. It was estimated in 2005 that the nursing shortage would 

grow to 800,000 vacancies or approximately 45 percent by 2010. (Bakash, 

2005) For the long-term care industry this is on top of the already catastrophic 

vacancy rates. Today, in the state of Indiana, the nursing turnover rate for 

long-term care facilities sits at 50%. This included Registered Nurses (RN) and 

Licensed Practical Nurses (LPN) positions. (Ellen W. Miller, 2009) 

This shortage with the exponential growth of the number of elderly is a 

recipe for disaster. “The number of people age 85 and over—those most likely 

to need long-term care—is projected to increase fivefold in the next 40 years. 

Estimates range from 8.3 million to 20.9 million in 2040, depending on 

assumptions about fertility, mortality, and immigration patterns. (Stone, 2000)  



Recent analyses of national and international data indicate a decline in 

disability (healthy to infirmed — no disabled stage) rates among the elderly over 

the past decade (Manton, 1997) (Christopherson, 1997) (Waidmann, 1998), but 

that trend is probably not sufficient to counteract the significant increase in 

the size of the elderly population over the next 40 years. 

Using various mortality and disability scenarios, Kunkel and Applebaum 

(1992) estimated that by the year 2020, the number of older Americans needing 

long-term care will be between 14.8 and 22.6 million people. 

4.5 Background - Training: 

In addition to the nursing shortage of epic proportions, facilities have to 

try and train their admission-marketing nurse to be experts in Medicare and 

Medicaid reimbursement in order to obtain the highest reimbursement rates 

possible. 62% of all nursing home costs are paid by Medicare or Medicaid. 

(Day) 

Nationwide the average nursing home sees a reimbursement rate for a 

Medicaid resident from $30 to $60 dollars a day. That rate, however, directly 

relies on the admission nurses ability to ensure that the correct information is 

collected and entered into the MDS system. If the information is not captured 

correctly in the payment system, reimbursement rates can fall to a drastically 

low price that predicts financial doom for a facility. Reimbursement for 

Medicare and Medicaid is capped at a specific rate based on nursing 

assessment, documentation, case mix, and correct Minimum Data Set (MDS) 

coding. 
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One incorrect coding on the MDS can result in per day rate of $55.00 

dropping to as low as $15.00 per day. This daily rate is meant to cover 

nursing, medication, dietary, activities, restorative therapy, etc. The MDS 

nurse is one of the positions in the facility that offers a certification option due 

to the need for correct coding for reimbursement. Such would be substantially 

augmented by a standard to ensure the same minimum skill set for the 

admission-marketing nurse. 

The long-term care environment by nature is one that has high turnover 

rates which is prohibitive to effective training. It is difficult work and this leads 

to high attrition rates. The average orientation time for a nurse to their job in 

the long-term care facility is 12 hours to 1 week. (Koenig, 2010) Current job 

postings for Clinical Admission/Reimbursement nurses require that nurses be 

experts in multiple fields of knowledge. 

Yet, most facilities do not have a training process, but merely expect the 

nurse to come to the job prepared to do the work for which there are no 

training programs. The only training that most receive is in relation to facility 

specific forms and procedures. A recent job posting on careerbuilder.com 

listed the following job description for an admission-marketing nurse, which 

highlights the issues, as follows: 

Develops and executes tactics to maximize admissions of residents 
requiring a sub-acute level of care including regular contact with 
potential referral sources including hospitals, physicians, insurers, case 
management companies and health care agencies. 

* Maintains an 80% conversion ratio from referrals to admissions. 
* Serves as a key member of the facility sales team by assisting other 

members with coordination of sales calls to key accounts. 

 



e Conducts industry analysis annually; completes the Strategic 
Assessment and Planning tool and updates the plan as industry 
conditions change. 

Conducts admission screening of potential residents, determines level 
of care, services required, equipment needs and insurance coverage, as 
appropriate. 

Coordinates and facilitates the clinical and financial approval process, 
in a timely manner. 

Coordinates admissions with appropriate departments and staff. 
Directs efforts to the managed care industry by setting up 

appointments with case managers and explaining the services 

provided. Participates in contract closings and price negotiations with 
insurance companies, as assigned. 

Maintains up-to-date knowledge of current regulations governing 
Medicare / Medicaid and private insurance company reimbursement 
processes. 

Ensures all required records are maintained and submitted, as 

appropriate, in an accurate and timely manner. 

Completes required forms and documents in accordance with company 
policy and state and/or federal regulations. 
Performs other duties as assigned. (Careerbuilder.com, 2010) 

The list of requirements for the admission marketing nurse is lengthy. 

More concerning is that none of the knowledge areas listed above are taught in 

nursing school. These are life learning areas that require additional knowledge 

in order to be effective in the role and successful for the facility. In an interview 

with a marketing admission nurse with 20 years of experience, she summed up 

the training issue as follows: 

“When you graduate out of nursing school, your eyes are wide with 

wonder at the fact that you will save someone's life. When that day does not 

come, because you cannot get a job at a hospital, you are disillusioned with the 

health care system, or you feel a calling to the elderly and you find yourself in a 

search for something different. That difference comes with a price... knowledge. 

No one tells you how to figure out Medicare and Medicaid rate; how Health 
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Maintenance Organizations (HMO’s) work; how to read a chart to assess a 

patient for admission; or even how to deal with difficult families. A training 

program is one of the most needed but under developed programs in the field.” 

(Stortaka, 2010) 

As Stortaka noted, when becoming a RN, required knowledge base for the 

National Council Licensure Examination (NCLEX) RN exam, does not include 

the area of admissions and marketing are not key knowledge areas. 

The exam focuses specifically on: 

«Safe, Effective Care Environment 

o - Management of Care 

o - Safety and Infection Control 

eHealth Promotion and Maintenance 

o - Growth and Development Through the Life Span 

o - Prevention and Early Detection of Disease 

«Psychosocial Integrity 

o - Coping and Adaptation 

o - Psychosocial Adaptation 

«Physiological Integrity 

o - Basic Care and Comfort 

o - Pharmacological and Parenteral Therapies 

o - Reduction of Risk Potential 

o - Physiological Adaptation (NCSBN, 2010) 

Although management of care is clearly defined and discussed, the 

process for critical thinking when assessing a patient for admission to the long- 

term care facility is not addressed in any area.  



4.6 Certification of Nurses: 

In the long-term care realm, the National Association Directors of 

Nursing Administration (NADONA) offers certifications that are specific to long- 

term care. NADON, however, focuses on certifying the Director of Nursing, but 

does not focus on the process of marketing and admission except in a generic 

cross section. (National Association Directors of Nursing Administration, 2010) 

NADONA's certification process does step into the long-term care realm; but it 

still does not focus on the specific knowledge needs of the long-term care 

admission-marketing nurse. 

The American Association of Long-Term Care Nursing offers several 

certifications to the nursing profession. Specifically they focus on the Director 

of Nursing, Culture Change Nurse Coordinator, Staff Development Specialists, 

LPN certification and RN certification in long-term care. (American Association 

for Long Term Care Nursing, 2007) 

Although each of these are viable and needed areas for certification, the 

admission-marketing nurse role is looked over and only pieces of their process 

are captured in the various certifications above. If the admission 

evaluation/assessment is incomplete or incorrect, the skill of these certified 

individuals is impaired. 

There remains a clear gap for a comprehensive certification program that 

is directed specifically to the needs that the admission-marketing nurse faces 

each day.  



Chapter 5: Analysis of the Research Findings 
  

5.1 Certification 

Nursing as a profession has a long history of teaching the basics, and 

learning the details while entrenched in the experience. In the long-term care 

environment this has been an ever present process that has become outdated 

with the complexity of different types of patients over time. 

The issue arises, when the nurse is expected to learn information that 

was never taught or presented in academia and no stable mentor is present to 

teach and reinforce the needed skill set. The process then becomes “learn 

through success and failure” and at times, at the financial expense of your 

employer and the health care delivery to the patient. 

The acute care setting has taken a very clear direction toward certifying 

nurses in their area of expertise. This is equated with knowledge and 

experience. 

The process of becoming certified originally was equated to a period of 

time working in the area of certification — for example 2 or 4 years coupled with 

passing an exam that is based on the knowledge areas for the specialty to 

become certified. 

The nurse must then maintain the certification via continuing education 

unit (CEU) requirements. Most certifications require 10 to 60 CEU's every 1 to 

4 years to maintain their certification. 

In long-term care, the idea of becoming certified is a new concept and 

traditionally applies to those in an administrative position such as the Director  



of Nursing. More often than not in the long-term care environment, nurse are 

required to be experts in various co-morbidities, medications, apparatuses, and 

social issues due to the nature of the business and the changing acuity level of 

the residents. 

The admission-marketing nurse’s knowledge base requirements are 

different than those of the floor nurse. The drive to certify the admission- 

marketing nurse is not based on their ability to show they are experts in the 

ability to critically manage, nor evaluate the dynamic situations of chronically 

or critically ill patients, but to instead show that they are masters at: 

Understanding what information is available. 

Effectively accessing that information to make quick, financially and 

clinically sound decision regarding admission. 

Collect the critical information needed to ensure reimbursement is at its 

highest applicable rate, consistent with maintaining and enhancing 

quality of life. 

e Evaluating when the decision to say “no” to an admission is sound and 

correct. 

The research clearly shows that the process of certifying nurses in long-term 

care is just in its infancy stages. The field is open to the process of certifying 

nurses to bring about expertise and increased knowledge that ultimately 

increases reimbursement for the facility and improves patient outcomes.  



Chapter 6: Discussion and Recommendation 
  

6.1 Discussion 

Equipping nurses in long-term care to bring about better patient 

outcomes, and increased revenues is both needed, and recommended 

according to the research available and by analogy to certifications in other 

areas of nursing. With the expected dramatic growth in the elderly population, 

the need for qualified nurses in the long-term care industry is not only a need, 

but will likely be a requirement. As more and more nursing homes are closing 

their doors each day due to shrinking revenues and increasing costs, providing 

an avenue for admission-marketing nurses to better understand the 

requirements for accepting patients is a win-win situation for the patient and 

the facility. By creating an admission-marketing nurse certification program 

the facility can actively address two of the largest cost areas that a nursing 

home faces - regulatory fines and patient litigation. 

6.2 Recommendation: 

Based on the research, the recommendation is to create a certification 

program specifically directed for the admission/ marketing nurse. The program 

will be outlined in this section. The hypothesis is supported and is fervently 

proved. 

6.2.1 Program Creation: 

The process of certification begins with the creation of the certifying 

organization. After an extensive search for long-term care admission/ 
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marketing professional organizations, no clear leader or organization was 

identified in this in this area. The “Association of Long-Term Care Excellence” 

(ALTCE) was created as the governing body for the certification process. 

The mission of ALTCE is: Educate, Advocate, and Lobby for the long-term 

care industry: 

For the Nurse: to provide services and advocate for the nursing 

profession in relation to the long-term care environment to achieve 

excellence in the profession. 

For the Unlicensed Staff: to provide services and advocate for the long- 

term care industry including the required non licensed staff to achieve 

patient excellence. 

For the Facility Owner: to provide current and value added information 

regarding industry trends and changes in the industry. 

6.2.2 Website 

In order to reach the end user a website is an integral component in 

today’s environment. The website identified for ATLCE is 

www. ltcexcellence.com. 

6.2.3 Certification Program Branding: 

All programs need specific branding that sets them apart in the industry. 

The first step to successful branding is the creation of the governing 

organization. The second is the creation of the organizations logo. The logo 

should be a reflection of the organization's mission and speak to the 

34 | Page  



components that guide the organization. ALTCE’s logo is captured in 

Appendix A. 

6.2.4 Oversight Committee 

Certifying bodies have a clearly defined committee of knowledge experts. These 

areas are defined by the certifying organization as the key areas for success for 

individuals that seek certification. Through the interview process of 

Administrators, Thought Leaders, and admission-marketing nurses, the 

following knowledge areas were identified as the key areas for testing: 

e Nursing home regulatory environment 

e Implementation of the Medicaid pre-admission process 

e Implementation of the Medicare pre-admission process 

e Marketing 101 

The committee that governs the testing process is then created out of 

knowledge experts for the defined key knowledge areas. The governing 

committee for Certified Admission Marketing (CAM) nurse was created based 

on these areas. The committee list and associated biographical information is 

attached in Appendix B. 

6.2.5 Certification Author and Though Leader Overview 

About the author:  



Elizabeth Ciyou — Allee, BA, RN, WCC, CCM, CPC, CLNC-e, CHPN-¢, TNCC-e¢, 

has been involved in the field of long-term care for more than 20 years and is 

currently the Director of Clinical Informatics and Information Technology for a 

large healthcare consulting firm out of Chicago, Illinois as well as a co-owner of 

Healthcare Investigators, an education, advocacy, and risk management firm 

for long-term care in Indianapolis, Indiana. Elizabeth has been involved in 

healthcare at the local, state, and national levels through the Indiana Health 

Care Association and the Illinois Health Care Association. She has provided 

educational programs in Indiana, Illinois, New York, and Iowa. Liz is licensed in 

Indiana and Illinois. 

About the subject matter reviewer: 

Joyce Ciyou, MS RN, LHFA, WCC, CPC is the Chief Operating Officer of a large 

healthcare consulting firm out of Chicago, Illinois as well as a co-owner of 

Healthcare Investigators, an education, advocacy, and risk management firm 

for long-term care in Indianapolis, Indiana. Joyce has held many positions in 

the long-term care realm: Director of Nursing, Administrator, Regional Clinical 

Consultant, State Appointed Monitor, Court Appointed Patient Care 

Ombudsman, Expert Panel Speaker, and Risk Management Director. Joyce 

carries licensure in Indiana, Illinois, and Arizona. 

6.2.6 Introduction 

During the past 50 years, nursing homes have evolved into the second most 

regulated industry, second only to nuclear power. In addition, the consumer 
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has created their own views on what the nursing home environment should be; 

a beautiful environment that provides an array of nursing and rehab treatment 

without the institutionalized look. These 2 components sandwiched with the 

decreasing reimbursement dollar leaves the nursing home in a very competitive 

situation. Now more than ever, it is imperative for the nursing home to be able 

to meet the consumer’s expectation and adhere to the regulator demands. The 

nursing home must have a well-trained and informed admissions department 

lead by a CAM nurse who understands the consumer demands, the regulatory 

requirements and an acknowledgment that health care must follow a business 

plan. 

In order for the CAM nurse to understand the complex admission 

process of the nursing home, they need to review the history of the regulations 

mandated for the nursing home. During the mid-1960s, congress passed 

reimbursement regulations for Medicare and Medicaid programs. These 

regulations came about to address concerns about the continuing problems in 

nursing home quality and the widespread recognition that existing federal and 

state regulatory systems were ineffective. Many groups attempted to reform 

the regulations but it was not until the early 1980s that a plan structure was 

started. In an effort to address these problems, Congress asked the National 

Academy of Sciences and its Institute of Medicine to examine nursing home 

quality and to report on how to improve nursing home regulation. The 

Institute of Medicine formed a committee of experts and after a 2.5 year study  



and a series of hearings, the committee issued its report, thus, leading to the 

Omnibus Budget reconciliation Act (OBRA). 

The 1987 OBRA nursing home reforms set the standard for the nursing 

home industry. The provisions of the act went into effect in federal law on 

October 1, 1990 and were implemented in the spring of 1991 The OBRA-87 

provisions were the most sweeping reforms on how nursing homes were 

regulated since the onset of federal payment for nursing home care with the 

passage of Medicare and Medicaid programs in the mid-1060s. (State of 

Wisconsin, 2003) 

One of the key provisions used to help implement the OBRA 

requirements in daily nursing home practice was the mandatory use of a 

standardized, comprehensive system, known as the resident assessment 

instrument (RAI) The regulation enhanced and included new requirements on 

quality of care, resident assessment, care planning, and the use of neuroleptic 

drugs and physical restraints. The OBRA reforms and introduction of the RAI 

constituted an unprecedented implementation of comprehensive geriatric 

assessment in Medicare and Medicaid-certified nursing homes. It is 

imperative for the CAM nurse to have a clear understanding of the 

comprehensive resident assessment instrument (RAI) and the Minimum Data 

Set (MDS) as this is an important piece of the admission process and it must 

be woven into the fabric of the marketing program. The facility must be able to 

meet the needs of the new admission while ensuring that an adequate 

reimbursement plan is in place.  



Marketing is widely recognized as an essential business function across 

all industries, including healthcare. The nursing home leaders can benefit from 

learning about and borrowing from the successful marketplace management 

strategies that other industries have found to be effective in the ever 

competitive marketplace. Developing tailored services and programs for 

optimal customer relationship management is crucial to developing and 

implementing an effective marketing program. Nursing home operators and 

administrators must work diligently to create staff awareness that healthcare is 

a business and that customer service is of the upmost importance. 

Of equal importance is a thorough understanding of what the consumer 

wants as well as their specific needs and expectations. Per interview with over 

100 family members, most wanted their loved one to receive excellent nursing 

care but wanted this to be provided in a “non-institutionalized like” 

environment; family gathering rooms, restaurant style meal service, and noise 

control. Communication with the nursing staff was also an important item. 

Most agreed that communicating with the licensed staff gave them a comfort 

level of their loved one’s care 

A CAM nurse is the key to a successful marketing program. They can 

endorse the internal marketing piece as well as the external marketing 

program. Building customer relationships is the core to a sound marketing 

plan that is facilitated through nurturing the relationship with the current 

residents and their family members, developing professional bonds with other 
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healthcare providers and setting short and long-term target goals for the 

organization. 

One of the key rolls of the CAM nurse is to be the “team cheer leader” 

and to work with the department leaders in improving staff morale. It is vital 

for all facility staff to participate in improving customer relationships within the 

facility and in the community at large. 

The CAM nurse program prepares the nurse in all aspects of the 

admissions process, including state and federal guidelines, the Pre Admission 

Screening and Resident Review (PASRR) process, diagnoses assessment, 

disease process assessment, emotional and behavioral assessment, Resident 

Assessment Instrument (RAI), cost analysis, medication review, therapy needs, 

rug category, and equipment needs. 

The following elements will address the knowledge base required of the 

CAM nurse to effectively function in their role. 

6.2.7 Element 1 

Historical review of the nursing home regulatory environment during the past 

50 years; most of the rules are still current today. 

Learning objectives 

After reading this element, the reader will be able to 

1.Describe the laws passed in the 1960's that still affect nursing homes today. 

2. Recognize the rules/regulations of the Omnibus Budget Reconciliation Act 

(OBRA) of Congress and how to use these rules in the pre-admission and  



admission process 

3.1dentify the key components of the Resident Assessment Instrument (RAI) 

Key Abbreviations/ Definitions 

CAM- Certified Admission Marketing Nurse: Registered nurse in good standing 
who has obtained certification through class attendance and successful 
passing of the CAM nurse certification exam. 

OBRA - Omnibus Budget Reconciliation Act: The Omnibus Budget 
Reconciliation Act (OBRA), which is also referred to as the Nursing Home 

Reform Act of 1987 covers two primary areas of federal regulation, delivery of 
services to residents and the survey enforcement of federal regulations. 

A nursing home is required to provide resident services in a way which 

maintains the highest practicable physical, mental and psychosocial well-being 
of each resident, while protecting and promoting the rights of each resident. 

RAI - Resident Assessment Instrument: The Centers for Medicare and 
Medicaid Services (CMS) published the Resident Assessment Instrument (RAI) 

manual, which helps staff gather information used to asses and plan the care 
of residents, as well as information used for payment of skilled nursing services 
provided in a resident’s Part A stay. 

MDS - Minimum Data Set: Is the core set of screening and assessment 
elements of the Resident Assessment Instrument (RAI). This resident 

assessment instrument provides a comprehensive, accurate, standardized, 

reproducible assessment of each long-term care facility resident's functional 
capabilities and helps staff to identify health problems. This assessment is 
performed on every resident in a Medicare and/or Medicaid-certified long-term 
care facility including private pay. 

Introduction 

During the past 50 years, nursing homes have evolved into the second 

most regulated industry, second only to nuclear power. In addition, the 

consumer has created their own views on what the nursing home environment 

should be; a beautiful environment that provides an array of nursing and 
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rehab treatment without the institutionalized look. These 2 components 

sandwiched with the decreasing reimbursement dollar leaves the nursing home 

in a very competitive situation. Now more than ever, it is imperative for the 

nursing home to be able to meet the consumer’s expectation and adhere to the 

regulator demands. The nursing home must have a well-trained and informed 

admissions department lead by a certified admission nurse who understands 

the consumer demands, the regulatory requirements and an acknowledgment 

that health care must follow a business plan. 

In order for the Certified Admission-Marketing Nurse (CAM) to 

understand the complex admission process of the nursing home, they need to 

review the history of the regulations mandated for the nursing home. During 

the mid-1960s, congress passed reimbursement regulations for Medicare and 

Medicaid programs. These regulations came about to address concerns about 

the continuing problems in nursing home quality and the widespread 

recognition that existing federal and state regulatory systems were ineffective. 

Many groups attempted to reform the regulations but it was not until the early 

1980s that a plan structure was started. In an effort to address these 

problems, Congress asked the National Academy of Sciences and its Institute of 

Medicine to examine nursing home quality and to report on how to improve 

nursing home regulation. The Institute of Medicine formed a committee of 

experts and after a 2 .5 year study and a series of hearings; the committee 

issued its report, thus leading to the Omnibus Budget reconciliation Act 

(OBRA). 
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The 1987 OBRA nursing home reforms set the standard for the nursing 

home industry. The provisions of the act went into effect in federal law on 

October 1, 1990 and were implemented in the spring of 1991 The OBRA-87 

provisions were the most sweeping reforms to how nursing homes were 

regulated since the onset of federal payment for nursing home care with the 

passage of Medicare and Medicaid programs in the mid-1060s. (State of 

Wisconsin, 2003) 

One of the key provisions used to help implement the OBRA 

requirements in daily nursing home practice was the mandatory use of a 

standardized, comprehensive system, known as the Resident assessment 

instrument (RAI) The regulation enhanced and included new requirements on 

quality of care, resident assessment, care planning and the use of neuroleptic 

drugs and physical restraints. The OBRA reforms and introduction of the RAI 

constituted an unprecedented implementation of comprehensive geriatric 

assessment in Medicare and Medicaid-certified nursing homes. It is 

imperative for the CAM nurse to have a clear understanding of the 

comprehensive resident assessment instrument (RAI) and the Minimum Data 

Set (MDS) as this is an important piece of the admission process must be 

woven into the fabric of the marketing program. The facility must be able to 

meet the needs of the new admission while ensuring that an adequate 

reimbursement plan is in place. 

Summary 

22 cy AY fn 15d 4. #1 im, br  



This element provides the historical data of how the nursing home has 

evolved during the last 50 years. The primary purpose of this element is to 

prepare the nurse with the information needed to pass the admission- 

marketing certification test for nurses (CAM). In a practical matter, this 

information will give the nurse knowledge to understand the steps required to 

admit a person to a nursing home. 

Review 

OBRA is a term for: 

A. Required lab test for anyone entering a nursing home 

B. The name of a key leader in nursing home reform 

C. A nursing home survey form that every resident must complete within 5 
days of their admission 

D. An act passed by congress to set a standard for nursing homes 

. Adhering to the OBRA requirements is: 

. Only for the hospital 

Only for physicians who practice in the nursing home 

. Only for nursing homes with more than 100 beds 

. Only for nursing homes 

. The CAM nurse certification indicates that: 

. The nurse can perform any duty in the nursing home 

. The nurse has the authority to act on her on without facility guidance 

. The nurse graduated from an accredited nursing school 

. The nurse has received additional training in the form of a certification 

on  



4. The RAI came about as part of the OBRA rules and is a: 

1. Resident Assessment Instrument that is used in nursing homes all over the 
country 

2. The RAI is a form that is used to calculate the facilities’ taxes 

3. The RAl is not required and is not important to the nursing homes 
reimbursement 

4. The RAI is a form that is completed by the facility administrator 

Resources 

Appendix C 

RAI Chapter 

-March2006.do¢ (Centers for Medicare and Medicaid Services, 2008) 

Appendix D 

Zh 
RAI Chapter 6_July 

2003 doc (Centers for Medicare and Medicaid Services, 2008) 

Appendix E 

RAI_APPendIX_A_Ju 
ly 2008.DOC 

(Centers for Medicare and Medicaid Services, 2008) 

Appendix F 
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RAI_APPENDIX_D_M 

AY2005.P9€ (Centers for Medicare and Medicaid Services, 2008) 

6.2.8 Element II 

Implementation of the Medicaid pre-admission process 

Learning Objectives 
  

After reading this element, the reader will be able to 

1. Identify the steps in the pre-admission assessment process 

2. Recognize the value of the interdisciplinary team approach to the pre- 
admission assessment process 

3. Describes what takes place in each part of the pre-admission assessment 
process, clinical, behavioral, financial, family support 

Key Abbreviations /Definitions 

PASRR - Pre Admission Screening and Resident Review: The PASRR is a 
federally mandated screening process for individuals with serious mentally ill 
and/or mentally retarded /mentally retarded related diagnosis who apply or 
reside in Medicaid Certified beds in a nursing facility regardless of the source of 
payment. The screening assures appropriate placement of persons known or 
suspected of having a mental impairment(s) and also that the individual needs 
of mentally impaired persons can be and are being met in the appropriate 
placement environment. (State of Missouri - Department of Health and Senior 
Services, 2010) 

Introduction 

Any person seeking nursing facility placement is required by law to 

complete the pre-admission screening (PASRR) process. This process 

determines the appropriateness of placement, but does not commit an 

individual to facility placement. The nursing facility must explain the 

procedures for entering the nursing home. The time from initial application to 
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the rendering of a decision usually takes 30 days or less in most states. All 

states have an appeal process should the applicant disagree with the decision 

rendered. Emergency authorizations mat be granted when appropriate. In 

most states, by law, Medicaid funds for your daily care can be withheld for up 

to one year if you refuse the PAS process. Thus, the person entering a nursing 

home may choose to bypass the PASS process but there is usually a wait time 

penalty should they need Medicaid assistance within the first year. 

“Medicaid regulations require States to maintain a Preadmission 

Screening and Resident Review (PASRR) program to screen nursing facility 

applicants and residents for serious mental illness. 

The purpose of PASRR is to assess, through progressive screening, whether 

applicants for nursing facilities have mental illness or retardation, and if the 

nursing facility is an appropriate placement. The first test, Level I, screens for 

potential mental illness. All those who test “positive” must receive a more in- 

depth screen, Level II, which more accurately identifies mental illness and 

assess whether the individual needs specialized services and nursing facility 

level of care.” (Karen Linkins, 2006) 

Summary 

This element provides the tools and concepts to screen a resident for 

placement in the nursing home. The primary purpose of this element is to 

prepare the nurse with the information needed to pass the admission- 

marketing certification test for nurses (CAM). In a practical matter, this 
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information will give the CAM nurse knowledge to understand the admission 

process both from the federal and state level. 

Questions 

1. The pre-admission assessment is conducted by: 

A. The facility interdisciplinary team 

B. The charge nurse at the hospital 

C. The attending physician 

D. The key family member and the CAM nurse. 

2. One of the important pieces of the pre-admission process is: 

A. Did the resident like the charge nurse at the hospital 

B. Will the facility be able to meet the clinical needs of the resident 

C. Will the attending physicians make his visits on time. 

D. The resident has a sister residing in the nursing home. 

3. Which information below would carry more weight in determining 
whether to admit a resident: 

A. Resident is allergic to milk products 

B. Resident has a large family 

C. Resident's daughter tells you that she wants her mother is antisocial and 
will most likely hit someone if they get too close to her. 

D. Resident is a diabetic and does not like to take her insulin. 

4. Medicaid regulations require States to maintain a Pre Admission 
Screening and Resident Review (PASRR) program. The purpose is to 
screen: 

A. To determine if the potential resident will like living in a nursing home. 

B. To assess, through progressive screening, whether the potential resident 
has a mental illness or retardation. 

C. To identify the clinical needs of the potential resident.  



D. To determine the potential resident’s ability to pay for their care. 

Resources 

Appendix G 

= i 

PASRR. pdf 

(Karen Linkins, 2006) 

6.2.9 Element III 

Implementation of the Medicare pre-admission process 

Learning Objectives 
  

. Understand the history of the Medicare system. 

. Identify the 4 types of Medicare Coverage. 

. Recognize how Medicare Hospice fits into the Medicare benefit. 

. Understand the importance of validating Medicare coverage. 

Key Abbreviations /Definitions 
  

Medicare A: Hospital insurance that helps pay for inpatient hospital care, 
limited skilled nursing care, hospice care, and some home health care. Most 
people get Medicare Part A automatically when they turn 65. 

Medicare B: Medical insurance that helps pay for doctors' services, outpatient 
hospital care, and some other medical services that Part A does not cover (like 
some home health care). Part B helps pay for these covered services and 
supplies when they are medically necessary. A monthly premium must be paid 
to receive Part B. 

Medicare C: Part of the Balanced Budget Act of 1997 that permits Medicare 
recipients to select coverage among various private health care plans to include 
HMO's, PPO’s, Point-of-Service (POS), Medical Savings Accounts (Msa), fee-for- 

service plans, and provider-sponsored plans. These plans will receive a per 
capita payment per enrollee from the federal government, and the plans have 
the option to charge the enrollees a monthly premium. Persons who are eligible 
for Medicare Part A and are enrolled in Medicare Part B are eligible for 
enrollment in either the traditional Medicare program or this new Medicare  



Part C program. Each November, the health care financing administration will 
conduct open enrollment periods so that persons may select the type of health 
care program in which they wish to participate. (Answers.com, 2010) 

Medicare D: A prescription drug benefit program that was created through the 
U.S. Medicare Prescription Drug, Improvement, and Modernization Act of 2003. 
The "D" stands for "drugs". The program gives Medicare recipients these basic 
choices: stay in traditional Medicare without signing up for the prescription 
drug benefit outlined in the Act, stay in traditional Medicare and enroll in a 
Medicare drug plan, enroll in other Medicare plans, or enroll in a 
comprehensive private health plan (which may or may not cover prescription 

costs). The program began providing coverage for users on Jan 1, 2006. 
(Answers.com, 2010) 

Medicare Hospice Benefit: The Medicare Hospice Benefit was established in 
1982 under the Tax Equity and Fiscal Responsibility Act (TEFRA). It defines a 
patient's eligibility for the benefit based on life expectancy, the services hospice 
providers were to offer, and the reimbursement for those services. It serves as 

the model of reimbursement for Medicaid as well as private insurance and 

managed care plans. (About.com, 2007) 

Introduction 

Medicare; History 

The, 1965 Social Security Act established both Medicare and Medicaid. 

Medicare was a responsibility of the Social Security Act (SSA) is under the 

oversight of the Department of Health, Education and Welfare (HEW). In 1977, 

the Health Care Financing Administration was created under HEW to 

effectively coordinate Medicare and Medicaid. In 1980, HEW was divided into 

the Department of Education and the Department of Health and Human 

Services (HHS). In 1945, President Truman outlined a comprehensive, prepaid 

medical insurance plan for all people through the Social Security system. The 
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plan included doctors, hospitals, nursing, laboratory and dental services: it 

was dubbed “National health Insurance”. 

In 1965, the Social Security Act established both Medicare and 

Medicaid. Medicare was a responsibility of the Social Security Administration 

(SSA). Over the years, lawmakers narrowed the field of health insurance 

recipients largely to social security beneficiaries. In 1965, President Lyndon B. 

Johnson signed H. R. 6675 (The Social Security Act of 1965) to provide health 

insurance for the elderly and the poor. ON July 30, 1965, President Johnson 

signed the Medicare and Medicaid bill (Title XV111 and Title X1X of the social 

security act). Medicare extended health coverage to almost all Americans aged 

65 or older. 

In 1972, Social Security Amendments expanded Medicare to provide 

coverage to tow additional high risk groups, disabled persons and persons 

suffering from end-stage renal disease. In 2003, President Bush signed the 

Medicare Prescription Drug improvement and Modernization Act into law. 

The Medicare program has evolved into several different sections, 

Medicare A, Medicare B, Medicare C and Medicare D 

Medicare - Part A 

Medicare Part A: The skilled nursing facility receives payment for their 

Part a Medicare recipients via a Medicare PPS payment system 
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Case mix prospective payment for skilled nursing facilities (SNFs) budget 

act of 1997. Section 4432 (a) of the Balanced Budget Act (BBA) of 1997 

modified how payment is made for Medicare SNFs services. Effective with cost 

reporting periods beginning on or after July 1, 1998, SNFs are paid on the 

basis of a prospective payment system (PPS). The PPS payment rates are 

adjusted for case mix and geographic variation in wages and cover all costs of 

furnishing covered SNF services (routine, ancillary, and capital-related costs). 

Medicare Part B 

Medicare Part B is a supplemental insurance option for people who 

qualify for Medicare. Its purpose is to provide coverage for health care not 

covered under part A. Part B provides coverage for doctor's services outside the 

hospital setting and other medical services that Part A doesn’t cover. Additional 

services include physician visits, laboratory tests and X-rays, rehabilitation 

services, ambulance and some medical equipment and home health services. 

Medicare Part C 

Medicare Advantage plans were first knows as “Medicare+Choice” plans but 

later took on the name of “Medicare Advantage”. These plans offer both health 

insurance coverage and optional drug coverage benefits (sometimes called MA- 

PD plans). Coverage is typically offered through a network of doctors and 

health care providers. Medicare Advantage plans often have higher do-pay 

amounts than a Medigap plan and may also require your primary care 

physician be in their network. However, Medicare advantage monthly 

premiums are low. 
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Medicare Part D 

A prescription Drug Plan, sometimes referred to as a PDP, provides insurance 

coverage for medications. Each insurer offering a PDP has a list of the drugs 

they cover. It's important to find a plan that covers the drugs you are taking so 

as to minimize the overall drug expenses. These plans can be purchased on a 

stand-alone basis or in conjunction with a Medicare Supplement or Medicare 

Advantage Plan. Co-pays and premiums are modest and the savings can be 

sufficient. 

Medicare Hospice Benefit: 

The Medicare hospice benefit was created for those patients that were 

terminally ill and seeking to live to the fullest extent possible without acute 

care intervention. The benefit covers all charges that are related to the 

patient's terminal diagnosis such as medications, equipment, respite care, etc. 

The benefit does not have a room and board benefit for patients in a nursing 

home. The benefit once enacted runs in 90 day recertification periods. If the 

patient recovers from their illness they will be discharged from hospice. The 

patient may revoke their hospice benefit at any time. 

Summary 

The Medicare benefit is an extensive program available to qualified individuals 

beginning at the age of 65. Each plan under Medicare is governed by its own 

fiscal plan or act and coverage can be based on various choices and options 

that the beneficiary has applied for or chosen. The CAM nurse must have a  



firm understanding of the various plans available to each beneficiary and 

provide their facility with correct and validated information to ensure proper 

coverage confirmation and billing. 

Questions 

1. Medicare coverage is part of the 1965 Social Security Act and is known 
as: 

. Title 19 

. The Truman plan 

. Title 18 

. Social Security Plan 

. Medicare A in the skilled nursing facility is associated with the: 

. Medicaid program 

. The PPS system 

. Medical Director’s certification 

. Social Security Act of 1965 

3. The Certified Admissions and Marketing nurse must understand the 
Medicare Part A benefit because: 

A. It is a requirement to have Part A to be admitted to the nursing home 

B. The Part A benefit is necessary for a qualified skilled stay in the nursing 
home. 

C. The Part A benefit allows the physician to bill for his/her services 

D. Medicare Part A is requirement for physical therapy reimbursement 

4. Medicare C is also known as: 

A. A federal drug reimbursement program  



B. A Medicare Advantage plan 

C. Is a requirement for nursing home admission. 

D. Is used by the physician to bill for his/her services 

. The qualifying age for Medicare coverage is: 

. Age 55 

. Age 72 

JAge 65 

. There is no qualifying age 

. The Hospice program is associated with: 

. Medicare part D 

. Medicare Part B 

. Medicare part A 

. There is no association with Medicare 

Resources 
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(Synertx Rehabilitation, 2009) 

6.2.10 Element IV 

Marketing 101 

Learning Objects 

Key Abbreviations /Definitions 

See previous Elements 

Internal and External Marketing: Admission to the nursing home 

Admitting one’s parent or loved ones to a nursing home can be a difficult and 

emotional task for the already stressed family member. The CAM nurse can 

assist them through the process and can make the experience less stressful by 
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knowing the pertinent question to ask. The first interaction with the family 

may come via a phone call or the family member may just simply show up at 

the facility without any notice. Either way, this first interaction is the most 

important element of the internal marketing plan and must be handled 

appropriately. 

Phone Inquiry: The consumer inquiring about nursing home placement for 

their loved one has probably chosen your facility because the hospital 

discharge planners handed them a list of local nursing homes as possible 

choices. If the admission to the nursing home is not a result of a catastrophic 

event, the consumer may “surf the web” to obtain their information. It is 

imperative that the initial contact be a positive interaction. There should be a 

dedicated phone number for inquiry calls if possible, if not, there must be a 

facility system in place to answer the phone as quickly as possible by a 

competent friendly person and staff must be trained on telephone etiquette and 

the important questions to ask when providing admission information. If 

possible, the CAM nurse should take the call and if she is not available, there 

should be another person in line to take the call. 

Phone inquiry - How to treat your customers: 

http: //www.youtube.com /watch?v=KeugJrKtfbs&feature=related 

Walk in -inquiry: 

It is imperative that the receptionist or the person assigned to greeting visitors 

to the nursing home and take note of those who are there to inquire about 
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admitting their loved one. The CAM nurse should be contacted immediately 

that a customer is waiting. It is so important for the first impressions to be 

positive ones, if the CAM nurse is not available, there should already be a 

designated person to meet with the customer. It is important to make eye 

contact, to offer a clear greeting with introduction and a simple “how can I 

help”. However, different locations and different situations will determine the 

type of greeting. What is important is to use eye contact and to give the person 

a comfort level that you are there to offer assistance to meet their needs. The 

CAM nurse's office should be located near the entrance of the facility if 

possible. If not, the facility should already have a pre-determined route to 

take. Once in the CAM nurse’s office, it is a must to make the inquirer as 

comfortable as possible, perhaps offering simple refreshment. It is vital to give 

the person a few minutes to express their needs, good listening is imperative to 

establishing what is important to the person who is talking. Once there is a 

break in the conversation, reaffirm with the person what you heard, their loved 

one is in the hospital and will need rehabilitative therapy. Chances are, they 

have also stated a few of their thoughts about nursing home placement. Most 

facilities will have a pre-admission inquiry form that can lead the interviewer to 

ask the pertinent questions. The CAM nurse may only have a few minutes 

to identify the facilities strong points and should take the opportunity to bring 

this into the conversation. If the family member has indicate that their desire 

is for their loved one to return home, the CAM nurse should state the facility's 

track record of successfully returning residents back home, Likewise, if the  



family member indicates that their loved one will probably be for long-term 

placement, provide them information on how good the food and the nursing 

care is at the facility. 

No matter what your source is for the referral, ensure that a resident 

referral form is completed in order to track your referrals for any issues, 

concerns or compliments. 

Appendix N 

residentacceptform. 
doc 

Customer Service 

When marketing your facility, one customer service mistake can ruin the 

prospective resident’s view of the facility and turn them away even if your 

facility is the best choice. As the marketing director you often have to be the 

facility cheerleader. This can be accomplished by implementing the “MAGIC” 

program at your facility. 

Appendix O 

MAGIC Standard.doc 

Marketing Plan 

The process of marketing your facility has to occur from the inside out. If you 

spend a full day marketing to your local hospital how wonderful your facility is 

and that evening your dietary managers son is a patient in the ER and all she 

talks about is how bad her job is at your facility, she has effectively deleted the 
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work that was accomplished by marketing that day. Effective marketing occurs 

with a comprehensive internal and external marketing plan. 

Appendix P 

plan. xls 

Admission Algorithm 

The CAM nurse must be equipped with the best information about their facility 

in order to make sound decisions about admissions. Creating an admission 

algorithm with the collective input from the Administrator, Director of Nursing, 

Social Worker and the Marketing Director will make your decisions values 

based. This process immediately allows the CAM to know if the admission is 

even a possibility. Once the decision is made that the facility can accept the 

patient the cost of care process must be completed. This process identifies the 

finance triggers that must be reviewed and accepted by the facility 

management. Once the costing of care is completed, the facility must then 

move into high gear to prepare for the residents admission. The facility 

management must participate in daily bed management in order to make 

available as many beds to the community as possible. The algorithm should be 

reviewed quarterly for changes due to regulatory guidance, equipment changes 

or facility changes.  



quick admission 
algorithm.doc 

Summary 

The marketing process is integral to the success of each and every nursing 

home and CAM nurse. It requires a can do attitude and equipping oneself with 

the proper tools, mindset and desire to see their facility provided the needed to 

care to the community. This is accomplished by utilizing the tools at hand and 

bringing the facility staff on board to sell the facilities excellent qualities. 

6.2.11Final Exam 

Upon completion of the 2 day review course, the applicant may sit for the final 

certification exam. The exam will consist of 50 questions and 2 case studies. 

80% or higher passing grade is required for successful certification. 

   



Chapter 7: Limitations of the Research 
  

Research in long-term care is very limited due to the nature of the 

industry and the lack of though leaders actively working in the industry for 

long periods of time. Most research is drive by regulatory changes that occur 

in the legislature where the though leaders are far removed from the reality of 

the day to day work that occurs. 

The result of the limited research available on the industry requires 

those who choose to push forward and make a difference, true pioneers in the 

industry. 

   



Chapter 8: Future Research 
  

The opportunities for research in long-term care are wide open. As the 

largest population segment in the United States approaches retirement age and 

eventually the need for long-term care services, the industry will be carrying a 

heavy burden. The ability to research many of the issues that are currently 

facing long-term care facilities has the ability to see new processes, inventions, 

and ways of caring for the elderly to bring about better patient outcomes. 
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Administrator: 

Keith Hufsey, LNHA, LPN: With 30 years experience working in the long-term 

care industry Keith Hufsey provides SAK Management and our clients with a 

wealth of knowledge and experience. As the Assistant Director of Operations he 

is involved with the overall operation in all facilities and plays an instrumental 

role in the turnaround of deficient facilities. 

Over his career Keith has accumulated a number of deficiency free surveys, 

which speak to his ability to deliver results, and has maintained major 

involvement in assisting the turnaround of deficient nursing homes into 

operationally sound facilities. 

Keith's input and operational involvement include the benefit of his experience 

in various facets of the long-term care industry as well as other related fields. 

The value he brings to every client includes knowledge that stems from being a 

Licensed Nursing Home Administrator for over 25 years. His expertise of writing 

Plans of Correction for government approval and State licensure and Federal 

certification is unmatched. He carries a Food Service Certification and is a 

Licensed Practical Nurse in Illinois and a Certified Trustee to a multi-million dollar 

religious organization. 

Joyce Ciyou, MS RN, LHFA, WCC: Masters prepared and possessing extensive 

hospital expertise from bedside nursing to administrative management and 

leadership roles; this wide spectrum of experience provides Ms. Ciyou with the 

ability to solve problems that impact a variety of operational facets. She 

understands the hospital culture and maneuvers easily through the various 

layers of the hospital continuum of care. 

As a Licensed Nursing Home Administrator, Joyce understands the operations of 

the long-term care industry. She holds a degree in Gerontology and understands 

the complex medical conditions of the older adult. Joyce has vast experience in 

setting up productive communication and team building systems with all layers 

of staff in the long-term care setting. She has the expertise to bring a facility into 

financial and regulatory compliance.  



As a Certified Legal Nurse Consultant (CLNC) and Certified Case Manager (CCM) 

Joyce knows the value of the team approach to problem solving. She strives to 

work with others in order to bring about resolution to difficult situations. Her 

Masters Degree in Organizational Management better enables her to understand 

the business operations of both the acute and chronic care settings. Ms. Ciyou is 

a Registered Nurse in the state of Illinois and Indiana and a Licensed Nursing 

Home Administrator in the state of Illinois and Indiana and a Certified Wound 

Specialist. 

Director of Nursing: 

Elizabeth Ciyou — Allee, BA, RN, CLNC, CHPN, TNCC, ACLS, TNCC, WCC: Ms. 

Ciyou-Allee has extensive experience in a magnet organization, and expertise in 

emergency medical care, hospice, and renal diabetes that enables her to 

function effectively in a variety of roles. She was chosen as a Magnet champion 

and Magnet escort as Clarian Health progressed through the Magnet 

certification process. Elizabeth is experienced in the Joint Commission for the 

Accreditation of Hospital Organizations process. 

Active in the evidenced based practice career advance program, Elizabeth sat on 

the career advance committee at Clarian Health Partners - the second largest 

hospital system (by bed capacity) in the United States. She has served in a variety 

of key positions, including as a certified legal nurse consultant (CLNC), certified 

hospice palliative nurse (CHPC) and trauma nurse core certified (TNCC). This 

extensive experience allows her to see and deal with the wide-ranging issues 

that affect health care facilities, from bed management to emergency room 

overcrowding. 

Elizabeth understands the long-term care industry and has developed quality 

assurance programs to improve nursing home resident care. She delivers 

leadership to dysfunctional nursing departments through participative 

communication and team projects. Ms. Ciyou-Allee is a Certified Wound 

Specialist and a Registered Nurse in the State of Illinois and Indiana. 

Ruth Kruse, RN : worked in the field of nursing for more than 30 years enables 

Senior Nursing Consultant Ruth Kruse to apply her vast range of knowledge and 

experience to creating and implementing staffing and operations solutions in 

long-term care facilities in need of turn around. Ms. Kruse's professional 

credentials include: 

25 years experience in the long-term healthcare field  



Nine years experience as a Director of Nursing 

Extensive hospital MED-Surgical unit experience 

Nursing assignments in hospice care, private duty and nursing homes 

Medical unit Charge Nurse 

Working her way up through the ranks from a CNA to more senior nursing 

positions, Ms. Kruse has experience in nearly every critical aspect of nursing, 

from actual care of patients to staffing, scheduling and facility management. By 

implementing tested programs and solutions she plays a key role in SAK 

Management's successful turnaround of failing health care facilities. 

Ms. Kruse continues to expand her knowledge of the field, recently completing 

studies in Restorative Nursing. She is a Registered Nurse and a Certified 

Restorative Nursing Instructor. 

Minimum Data Set Coordinator: 

Trishia DeCluitt, RN, ANAC-RNC: Mrs. Decluitt has been in the long-term care 

industry for over 20 years. Starting out as a CAN, she worked her way through 

the ranks and obtained her RN license. Understanding that the future of long- 

term care was in reimbursement, she focused on becoming an expert in the MDS 

process. Trisha functions as an independent consultant to over 15 facilities. 

a Medicare/ Medicaid Reimbursement Specialists: 

Stephen Gazdick, CPA: Mr. Gazdick has over 20 years experience in both the 

for-profit and not-for-profit healthcare industries, including significant 

experience in acute care, home health, long-term care, and retirement housing. 

He served as the Chief Financial Officer of an acute care hospital, a home health 

agency, and long-term care retirement communities. 

Stephen provided the financial leadership for Medicare and Medicaid certified 

nursing facilities, licensed and unlicensed assisted living facilities, acute care, 

substance abuse and psychiatric inpatient units, independent living retirement 

communities, and a licensed home health agency. He is experienced in financial 

and strategic planning, valuation modeling, cash flow management, budget 

development and management, audit and tax return preparation, the 

preparation of financial feasibility studies, third party reimbursement issues, 

operational audits, and re-engineering system reviews. Stephen provided 

financial analysis for merger and acquisition transactions and several tax-exempt 

bond issues. Stephen is a graduate of Manchester College, in North Manchester, 

Indiana, with a Bachelor of Science in Accounting. Stephen is a member of the 

Indiana CPA Society. In addition to conducting management training, he also 

conducts Medicare and Medicaid billing training.  



Pharmacist: 

Beverly Burks RPh: Mrs. Burks had been a pharmacist over 20 years, all of which 

have been in the long-term care industry. Growing up in the pharmacy business, 

she saw the need to equip facilities to make informed decisions about patient 

admissions based on the patient’s pharmacodynamic needs. Beverly created an 

independent pharmacy network that focuses on the individual facility and the 

needs of the patient. 
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CHAPTER 1: RESIDENT ASSESSMENT INSTRUMENT 

  

    
1.1 Overview of the Resident Assessment Instrument (RAI) 
  

Providing care to residents with post-acute and long-term care needs is complex and challenging work. 

It utilizes clinical competence, observational skills, and assessment expertise from all disciplines to 

develop individualized care plans. The Resident Assessment Instrument (RAI) helps facility staff to 
gather definitive information on a resident’s strengths and needs, which must be addressed in an 

individualized care plan. It also assists staff to evaluate goal achievement and revise care plans 
accordingly by enabling the facility to track changes in the resident’s status. As the process of problem 

identification is integrated with sound clinical interventions, the care plan becomes each resident’s 
unique path toward achieving or maintaining his or her highest practicable level of well-being. 

The RAT helps facility staff to look at residents holistically - as individuals for whom quality of life and 

quality of care are mutually significant and necessary. Interdisciplinary use of the RAI promotes this 
very emphasis on quality of care and quality of life. Facilities have found that involving disciplines such 

as dietary, social work, physical therapy, occupational therapy, speech language pathology, pharmacy 
and activities in the RAI process has fostered a more holistic approach to resident care and strengthened 
team communication. 

Persons generally enter a nursing facility due to functional status problems caused by physical 

deterioration, cognitive decline, the onset or exacerbation of an acute illness or condition, or other 

related factors. The individual's ability to manage independently has been limited to the extent that 

skilled nursing, medical treatment and/or rehabilitation is needed for residents to maintain and/or restore 
function or to live safely from day to day. While we recognize that there are often unavoidable declines, 

particularly in the last stages of life, all necessary resources and disciplines must be used to ensure that 
residents achieve the highest level of functioning possible (Quality of Care) and maintain their sense of 

individuality (Quality of Life). This is true for long-term residents, as well as the resident in a 
rehabilitative program anticipating return to a less restrictive environment. 

Clinicians are generally taught a problem identification process as part of their professional education. 

For example, the nursing profession’s problem identification model is called the nursing process, which 

consists of assessment, planning, implementation and evaluation. The RAI simply provides a structured, 

standardized approach for applying a problem identification process in long-term care facilities. The 

RAI should not be, nor was it ever meant to be, an additional burden for nursing facility staff. 

All good problem identification models have similar steps: 

a. Assessment - Taking stock of all observations, information and knowledge about a resident; 

understanding the resident’s limitations and strengths; finding out who the resident is.  
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CHAPTER 6: MEDICARE SKILLED NURSING 
HOME PROSPECTIVE PAYMENT SYSTEM 
(SNF PPS) 

  

6.1 Background 
      

The Balanced Budget Act of 1997 included the implementation of a Medicare Prospective 

Payment System (PPS) for skilled nursing homes, consolidated billing, and a number of related 
changes. The PPS system replaced the retrospective cost-based system for skilled nursing homes 

under Part A of the program. (Federal Register Vol. 63, No. 91, May 12, 1998, Final Rule.) 

The SNF PPS is the culmination of substantial research efforts beginning as early as the 1970’s, 
focusing on the areas of nursing home payment and quality. In addition, it is based on a 

foundation of knowledge and work by a number of states that developed and implemented 
similar case mix payment methodologies for their Medicaid nursing home payment systems. 

The current focus in the development of State and Federal payment systems for nursing home 

care is based on the recognition of the differences among residents, particularly in the utilization 
of resources. Some residents require total assistance with their activities of daily living (ADLS) 
and have complex nursing care needs. Other residents may require less assistance with ADLs, 

but may require rehabilitation or restorative nursing services. The recognition of these 

differences is the premise of a case mix system. Reimbursement levels differ based on the 

resource needs of the residents. Residents with heavy care needs require more staff resources 
and payment levels would be higher than for those residents with less intensive care needs. In a 

case mix adjusted payment system the amount of reimbursement to the nursing home is based on 

the resource intensity of the resident as measured by items on the MDS. Case mix 
reimbursement has become a widely adopted method for financing nursing home care. The case 

mix approach serves as the basis for the PPS for skilled nursing homes, swing bed hospitals and 
is increasingly being used by States for Medicaid reimbursement for nursing homes. 

  

  
6.2 Utilizing the MDS in the Medicare Prospective Payment System 

    

A key component of the Medicare skilled nursing home prospective payment system is the case 
mix reimbursement methodology used to determine resident care needs. A number of nursing 

home case mix systems have been developed over the last 20 years. Since the early 1990s, 

however, the most widely adopted approach to case mix has been the Resource Utilization 

Groups (RUG-III). This classification system uses information from the MDS assessment to 

classify SNF residents into a series of groups representing the residents’ relative direct care 
resource requirements. 

79 | Page 
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APPENDIX D 

INTERVIEWING TECHNIQUES 
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APPENDIX E 

COMMONLY PRESCRIBED MEDICATIONS 
BY CATEGORY BY BRAND (GENERIC) 
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Michael Housman 
Shelagh Smith 

March 2006 
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CENTERS FOR MEDICARE & MEDICAID SERVICES 

Medicare 

Ou 2010 

This is the official government handbook with 
important information about the following: 

+ What's new 

+ Medicare costs 

+ What Medicare covers 

* Health and prescription drug plans Ss > 

* Your Medicare rights { 

a, ¥* Health information technology  
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Medicaid Coverage of Medicare Beneficiaries 
(Dual Eligibles) mm @ @ At a Glance 

Overview of Medicare Coverage and 
Cost-Sharing 

The Original Medicare Program, Title XVIII of the Social 

Security Act (SSA), provides hospital insurance, known 

as Part A coverage, and supplementary medical insurance, 
known as Part B coverage. Coverage for Part A is automatic 
for individuals age 63 or older (and for certain disabled 
individuals) that have insured status under Social Security or 
Railroad Retirement. Most individuals do not pay a monthly 
premium (amount paid to Medicare, an insurance company, 
or a health care plan for health coverage) for Part A if they 

or their spouse paid Medicare taxes while working. Coverage 
for Part A may be purchased by individuals who do not 
have sured status through the payment of monthly Part 
A premiums. Coverage for Part B does require payment of 
monthly prenuums. 

Individuals with Original Medicare generally pay: 

* a deductible (a fixed amount per year for health care 
before Medicare pays its share), 

* coinsurance (a percentage of the cost of the covered 

services and/or supplies), and 

* may pay a copayment (fixed dollar amounts that an 
mdividual must pay when he or she uses a 
particular service). 

Individuals with Original Medicare who desire Medicare drug 
coverage must Jom a Medicare Prescription Drug Plan. 

Medicare Advantage (MA) plans are also part of Medicare. 

These health plan options, known as Part C plans, are offered 

by private companies and approved by Medicare. MA plans 
are not supplemental insurance. These plans must provide all 
Part A and Part B coverage and follow rules set by Medicare, 
including benefit design and cost-sharing. 

Medicare. : 
edrning | | 

Network. 
Hk ¥ THE rhe gra 

Framws “obama tink »  
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CENTERS FOR MEDICARE & MEDICAID SERVICES 

Medicare Coverage of 

Skilled Nursing Facility Care 

This is the official government 

booklet that explains the following: 

* Medicare-covered skilled care 

* Your rights and protections 

% Where you can get help with 

your questions 
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Department of Health and Human Services 

OFFICE OF 
INSPECTOR GENERAL 

PART B SERVICES DURING 

NON-PART A NURSING HOME 

STAYS: DURABLE MEDICAL 

EQUIPMENT 

Daniel R. Levinson 

July 2009 
OEI-06-07-00100 
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RESIDENT ADMISSION RECOMMENDATION FORM 

Referral received from: 
  

Reviewed by: 
  

Info sent to facility for review — Time: 
  

Referral source needs to know by: 

  

  

  

PATIENT NAME: 
  

DOB: 
  Nationality: 
  

  

ADMITTING DIAGNOSIS: 
  

COMORSBIDITIES: 
  

  

  

SPECIAL NEEDS: 
  

  

  

  

  

ACCEPT REFERRAL 

In my opinion this referral would be a 

good fit for the facility. We will be able 
to meet their needs in the following 
areas: 

Nursing services 
Dietary services 
Social services 
Medication 
Psych Services 

Other: 
  

  

  

  

    

  

  

DECLINE REFERRAL 

In my opinion this resident would not be 
a good fit for the facility. We will have 
the following risk areas: 

1. Behavior issues 

2. Non compliance issues that put the 

resident and facility at risk 
3. Social issues that will put the facility 

at risk — i.e. drug abuse, ETOH 
abuse untreated and at risk for 

withdrawal 

Financial risk 
Non compliance in psych 

medications, treatment orders, etc 

Potential for elopement 

Potential for violent behavior that 

will put our resident and staff at risk 
Has required physical restraints 

over the last 48 hours or a 1:1 sitter 

in the hospital 

9. Requires vent or medical care that is 
not within the facilities norm 

10. Other: 
  

  

  

  

  

  

  
Reviewed by the DON: 

By our signatures above we agree jointly to Accept 
ADMINISTRATOR: 

Decline this admission. 
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Do You Believe in MAGIC? 
Customer Service Training 

MAGIC Customer Service Standards 

Our MAGIC Standards are the foundation of the YOUR FACILITY. They encompass the 
customer focus philosophy by which we operate and include: 

% The Credo 

¥ The Five Steps to Service MAGIC 

7 Service Values 

“ MAGIC Customer Service Standards 

“ The Employee Oath 

The Credo 

YOUR FACILITY is a place where quality of care, safety, and comfort for our residents is our 
highest mission. 
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Objectives: 

Dewelop, create and implement proper facility marketing protocol 
Increase awareness of the facility in the community 
Increase overall census 

To be Assigned 
Research: Demographics, Create a comprehensive On-going 
Situation Analysis, marketing contact database in 

Competitive Audits ACT for easy access updating, 
tracking and mailings 

Create a board in the On-going 
admissions/social service office 

for keeping track of daily inquiries, 
admissions, discharges, 

meetings, vital information, etc. 

Weekly marketing forecast 
meetings with marketing 

consultant (Kay) and administrator 
and other department heads as 

needed to stay on track with 
Quarterly Marketing Plan 

Create and submit weekly Every Friday 
marketing/admission/discharge 
summary reports 

For easy access to marketing 
contacts and to keep a record 

for follow up. 

Use to create more effective 
and precise weekly marketing 

reports and to keep social 
services and admissions 

working together as a team 

To plan the following week's 
marketing efforts effectively 
based on the Quarterly 

Marketing Plan 

To reflect on past week's 
marketing efforts based on the 

weekly forecast and Quarterly 
Marketing Plan and census 

building efforts 
  

Strategic Networking: Weekly Blood Pressure On-going (Monday 
Community Relations: Screenings mornings) 
Primary, Secondary 

1st Monday of the month - 
Walmart (Time to be reviewed) - 

(Karissa) 

2nd Monday of the month - Weitz 
Café at 8 a.m. (Nancy Kein, 
Medical Records) 
3rd Monday of the month - 
Jewel/Osco (Time to be reviewed) 
- (Karissa) 
4th Monday of the month - 
Healthmart at 9 a.m. - (Karissa) 

Regularly advertise the next Every Friday 
week's blood pressure screening 
in the Morris Daily Herald's 
Community Calendar 

Create a sign for the weekly blood 
pressure screenings 

Discharge Planner Contact Weekly/ On-going 
- 1 on 1 visits 
- by phone 

- mailings 
- luncheons/breakfasts 

- Candy Jars placed in office to be 
refilled once a week 

Doctors WwW eekly/On-going 
- 1 on 1 visits 
- by phone 

- mailings 

- luncheons/breakfasts 

- Candy Jars placed in office to be 
refilled once a week 

Research Promotional Items for 

Nursing Home Week, order, and 
deliver           

To increase our involvement in 
the community thus promoting 

awareness within our target 
market 

To increase the effectiveness of 
the blood pressure screenings 

and to reach a larger audience 

To increase the effectiveness of 
the blood pressure screenings 

To create a good relationship 

with discharge planners and to 
create a strong referral base 
that will aid in increasing and 
maintaining census 

To maintain a good relationship 
with our referring doctors and to 
build relationships with doctors 
that may refer patients in the 
future 

To promote Walnut Grove and 

reach out to target contacts 
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Quick reference to admit 

QUICK REFERENCE FOR DECISION TO ADMIT/NOT ADMIT 
IF THERE ARE ANY QUESTIONS REGARDING THE APPROPRIATENESS OF AN 

ADMISSION, CONTACT THE DON/ADMINISTRATOR 
ANY ADMISSION THAT THE FACILITY WANTS TO DECLINE MUST BE DISCUSSED 

WITH A CORPORATE MEMBER *3#s##3# 

  

RED FLAG YELLOW FLAG 
(Most likely NO — Contact (Need more info: Ask pertinent questions to 

DON/ADMINISTRATOR for verification determine how you will meet the needs of the 

potential resident — refer to YELLOW FALG 
POINTS TO CONSIDER SHEET) 

. Active TB 1. Documented physical harm to self or 

. Titrated medications others 

. ventilators/ 24 hour life sustaining 2. Diagnosis of MR/MI 

. hemodynamically unstable 3. Documented drug/alcohol abuse within 
\ Swan Ganz the last 30 days 

VArterial Lines . Closed head injury 
\ Telemetry . Elopement risk (yellow flag only if you 

. Pregnant patient requiring fetal do not have a secured unit. If you have 
monitoring a secured unit, it is an automatic yes.) 

. Heparin/ Insulin drips 

. Resident with weight over 450 pounds 

. Patient currently incarcerated 

. Resident 17 years old or younger 

  

      

® Fad ALL ADMISSIONS ARE SUBJECT TO PAYOR SOURCE VERIFICATION **3*% 

  

**** EXPECTED ADMISSION *+#*PATIENT TRIGGERS ***PATIENT TRIGGERS 
PROCESS 24 HOURS PER RED FLAG YELLOW FLAG 
DAY, 7 DAYS PER WEEK: 

MOST LIKELY NO, VERIFY | » CALL 
Inquiry comes in and you WITH DON or DON/ADMINISTRATOR 
immediately determine.... ADMINISTRATOR » TELL THE REFERRAL 
Patient does not trigger RED or SOURCE YOU WILL HAVE 
YELLOW flag AN ANSWER IN AN HOUR 

» DO NOT tell the referral 
*#* ACCEPT THE PATIENT source you are unable to 

accept the patient.         

Fait WE MUST BE CREATIVE WITH BED MANAGEMENT IN ORDER TO 
TAKE A NEW ADMISSION *#s# #3 

  

IF YOU HAVE NOT DETERMINED HOW TO ACCEPT THE PATIENT WITHIN 20 

MINUTES OF REFERRAL CONTACT YOUR FACILITY ADMINISTRATOR 
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CHAPTER 1: RESIDENT ASSESSMENT INSTRUMENT 

  

  
1.1 Overview of the Resident Assessment Instrument (RAI) 
  

Providing care to residents with post-acute and long-term care needs is complex and challenging work. 
It utilizes clinical competence, observational skills, and assessment expertise from all disciplines to 

develop individualized care plans. The Resident Assessment Instrument (RAI) helps facility staff to 

gather definitive information on a resident’s strengths and needs, which must be addressed in an 

individualized care plan. It also assists staff to evaluate goal achievement and revise care plans 

accordingly by enabling the facility to track changes in the resident’s status. As the process of problem 
identification is integrated with sound clinical interventions, the care plan becomes each resident’s 
unique path toward achieving or maintaining his or her highest practicable level of well-being. 

The RAT helps facility staff to look at residents holistically - as individuals for whom quality of life and 

quality of care are mutually significant and necessary. Interdisciplinary use of the RAI promotes this 
very emphasis on quality of care and quality of life. Facilities have found that involving disciplines such 

as dietary, social work, physical therapy, occupational therapy, speech language pathology, pharmacy 
and activities in the RAI process has fostered a more holistic approach to resident care and strengthened 
team communication. 

Persons generally enter a nursing facility due to functional status problems caused by physical 

deterioration, cognitive decline, the onset or exacerbation of an acute illness or condition, or other 

related factors. The individual’s ability to manage independently has been limited to the extent that 
skilled nursing, medical treatment and/or rehabilitation is needed for residents to maintain and/or restore 

function or to live safely from day to day. While we recognize that there are often unavoidable declines, 

particularly in the last stages of life, all necessary resources and disciplines must be used to ensure that 

residents achieve the highest level of functioning possible (Quality of Care) and maintain their sense of 
individuality (Quality of Life). This is true for long-term residents, as well as the resident in a 
rehabilitative program anticipating return to a less restrictive environment. 

Clinicians are generally taught a problem identification process as part of their professional education. 

For example, the nursing profession’s problem identification model is called the nursing process, which 

consists of assessment, planning, implementation and evaluation. The RAI simply provides a structured, 

standardized approach for applying a problem identification process in long-term care facilities. The 

RAI should not be, nor was it ever meant to be, an additional burden for nursing facility staff. 

All good problem identification models have similar steps: 

a. Assessment - Taking stock of all observations, information and knowledge about a resident; 

understanding the resident’s limitations and strengths; finding out who the resident is. 
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b. Decision-making - Determining the severity, functional impact, and scope of a resident’s 
problems; understanding the causes and relationships between a resident’s problems; discovering 
the “what’s” and “whys” of resident problems. 

Care Planning - Establishing a course of action that moves a resident toward a specific goal 

utilizing individual resident strengths and interdisciplinary expertise; crafting the “how” of resident 
care. 

Implementation - Putting that course of action (specific interventions on the care plan) into 

motion by staff knowledgeable about the resident care goals and approaches; carrying out the 
“how” and “when” of resident care. 

Evaluation - Critically reviewing care plan goals, interventions and implementation in terms of 
achieved resident outcomes and assessing the need to modify the care plan (i.e., change 
interventions) to adjust to changes in the resident’s status, either improvement or decline. 

This is how the problem identification process would look as a pathway. This manual will feature this 
pathway throughout the chapter discussions. 

If you look at the RAI process as solution oriented and dynamic, it becomes a richly practical means of 

helping facility staff to gather and analyze information in order to improve a resident’s quality of care 
and quality of life. In an already overburdened structure, the RAI offers a clear path toward utilizing all 
members of the interdisciplinary team in a proactive process. There is absolutely no reason to insert the 
RAI process as an added task or view it as another “layer” of labor. 

The key to understanding the RAI process, and successfully using it, is believing that its structure is 

designed to enhance resident care and promote the quality of a resident’s life. This occurs not only 
because it follows an interdisciplinary problem-solving model, but also because staff, across all shifts, 

are involved in its “hands on” approach. The result is a process that flows smoothly from one 
component to the next and allows for good communication and uncomplicated tracking of resident care. 
In short, it works! 

Since the RAT has been implemented, facilities that have applied the RAI process in the manner we have 
discussed have discovered that it works in the following ways: 

Residents Respond to Individualized Care. While we will discuss other positive responses to the 

RAI below, there is none more persuasive or powerful than good resident outcomes both in terms of 

a resident’s quality of care and quality of life. Facility after facility has found that when the care 
plan reflects careful consideration of individual problems and causes, linked with appropriate 

resident specific approaches to care, residents have experienced goal achievement and either the 

level of functioning has improved or deteriorated at a slower rate. Facilities report that as 

individualized attention increases, resident satisfaction with quality of life is also increased. 
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Staff Communication Has Become More Effective. When staff members are involved in a 
resident’s ongoing assessment and have input into the determination and development of a resident’s 

care plan, the commitment to and the understanding of that care plan is enhanced. All levels of staff, 

including nursing assistants, have a stake in the process. Knowledge gained from careful 

examination of possible causes and solutions of resident problems (i.e., from using the Resident 
Assessment Protocols (RAPs)) challenges staff to hone the professional skills of their discipline as 

well as focus on the individuality of the resident and holistically consider how that individuality 
must be accommodated in the care plan. 

Resident and Family Involvement in Care Has Increased. There has been a dramatic increase in 

the frequency and nature of resident and family involvement in the care planning process. Input has 

been provided on individual resident strengths, problems, and preferences. Staff members have a 
much better picture of the resident, and residents and families have a better understanding of the 
goals and processes of care. 

Increased Clarity of Documentation. When the approaches to achieving a specific goal are 
understood and distinct, the need for voluminous documentation diminishes. Likewise, when staff 

members are communicating effectively among themselves with respect to resident care, repetitive 
documentation is not necessary and contradictory notes do not occur. In addition, new staff, 

consultants, or others who review records have found that the increased clarity of the information 

documented about a resident makes tracking care and outcomes easier to accomplish. 

It is the intent of this manual to offer clear guidance, through instruction and example, for the effective 
use of the RAI, and thereby help facilities achieve the benefits listed above. 

In keeping with objectives set forth in the Institute of Medicine (IOM) study completed in 1986 that 

made recommendations to improve the quality of care in nursing facilities, the RAI provides each 

resident with a standardized, comprehensive and reproducible assessment. It evaluates a resident’s 

ability to perform daily life functions and identifies significant impairments in a resident’s functional 

capacity. In essence, with an accurate RAI completed periodically, caregivers have a genuine and 

consistently recorded “look” at the resident and can attend to that resident’s needs with realistic goals in 
hand. 

With the consistent application of item definitions, the RAI ensures standardized communication both 

within the facility and between facilities (e.g., other long-term care facilities or hospitals). Basically, 

when everyone is speaking the same language, the opportunity for misunderstanding or error is 
diminished considerably. 

  

  
1.2 Content of the RAI for Nursing Facilities 
  

The RAI consists of three basic components: 

1. Minimum Data Set (MDS) Version 2.0, 
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2. Resident Assessment Protocols (RAPs), and 

3. Utilization Guidelines specified in State Operations Manual (SOM) Transmittal #272. 

Utilization of the three components of the RAI yields information about a resident’s functional status, 

strengths, weaknesses and preferences, and offers guidance on further assessment once problems have 
been identified. Each component flows naturally into the next as follows: 

Minimum Data Set (MDS). A core set of screening, clinical and functional status elements, 

including common definitions and coding categories, which forms the foundation of the 
comprehensive assessment for all residents of long-term care facilities certified to participate in 

Medicare or Medicaid. The items in the MDS standardize communication about resident problems 
and conditions within facilities, between facilities, and between facilities and outside agencies. A 

copy of the MDS Version 2.0 can be found at the end of this chapter. 

Resident Assessment Protocols (RAPs). The RAPs are structured, problem-oriented frameworks 
for organizing MDS information, and examining additional clinically relevant information about an 

individual. RAPs help identify social, medical and psychological problems and form the basis for 
individualized care planning. The 18 RAPs are explained in detail in Appendix C. There are four 
components in the RAPs protocols: 

Triggers are specific resident responses for one or a combination of MDS elements. The triggers 
identify residents who have or are at risk for developing specific functional problems and require 
further evaluation. 

The Trigger Legend is a two-page form that summarizes all of the triggers for the 18 RAPs. It is 
not a required form that must be maintained in the resident’s clinical record. Rather, it is a 

worksheet that may be used by the interdisciplinary team members to determine which RAPs are 
triggered from a completed MDS assessment. 

The RAPs analysis is performed in accordance with the Utilization Guidelines. The indepth 

review assists the staff members to draw a conclusion to proceed or not to proceed to the plan of 
care. 

The RAPs Summary Sheet documents the decisions made during this evaluation process on 
whether or not to proceed to care planning. 

Utilization Guidelines. Instructions concerning when and how to use the RAIL Application of the 
RAPs and the Utilization Guidelines is discussed in detail in Chapter 4. 

  

1.3 Additional Uses of the Minimum Data Set 
    

  

Over the course of time, the role of the MDS has expanded beyond its primary purpose as an assessment 

tool used to identify resident care problems that are addressed in an individualized care plan. Data 

collected from MDS assessments is used for the Medicare reimbursement system, many State Medicaid 

reimbursement systems, and to monitor the quality of care provided to nursing facility residents. The 
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MDS instrument has also been adapted for the hospital swing bed program. Swing bed providers are 

required to complete a unique 2-page MDS for the Medicare Prospective Payment System (PPS). 

Medicare and Medicaid Payment Systems 

The MDS contains items that reflect the acuity level of the resident, including diagnoses, treatments, and 

an evaluation of the resident’s functional status. The MDS is used as a data collection tool to classify 

Medicare and Medicaid residents into the Resource Utilization Groups (RUG-III). The RUG-III 
Classification system is used in the PPS for nursing facilities, hospital swing bed programs, and in many 

State Medicaid case mix payment systems to group residents into similar resource usage categories for 

the purposes of reimbursement. Chapters 2 and 6 provide more detailed information on the Medicare 
Prospective Payment System, assessment requirements, and payment requirements. 

Monitoring the Quality of Care 

MDS assessment data is also used to monitor the quality of care in the nation’s nursing facilities. A set 

of 24 quality indicators (QIs) was developed by researchers to assist State staff to identify potential care 
problems in a nursing facility. CMS is currently evaluating the usefulness of these indicators and is 

considering additions and modifications to further enhance the effectiveness of the QI system. The QI 
data is available to providers to assist them in their ongoing quality improvement activities, to surveyors 

to assist in identifying potential problem areas that should be addressed during the survey process, and to 
CMS for long-term quality monitoring and program planning. 

Consumers are also able to access information about every Medicare and Medicaid certified nursing 

facility in the country. The Nursing Home Compare tool available at www.medicare.gov provides 
the following sections of detailed information: 

e About the Nursing Facility: Including the number of beds and type of ownership. 

About the Nursing Facility Inspection: Including health deficiencies found during the most recent 
State nursing facility survey and from recent substantiated complaint investigations. 

About Nursing Facility Staff: Including the average number of hours worked by registered nurses, 
licensed practical nurses, and certified nursing assistants per resident per day. 

About the Quality of Care Received at the Facility: In 2002, CMS began a new program called 
the Nursing Home Quality Initiative (NHQI). The purpose of this program is to provide consumers 

with information on the quality of care delivered in nursing facilities to help them make informed 

decisions. CMS expanded the original quality indicators to a set of 39 quality measures. These 

quality measure domains include pain and measures for the short-stay and post-acute population. A 

subset of 10 quality measures are posted on the Nursing Home Compare web site, a CMS developed 

internet search tool to allow comparisons between nursing facilities. The public reporting initiative 

was successfully piloted in six states, and, beginning in November 2002, was expanded to all fifty 

states as well as to U.S. territories that have Medicare or Medicaid certified nursing facilities. 
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The Nursing Home Compare web site is: 

http://www.medicare.gov/inhcompare/home.asp. 

  

  
1.4 Suggestions for the Use of this Manual 

    

This manual is designed to meet the needs of nursing facility staff who are both skilled in the use of the 
RAI process and staff who are just beginning to work with it. 

This revised manual includes information about: 

e MDS automation 

e Reimbursement 

e Quality monitoring applications 

It also includes new case studies and expanded clarifications for the original item-by-item section 
information of the October 1995 Version 2.0 Long-Term Care Resident Assessment Instrument User’s 
Manual and “how-to” directions for completing the RAP review process and documentation 
requirements. 

The following fundamental concepts associated with the RAI are interwoven as themes throughout this 
manual: 

e The resident is an individual with strengths, as well as functional limitations and health problems. 

The RAPs are utilized to identify possible causes for each problem area, and guidance for further 
assessment and resolution or intervention. 

An interdisciplinary approach to resident care is vital - both in assessment and in developing the 
resident’s care plan. 

e Good clinical practice requires solid, sound assessment. 

In essence, this manual promotes a step-by-step system of assessing resident needs and functional status 
based on standardized definitions of items (the MDS). It then helps you think through possible reasons 
for and risk factors that contribute to a resident’s clinical status (RAPs). This informative material offers 

the interdisciplinary team realistic approaches to resident care that is based on specific, individual 
characteristics. 

  

  
1.5 Clarifications and Revisions to the Manual 

    

Since the publication of the MDS 2.0 manual in October 1995, a number of additional systems and 
monitoring protocols that use MDS data have been developed and implemented, such as SNF PPS, 
nursing facility quality of care monitoring, and the public reporting of nursing facility quality of care 
information. 
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In addition, CMS established a process for answering questions and clarifying MDS coding instructions 

for nursing facility staff. CMS posted responses to questions on their web site. These responses are now 

incorporated into this manual. The instructions in this revised manual incorporate and supercede 
previous Q&A documents. 

CMS recognizes that the publication of this revised manual will not preclude future questions or the 

need for more clarification about MDS items. Therefore, CMS has developed a procedure to review, 
respond and distribute clarifications to the MDS coding process. 

STEP 1: If clinicians have a question about a particular MDS item, they should first review the 

manual and then contact their State RAI Coordinator for a clarification. If necessary, 

the State RAI Coordinator will contact the appropriate CMS staff if he/she is not able 
to answer a specific question. 

CMS will determine if a clarification about an item is needed and will post new 
clarifications on the CMS web site. If a clarification is posted on the official CMS 

web site, then it can be considered policy. CMS will periodically update the manual 
and incorporate additional clarifications. Clinicians should monitor the CMS 

website for these clarifications at: http://Iwww.cms.hhs.gov/NursingHome 
Qualitylnits/20_NHQIMDS20.asp. 

  

  
1.6 Statutory and Regulatory Basis for the RAI in Nursing Facilities 
  

Minimum Data Set (MDS): The statutory authority for the MDS Version 2.0 and the Resident 

Assessment Instrument (RAI) is found in Section 1819(f)(6)(A-B) for Medicare and 1919 (f)(6)(A-B) for 

Medicaid in the Social Security Act, as amended by the Omnibus Budget Reconciliation Act of 1987 

(OBRA 1987). These sections of the Social Security Act required the Secretary of the Department of 
Health and Human Services (the Secretary) to specify a minimum data set of core elements for use in 

conducting comprehensive assessments. It furthermore required the Secretary to designate one or more 
resident assessment instruments based on the minimum data set. The Secretary designated Version 2.0 of 

the RAI in the State Operations Manual Transmittal #272, issued April 1995. Revision #22, issued 

December 8, 2000, required nursing facilities to implement the September 2000 update of the Resident 
Assessment Instrument (RAI). 

Federal requirements at 42 CFR 483.20(b)(1)(i) -- (F272) require that facilities use an RAI that has been 

specified by the State. This assessment system provides a comprehensive, accurate, standardized, 

reproducible assessment of each long-term care facility resident’s functional capabilities and helps staff to 

identify health problems. The Federal requirement also mandates facilities to encode and electronically 

transmit the MDS data from the facility to the State MDS database. (Detailed submission requirements are 
located in Chapter 5.) 
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1.7 State Designation of the RAI for Nursing Facilities 

    

  

All comprehensive RAIs authorized by states include at least the Centers for Medicare & 
Medicaid Services’ (CMS’s): 

e MDS Version 2.0 (with or without optional Sections S, T, U) 

e Resident Assessment Protocols (RAPs), including 

- Triggers 
- Trigger Legend 

- RAPs Summary Sheet 

eo Utilization Guidelines       

Each state must have CMS approval for the State RAI. CMS’s approval of a state’s RAI covers the 

core items included on the instrument, the working and sequence of those items, and all definitions 

and instructions for the RAI. CMS’s approval of the RAI does not include characteristics related to 
formatting (e.g., print type, color coding, or changes such as printing triggers on the assessment 

form). States must use all Federally required MDS items (see Section 1.9) but have some flexibility 
in adding one or more optional sections (Sections S, T and U) and in selecting a Quarterly 
assessment instrument. 

In addition to approving the State’s RAI, CMS must also pre-approve the Quarterly assessment 
designated by each state. Effective July 1, 2002, CMS approved the Medicare Prospective Payment 
Assessment Form (MPAF) for use as a Quarterly assessment. States choosing to use the MPAF form 
as the State Quarterly assessment do not need prior CMS approval. The state is only required to 
notify CMS that the MPAF has been designated as the State Quarterly assessment. 

If allowed by the State, facilities may have some flexibility in form design (e.g., print type, color, 
shading, integrating triggers) or use a computer generated printout of the RAI as long as the state can 

ensure that the facility’s RAI form in the resident’s record accurately and completely represents the 

State’s RAI as approved by CMS in accordance with 42 CFR 483.20 (b). This applies to either pre- 
printed forms or computer generated printouts. Facilities may insert additional items within 

automated assessment programs but must be able to “extract” and print the MDS in a manner that 
replicates the State’s RAI (i.e., using the exact wording and sequencing of items as is found on the 

State RAI). Facility assessment systems must always be based on the MDS (i.e., both item 
terminology and definitions). 

Additional information about State specification of the RAI, variations in format and CMS approval 

of alternative State instruments can be found in Sections 4145.1 - 4145.7 of the CMS State 

Operations Manual, Transmittal #272 issued April 1995. Revision #22 issued December 8, 2000 

updated RAI requirements and mandated nursing facilities to implement the Version 2.0 September 
2000 update of the RAL 
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1.8 Protecting the Privacy of MDS Data 

    

MDS assessment data is personal information about nursing facility residents that facilities are 
required to collect and keep confidential in accordance with federal law. The CFR Part 483.20 
requires Medicare and Medicaid certified nursing facility providers to collect the resident assessment 
data that comprises the MDS. This data is considered part of the resident’s medical record and is 
protected from improper disclosure by Medicare and Medicaid certified facilities under the 
Conditions of Participation (COP). By regulation at CFR 483.75(L)(2)(3) and 

483.75(L)(2)(4)(1)(i1)(ii1), release of information from the resident’s clinical record is permissible 

only when required by: 

1. transfer to another health care institution, 

2. law (both State and Federal), and/or 

3. the resident. 

Otherwise, providers cannot release MDS data in individual level format or in the aggregate. 
Nursing facility providers are also required under CFR 483.20 to transmit MDS data to a Federal 
data repository. Any personal data maintained and retrieved by the Federal government is subject to 
the requirements of the Privacy Act of 1974. The Privacy Act specifically protects the 
confidentiality of personal identifiable information and safeguards against its misuse. The Privacy 
Act can be found at www.usbr.gov/laws/privacy.htmi. 

The Privacy Act requires by regulation that all individuals whose data are collected and maintained 
in a federal database must receive notice. Therefore, residents in nursing facilities must be informed 
that the MDS data is being collected and submitted to the State MDS database. The notice shown on 
Page 1-11 of this section meets the requirements of the Privacy Act of 1974 for nursing facilities. 
The form is a notice and not a consent to release or use MDS data for health care information. Each 
resident or family member must be given the notice containing submission information at the time of 
admission. It is important to remember that resident consent is not required to complete and submit 
MDS assessments that are required under OBRA or for Medicare payment purposes. 

Contractual Agreements 

Providers, who are part of a chain, may release data to their corporate office or parent company but 
not to other providers within their chain organization. The parent company is required to “act” in the 
same manner as the facility and is permitted to use data only to the extent the facility is permitted to 
do so (as described in the CFR at 483.10(e)(3)). 

In the case where a facility submits MDS data to CMS through a contractor or through its corporate 
office, the contractor or corporate office has the same rights and restrictions as the facility does 
under the Federal and State regulations with respect to maintaining resident data, keeping such data 
confidential, and making disclosures of such data. This means that a contractor may maintain a 

database, but must abide by the same rules and regulations as the facility. Moreover, the fact that 

there may have been a change of ownership of a facility that has been transferring data through a 
contractor should not alter the contractor's rights and responsibilities; presumably, the new owner 
has assumed existing contractual rights and obligations, including those under the contract for 
submitting MDS information. All contractual agreements, regardless of their type, involving the 
MDS data should not violate the requirements of participation in the Medicare and/or Medicaid 
program, the Privacy Act of 1974 or any applicable State laws. 
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NURSING FACILITIES 
PRIVACY ACT STATEMENT — HEALTH CARE RECORDS 
  

THIS FORM PROVIDES YOU THE ADVICE REQUIRED BY THE PRIVACY ACT OF 1974. THIS FORM IS 
NOT A CONSENT FORM TO RELEASE OR USE HEALTH CARE INFORMATION PERTAINING TO YOU. 
  

1. AUTHORITY FOR COLLECTION OF INFORMATION, INCLUDING SOCIAL SECURITY NUMBER AND 
WHETHER OR NOT DISCLOSURE IS MANDATORY OR VOLUNTARY. 

Sections 1819(f), 1919(f), 1819(b)(3)(A), 1919(b)(3)(A), and 1864 of the Social Security Act. 

Medicare and Medicaid participating long-term care facilities are required to conduct comprehensive, accurate, 
standardized and reproducible assessments of each resident's functional capacity and health status. To 
implement this requirement, the facility must obtain information from every resident. This information also is used 
by the Federal Centers for Medicare & Medicaid Services (CMS) to ensure that the facility meets quality 
standards and provides appropriate care to all residents. For this purpose, as of June 22, 1998, all such facilities 
are required to establish a database of resident assessment information, and to electronically transmit this 
information to the CMS contractor in the State government, which in turn transmits the information to CMS. 

Because the law requires disclosure of this information to Federal and State sources as discussed above, a 
resident does not have the right to refuse consent to these disclosures. 

These data are protected under the requirements of the Federal Privacy Act of 1974 and the MDS Long-Term 
Care System of Records. 
  

2. PRINCIPAL PURPOSES FOR WHICH INFORMATION IS INTENDED TO BE USED 

The information will be used to track changes in health and functional status over time for purposes of evaluatin 
and improving the quality of care provided by nursing facilities that pa/ioipate in Medicare or Medicaid. 
Submission of MDS information may also be necessary for the nursing facilities to receive reimbursement for 

edicare services. 
  

3. ROUTINE USES 

The primary use of this information is to aid in the administration of the survey and certification of 
Medicare/Medicaid long-term care facilities and to improve the effectiveness and quality of care given in those 
facilities. This system will also support regulatory, reimbursement, policy, and research functions. This system 
will collect the minimum amount of personal data needed to accomplish its stated purpose. 

The information collected will be entered into the Long-Term Care Minimum Data Set (LTC MDS) system of 
records, System No. 09-70-1517. Information from this system may be disclosed, under specific circumstances 
(routine uses), which include: To the Census Bureau and to: (1) Agency contractors, or consultants who have 
been engaged by the Agency to assist in accomplishment of a CMS function, 2) another Federal or State 
agency, agency of a State government, an agency established by State law, or its fiscal agent to administer a 
Federal health program or a Federal/State Medicaid program and to contribute to the accuracy of reimbursement 
made for such programs, (3) to Quality Improvement Organizations (QIOs) to perform Title XI or Title XVIII 
functions, (4) to insurance companies, underwriters, third Paty administrators(TPA),employers, self-insurers, 
group health plans, health maintenance organizations (HMO) and other grolips providing protection against 
medical expenses to verify eligibility for coverage or to coordinate benefits with the Medicare program, (5) an 
individual or Siganization for a research, evaluation, or epidemiological project related to the prevention of 
disease of disability, or the restoration of health, or payment related projects, (6) to a member of Congress or 
congressional staff member in response to an inquiry from a constituent, (7) to the Department of Justice, (8) to a 
CMS contractor that assists in the administration of a CMS-administered health benefits program or to a grantee 
of a CMS-administered grant program, (9) to another Federal agency or to an instrumentality of any 
gousynman i) jurisdiction that administers, or that has the authority to investigate potential fraud or abuse in a 
health benefits program funded in whole or in part by Federal funds to prevent, deter, and detect fraud and abuse 
in those programs, (10) to national accrediting organizations, but only for those facilities that these accredit and 
that participate in the Medicare program 

    4. EFFECT ON INDIVIDUAL OF NOT PROVIDING INFORMATION 

The information contained in the Long-Term Care Minimum Data Set is generally necessary for the facility to 
provide appropriate and effective care to each resident. If a resident fails to provide such information, for 
example on medical history, inappropriate and potentially harmful care may result. Moreover, payment for such 
services by third parties, including Medicare and Medicaid, may not be available unless the facility has sufficient 
information to identify the individual and support a claim for payment. 
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1.9 The Components of the Minimum Data Set (MDS) 
  

Minimum Data Set 

The MDS is completed on all residents in Medicare or Medicaid certified facilities. A mandated 
assessment schedule is discussed in Chapter 2. In addition, states may establish additional MDS 

requirements. For specific information on State requirements, contact your State RAI Coordinator 
(see Appendix B). 

Since the requirements for Medicare PPS went into effect, assessments may be referred to as either a 

“comprehensive” or “full” assessment. To clarify this terminology, the comprehensive assessment is 
a clinical assessment that requires the full MDS, RAPs and Utilization Guidelines. Comprehensive 

assessments include all required MDS items (including State-designated sections), RAPs, and 

documentation in accordance with the Utilization Guidelines. Comprehensive assessments are 
required within 14 days of the admission, annually, when there has been a significant change in 
clinical status, and when the facility does a Significant Correction of a Prior Full assessment. 

When the term “full assessment” is used, it includes the MDS required items A through R (plus any 
State-required items). A full assessment is distinguished from a comprehensive assessment (RAI) in 
that the RAPs and care planning are not completed when the full assessment is completed for a 
Medicare assessment. 

Of course, the facility’s right to care plan is not restricted to the RAI mandated requirements. 
Facilities may expand upon these requirements, when appropriate, to fully assess and care plan for 
an individual. 

The required components of the MDS are as follows: 

SECTION AA - The Basic Assessment Tracking Form 

This form contains Identification Information Items 1-9, which consists of identifying 

information needed to uniquely identify each resident, the nursing facility in which he or she 

resides, the reason(s) for assessment; and Items AA9 a-1, Signatures of Persons Completing a 

Portion of the MDS or Tracking form. The information contained on this form must 

accompany each comprehensive, full, MPAF, or Quarterly assessment, as well as every 

Distcharge and Reentry Tracking form, submitted electronically to the State MDS database. 

This includes Federally required assessment records, (e.g., Admission, Annual, Significant 

Change in Status, and Quarterly assessments), as well as assessments required for Medicare or 

by the State. This section also contains the Attestation Statement that staff members must sign 

and date attesting to the accuracy of the portions of the MDS completed by each member of the 
interdisciplinary team. 

SECTIONS AB, AC, AD - Background (Face Sheet) Information at Admission Form 

This form contains Sections AB (Demographic Information), Section AC (Customary 

Routine), and Section AD (Face Sheet Signatures). This information is to be completed at the 

time of the resident’s initial admission to the nursing facility. A new Face Sheet is also 

required to be completed, along with an Admission assessment, for an individual who returns 
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to the facility after a discharge in which return was not anticipated. CMS’s clinical policies, as 

well as data specifications, allow Face Sheet information to be updated and submitted after the 
Admission assessment is completed and transmitted. This means that Face Sheet information 

can be transmitted with any of the Federally required records (those indicated by the codes 

under AA8a) or the assessments required for Medicare (those indicated by the codes under 

AARBDb). The only instance in which Face Sheet information cannot be updated is from those 
assessments required by the State (AA8a = “0” and AA8b = “6”). 

SECTIONS A-Q - Clinical Assessment 

Sections A-Q contain the clinical data items used to assess residents in the nursing facility. 

Section A9 is where staff sign that they have completed portions of the assessment and agree to 
the Attestation Statement. 

SECTION R - Signature and Completion Date 

Section R contains the signature of the RN coordinating the assessment. This is the section 
that records participation of the resident, family and/or significant other in the assessment 
process. 

SECTION S - State Section 

Some states have added items to the core MDS that must be completed for each resident when 

a comprehensive assessment, full, MPAF, or Quarterly is required. Thus, while the basic MDS 

form is the standard foundation for states, you may find that other items have been added at the 
end of the form (in Section S) in your state. Contact your State RAI Coordinator for State- 

specific requirements. A list of State RAI Coordinators is found in the Appendix B. 

SECTION T - Supplement 

Required for all Medicare assessments. Optional at State discretion for all other types of 
assessments. 

SECTION U - Medications 

Not used by CMS. Can be required by the State. 

SECTION V - Resident Assessment Protocol Summary 

Section V contains the form used to document triggered RAPs, the location of documentation 
describing the resident’s clinical status and factors that impact the care planning decision, and 

whether or not a care plan has been developed for each RAP area. Note that the RAP need not 

have triggered for a care plan to be developed for that particular area. A RAP Summary form 

must be completed each time a comprehensive RAI is required under the Federal schedule. If 

a care plan 1s written from a non-triggered RAP, it should be noted on the RAP Summary form. 
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Quarterly Assessments 

Additionally, states must specify a Quarterly assessment form, for use by facilities that includes at 

least the items on the CMS-designated form. The Quarterly assessment contains the mandated 

subset of MDS items from Section A (Identification and Background Information) through Section R 

(Assessment Information) that serves as the minimum requirement for Quarterly assessments within 

each State’s RAI. Some states have mandated an expanded Optional Quarterly assessment form. 
CMS has published two optional versions that states may require. A state may also require a full 

assessment on a quarterly basis. Again, contact your State RAI Coordinator for State specifics. 
States have the following options for the Quarterly Assessment: 

e Minimum Required MDS Quarterly Assessment 

eo MDS Quarterly Assessment Form Optional Version for RUG-III or Optional Version for 
RUG-III 1997 Update 

Full MDS Assessment 

Medicare Prospective Payment Assessment Form (MPAF) 

Copies of the Quarterly assessment options available to the states are included at the end of this 
Chapter. 

Discharge and Reentry Tracking Forms 

Facilities are required to submit the information contained in two additional forms to notify the State 
if a resident is “discharged” or “reenters” the MDS system. Both the Discharge Tracking form and 

the Reentry Tracking form contain Section AA (Identification Information) Items 1-7, a subset of 
codes from Item 8 (Reason for Assessment), and Item 9. The Discharge Tracking form also contains 

items from Section R related to discharge status and date, along with two items from Section AB, 
that are required only for individuals whose stay is less than 14 days. The Reentry Tracking form 

contains items from Section A related to the date and point of reentry. States may opt to require 

Section S information to accompany Discharge and Reentry Tracking forms. A detailed discussion 
of the Discharge and Reentry Tracking process is in Chapter 2. 

Medicare Assessments 

Nursing facilities perform a comprehensive MDS assessment when the Medicare assessment is 

combined with any assessment required for clinical and/or care planning purposes, i.e., all OBRA 

assessments except the Quarterly. In 2002, a customized version of the MDS form was developed to 

minimize the facility’s data collection requirements. This customized Medicare Prospective 

Payment System Assessment Form (MPAF) may be used when the assessment is performed solely 
for payment purposes (see Chapter 2 for details). 

Resident Assessment Protocols (RAPS) 

The triggers are specific resident responses for one or a combination of MDS elements. The 

triggers identify residents who either have or are at risk for developing specific functional problems 

and require further evaluation using Resident Assessment Protocols (RAPs) designated within the 

State specified RAL. MDS item responses that define triggers are specified in each RAP and on the 

trigger legend form. Not all items assessed on the MDS are automatic triggers, e.g., use of side rails 
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at P4. However, the RAP may be used to evaluate those items that are not automatic triggers. Turn 

to the RAPs (in Appendix C) to review these items and the accompanying RAP Guidelines. Once 

you are familiar with the RAP triggers and guidelines, the trigger legend form serves as a useful 
summary of all RAP triggers. The trigger legend summarizes which MDS item responses trigger 

individual RAPs and has been designed as a helpful tool for facilities if they choose to use it. It is a 

worksheet, not a required form, and does not need to be maintained in each resident’s clinical 
record. 

The RAPs provide structured, problem-oriented frameworks for organizing MDS information, and 
additional clinically relevant information about an individual’s health problems or functional status. 

What are the problems that require immediate attention? What risk factors are important? Are there 

issues that might cause you to proceed in an unconventional manner for the RAP in question? 
Clinical staffs are responsible for answering questions such as these. The information from the MDS 
and RAPs forms the basis for individualized care planning. The RAPs Summary form documents 

the decisions made during this evaluation process whether or not to proceed to care planning. 

Utilization Guidelines 

The Utilization Guidelines are instructions concerning when and how to use the RAI. Once a RAP 
has been triggered, use the utilization guidelines to evaluate the problem and determine whether or 
not you continue to care plan for it. The Utilization Guidelines for Version 2.0 of the RAI were 
published by CMS in the State Operations Manual' Transmittal #272, and are discussed in detail in 
Chapter 4. 

The individual resident’s care plan must be evaluated and revised, if appropriate, each time a 

comprehensive or Quarterly assessment is completed. Facilities may either make changes to the 
original care plan or develop a new care plan. 

Additional information relevant to a resident’s status, but not necessarily included on the RAI, may 

be documented in the resident’s active record. This documentation should include progress notes or 
facility specific flow sheets. 

  

  
1.10 Applicability of RAI to Facility Residents 

    

The clinical requirements for the resident assessment instrument are found at 42 CFR 483.20 and are 

applicable to all residents in certified long-term care facilities. The requirements are applicable 

regardless of age, diagnosis, length of stay, or payment category. 

  

"The SOM is a reference only; it is not necessary for effective use of the RAI. The SOM can be ordered from the 

National Technical Information Service (NTIS); PB# 95-950007; (703) 487-4650. 
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An RAI must be completed for any resident residing in the facility longer than 14 days, including: 

e All residents of Medicare (Title 18) skilled nursing facilities or Medicaid (Title 19) nursing 

facilities. This includes a certified Skilled Nursing Facility (SNF) or Nursing Facility (NF) and 
certified SNFs or NFs in hospitals, regardless of payment source. 

Hospice Residents. When an SNF or NF is the hospice patient’s residence for purposes of the 
hospice benefit, the facility must comply with the requirements for participation in Medicare or 
Medicaid. This means the hospice resident must be assessed using the RAI have a care plan and 

be provided with the services required under the plan of care. This can be achieved through 

cooperation between the hospice and long-term care facility staff with the consent of the 
resident. In these situations, the hospice team should participate in completing the RAL 

Short-term stay or respite residents. An RAI must be completed for any individual residing 
more than 14 days on a unit of a facility that is certified as a long-term care facility for 

participation in the Medicare or Medicaid programs. If the respite resident is in a certified bed, 

you must follow the OBRA assessment schedule and tracking document requirements. If the 
respite resident is in the facility for fewer than 14 days, no assessment is due. Facilities that have 

short-term or respite residents should follow the instructions in Chapter 2 for completion of 
assessments and tracking forms. 

Given the nature of short stay or respite admissions, staff members may not have access to all 

information required to complete some MDS items prior to the resident’s discharge (e.g., the 
physician may not be available, or the family may not be able to provide information on the 

resident’s Customary Routine). In that case, the “no-information” convention should be used 

(“~”) (See Chapter 3 Section 3.2 for more information). For respite residents who come in and 

out of the facility on a relatively frequent basis and readmission can be expected, the resident 

may be discharged to “extended” leave status (Discharged-return anticipated). This status does 
not require reassessment each time the resident returns to the facility unless a significant change 
in the resident’s status has occurred in the intervening period. 

Regardless of the resident’s length of stay, the facility must still have a process in place to 

identify the resident’s needs, and must initiate a plan of care to meet the resident’s needs upon or 

shortly after admission. In addition, if the resident is eligible for Medicare Part A benefits, a 

Medicare assessment will still be required to support payment under the SNF PPS. 

Special populations (e.g. pediatric or residents with a psychiatric diagnosis). Certified 
facilities are required to complete an RAI for all residents who reside in the facility, regardless of 
age or diagnosis. 

Long-Term Care Facilities. Additional assessments are required for Medicare beneficiaries in a 

SNF Part A stay. The MDS is used to determine the Resource Utilization Group (RUG-III) that 

is used to calculate payment under the SNF PPS. See Chapter 2 for detailed information on 
Medicare assessments. 
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Swing bed facilities. Swing bed hospitals providing Part A skilled nursing facility-level services were 

phased into the skilled nursing facility prospective payment system (SNF PPS) starting July 1, 2002. 

Beginning on the first day of each hospital’s cost reporting year on and after July 1, 2002, swing bed 

hospitals must complete a customized two-page MDS assessment form that will be used to determine 

payment levels for Medicare beneficiaries. A separate Swing Bed MDS Assessment Training Manual has 
been developed and can be found on the CMS website at: 

http://www.cms.hhs.gov/ISNFPPS/03 SwingBed.asp 

Federal RAI requirements are not applicable to individuals residing in non-certified units of long-term care 

facilities or licensed-only facilities. This does not preclude a state from mandating the RAI for residents who 

live in these units. Please contact your State RAI Coordinator for State requirements. A list of RAI 

Coordinators can be found in Appendix B. 

  

  
1.11 Facility Responsibilities for Completing Assessments 
  

NEWLY CERTIFIED NURSING HOMES 

Nursing homes must admit residents and operate in compliance with certification requirements before a 

survey can be conducted. The OBRA assessments are a condition of participation and should be performed as 
if the beds were already certified. Then, assuming a survey where the SNF has been determined to be in 

substantial compliance, the facility will be certified effective on the last day of the survey. If the facility 
completed the Admission assessment prior to the certification date, there is no need to do another Admission 

assessment. The facility simply continues the OBRA schedule using the actual admission date as Day 1. 

NOTE: Even in situations where the facility’s certification date is delayed due to the need for a resurvey, the 
facility must continue performing OBRA assessments according to the original schedule. 

Medicare cannot be billed for any care provided prior to the certification date. Therefore, the facility must use 

the certification date as Day 1 (of the covered Part A stay) when establishing the Assessment Reference Date 
for the 5-Day Medicare assessments. For OBRA assessments, the assessment schedule is determined from the 

resident’s actual date of admission. Assuming a survey where the SNF has been determined to be in 

substantial compliance, the SNF should implement the Medicare assessment schedule (for any resident in a 
bed that is pending certification) using the last day of the survey as Day 1. 

If the SNF is already certified and is adding additional certified beds, the procedure for changing the number 

of certified beds is different from that of the initial certification. Medicare and Medicaid residents should not 

be placed in a bed until you are notified that the bed has been certified. 

CHANGE IN OWNERSHIP 

There are two types of change in ownership transactions. The more common situation requires the 
new owner to assume the assets and liabilities of the prior owner. In this case, the assessment 

schedule for existing residents continues, and the facility continues to use the existing provider 
number. For example, if the Admission assessment was done 10 days prior to the change in 
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ownership, the next OBRA assessment would be due no later than 92 days from the MDS 

Completion Date (R2b) of the Admission assessment, and would be submitted using the existing 

provider number. If the resident is in a Part A stay, and the 14-Day Medicare assessment was used 

as the OBRA Admission assessment, the next regularly scheduled Medicare assessment would be 

the 30-Day MDS, and would also be submitted under the existing provider number. 

There are situations where the new owner does not assume the assets and liabilities of the previous 

owner. In these cases, the beds are no longer certified. Also, there are no links to the prior provider, 

including sanctions, deficiencies, resident assessments, Quality Indicators, Quality Measures debts, 

etc. Compliance with OBRA regulations, including the MDS requirements, is expected at the time 

of survey for certification of the facility with a new owner. See page 1-16 for information regarding 
newly certified facilities. 

TRANSFERS OF RESIDENTS 

Any time a resident is admitted to a new facility (regardless of whether or not it is a transfer within 

the same chain), a new comprehensive assessment must be done within 14 days. When transferring 
a resident, the transferring facility must provide the new facility with necessary medical records, 
including appropriate MDS assessments, to support the continuity of resident care. However, when 
the second facility admits the resident, the MDS schedule starts from the beginning with an 

Admission assessment, and if applicable, a 5-Day Medicare assessment. The admitting facility 
should of course look at the previous facility’s assessment (in the same way they would review other 

incoming documentation about the resident) for the purpose of understanding the resident’s history 
and promoting continuity of care. The admitting facility must perform a new assessment for the 

purpose of planning care within the facility to which the resident has been transferred. The only 
situation in which it would not make clinical sense to redo an assessment is when a “transfer” has 

occurred only on paper--that is, the name and provider number of a facility has changed, but the 

resident remains in the same physical setting under the care of the same staff. States may have other 
requirements from a payment perspective. Therefore, facilities should contact their survey agency as 
well for clarification. 

When there has been a transfer of residents secondary to disasters (flood, earthquake, fire) with an 

anticipated return to the facility, the evacuating facility should contact their Regional Office, State 
agency, and Fiscal Intermediary for guidance. 

When the originating facility determines that the resident will not return to the evacuating facility, 

the provider will discharge the resident. The receiving facility will then admit the resident and the 
MDS cycle will begin as of the admission date. For questions related to this type of situation, 
providers should contact their State agency and their Regional Office. 

  

  
1.12 Completion of the RAI 
  

PARTICIPANTS IN THE ASSESSMENT PROCESS 

Federal regulations’ require that the RAI assessment must be conducted or coordinated with the 

appropriate participation of health professionals. Although not required, completion of the RAI is 

best accomplished by an interdisciplinary team that includes facility staff with varied clinical 

  

> 42 CFR 483.20 (h)--(F 278) 
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backgrounds. Such a team brings their combined experience and knowledge together for a better 

understanding of the strengths, needs and preferences of each resident to ensure the best possible 
quality of care and quality of life. In general, participation by all relevant interdisciplinary team 

members will encourage more active and appropriate assessment and care planning processes. 

Facilities have flexibility in determining who should participate in the assessment process as long as 

itis accurately conducted. A facility may assign responsibility for completing the RAI to a number 
of qualified staff members. In most cases, participants in the assessment process are licensed health 
professionals. It is the facility’s responsibility to ensure that all participants in the assessment 

process have the requisite knowledge to complete an accurate and comprehensive assessment. 

The RAI must be conducted or coordinated by an RN who signs and certifies the completion of the 

assessment’. If a facility does not have an RN on its staff (i.e., has an RN waiver granted under 42 
CFR 483.30 (c) or (d) -- F354) it must still provide an RN to complete the RAIL This requirement 

can be met by hiring an RN specifically for this purpose. In this situation, the LPN responsible for 
the care of the resident should participate in the resident assessment process and the development of 
the resident’s care plan. 

The attending physician is also an important participant in the RAI process. The facility needs the 
physician’s evaluation and orders for the resident’s immediate care as well as for a variety of 

treatments and laboratory tests. Furthermore, the attending physician may provide valuable input on 
sections of the MDS and RAPs and is a member of the mandated interdisciplinary team that prepares 
the resident’s comprehensive care plan. 

While some aspects of the assessment process are dictated by regulation, much flexibility remains 
for facilities to determine how to integrate the RAI into their day-to-day operations. For example, 
facilities should develop their own policies and procedures to accomplish the following: 

Train facility staff on the circumstances that require a comprehensive assessment and the staff 
that should be involved. 

Assign responsibility for completing sections of the MDS to staff who have clinical knowledge 
about the resident, such as staff nurses, attending physicians, social workers, activities 

specialists, physical, occupational, or speech therapists, dietitians, and pharmacists. 

Assure that residents and their families are actively involved in the information sharing and 
decision-making processes. 

Assure that the care planning component is developed with input from all staff. 

Assure that key clinical personnel on all shifts (including nursing assistants) are knowledgeable 

about the information found in the resident’s most current assessment and report changes in the 
resident’s status that may affect the accuracy of this information or the need to perform a 
significant change reassessment. 
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e Instruct staff on how to integrate MDS information with existing facility resident assessment and 
care planning practices. 

  

  
1.13 Sources of Information for Completion of the MDS 
  

The process for performing an accurate and comprehensive assessment requires that information 
about residents be gathered from multiple sources. It is the role of the individual interdisciplinary 

team members completing the assessment to validate the information obtained from the resident, 

resident’s family, or other health care team members through observation, interviewing, reviewing 

lab results, and so forth to ensure accuracy. Similarly, interacting with the resident and direct care 
staff validates information in the resident’s record. 

The following sources of information must be used in completing the MDS. Although not 

required, the review sequence for the assessment process generally follows the order below: 

e Review of the resident’s record - Depending on whether or not the assessment is an admission 
or follow-up assessment, the review could include: preadmission, admission, or transfer notes; 

current plan of care; recent physician notes or orders; documentation of services currently 
provided; results of recent diagnostic or other test procedures; monthly nursing summary notes 

and medical consultations for the previous 60-day period; and a record of medications 
administered for the prior 30-day period. 

Communication with and observation of the resident. 

Communication with direct-care staff (e.g., nursing assistants, activity aides) from all 
shifts. 

Communication with licensed professionals (from all disciplines) who have recently observed, 
evaluated, or treated the resident. Communication can be based on discussion or licensed staff 

can be asked to document their impressions of the resident. 

Communication with the resident’s physician. 

Communication with the resident’s family - Not all residents will have family. For some 

residents, family members may be unavailable or the resident may request that you not contact 

them. Where the family is not involved, the resident may request that someone else who is very 
close to him/her be contacted. 

REVIEW OF THE RESIDENT’S RECORD 

The resident’s record provides a starting point in the assessment process to review information about 

the resident in written staff notes across all shifts over multiple days. Starting with the resident’s 
record, however, does not indicate that it is the most critical source of information, but only a 

convenient source. 
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At admission, record review includes an examination of notes written in the first 2 weeks (assuming 
the full 14-day period is used to complete the assessment), documentation that came with the 

resident at admission, facility intake forms (e.g., social service notes), and any preadmission test 

results including copies of the MDS and RAPs from another nursing facility if the resident was 
transferred. Obviously, transcribing the previous facility’s MDS is inappropriate. 

Subsequent reassessments should focus on recorded information from earlier MDS assessments 
and Quarterly assessments, written information from the previous 3-month period, and notes made 
during the prior 30-day period. 

The following are important considerations when reviewing the resident’s record: 

Review the information documented in the record, keeping in mind the required MDS 
definitions. Make sure that assumptions based on the record are compatible with MDS 

definitions (e.g., resident self-performance is evaluated with appliances if used, such as 
locomotion with a walker; similarly, according to the MDS, a resident, who stays “dry” with a 

catheter may be considered continent). 

Make sure that the information taken from the record covers the same observation period 
as that specified by the MDS items. The MDS refers to specific time frames for each item; for 
example ADL status is based on resident performance over a 7-day period. To ensure uniformity, 

the MDS has an Assessment Reference Date (A3a) that establishes a common reference end- 

point for all items. Consequently, it is necessary to pay careful attention to the notes regarding 
time frames for each section of the MDS and also to the Item-by-Item instructions in Chapter 3. 

Be aware of discrepancies and view the record information as preliminary only. Clarify and 
validate all such information during the assessment process. Be alert to information in the record 

that is not consistent with verbal information or physical assessment findings. Discuss 
discrepancies with other interdisciplinary team members (e.g., nurses, social workers, therapists). 

The extent to which the record can be relied upon for information will depend on the 

comprehensiveness of the record system. Note what information the record usually contains 

(e.g., current service notes, care plans, flow sheets, medication sheets), where different types of 
information are maintained in the clinical record, and more importantly, what information is 
missing. 

Where information in the record is sufficiently detailed and conforms to MDS descriptions 
and time periods, complete the MDS items. A few MDS items can be completed in full from 

information found in the record. Comprehensive and accurate assessment of most items, 

however, requires information from other sources (i.e., the resident, the resident’s family, and 

facility staff). Where information is incomplete or contradictory, make a note of the issues in 

question. This note can help plan contacts with the resident, facility staff and resident’s family. 

There is no requirement that such a note be maintained as part of the resident’s permanent 
record; it is a suggested work tool only. 

As you observe, talk with, and discuss the resident with other staff members, verify the 

accuracy of what you learned from reviewing the record. 
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COMMUNICATION WITH AND OBSERVATION OF THE RESIDENT 

The resident is a primary source of information and may be the only source of information for many 

items (e.g., customary routine, activity preferences, vision, hearing, identification with past roles, 

and, in some instances, problem conditions). Many MDS items will not be documented elsewhere 

in the clinical record, and the completed MDS may ultimately be the single source of documentation 
about these issues. 

Become familiar with the MDS items to make communication and observation of the resident an 
ongoing everyday activity in the facility. For example, an RN can observe and interact with a 

resident when medications are given, during meals, or when the resident comes to ask a question. 

Interaction with the resident may be a crucial factor in confirming staff judgments of resident 
problems. Weigh what the resident says, and what is observed about the resident against other 
information obtained from the resident record and facility staff. 

To be most efficient, organize a framework for how to interview and observe the resident. Allow 

flexibility to accommodate the resident. Carefully listen and observe the resident to get guidance as 

to how to pursue the necessary information gathering. Try to interact with the resident, even if the 
resident may have difficulty responding. The degree and character of the difficulty in responding, as 

well as nonverbal responses (e.g., fearfulness) provide important information. Sensitive staff 
judgment is necessary in gathering information. For further information on “Interviewing 
Techniques” see Appendix D. 

It is important to observe, interview and physically assess the resident, and to interview staff. In 

addition, the MDS was designed to consider information obtained from family members, although it 

is not necessary that every discussion with them be face-to-face. Assessors should capture 
information that is based on what actually happened during the observation period, not what usually 

happens. Problems may be missed when the resident’s actual status over the entire observation 
period is not considered. 

Any person completing any MDS section is required to follow the Item-by-Item guidelines in 
Chapter 3 of this manual that specify sources of information necessary for accurate coding. The 

process of information gathering should include direct observation of the resident; communication 

with the resident’s direct caregivers across all shifts; review of relevant information in the resident’s 

clinical record; and if possible, consultation with family members who have direct knowledge of the 

resident’s behavior in the observation period. If the person completing the MDS did not personally 

observe for example a behavior, but others report that it occurred, the behavior must be considered 

as having occurred when completing the MDS form. In addition, the resident’s clinical record 
should support their status as reported on the MDS. 

COMMUNICATION WITH DIRECT CARE STAFF 

Direct care staff (e.g., nursing assistants and activity aides) having daily, intimate contact with 

residents is often the most reliable source of information about the resident. Direct care staff talk 

with and listen to the residents. They observe and assist the resident’s performance of ADLs and 

involvement in activities. They observe the resident’s physical, cognitive and psychosocial status 

daily during all shifts, seven days a week. Key considerations when communicating with direct care 
staff are: 
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Be sure to speak with a person who has first-hand knowledge of the resident. Plan for 

sufficient time to talk with direct care staff person(s). 

Start by asking about the resident’s performance on ADLs and activities. What can the 
resident do without assistance? What do staff members do for the resident? What might the 

resident be able to do that he or she is not doing now? Continue by asking about communication 
and memory skills, body control, activity preferences, and the presence of mood or other 
behavioral symptoms. 

Talk with direct care staff across all shifts, if possible. The information from other shifts may 
be obtained in other ways as well (e.g., from change-of-shift reports if direct care staff comments 
are included). 

COMMUNICATION WITH LICENSED PROFESSIONALS 

Licensed practical nurses (LPNs), RNs, social workers, activities professionals, occupational 
therapists, physical therapists, speech therapists, pharmacists, dietitians, and other professionals who 

have observed, evaluated, or treated the resident should be interviewed about their knowledge of 

resident capabilities, performance patterns, and problems. Their special expertise will enhance the 
accuracy and comprehensiveness of the resident assessment. 

COMMUNICATION WITH THE RESIDENT’S PHYSICIAN 

The physician’s role is central to the overall management and outcome of resident care. The MDS 
assessment process should include a review of the physician’s examination of the resident, plan of 
care, hospital discharge plan, goals of care, and medication and treatment orders. At the Quarterly 

assessments and Annual assessments, review the most recent physician orders and notes. Also, 
review the MDS with the resident’s attending physician to share and validate pertinent information. 

If there is difficulty obtaining information or input for the assessment from the attending physician 
(or transferring institution), the facility’s medical director should be asked to intervene. 

COMMUNICATION WITH THE RESIDENT’S FAMILY 

The resident’s family (or person closest to the resident) can be a valuable source of information 

about the resident’s health history, history of strengths and problems in various functional areas, and 

customary routine prior to the first nursing facility admission. This information is particularly 

necessary when the resident is cognitively impaired or has a great deal of difficulty communicating. 

Using this source obviously depends on the presence of family members, their willingness to 
participate, and the resident’s preferences. Facilities need to respect the cognitively intact resident’s 

right to privacy, and should have permission from the individual for staff to ask questions of family 

members. In most instances, family will not be the sole source of information but will supplement 

information from other sources. The assessment process provides an excellent opportunity for 
caregivers to develop trusting, working relationships with the resident and family. 
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1.14 CMS Clarification Regarding Documentation Requirements 
  

CMS has always accepted the MDS as a primary data source, and duplicative documentation is not 

required. However, clinical documentation that furnishes a picture of the resident’s care needs and 

response to treatment is an accepted standard of practice, is part of good resident care, and staff care 
planning. For this reason, it is always expected that information contained in the clinical record 

supports rather than conflicts with the MDS. Completion of the MDS does not remove the facility’s 

responsibility to document a more detailed assessment of particular issues of relevance for the 

resident. In addition, for the Medicare prospective payment system, documentation must 
substantiate the resident’s need for Part A SNF-level services and his/her response to those services. 

Nursing facilities are required to document the resident’s care and response to care during the course 

of the stay, and it is expected that this documentation would chronicle, support and be consistent 
with the findings of each MDS assessment. Always keep in mind that government requirements are 

not the only or even the major reason for clinical documentation. The MDS has simply codified 
some documentation requirements into a standard format. 

Clinical documentation that contributes to identification and communication of residents’ problems, 

needs and strengths, that monitors their condition on an on-going basis, and that records treatment 
and response to treatment, is a matter of good clinical practice and is an expectation of trained and 

licensed health care professionals. Good clinical practice has always dictated documentation of 
certain treatments and conditions such as the amount of IV nutrient intake and the number of 

minutes of therapy actually provided to a SNF resident. For these types of services, the more 
detailed documentation needed for good resident care also provides all the data needed to code the 

MDS. The MDS does not require duplication of the more detailed treatment logs; the data are 
simply summarized on the MDS. 

In addition, it is important to note that CMS does not impose specific documentation procedures to 

nursing facilities. Some facilities have developed tools to collect data across shifts or throughout an 
assessment period; e.g., ADL support needs, type and duration of restorative nursing services, etc. 

Some facilities have found flow sheets useful for this purpose. The form and format of such 

documentation is determined by the facility. These tools may provide more accurate data for MDS 
reporting and care planning, and may provide real value to the facilities utilizing them. However, 
these tools are not mandated by CMS or by Fiscal Intermediaries. 

When available, State agency and Fiscal Intermediary staff will utilize these data collection tools as 

part of an MDS validation review. In the absence of this type of documentation, the MDS can still 

be verified by a review of the entire record to verify that the medical record supports and is 
consistent with the responses on the MDS. 
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Some states may have regulations that require supporting documentation elsewhere in the record to 
substantiate the resident’s status on particular MDS items used to calculate payment under the 
State’s Medicaid system. If your state requires the MDS to be completed for the Medicaid program, 

they may have additional documentation requirements. Contact your State agency’s Resident 
Assessment Coordinator or your Medicaid program for State-specific requirements. 

  

  
1.15 RAI Completion Time Frames 
  

ASSESSMENT COMPLETION TIME FRAMES 

Each individual team member who completes a portion of the MDS assessment must sign and certify 
its accuracy.’ Each interdisciplinary team member who completes a portion of the MDS assessment 

signs, dates, and indicates the portion of the assessment he or she completed in AA9. This signature 
and date should reflect the date of the assessment and may be earlier than the date in R2b. The RN 
coordinator is required to sign R2b to certify that the MDS is complete.” The RN coordinator must 

not sign and attest to completion of the assessment until all other individual team members 
participating in the assessment have finished their portions of the MDS. If the RN does all of the 
MDS, then the nurse alone would sign and be responsible for certifying accuracy and completeness. 

An assessment that was signed and dated by all assessors, but not by the RN coordinator, because the 
RN coordinator is no longer at the facility, should be signed and dated (with the date it is actually 
signed) by the current RN assessment coordinator. 

RAPs COMPLETION TIME FRAMES 

An RN coordinator must also sign and date the RAP Summary form at VB1 and VB2, the RAPs 
Completion Date, to signify completion of the RAI assessment. For the admission assessment, the 

RN coordinator must sign and date the RAP Summary form at VB1 and VB2 within 14 days of the 
resident’s admission to the facility. There is no Federal requirement that each individual team 
member completing a RAP sign and date the RAP Summary form to certify its accuracy. It is 

assumed that other team members’ documentation for a RAP will be signed wherever it appears in 
the clinical record. However, if desired, individual team members may indicate which RAP(s) they 

completed, list their credentials, and the date it was completed by signing the form wherever there is 

room to do so in a legible manner. The RN completing the RAP Summary form does not have to be 
the same RN who completed and signed the MDS assessment. 

It is never permissible to certify or backdate RAI forms for another individual on the 
interdisciplinary team. If an individual who completed a portion of the MDS is not available to sign 

it, then another team member should review the information and sign the form. Facilities should 

establish a policy regarding accountability for the RAI when these situations occur. 
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CARE PLANNING COMPLETION TIME FRAMES 

The facility has 7 days after completing the RAI (RAPs Completion Date (VB2)). The staff member 

entering the care planning decision information must also sign and date the RAP Summary form at 
VB3 and VB4, the Care Plan Completion Date. 

  

1.16 Attestation Statement of Accuracy 
      

The importance of accurately completing and submitting the MDS cannot be overemphasized. The 
MDS information is the basis for: 

The development of an individualized care plan for the resident occurs directly from responses 
entered on the MDS, 

Medicare Prospective Payment System, 

State Medicaid reimbursement programs, 

Quality monitoring activities such as the Quality Indicator (QI) Reports, the data driven survey 
and certification process, and the quality measures used for public reporting, 

Research, and 

Policy development. 

Primary responsibility for accuracy lies with the person selecting the MDS item response. Each 

person completing a section of the MDS is required to sign the Attestation Statement (AA9, AD, and 
AT7) that reads: 

“I certify that the accompanying information accurately reflects resident assessment 

or tracking information for this resident and that I collected or coordinated collection 

of this information on the dates specified. To the best of my knowledge, this 

information was collected in accordance with applicable Medicare and Medicaid 

requirements. I understand that this information is used as a basis for ensuring that 

residents receive appropriate and quality care, and as a basis for payment from 

Federal funds. I further understand that payment of such Federal funds and 

continued participation in the government-funded health care programs is 

conditioned on the accuracy and truthfulness of this information, and that I may be 

personally subject to or may subject my organization to substantial criminal, civil, 

and/or administrative penalties for submitting false information. I also certify that I 
am authorized to submit this information by this facility on its behalf.” 
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In addition, the RN coordinating the assessment must sign and date the MDS. The signature of the 
RN attests to the completeness of the document. Each staff member who completes any portion of 

the MDS must sign and date the MDS and indicate beside their signature which portions they 
completed. Two or more staff members can complete items within the same section of the MDS. 
The RN assessment coordinator must not sign and attest to completion of the assessment until all 

other assessors have finished their portions of the MDS. The RN assessment coordinator is not 

certifying the accuracy of assessments that were completed by other health professionals. 

  

  
1.17 Correcting The MDS 
  

Once completed, edited, and accepted into the MDS data repository, facilities may not “change” a 

previously completed MDS form as the resident’s status changes during the course of the nursing 
facility stay. Minor changes in the resident’s status should be noted in the resident’s record (e.g., in 
progress notes), in accordance with standards of clinical practice and documentation. Such 

monitoring and documentation is a part of the facility’s responsibility to provide necessary care and 
services. However, it is important to remember that the electronic record submitted to and accepted 

into the MDS database is the legal assessment. Changes made to the electronic record after data 
transmission or to the paper copy maintained in the medical record are not recognized as proper 
corrections. The MDS correction process is described in Chapter 5. 

However, several additional processes have been put into place to assure that the MDS data is 
accurate both at the facility and in the State MDS database: 

If an error is discovered within 7 days of the completion of an MDS and before submission to the 
State MDS database, the response may be corrected using standard editing procedures on the 
hard copy (cross out, enter correct response, initial, and date) and correction of the MDS record 
in the facility database. The resident’s care plan should also be reviewed for any needed 
changes. 

Software used in the facility to encode the MDS must run all standard edits as defined in the data 
specifications released by CMS. 

Enhanced record rejection standards have been implemented in the State MDS database. If an 
MDS record contains responses that are out of range, e.g., a 4 is entered when only 0-3 are 

allowable responses for an item, or item responses are inconsistent, e.g., a skip pattern is not 

observed, the record is rejected. Inaccurate data is not added to the State MDS database. 

If an error is discovered in a record in the State MDS database, Modification or Inactivation 

procedures must be implemented by the facility to assure that the database information is 
corrected. 

Clinical corrections must also be undertaken as necessary to assure that the resident is accurately 
assessed, the care plan is accurate, and the resident is receiving the care needed. A Significant 

Change in Status assessment or a Significant Correction of a Prior assessment may be needed as 
well as corrections to the information in the State MDS database. 

Revised--December 2002   

 



CMS’s RAI Version 2.0 Manual CH 1: Resident Assessment Instrument 

  

  
1.18 Reproduction and Maintenance of the Assessments 
  

Nursing homes may use electronic signatures for clinical record documentation, including the MDS, 
when permitted to do so by state and local law and when authorized by the long-term care facility’s 

policy. Facilities must have written policies in place to ensure proper security measures to protect 
the use of an electronic signature by anyone other than the person to which the electronic signature 
belongs. 

While use of electronic signatures for the MDS does not require that the entire clinical record be 

maintained electronically, the guidance language for Clinical Records found in Appendix PP [42 
CFR 483.75(1)(1)] notes that facilities have the option for an individuals record to be maintained by 

computer rather than hard copy. In addition, proper security measures must be implemented via 
facility policy to ensure the privacy and integrity of the record and to ensure that access to clinical 

records is made available to surveyors and others who are authorized by law. 

Long-term care facilities that are not capable of maintaining MDSs electronically must adhere to the 

current requirements that either a hand written copy or a computer-generated form must be 
maintained in the clinical record. All state licensure and state practice regulations continue to apply 

to certified long-term care facilities. Where state law is more restrictive than federal requirements, 
the provider needs to apply the state law standard. In the future, long-term care facilities may be 

required to conform to a CMS electronic signature standard should CMS adopt one. 

Unless the provider has exercised the option to maintain electronic MDSs, facilities are required to 
maintain hard copies of 15 months of assessment data in the resident’s active clinical record 

according to CMS policy. There is no requirement to maintain two copies of the form in the 

resident’s record (the hand-written and computer-generated MDS). Either a hand written or a 

computer-generated form is equally acceptable. This includes all MDS forms, RAP Summary forms 
and Quarterly assessments as required during the previous 15-month period. After the 15-month 

period, RAI information may be thinned from the clinical record and stored in the medical records 

department, provided that it is easily retrievable if requested by clinical staff or State agency 

surveyors. The exception is that face sheet information (Section AB,AC, andAD) must be 

maintained in the active record until the resident is permanently discharged. The information must 

be kept in a centralized location, assessible to all professional staff members (including consultants) 
who need to review the information in order to provide care to the resident. 
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The 15-month period for maintaining assessment data does not restart with each readmission to the 

facility. In some cases when a resident is out of the facility for a short period (i.e., hospitalization), 

the facility must close the record because of State bed hold policies. When the resident then returns 

to the facility and is “readmitted,” the facility must open a new record. The facility may copy the 

previous RAI and transfer a copy to the new record. In this case, unless maintaining the MDSs 
electronically, the facility should also copy the previous 15 months of assessment data and place it 

on the new record. Facilities may develop their own specific policies regarding how to handle 
readmissions, including linking the prior electronic MDS to the new admission record, but the15- 

month requirement for maintenance of the RAI data does not restart with each new admission. In 

Cases where the resident returns to the facility after a long break in care (e.g., 14 ¥2 months), staff 

may want to review the older record to familiarize them with the resident history and care needs. 
However, the decision on retaining the prior stay record in the current chart is a matter of facility 
policy rather than CMS requirement. 

For additional information, refer to Resident Assessment Requirements for Long-Term Care 
Facilities in the Code of Federal Regulations at 42 CFR 483.20. 
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CHAPTER 6: MEDICARE SKILLED NURSING 
HOME PROSPECTIVE PAYMENT SYSTEM 
(SNF PPS) 

  

  
6.1 Background 
  

The Balanced Budget Act of 1997 included the implementation of a Medicare Prospective 
Payment System (PPS) for skilled nursing homes, consolidated billing, and a number of related 

changes. The PPS system replaced the retrospective cost-based system for skilled nursing homes 
under Part A of the program. (Federal Register Vol. 63, No. 91, May 12, 1998, Final Rule.) 

The SNF PPS is the culmination of substantial research efforts beginning as early as the 1970’s, 
focusing on the areas of nursing home payment and quality. In addition, it is based on a 
foundation of knowledge and work by a number of states that developed and implemented 
similar case mix payment methodologies for their Medicaid nursing home payment systems. 

The current focus in the development of State and Federal payment systems for nursing home 
care is based on the recognition of the differences among residents, particularly in the utilization 

of resources. Some residents require total assistance with their activities of daily living (ADLs) 
and have complex nursing care needs. Other residents may require less assistance with ADLs, 

but may require rehabilitation or restorative nursing services. The recognition of these 
differences is the premise of a case mix system. Reimbursement levels differ based on the 

resource needs of the residents. Residents with heavy care needs require more staff resources 
and payment levels would be higher than for those residents with less intensive care needs. In a 

case mix adjusted payment system the amount of reimbursement to the nursing home is based on 
the resource intensity of the resident as measured by items on the MDS. Case mix 

reimbursement has become a widely adopted method for financing nursing home care. The case 

mix approach serves as the basis for the PPS for skilled nursing homes, swing bed hospitals and 
is increasingly being used by States for Medicaid reimbursement for nursing homes. 

  

  
6.2 Utilizing the MDS in the Medicare Prospective Payment System 
  

A key component of the Medicare skilled nursing home prospective payment system is the case 

mix reimbursement methodology used to determine resident care needs. A number of nursing 

home case mix systems have been developed over the last 20 years. Since the early 1990s, 

however, the most widely adopted approach to case mix has been the Resource Utilization 

Groups (RUG-II). This classification system uses information from the MDS assessment to 

classify SNF residents into a series of groups representing the residents’ relative direct care 
resource requirements. 
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The MDS assessment data is used to calculate the RUG-III Classification necessary for payment. 
The MDS contains extensive information on the resident’s nursing needs, ADL impairments, 
cognitive status, behavioral problems, and medical diagnoses. This information is used to define 
RUG-III groups that form a hierarchy from the greatest to the least resources used. Residents 
with more specialized nursing requirements, licensed therapies, greater ADL dependency or 
other conditions will be assigned to higher groups in the RUG-III hierarchy. Providing care to 
these residents is more costly, and is reimbursed on a higher level. 

  

  
6.3 Resource Utilization Groups Version Ill (RUG-III) 
  

The RUG-III classification system has eight major classification groups: Rehabilitation Plus 
Extensive Services, Rehabilitation, Extensive Services, Special Care, Clinically Complex, 
Impaired Cognition, Behavior Problems, and Reduced Physical Function. The eight groups are 
further divided by the intensity of the resident’s activities of daily living (ADL) needs, and in the 
Clinically Complex category, by the presence of depression. 

One hundred and eight (108) MDS assessment items are used in the RUG-III Classification 
system to evaluate the resident’s clinical condition. 

A calculation worksheet was developed in order to provide clinical staff with a better 
understanding of how the RUG-III classification system works. The worksheet translates the 
software programming into plain language to assist staff in understanding the logic behind the 
classification system. A copy of the calculation worksheet for the RUG-III Classification system 
for nursing homes can be found at the end of this section. 

  

EIGHT MAJOR RUG-IIl CLASSIFICATION GROUPS 
  

CHARACTERISTICS ASSOCIATED MAJOR RUG-III GROUP WITH MAJOR RUG-III GROUP 
  

Residents receiving physical, speech or 
occupational therapy AND receiving IV 
feeding or medications, suctioning, 

tracheostomy care, or ventilator/respirator. 

Rehabilitation Plus Extensive Services 

    Rehabilitation Residents receiving physical, speech or 
occupational therapy.   
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Extensive Services Residents receiving complex clinical care or 
with complex clinical needs such as IV feeding 
or medications, suctioning, tracheostomy care, 

ventilator/respirator and comorbidities that 
make the resident eligible for other RUG 
categories. 

  

Special Care Residents receiving complex clinical care or 
with serious medical conditions such as 
multiple sclerosis, quadriplegia, cerebral palsy, 
respiratory therapy, ulcers, stage III or IV 
pressure ulcers, radiation, surgical wounds or 

open lesions, tube feeding and aphasia, fever 
with dehydration, pneumonia, vomiting, 
weight loss or tube feeding. 

  

Clinically Complex Residents receiving complex clinical care or 
with conditions requiring skilled nursing 
management and interventions for conditions 
and treatments such as burns, coma, 

septicemia, pneumonia, foot infections or 
wounds, internal bleeding, dehydration, tube 
feeding, oxygen, transfusions, hemiplegia, 

chemotherapy, dialysis, physician visits/order 
changes. 

  

Impaired Cognition Residents having cognitive impairment in 
decision-making, recall and short-term 
memory. (Score on MDS 2.0 cognitive 
performance scale >=3). 

  

Behavior Problems Residents displaying behavior such as 
wandering, verbally or physically abusive or 
socially inappropriate, or who experience 
hallucinations or delusions 

    Reduced Physical Function   Residents whose needs are primarily for 
activities of daily living and general 
supervision. 
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6.4 Relationship Between the Assessment and the Claim 
  

The SNF PPS establishes a schedule of Medicare assessments. Each required Medicare 
assessment is used to support Medicare PPS reimbursement for a predetermined maximum 
number of Medicare Part A days. To verify that the Medicare bill accurately reflects the 
assessment information, three data items derived from the MDS assessment must be included on 
the Medicare claim: 

ASSESSMENT REFERENCE DATE (ARD) 

The ARD must be reported on the Medicare claim. CMS has developed mechanisms to 
link the assessment and billing records. 

THE RUG-III GROUP 

The RUG-III group is calculated from the MDS assessment data. The software used to 
encode and transmit the MDS assessment data calculates the RUG-III group. CMS edits 
and validates the RUG-III code of transmitted MDS assessments. Nursing homes cannot 
submit Medicare Part A claims until the assessment has been accepted into the CMS data 
base, and they must use the RUG-III code as validated by CMS when bills are filed. The 
following abbreviated RUG-III codes are used in the billing process. 

RUX, RUL, RVX, RVL, RHX, RHL, RMX, RML, RLX 
RUA, RUB, RUC, RVA, RVB, RVC, RHA, RHB, RHC, RMA, RMB, RMC, RLA, RLB 
SEL, SE2, SE3 

SSA, SSB, SSC 

CA1,CA2,CB1,.CB2, CCl, CC2 
IA1, IA2, IB1, IB2 

BAI, BA2, BB1, BB2 

PA1,PA2, PB1,PB2.PCl,. PC2. PD], PD2. PEL. PE2 
AAA (the default code) 

HEALTH INSURANCE PPS (HIPPS) CODES 

Each Medicare PPS assessment is used to support Medicare Part A payment for a 
maximum number of days. The HIPPS code must be entered on each claim, and must 
accurately reflect which assessment is being used to bill the RUG group for Medicare 
reimbursement. 

The CMS HIPPS codes contain a three position code to represent the RUG of the SNF 
resident, plus a 2-position assessment indicator to indicate which assessment was 
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completed. Together they make up the 5-position HIPPS code for the purpose of billing 
Part A covered days to the Fiscal Intermediary. The chart shown below list the HIPPS 
codes used by SNFs. 

Assessment indicators have been established for each type of assessment used to support 
Medicare payment. For example, the Medicare reason for assessment on a Medicare 5-Day 
assessment 1s “1”, and the HIPPS code is “01”. 

ASSESSMENT INDICATORS 

  

5-Day Medicare-required assessment/not an Admission assessment. 
  

30-Day Medicare-required assessment. 
  

60-Day Medicare-required assessment. 
  

90-Day Medicare-required assessment. 
  

Readmission/Return Medicare-required assessment. 
  

14-Day Medicare-required assessment/not an Admission assessment. 
  

Off-cycle Other Medicare-required assessment (OMRA). 
  

5-Day (or readmission/return) Medicare-required assessment AND Admission 
assessment. 
  

14-Day Medicare-required assessment AND Admission assessment: This code is being 
activated to facilitate the planned automated generation of all assessment indicator 
codes. Currently, code 07 is used for all 14-Day Medicare assessments, regardless of 
whether it is also an OBRA Admission assessment (i.e., an assessment mandated as part 
of the Medicare/Medicaid certification process). 
  

OMRA (Other Medicare Required Assessment) replacing 5-Day Medicare-required 
assessment 
  

Special payment situation — 5-Day assessment 
  

OMRA replacing 30-Day Medicare-required assessment 
  

Special payment situation — 30-Day assessment         
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30 Off-cycle Significant Change assessment (outside assessment window). 
  

31 Significant Change assessment REPLACES 5-Day Medicare-required assessment. 
  

32 Significant Change assessment (SCSA) REPLACES 30-Day Medicare-required 
assessment 
  

33 Significant Change assessment REPLACES 60-Day Medicare-required assessment 
  

34 Significant Change assessment REPLACES 90-Day Medicare-required assessment 
  

35 Significant Change assessment REPLACES a readmission/return Medicare-required 
assessment. 
  

37 Significant Change assessment REPLACES 14-Day Medicare-required assessment 
  

38 OMRA replacing 60-Day Medicare-required assessment. 
  

39 Special payment situation — 60-Day assessment. 
  

40 Off-cycle Significant Correction assessment of a prior assessment (outside assessment 
window) 
  

41 Significant Correction of a Prior assessment (SCPA) REPLACES a 5-Day Medicare- 
required assessment 
  

42 Significant Correction of a Prior assessment REPLACES 30-Day Medicare-required 
assessment 
  

43 Significant Correction of a Prior assessment REPLACES 60-Day Medicare-required 
assessment 
  

44 Significant Correction of a Prior assessment REPLACES 90-Day Medicare-required 
assessment 
  

45 Significant Correction of a Prior assessment REPLACES a readmission/return 
assessment. 
  

47 Significant Correction of a Prior assessment REPLACES 14-Day Medicare-required 
assessment 
  

48 OMRA replacing 90-Day Medicare required assessment. 
  

49 Special payment situation — 90-Day assessment. 
  

54 90-Day Medicare assessment that is also a Quarterly assessment 
  

78 OMRA replacing 14-Day Medicare-required assessment. 
  

79 Special payment situation — 14-Day assessment 
  

00     Default code 
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6.5 SNF PPS Eligibility Criteria for SNFs 
  

Under SNF PPS, beneficiaries must meet the established eligibility requirements for a Part A 
SNF-level stay. These requirements are summarized below. 

TECHNICAL ELIGIBILITY REQUIREMENTS 

Technical eligibility remains the same, as outlined below, per the Medicare General Information, 
Eligibility, and Entitlement Manual, Chapter 1 (Pub. 100-1) and the Medicare Benefit Policy 
Manual, Chapter 8 (Pub. 100-2). The beneficiary must meet the following criteria: 

* Beneficiary is Enrolled in Medicare Part A and has days available to use. 

® There has been a three-day prior qualifying hospital stay. 

* Admission for SNF-level services is within thirty days of discharge from an acute care stay. 

CLINICAL ELIGIBILITY REQUIREMENTS 

A beneficiary is eligible for SNF extended care if all the following requirements are met: 

* The beneficiary has a need for and receives medically necessary skilled care on a daily basis, 
which is provided by or under the direct supervision of skilled nursing or rehabilitation 
professionals. 

As a practical matter, these skilled services can only be provided in an SNF. 

The services provided must be for a condition for which the resident: 

-- was treated during the qualifying hospital stay, or 

-- arose while the resident was in the SNF for treatment of a condition for which he/she was 
previously treated for in a hospital. 

PHYSICIAN CERTIFICATION 

The attending physician or a physician on the staff of the skilled nursing home who has 
knowledge of the case, or a nurse practitioner (NP) or clinical nurse specialist (CNS) who does 
not have a direct or indirect employment relationship with the facility, but who is working in 
collaboration with the physician, must certify and then periodically re-certify the need for 
extended care services in the skilled nursing home. 
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Certifications are required at the time of admission or as soon thereafter as is reasonable and 
practicable. (42 CFR 424.20) 

The initial certification certifies, per the existing context found in 42 CFR 424.20, that 
the resident meets the existing SNF level of care definition, or 

Validates that the beneficiary’s assignment to one of the upper RUG-III (Top 35) groups 
is correct through a statement indicating the assignment is correct. 

Re-certifications are used to document the continued need for skilled extended care services. 

The first re-certification is required no later than the 14™ day. 

Subsequent re-certifications are required no later than 30 days after the prior re- 
certification. 

  

  
6.6 RUG-III 53 Group Model Calculation Worksheet for SNFs 
  

This RUG-IIT Version 5.20 calculation worksheet is a step-by-step walk through to manually 
determine the appropriate RUG-III Classification based on the data from an MDS assessment. 
The worksheet takes the grouper logic and puts it into words. We have carefully reviewed the 
worksheet to insure that it represents the standard logic. 

This worksheet is for the 53-group RUG-III Version 5.20 model. In the 53-group model, there 

are 23 different Rehabilitation Plus Extensive Services and Rehabilitation groups representing 10 
different levels of rehabilitation services. In the 53-group model, the residents in the 

Rehabilitation Plus Extensive Services groups have the highest level of combined nursing and 
rehabilitation need, while residents in the Rehabilitation groups have the next highest level of 
need. Therefore, the 53-group model has the Rehabilitation Plus Extensive Services groups first 
followed by the Rehabilitation groups, the Extensive Services groups, the Special Care groups, 

the Clinically Complex groups, the Impaired Cognition groups, the Behavior Problems groups, 
and finally the Reduced Physical Function groups. 

There are two basic approaches to RUG-III Classification: (1) hierarchical classification and (2) 

index maximizing classification. CMS has not developed an index maximization worksheet. 

The worksheet included at the end of this chapter was developed for the hierarchical 

methodology. Instructions for adapting this worksheet to the index maximizing approach are 
included below. 
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Hierarchical Classification. The present worksheet employs the hierarchical classification 

method. Hierarchical classification is used in some payment systems, in staffing analysis, and in 

many research projects. In the hierarchical approach, you start at the top and work down through 

the RUG-III model, and the classification is the first group for which the resident qualifies. In 

other words, start with the Rehabilitation Plus Extensive Services groups at the top of the RUG- 
II model. Then you work your way down through the groups in hierarchical order: 

Rehabilitation Plus Extensive Services, Rehabilitation, Extensive Services, Special Care, 

Clinically Complex, Impaired Cognition, Behavior Problems, and Reduced Physical Function. 
When you find the first of the 53 individual RUG-II groups for which the resident qualifies, 
then assign that group as the RUG-III Classification and you are finished. 

If the resident qualifies in the Extensive Services group and a Special Care group, always choose 

the Extensive Services classification, since it is higher in the hierarchy. Likewise, if the resident 

qualifies for Special Care and Clinically Complex, always choose Special Care. In hierarchical 
classification, always pick the group nearest the top of the model. 

Index Maximizing Classification. Index maximizing classification is used in Medicare PPS 
and most Medicaid payment systems. There is a designated Case Mix Index (CMI) for each 

RUG-III category. The first step in index maximizing is to determine all of the RUG-III groups 
for which the resident qualifies. Then from the qualifying groups you choose the RUG-III group 
that has the highest case mix index. The index maximizing method uses the case mix indices 
effective with RUG-III changes on January 1, 2006. 

While the present worksheet illustrates the hierarchical classification method, it can be adapted 
for index maximizing. To index maximize, you would evaluate all classification groups rather 

than assigning the resident to the first qualifying group. In the index maximizing approach, you 
again start at the beginning of the worksheet. You then work down through all of the 53 

RUG-II Classification groups, ignoring instructions to skip groups and noting each group for 
which the resident qualifies. When you finish, record the CMI for each of these groups. Select 

the group with the highest CMI. This group is the index-maximized classification for the 
resident. 
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CALCULATION OF TOTAL “ADL” SCORE 
RUG-I11, 53 GROUP HIERARCHICAL CLASSIFICATION 

The ADL score is used in all determinations of a resident's placement in a RUG-III 
category. It is a very important component of the classification process. 

» STEP # 1 

To calculate the ADL score use the following chart for Gla (bed mobility), G1b 

(transfer), and Gli (toilet use). Enter the ADL scores to the right. 

Column A = Column B = ADL score = SCORE 

-,0o0r1 and (any number) = Glas 

2 and (any number) z= 3 Glh= ~~ = 

3,4,0r8 and - 0,102 = 4 Gli= 

3.4. or and 3or8 = 5 

» STEP #2 

If K5a (parenteral/IV) is checked, the eating ADL score is 3. If K5b (feeding tube) is 
checked and EITHER (1) Ké6a is 51% or more calories OR (2) Ké6a is 26% to 50% 

calories and K6b is 501cc or more per day fluid enteral intake, then the eating ADL score 
is 3. Enter the ADL eating score (G1h) below and total the ADL score. If not, go to 

Step #3. 

» STEP #3 

If neither K5a nor K5b (with appropriate intake) are checked, evaluate the chart below 
for G1hA (eating self-performance). Enter the score to the right and total the ADL score. 
This is the RUG-III TOTAL ADL SCORE. (The total ADL score range possibilities are 
4 through 18.) 

Column A (Glh) = ADL score = SCORE 

-,0or1 = 1 Glh=" 

2 = 2 

3.4, 0r8 =.3 

TOTAL RUG-III ADL SCORE 

Other ADLs are also very important, but the researchers have determined that the late loss ADLs 

were more predictive of resource use. They determined that allowing for the early loss ADLs did 
not significantly change the classification hierarchy or add to the variance explanation. 
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CATEGORY I: REHABILITATION PLUS 
EXTENSIVE SERVICES 

RUG-III, 53 GROUP HIERARCHICAL CLASSIFICATION 
  

You start the classification process beginning at the Rehabilitation Plus Extensive 
Services level. In order for a resident to qualify for this category, he/she must meet 3 
requirements, which are 1) have an ADL score of 7 or more, 2) meet one of the criteria 

for the Extensive Services category, and 3) meet the criteria for one of the Rehabilitation 
categories. 

» STEP # 1 

Determine the resident’s ADL score. If the resident's ADL score is 7 or higher go to 
step 2. 

If the ADL score is less than 7, skip to Category II now. 

» STEP #2 

Is the resident coded for receiving one or more of the following extensive services? 

KS5a Parenteral / IV 

Plac IV Medication 
Plai Suctioning 
Plaj Tracheostomy care 
Plal Ventilator or respirator 

If the resident does not receive one of the above, skip to Category II now. 

» STEP # 3 

Determine if the resident’s rehabilitation therapy services satisfy the criteria for one of 

the RUG-III Rehabilitation groups. If the resident does not meet all of the criteria for 

one Rehabilitation group (e.g., Ultra High Intensity), then move to the next group 
(e.g., Very High Intensity). 

A. Ultra High Intensity Criteria 

In the last 7 days (section P1b [a,b,c]): 

720 minutes or more (total) of therapy per week AND 

At least two disciplines, 1 for at least 5 days, AND 
2nd for at least 3 days 

RUG-III ADL Score RUG-I1II Class 

16 - 18 RUX 
7-15 RUL 
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B. Very High Intensity Criteria 

In the last 7 days (section P1b [a, b, c,]): 

500 minutes or more (total) of therapy per week AND 

At least 1 discipline for at least 5 days 

RUG-III ADL Score RUG-III Class 

16-18 RVX 

7-15 RVL 

High Intensity Criteria (either (1) or (2) below may qualify) 
(1) Inthe last 7 days (section P1b [a, b, c]): 

325 minutes or more (total) of therapy per week AND 
At least 1 discipline for at least 5 days 

If this is a Medicare 5-Day or a Medicare Readmission/Return 
Assessment, then the following apply (section T1b, Tlc, T1d and section 
Plh [a,D, cl); 

Ordered Therapies, T1b is checked AND 
In the last 7 days: 

Received 65 or more minutes, P1b [a,b,c] AND 
In the first 15 days from admission: 

520 or more minutes expected, T1d AND 

rehabilitation services expected on 8 or more days, Tc. 

RUG-I1I ADL Score RUG-III Class 

13-18 RHX 

7-12 RHL 

D. Medium Intensity Criteria (either (1) or (2) below may qualify) 

(1) Inthe last 7 days: (section P1b [a,b,c] ) 

150 minutes or more (total) of therapy per week AND 

At least 5 days of any combination of the 3 disciplines 

If this is a Medicare 5-Day or a Medicare Readmission/Return 
Assessment, then the following apply: (section T1b, Tlc, T1d): 
Ordered Therapies, T1b is checked AND 
In the first 15 days from admission: 

240 or more minutes are expected, T1d AND 
rehabilitation services expected on 8 or more days, Tlc. 

RUG-I1II ADL Score RUG-III Class 

15-18 RMX 

7-14 RML 
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E. Low Intensity Criteria (either (1) or (2) below may qualify): 
(1) Inthe last 7 days (section P1b [a,b,c] and P3): 

45 minutes or more (total) of therapy per week AND 

At least 3 days of any combination of the 3 disciplines AND 
2 or more nursing rehabilitation services* received for 

at least 15 minutes each with each administered for 6 or more 
days. 

If this is a Medicare 5-Day or a Medicare Readmission/Return 
Assessment, then the following apply (section P3 and section T1b, Tlc, 
Tid): 

Ordered therapies T1b is checked AND 
In the first 15 days from admission: 

75 or more minutes are expected, T1d AND 

rehabilitation services expected on 5 or more days, Tic AND 
2 or more nursing rehabilitation services* received for at 

least 15 minutes each with each administered for 2 or more 
days, P3. 

*Nursing Rehabilitation Services 

H3a,b** Any scheduled toileting program and/or 

bladder retraining program 
P3a,b** Passive and/or active ROM 

P3c Splint or brace assistance 

P3d,f+* Bed mobility and/or walking training 
P3e Transfer training 

P3g Dressing or grooming training 
P3h Eating or swallowing training 

P3i Amputation/Prosthesis care 

P3j Communication training 

**Count as one service even if both provided 

RUG-III ADL Score RUG-III Class 

7-18 RLX 

RUG-III Classification 

If the resident does not classify in the Rehabilitation Plus Extensive Services 
Category, proceed to Category II. 
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CATEGORY II: REHABILITATION 
RUG-III, 53 GROUP HIERARCHICAL CLASSIFICATION 
  

Rehabilitation therapy is any combination of the disciplines of physical therapy, 

occupational therapy, or speech language pathology. This information is found in 
Section P1b. Nursing rehabilitation is also considered for the low intensity classification 
level. It consists of providing active or passive range of motion, splint/brace assistance, 
training in transfer, training in dressing/grooming, training in eating/swallowing, training 
in bed mobility or walking, training in communication, amputation/prosthesis care, any 
scheduled toileting program, and bladder retraining program. This information is found 
in Section P3 and H3a,b of the MDS Version 2.0. 

» STEP # 1 

Determine if the resident's rehabilitation therapy services satisfy the criteria for one of the 
RUG-III Rehabilitation groups. If the resident does not meet all of the criteria for one 

Rehabilitation group (e.g., Ultra High Intensity), then move to the next group (e.g., 
Very High Intensity). 

A. Ultra High Intensity Criteria 
In the last 7 days (section P1b [a,b,c]): 

720 minutes or more (total) of therapy per week AND 
At least two disciplines, 1 for at least 5 days, AND 
2nd for at least 3 days 

RUG-III ADL Score RUG-III Class 

16-18 RUC 

9-15 RUB 

4- § RUA 

Very High Intensity Criteria 

In the last 7 days (section P1b [a, b, c,]): 

500 minutes or more (total) of therapy per week AND 
At least 1 discipline for at least 5 days 

RUG-III ADL Score RUG-III Class 
16 - 18 RVC 

9-15 RVB 
4- 8 RVA 
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C. High Intensity Criteria (either (1) or (2) below may qualify) 

(1) Inthe last 7 days (section P1b [a, b, c]): 

325 minutes or more (total) of therapy per week AND 
At least 1 discipline for at least 5 days 

If this is a Medicare 5-Day or a Medicare Readmission/Return 
Assessment, then the following apply (section T1b, Tlc, T1d and section 
Pibia,b, cl): 

Ordered Therapies, T1b is checked AND 
In the last 7 days: 

Received 65 or more minutes, P1b [a,b,c] AND 

In the first 15 days from admission: 

520 or more minutes expected, Td AND 

rehabilitation services expected on 8 or more days, Tlc. 

RUG-III ADL Score RUG-III Class 

13-18 RHC 

8-12 RHB 

4-7 RHA 

D. Medium Intensity Criteria (either (1) or (2) below may qualify) 

(1) Inthe last 7 days: (section P1b [a,b,c] ) 

150 minutes or more (total) of therapy per week AND 
At least 5 days of any combination of the 3 disciplines 

If this is a Medicare 5-Day or a Medicare Readmission/Return 
Assessment, then the following apply: (section T1b, Tlc, T1d): 

Ordered Therapies, T1b is checked AND 
In the first 15 days from admission: 

240 or more minutes are expected, T1d AND 

rehabilitation services expected on 8 or more days, Tlc. 

RUG-III ADL Score RUG-III Class 

15-18 RMC 

8-14 RMB 

4-7 RMA 
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E. Low Intensity Criteria (either (1) or (2) below may qualify): 

(1) Inthe last 7 days (section P1b [a,b,c] and P3): 

45 minutes or more (total) of therapy per week AND 

At least 3 days of any combination of the 3 disciplines AND 

2 or more nursing rehabilitation services* received for 
at least 15 minutes each with each administered for 6 or more 
days. 

If this is a Medicare 5-Day or a Medicare Readmission/Return 
Assessment, then the following apply (section P3 and section T1b, Tlc, 
T1d): 

Ordered therapies T1b is checked AND 
In the first 15 days from admission: 

75 or more minutes are expected, Td AND 
rehabilitation services expected on 5 or more days, Tlc AND 
2 or more nursing rehabilitation services* received for at 

least 15 minutes each with each administered for 2 or more 
days, P3. 

*Nursing Rehabilitation Services 

H3a,b** Any scheduled toileting program and/or 

bladder retraining program 
P3a,b** Passive and/or active ROM 

P3c Splint or brace assistance 

P3d. f+* Bed mobility and/or walking training 
P3e Transfer training 

P3g Dressing or grooming training 

P3h Eating or swallowing training 

P3i Amputation/Prosthesis care 

P3j Communication training 
**Count as one service even if both provided 

RUG-III ADL Score RUG-III Class 

14 - 18 RLB 

4-13 RLA 

RUG-III Classification 

If the resident does not classify in the Rehabilitation Category, proceed to 
Category III. 
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CATEGORY III: EXTENSIVE SERVICES 
RUG-III, 53 GROUP HIERARCHICAL CLASSIFICATION 
  

The classification groups in this hierarchy are based on various services provided. Use 
the following instructions to begin the calculation: 

» STEP # 1 
Is the resident coded for receiving one or more of the following extensive services? 

KS5a Parenteral / IV 
Plac IV Medication 
Plai Suctioning 
Plaj Tracheostomy care 

Plal Ventilator or respirator 

If the resident does not receive one of the above, skip to Category IV now. 

» STEP #2 

If at least one of the above treatments is coded and the resident has a total RUG-III ADL 
score of 7 or more, he/she classifies as Extensive Services. Move to Step #3. If the 
resident's ADL score is 6 or less, he/she classifies as Special Care (SSA). Skip to 
Category IV, Step #5 now and record the classification as SSA. 

» STEP # 3 
The resident classifies in the Extensive Services category. To complete the scoring, 
however, an extensive count will need to be determined. If K5a (Parenteral IV) is 
checked, add 1 to the extensive count below. If Plac (IV Medication) is checked, add 1 
to the extensive count below. To complete the extensive count, determine if the resident 
also meets the criteria for Special Care, Clinically Complex, and Impaired Cognition. 
The final split into either SE1, SE2, or SE3 will be completed after these criteria have 
been scored. Go to Category IV, Step #1 now. 

K5a Parenteral / IV 

Plac IV Medication 

Extensive Count 
(Enter this count in Step #4 on Page 6-25.) 
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CATEGORY IV: SPECIAL CARE 
RUG-III, 53 GROUP HIERARCHICAL CLASSIFICATION 
  

The classification groups in this hierarchy are based on certain resident conditions or 
services. Use the following instructions: 

» STEP # 1 

Determine if the resident is coded for one of the following conditions or services: 
Ils Cerebral palsy, with ADL sum >=10 
Iw Multiple sclerosis, with ADL sum >=10 

Iz Quadriplegia, with ADL sum >=10 
J1h Fever and one of the following; 

I2¢ Pneumonia 

Jlc Dehydration 
J1o Vomiting 
K3a Weight loss 

K5b Tube feeding* 

K5b, Ilr Tube feeding* and aphasia 

Mlab,c,d Ulcers 2+ sites over all stages with 2 or more skin treatments** 

M2a Any stage 3 or 4 pressure ulcer with 2 or more skin treatments** 

M4g,M4c Surgical wounds or open lesions with 1 or more skin treatments 

Plah Radiation treatment 

P1bdA Respiratory therapy =7 days 

*Tube feeding classification requirements: 

(1) Ké6a is 51% or more calories OR 

(2) Ké6a is 26% to 50% calories and K6b is 501 cc or more per day fluid enteral intake in 

the last 7 days. 

*%*Skin treatments: 

M5a, bv" Pressure relieving chair and/or bed 

M5c Turning/repositioning 

M5d Nutrition or hydration intervention 

M5e Ulcer care 

M5g Application of dressings (not to feet) 

M5h Application of ointments (not to feet) 

*Count as one treatment even if both provided 

*%%Skin Treatments 

M5f Surgical wound care 

M5g Application of dressing (not to feet) 

M5h Application of ointments (not to feet) 

# If the resident does not have one of the above conditions, skip to Category V now. 
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» STEP #2 

If at least one of the special care conditions above is met: 

a. If the resident previously qualified for Extensive Services, proceed to 
Extensive Count Determination. Go fo Step #3. OR 

b. If the RUG-III ADL score is 7 or more, the resident classifies as Special 
Care. Goto Step #4. OR 

If the RUG-III ADL score is 6 or less, the resident classifies as Clinically 

Complex. Skip to Category V, Step #4. 

» STEP # 3 (Extensive Count Determination) 
If the resident previously met the criteria for the Extensive Services category and the 
evaluation of the Special Care category is done only to determine if the resident is an 
SE1, SE2, or SE3, enter 1 for the extensive count below and skip to Category V, 
Step #1. 

Extensive Count 
(Enter this count in Step #4 on Page 6-25.) 

» STEP #4 

If at least one of the special care conditions above is coded and the RUG-III ADL score is 
7 or more, the resident classifies in the Special Care category. Select the Special 
Care classification below based on the ADL score and record this classification in 
Step #5: 

RUG-III ADL Score RUG-III Class 

17-18 SSC 

15-16 SSB 

7-14 SSA 

» STEP #5 
Record the appropriate Special Care classification: 

RUG-III CLASSIFICATION 
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CATEGORY V: CLINICALLY COMPLEX 
RUG-II1, 53 GROUP HIERARCHICAL CLASSIFICATION 
  

The classification groups in this category are based on certain resident conditions or 
services. Use the following instructions: 

» STEP # 1 

Determine if the resident is coded for one of the following conditions or services: 

Bl Coma (B1=1) and not awake (Nla, b, ¢ = 0) and completely 

ADL dependent (GlaA, G1bA, G1hA, GliA=4 or 8) 

I1a,03, P8 Diabetes mellitus and injection 7 days and Physician 
order changes >= 2 days 

Iv Hemiplegia with ADL sum >=10 
I2e Pneumonia 
12g Septicemia 
Jlc Dehydration 
J1j Internal bleeding 
K5b Tube feeding* 
M4b Burns 

Mé6b,c,f Infection of foot (M6b or M6c¢) with treatment in M6f 

Plaa Chemotherapy 
Plab Dialysis 
Plag Oxygen therapy 
Plak Transfusions 

P7. PS Number of Days in last 14, Physician Visit/order changes: 

Visits >= 1 day and changes >= 4 days OR 
Visits >= 2 days and changes >= 2 days 

*Tube feeding classification requirements 

(1) Ké6a is 51% or more calories OR 

(2) Ké6a is 26% to 50% calories and K6b is 501 cc or more per day fluid enteral intake in 
the last 7 days. 

If the resident does not have one of the above conditions, skip to Category VI now. 

» STEP #2 

If at least one of the clinically complex conditions above is met: 

a. Extensive Count Determination. Go to Step #3 OR 

b. Clinically Complex classification. The resident classifies as Clinically 
Complex. Go to Step #4. 
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» STEP # 3 (Extensive Count Determination) 
If the resident previously met the criteria for the Extensive Services category, and the 
evaluation of the Clinically Complex category is done only to determine if the resident is 

an SEI, SE2, or SE3, enter 1 for the extensive count below and skip to Category VI 
Step #1. 

Extensive Count 

(Enter this count in Step #4 on Page 6-25.) 

» STEP # 4 

Evaluate for Depression. Signs and symptoms of a depressed or sad mood are used as a 
third level split for the Clinically Complex category. Residents with a depressed or sad 
mood are identified by the presence of a combination of symptoms, as follows: 

Count the number of indicators of depression. The resident is considered depressed if 
he/she has at least 3 of the following: 

(Indicator exhibited in last 30 days and coded “1” or <2”) 

Ela Negative statements 
Elb Repetitive questions 

Elc Repetitive verbalization 
Eld Persistent anger with self and others 
Ele Self deprecation 

Elf Expressions of what appear to be unrealistic fears 

Elg Recurrent statements that something terrible is going to happen 

Elh Repetitive health complaints 

Eli Repetitive anxious complaints/concerns (Non-health related) 
Elj Unpleasant mood in morning 

Elk Insomnia/changes in usual sleep pattern 
Ell Sad, pained, worried facial expression 

Elm Crying, tearfulness 

Eln Repetitive physical movements 

Elo Withdrawal from activities of interest 
Elp Reduced social interaction 

Does the resident have 3 or more indicators of depression? YES 
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» STEP #5 
Assign the Clinically Complex category based on both the ADL score and the presence or 
absence of depression. 

RUG-III ADL Score Depressed RUG-III Class 

17 - 18 YES CC2 

17 - 18 NO CCl 

12-16 YES CB2 

12-16 NO CB1 

4-11 YES CA2 

4-11 NO CAl 

RUG-III CLASSIFICATION 

Revised—November 2005, December 2002  



CMS’s RAI Version 2.0 Manual CH 6: Medicare SNF PPS 

CATEGORY VI: IMPAIRED COGNITION 
RUG-I11, 53 GROUP HIERARCHICAL CLASSIFICATION 

» STEP # 1 
Determine if the resident is cognitively impaired according to the RUG-III Cognitive 
Performance Scale (CPS). The resident is cognitively impaired if one of the three 
following conditions exists: 

(ly Bi Coma (B1=1) and not awake (Nla, b, ¢ = 0) and completely 

ADL dependent (GlaA, G1bA, G1hA, G1iA = 4 or 8) 
2) B4 Severely impaired cognitive skills (B4 = 3) 

(3) B2a, B4, C4 These three items (B2a, B4, and C4) are all assessed with 

none being blank or unknown (value N/A or “-*) 

AND 
Two or more of the following impairment indicators are 
present 

B2a=1 Short-term memory problem 
B4>0 Cognitive skills problem 

C4>0 Problem being understood 

AND 
One or more of the following severe impairment indicators 
are present: 

B4>=2 Severe cognitive skills problem 

C4 >=2 Severe problem being understood 

If the resident does not meet the criteria for cognitively impaired: 

a. and the evaluation is being done to determine if the resident is in SE1, SE2, or 
SE3, skip to Step #4 on Page 6-25 “Category III: Extensive Services (cont.).” 
OR 

b. Skip to Category VII now. 

» STEP # 2 

If the resident meets the criteria for cognitive impairment: 

a. Extensive Count Determination. Go fo Step #3. OR 

b. Impaired Cognition classification. The resident may classify as Impaired 
Cognition. Go to Step #4. 
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» STEP # 3 (Extensive Count Determination) 

If the resident previously met the criteria for the Extensive Services category, and the 

evaluation of the Impaired Cognition category is done to determine if the resident is in 
SE1, SE2, or SE3, enter 1 for the extensive count below and skip to Step #4 on Page 6- 

25 “Category III: Extensive Services (cont.).” 

Extensive Count 
(Enter this count in Step #4 on Page 6-25.) 

» STEP # 4 

The resident's total RUG-III ADL score must be 10 or less to be classified in the RUG-III 
Impaired Cognition category. If the ADL score is greater than 10, skip to Category 

VIII now. If the ADL score is 10 or less and one of the impaired cognition 
conditions above is present, then the resident classifies as Impaired Cognition. 
Proceed with Step #5. 

» STEP #5 

Determine Nursing Rehabilitation Count 
Count the number of the following services provided for 15 or more minutes a day for 6 
or more of the last 7 days: 

Enter the nursing rehabilitation count to the right. 
H3a,b* Any scheduled toileting program and/or 

bladder retraining program 

P3a,b* Passive and/or active ROM 

P3c Splint or brace assistance 

P3d.f* Bed mobility and/or walking training 

P3e Transfer training 

P3g Dressing or grooming training 

P3h Eating or swallowing training 

P3i Amputation/Prosthesis care 

P3j Communication training 

*Count as one service even if both provided 

Nursing Rehabilitation Count 
» STEP #6 

Select the final RUG-III Classification by using the total RUG-III ADL score and the 
Nursing Rehabilitation Count. 

RUG-III ADL Score Nursing Rehabilitation RUG-III Class 

6-10 2 or more IB2 

6-10 Oorl IB1 

4-5 2 or more IA2 

4-5 Oor 1 IA1 

RUG-III CLASSIFICATION 
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CATEGORY III: EXTENSIVE SERVICES (cont.) 
RUG-I11I, 53 GROUP HIERARCHICAL CLASSIFICATION 

If the resident previously met the criteria for the Extensive Services category with an 
ADL score of 7 or more, complete the Extensive Services classification here. 

» STEP # 4 (Extensive Count Determination) 

Complete the scoring of the Extensive Services by summing the extensive count items: 

Page 6-17 
Page 6-19 
Page 6-21 
Page 6-24 

Extensive Count - Extensive Services 
Extensive Count - Special Care 

Extensive Count - Clinically Complex 
Extensive Count - Impaired Cognition 

  

  

  

  

Total Extensive Count 
  

Select the final Extensive Service classification using the Total Extensive Count. 

Extensive Count RUG-III Class 

40orS 

20r3 

Oorl 

SE3 
SE2 
SE1 

RUG-III CLASSIFICATION 
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CATEGORY VII: BEHAVIOR PROBLEMS 
RUG-111, 53 GROUP HIERARCHICAL CLASSIFICATION 

» STEP # 1 

The resident's total RUG-III ADL score must be 10 or less. If the score is greater than 

10, skip to Category VIII now. 

  

» STEP #2 

One of the following must be met: 

E4aA Wandering (2 or 3) 

E4bA Verbal abuse (2 or 3) 

E4cA Physical abuse (2 or 3) 

E4dA Inappropriate behavior (2 or 3) 

E4eA Resisted care (2 or 3) 

Jle Delusions 

Ji Hallucinations 

If the resident does not meet one of the above, skip to Category VIII now. 

» STEP # 3 

Determine Nursing Rehabilitation 
Count the number of the following services provided for 15 or more minutes a day for 6 
or more of the last 7 days: 

Enter the nursing rehabilitation count to the right. 
H3a,b* Any scheduled toileting program and/or 

bladder retraining program 
P3a,b* Passive and/or active ROM 

P3c Splint or brace assistance 

P3d f* Bed mobility and/or walking training 

P3e Transfer training 

P3g Dressing or grooming training 

P3h Eating or swallowing training 

P3i Amputation/Prosthesis care 

P3j Communication training 

*Count as one service even if both provided. 

Nursing Rehabilitation Count 
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» STEP #4 
Select the final RUG-III Classification by using the total RUG-III ADL score and the 
Nursing Rehabilitation Count. 

RUG-III ADL Score Nursing Rehabilitation RUG-III Class 

6-10 2 or more BB2 

6-10 Oorl BB1 

4-5 2 or more BA2 

4-5 Oorl BAI1 

RUG-III CLASSIFICATION 
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CATEGORY VIII: REDUCED PHYSICAL FUNCTION 
RUG-111, 53 GROUP HIERARCHICAL CLASSIFICATION 
  

» STEP # 1 

Residents who do not meet the conditions of any of the previous categories, including 
those who would meet the criteria for the Impaired Cognition or Behavior Problems 

categories but have a RUG-III ADL score greater than 10, are placed in this category. 

» STEP #2 

Determine Nursing Rehabilitation 

Count the number of the following services provided for 15 or more minutes a day for 6 
or more of the last 7 days: 

Enter the nursing rehabilitation count to the right. 
H3a,b* Any scheduled toileting program and/or 

bladder retraining program 
P3a,b* Passive and/or active ROM 

P3c Splint or brace assistance 

P3d.f* Bed mobility and/or walking training 
P3e Transfer training 

P3g Dressing or grooming training 

P3h Eating or swallowing training 

P3i Amputation/Prosthesis care 

P3j Communication training 

*Count as one service even if both provided 

Nursing Rehabilitation Count 

» STEP # 3 

Select the RUG-III Classification by using the RUG-III ADL score and the Nursing 
Rehabilitation Count. 

RUG-III ADL Score Nursing Rehabilitation RUG-III Class 

16 - 18 2 or more PE2 

16 - 18 Oorl PE1 

11-15 2 Or more PD2 

11-15 Oorl PD1 

9-10 2 or more PC2 

9-10 Oorl PC 

6- 8 2 or more PB2 

6- § Oorl PB1 

4-5 2 Or more PA2 

4-5 Oorl PA1 

RUG-III CLASSIFICATION 
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Glossary 

Activities of daily living are those needed for self-care: 

bathing, dressing, mobility, toileting, eating, and transferring. 
The late-loss ADLs (eating, toileting, bed mobility, and 

transferring) are used in classifying a patient into a RUG-III 
group. 

The time period during which the assessment coordinator 
starts the assessment until it is signed as complete. 

The last day of the observation period for the MDS 
assessment. All MDS items refer back in time from this 
common endpoint. May also be referred to as the “Target 

Date” in CMS system-generated reports. The MDS field 
name is A3a. 

The period of time defined by Medicare regulations that 

specify when the Assessment Reference Date must be set. 

A program, such as Internet Explorer or Netscape, that allows 
access to the internet or a private intranet site. A browser 
with 128-bit encryption is necessary to access the CMS 

intranet for data submission or report retrieval. 

Weight or numeric score assigned to each RUG-III group that 

reflects the relative resources predicted to provide care to a 
resident. The higher the case mix weight, the greater the 
resource requirements for the resident. 

A payment system that measures the intensity of care and 

services required for each resident, and translates these 

measures into the amount of reimbursement given to the 
facility for care of a resident. Payment is linked to the 
intensity of resource use. 
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Researchers, funded by CMS, who have developed and 

tested a set of indicators of quality care in nursing facilities 

and a quality monitoring system for using the indicators for 

internal and external quality review and improvement. 

Formerly known as HCFA, the Federal agency that 

administers the Medicare, Medicaid, and Child Health 

Insurance Programs. 

Software and hardware that has been provided to each state 
by CMS to collect MDS information in a standardized 

method and format. Each state is then charged with 
administering and supporting the system. 

A codification of the general and permanent rules published 
in the Federal Register by the Executive departments and 

agencies of the Federal Government. The CFR is divided 
into 50 titles that represent broad areas subject to Federal 

regulation. Each title is divided into chapters that usually 
bear the name of the issuing agency. Each chapter is further 

subdivided into parts covering specific regulatory areas. 

Large parts may be subdivided into subparts. All parts are 

organized in sections, and most citations to the CFR will be 
provided at the section level. 

The measure of cognitive status used in the MDS and in the 
RUG-III Classification system. 

Requires completion of the MDS and review of triggered 

RAPs, followed by development or review of the 

comprehensive care plan. 

A program administered by CMS designed to ensure 

accuracy of MDS data accomplished through data analysis, 

off-site review, on-site review and provider education. 
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For the purposes of MDS and SB-MDS, a discharge is 
reported when a resident leaves the facility for more than 24 

hours for other than a temporary home visit or therapeutic 
leave, or is admitted to the hospital. 

Nursing facilities that participate in both the Medicare and 
Medicaid programs. 

A fatal record error that results from a resubmission of a 
record previously accepted into the State MDS database. A 

duplicate record is identified as having the same target date, 
reason for assessment, resident, and facility. This is the only 

fatal record error that does not require correction and 
resubmission. 

The facility identification number is assigned to each nursing 
facility by the State agency. The FACID must be placed in 
the header record in each MDS file, and in the individual 
MDS and tracking form records. This normally is completed 

as a function within the facility’s MDS data entry software. 

An MDS file that has an error in the format and causes the 

entire file to be rejected. The individual records are not 
validated or stored in the database. The facility must contact 

its software support to resolve the problem with the 
submission file. 

An MDS record that has an error severe enough to result in 
record rejection. A fatal record is not saved in the CMS 

database. The facility must correct the error that caused the 
rejection and resubmit a corrected original record. 

The official daily publication for rules, proposed rules and 

notices of Federal agencies and organizations, as well as 
Executive Orders and other Presidential Documents. It is a 

publication of the National Archives and Records 

Administration, and is available by subscription and on-line. 
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A report generated after the successful submission of MDS 2.0 

assessment data. This report lists all of the residents for whom 

assessments have been submitted in a particular submission 

batch, and displays all errors and/or warnings that occurred 

during the validation process. A FVR with a submission type 

of “production” is a facility’s documentation for successful file 

submission. An individual record listed on the FVR marked as 

“accepted” 1s documentation for successful record submission. 

An organization designated by CMS to process Medicare 

claims for payment that are submitted by a nursing facility. 

Numerical designations for criteria reviewed during the nursing 
facility survey. 

Additional days that may be added to the assessment window 
for Medicare assessments without incurring financial penalty. 
These may be used in situations such as an absence/illness of 

the RN assessor, reassignment of the assessor to other duties for 

a short period of time, or an unusually large number of 
assessments due at approximately the same time. Grace days 

may also be used to more fully capture therapy minutes or other 
treatments. 

The first record in an MDS file submitted to the CMS MDS 2.0 
Data Collection System. This record contains facility and 

software vendor information for the subsequent records within 
the file. 

A uniform coding system that describes medical services, 

procedures, products and supplies. These codes are used 
primarily for billing. 

Former name for CMS, (see CMS). 

Federal law that gives the Department of Health and Human 

Services (DHHS) the authority to mandate regulations that 

govern privacy, security, and electronic transactions standards 
for health care information. 
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Billing codes used when submitting claims to the FI for 
Medicare payment. 

The ordering of groups within the RUG-III Classification 
system. A hierarchy begins with groups with the highest 

resource use and descends to those groups with the lowest 

resource use. The RUG-III Classification system has 8 

hierarchical groups: Rehabilitation Plus Extensive Services, 
Rehabilitation, Extensive Services, Special Care, Clinically 

Complex, Impaired Cognition, Behavior Problems, and 
Reduced Physical Functions. 

Actype of correction allowed under the MDS Correction Policy. 
When an invalid record has been accepted into the database, a 
correction record is submitted with inactivation selected as the 
type of correction. 

The process of RUG-III Classification where the RUG-III 
category with the highest case mix index (CMI) is selected 

from all of the possible groups in which a resident’s assessment 
is classified. 

The first report generated by the CMS MDS 2.0 Data 
Collection System after an MDS data file is electronically 

submitted. This report validates the file structure, provides the 
submission batch ID, and indicates whether the file has been 

accepted or rejected. If the file has been accepted, each record 
will go through the edit process and be reported on the final 
validation report. If the file is rejected, there will be no final 
validation report. 

A sequential numeric identifier assigned to each record 
submitted to the CMS MDS 2.0 Data Collection System. 

Official system of assigning codes to diagnoses and procedures 
associated with hospital utilization in the United States. 
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Invalid Record As defined by the MDS Correction Policy, a record that was 

accepted into the CMS MDS 2.0 Data Collection System that 

should not have been submitted. Invalid records are defined as: 

a test record submitted as production, a record for an event that 

did not occur, a record with the wrong resident identified, or the 

wrong reason for assessment, or submission of an inappropriate 
non-required record. 

Login ID A State-assigned facility identifier required to access the CMS 

MDS 2.0 Data Collection System. This may or may not be the 
same as the Facility ID. 

Look Back A period of time in the past 7, 14, or 30 days from the 
Period Assessment Reference Date that is used when completing 

certain sections of the MDS. 

Major Error As defined by the MDS Correction Policy, an error in an MDS 

assessment where the resident’s overall clinical status has been 

misrepresented, or the current care plan does not suit the 

resident’s needs. 

MDS The date at which the RN assessment coordinator attests that all 

Completion portions of the MDS have been completed. For MDS, this is the 

Date date at section R2b. For SB-MDS, this is the date at item 45. 

Medicaid A Federal and State program subject to the provisions of 

Title XIX of the Social Security Act that pays for specific kinds 
of medical care and treatment for low-income families. 

Medicare A health insurance program administered by CMS under 

provisions of Title XVIII of the Social Security Act for people 

aged 65 and over, for those who have permanent kidney failure, 
and for certain people with disabilities. 

Medicare Part A: The part of Medicare that covers inpatient 

hospital services and services furnished by other institutional 

health care providers, such as nursing facilities, home health 
agencies, and hospices. 

Medicare Part B: The part of Medicare that covers services of 

doctors, suppliers of medical items and services, and various 
types of outpatient services. 
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A secure dial-up connection through the AT&T Global Network 

that is used to transmit MDS data to the State repository. A 
user ID and password is issued and maintained by the MDCN 

Help Desk for each person who requires access to the CMS 
MDS intranet through this network. 

A shortened assessment form designed to reduce the burden of 

completing the full MDS assessment for Medicare-only 

assessments. The MPAF contains the items necessary for 
resident identification, RUG-III Classification, and quality 
indicator calculations. 

A statistical standard classification designated and defined by 
the Federal Office of Management and Budget following a set 

of official published standards. These urban areas are used to 
adjust the Federal Medicare rates to account for differences in 
area wage levels. 

A core set of screening, clinical, and functional status elements, 

including common definitions and coding categories that forms 
the foundation of the comprehensive assessment for all 

residents of long-term care facilities certified to participate in 
Medicare and Medicaid. 

A type of correction allowed under the MDS Correction Policy. 

A modification is required when a valid MDS record has been 

accepted by the CMS MDS database, but the information in 
the record contains errors. A modification is not done when a 
record has been rejected. 

A unique 10-digit number assigned to each drug product listed 

under Section 510 of the Federal Food, Drug and Cosmetic Act. 

The NDC code identifies the vendor, drug name, dosage, and 
form of the drug. 

A facility which primarily provides to residents skilled nursing 

care and related services for the rehabilitation of injured, 

disabled, or sick persons, or on a regular basis, health related 

care services above the level of custodial care to other than 
mentally retarded individuals. 
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A term used when referring to assessments mandated by OBRA 

regulations. These are assessments completed to meet clinical 

requirements. The OBRA assessments are: Admission, 

Quarterly, Annual, Significant Change in Status, Significant 

Correction of Prior Full, and Significant Correction of Prior 

Quarterly. The tracking forms for discharge and reentry are 

also required under OBRA regulations. 

The time period, ending with the Assessment Reference Date, 
which is used by all staff for gathering information for an MDS 
assessment. 

Law that enacted reforms in nursing facility care and provides 

the statutory authority for the MDS. The goal is to ensure that 
residents of nursing facilities receive quality care that will help 

them to attain or maintain the highest practicable, physical, 
mental, and psychosocial well-being. 

An assessment required when a Medicare Part A resident that 

was in a RUG-III Rehabilitation Plus Extensive Services or 
Rehabilitation Classification, continues to require skilled care 

after all therapy is discontinued. This assessment is to be done 

8-10 days after the cessation of therapies in order to re- 
calculate the RUG Classification from a therapy RUG to a non- 

therapy group. An OMRA may also be used in the situation 
where a significant change in status occurs for a Medicare 

resident outside a Medicare assessment window. AAS8D is 
coded 8 for these assessments. 

A specific assessment required by a state in addition to 

assessments required by OBRA regulation or for Medicare. 

These assessments are defined by State regulations and are 

usually used for State Medicaid reimbursement systems. AA8b 
is coded 6 for OSRA assessments. 

See QIO — Quality Improvement Organization 

Refers to residents who are admitted to a facility following an 

acute care hospitalization. Their stay is usually of short 
duration, about 30 days or less. 
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Official agency transmittals used for communicating reminder 
items, request for action or information of a one time only, non- 

recurring nature. Program Memos can be found at the following 
web site: 

Transmittal pages summarize the instructions to providers, 

emphasizing what has been changed, added or clarified. They 

provide background information that would be useful in 
implementing the instructions. Program Transmittals can be 
found at the following web site: 

A payment system, developed for Medicare skilled nursing 
facilities, which pays facilities an all-inclusive rate for all 

Medicare Part A beneficiary services. Payment is determined 
by a case mix classification system that categorizes patients by 
the type and intensity of resources used. 

Those assessments required by Medicare Prospective Payment 
Regulations for residents in a Medicare Part A stay. Each 

Medicare assessment is classified into a RUG-III group based 
on the clinical resource needs as recorded on the MDS 
assessment and is used to determine the Medicare 
reimbursement rate. These assessments are performed in 

addition to those assessments required by OBRA regulations. 
PPS assessments are: 5-Day, 14-Day, 30-Day, 60-Day, 90-Day, 

OMRA and Return/Readmission. 

The umbrella system that encompasses the MDS and SB-MDS 

system as well as other systems for survey and certification, 
and home health providers. 

A program administered by CMS that is designed to monitor 

and improve utilization and quality of care for Medicare 
beneficiaries. The program consists of a national network of 

fifty-three QIOs (formerly known as Peer Review 

Organizations or PRO) responsible for each US State, territory, 
and the District of Columbia. Their mission is to ensure the 

quality, effectiveness, efficiency, and economy of healthcare 

services provided to Medicare beneficiaries. 
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Developed as part of the CMS funded Multi-State Nursing 

Facility Case Mix and Quality Demonstration (NHCMQ) by 

the University of Wisconsin. The Quality Indicators represent 

common conditions and important aspects of care. QI reports 

reflect a measure of the prevalence or incidence of conditions 
based on MDS assessment data. 

Information derived from MDS data that is available to the 
public as part of the Nursing Facility Quality Initiative. The 

Quality Measures are designed to provide consumers with 

additional information for them to make informed decisions 
about the quality of care in nursing facilities. 

A code submitted in the MDS and tracking form records used 
to identify certain combinations of reasons for assessment. 

When a resident returns to a facility following a temporary 

discharge (return anticipated), a reentry is reported to either the 
MDS or SB-MDS system. 

An individual, licensed as a registered nurse by the State Board 

of Nursing and employed by a nursing facility, who is 

responsible for coordinating and certifying completion of the 
resident assessment. 

A comprehensive, standardized evaluation of each resident’s 

physical, mental, psychosocial and functional status conducted 
within 14 days of admission to a nursing facility, promptly after 

a significant change in a resident’s status, and on an annual 

basis. 

A resource person, usually with a State agency, who can 
provide information regarding specific State RAI requirements 

and assistance in MDS or SB-MDS completion. 

The designation for the complete resident assessment process 

mandated by CMS, including the comprehensive MDS, 

Resident Assessment Protocols (RAPs), and care planning 

decisions. The RAI helps facility staff gather definitive 

information on a resident’s strengths and needs that must be 
addressed in an individualized care plan. 

A problem-oriented framework for organizing MDS 

information and additional clinically relevant information about 

an individual’s health problems or functional status. 
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Data entry software supplied by CMS for nursing facilities to 

use to enter MDS assessment data. 

Data entry software supplied by CMS for swing-bed hospitals 

to use to enter MDS assessment data. 

The measure of the number of minutes of care used to develop 

the classification system. Direct and indirect time is obtained 
from RNs, LPNs, nursing assistants, physical, occupational and 

speech therapists, social workers, and activity staff. An index 
score 1s created based on the amount of staff time, weighted by 
staff salary and benefits. 

A category-based classification system in which nursing facility 
residents classify into one of 53 or 44 or 34 RUG-III groups. 

Residents in each group utilize similar quantities and patterns 
of resource. Assignment of a resident to a RUG-III group is 
based on certain item responses on the MDS 2.0. Medicare 

uses the 44-group classification. Many State Medicaid 
programs use the 53-group classification. 

Short-term, temporary care provided to residents to allow 

family members to take a break from the daily routine of care 
giving. 

A comprehensive assessment required when there is a decline 
or improvement in a resident’s status that a) will not normally 

resolve itself without intervention by staff or by implementing 
standard disease-related clinical interventions, b) impacts more 

than one area of the patient’s health status, and c) requires 
interdisciplinary review and/or revision of the care plan. 

A comprehensive assessment that is required when a major 

error has been identified in a previous assessment and has not 
been corrected in a subsequent assessment. 
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A facility which primarily provides to residents skilled nursing 
care and related services for the rehabilitation of injured, 

disabled, or sick persons. 

A manual provided by CMS that contains guidelines for the 
survey process. 

A field in the MDS electronic record that identifies the 

authority for data collection. CMS has authority to collect 

assessments for all residents (regardless of their payer source) 
who reside in Medicare- and/or Medicaid- certified units. 

States may or may not have regulatory authority to collect 
assessments for residents in non-certified units. 

MDS assessments completed by swing-bed hospitals for 
Medicare Prospective Payment. 

Standards for collection and processing of personal information 
as defined by the Privacy Act of 1974. 

A term used in CMS system-generated reports. This date is the 

Assessment Reference Date for an assessment, date of 

discharge for a discharge, and date of reentry for a reentry. 

When a resident leaves a nursing facility either temporarily or 
permanently, and goes to another health care setting. 

Specific MDS item responses that indicate the presence of 
clinical factors that should be considered by the 

interdisciplinary team when making care planning decisions. 

Comprehensive information for evaluating factors that may 

cause, contribute to, or exacerbate a triggered condition. 

See FVR or Final Validation Report. 

A supplementary classification of ICD-9 codes used to describe 

the circumstances that influence a resident’s health status and 

identify the reasons for medical visits resulting from 
circumstances other than a disease or injury. 
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Common Acronyms 

  

Activities of Daily Living 

Average Hourly Earnings 

Assessment Reference Date 

Balanced Budget Act of 1997 

Medicare, Medicaid and SCHIP Balanced Budget 

Refinement Act of 1999 

(U.S) Bureau of Economic Analysis 

Medicare, Medicaid, and SCHIP Benefits Improvement 

and Protection Act (BIPA) of 2000 

(U.S.) Bureau of Labor Statistics 

Critical Access Hospital 

Core-Based Statistical Area 

Code of Federal Regulations 

Clinical Laboratory Improvements Amendments (1998) 

Centers for Medicare and Medicaid Services 

Certified Occupational Therapist Assistant 

Consumer Price Index 

Consumer Price Index for All Urban Consumers 

(Physicians) Current Procedural Terminology 

Change Request 

Common Working File 

Durable Medical Equipment 

Durable Medical Equipment Regional Carrier 

Dates of Service 

Employment Cost Index 

End Stage Renal Disease 

FI Fiscal Intermediary 

Focused Medial Review 

FR Final Rule 

FY Fiscal Year 

GME Graduate Medical Education 

HCFA Health Care Financing Administration 

HCFA Pub. 10 Hospital Manual 

HCFA Pub. 12 Skilled Nursing Facility Manual 

HCFA Pub. 7 State Operations Manual 

HCFA Pub.13-3 Medicare Intermediary Manual, Claims Process, Part 3 

HCPCS Healthcare Common Procedure Coding System 

HIPPS Health Insurance PPS (Rate Codes) 

ICD-9-CM International Classification of Diseases, Ninth Edition, 

Clinical Modification Revision 

IFC Interim Final Rule with Comment 
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IOM Internet-Only Manual 
  

LOA Leave of Absence 
  

MDS Minimum Data Set 
  

MEDPAR Medicare Provider Analysis and Review (File) 
  

MIM Medicare Intermediary Manual 
  

MPAF Medicare Prospective Payment System Assessment 
Form 
  

MRI Magnetic Resonance Imaging 
  

MSA Metropolitan Statistical Area 
  

NCS National Supplier Clearinghouse 
  

NDM National Data Mover 
  

NECMA New England Country Metropolitan Area 
  

NSC National Supplier Clearinghouse 
  

OBRA Omnibus Budget Reconciliation Act of 1987 
  

OMB Office of Management and Budget 
  

OMRA Other Medicare Required Assessment 
  

OT Occupational Therapy/Therapist 
  

PCE Personal Care Expenditures 
  

PIM Program Integrity Manual 
  

PM Program Memorandum 
  

Point of Service 
  

Producer Price Index 
  

Prospective Payment System 
  

Provider Reimbursement Manual 

  

PT Physical Therapy/Therapist 
  

PTA Physical Therapist Assistant 
  

Pub.100-1 Medicare General Information, Eligibility, and 

Entitlement IOM 
  

Pub.100-2 Medicare Benefit IOM 
  

Pub.100-4 Medicare Claims Processing IOM 
  

Pub.100-7 Medicare State Operation IOM 
  

Pub.100-8 Medicare Program Integrity IOM 
  

Pub.100-12 State Medicaid IOM 
  

QIO Quality Improvement Organization 
  

RAI Resident Assessment Instrument 
  

RAPs Resident Assessment Protocol (Guidelines) 
  

RUG Resource Utilization Group 
  

SB-MDS Swing Bed Minimum Data Set 
  

SB-PPS Swing Bed Prospective Payment System 
  

SCSA Significant Change in Status Assessment 
  

SNF Skilled Nursing Facility 
  

SNF PPS Skilled Nursing Facility Prospective Payment System 
  

SLP (or ST) Speech Language Pathlolgy Services 
    STM   Staff Time Measure     
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Interviewing Techniques 

Performing an accurate and comprehensive assessment requires that the assessor communicate 

effectively with a number of individuals. An individual assessor may use the following suggestions 

to obtain information from residents, facility staff and resident families. There are other possible 
models for resident data collection and interviewing, especially when conducted by a team, which 
you may want to consider in your specific facility. 

When conducting any interview to collect information in the RAI process, there are some general 
concepts that you should consider. 

First, emphasize to all individuals that during your interview (i.e., residents, families and staff) that 

the RAI process 1s a way to “get to know the resident.” You should explain that the RAI assessment 
provides valuable information that will be used by facility staff to develop the resident’s care plan. 

This is an opportunity to bring residents and families into the assessment and care planning process. 

Second, be flexible as to how you conduct the RAI process with each resident. It is not necessary for 

you to complete the assessment in the same order sequence as sections appear on the MDS form. 
The MDS is not a questionnaire; it is a set of common items and definitions for assessment, which 

provides a structure for systematically recording the information you obtain. You should let the 
resident’s needs guide you during the assessment process. 

You may wish to use the following general techniques, if appropriate, when conducting interviews: 

To elicit complete and satisfactory answers, you will often need to ask neutral or nondirective 
questions. Examples are: 

e “What do you mean?” 

e “Tell me what you have in mind.” 

e “Tell me more about that.” 

e “Please be more specific.” 

e “Give me an example.” 

Repeat a question if you think it has been misunderstood or misinterpreted. 

Pause or hesitate to indicate that you are listening and need more or better information. This is a 
good technique to use while you are determining the individual’s response pattern. 

Some items will require special sensitivity during the questioning process (e.g., the MDS items in 

Section B dealing with memory), and you should note the instructions in Chapter 3 on how to assess 
each item or gather the information to respond to each item. 

Some respondents may be eager to talk with you and will stray from the topic at hand. When a 

person strays, you should gently guide the conversation back to the topic. For example you may say: 

e “That’s interesting.” 

e “Now I need to know...” 
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8 “let’sgetbackio..” 
eo “Tell me about...” 

Validate your understanding of what a respondent is saying. Be careful that you do not appear to be 

challenging a respondent when clarifying a statement. For example you may say: 

e “I think I hear you saying that...” 

e “Let’s see if I understood you correctly.” 

e “You said ... Is that right?” 

When respondents (resident/family/caregivers) disagree or when a resident (who you believe is 
capable of rational judgment) says something contrary to information contained in the record, you 

should clarify the information. Ultimately, use your best clinical judgment to weigh all information. 

Consider developing and using a printed questionnaire to help residents and families contribute 
important information (e.g., Customary Routine). 

Finally and most importantly, validate with the resident, through observations or interview, what you 
have heard from other facility staff, family members or what you have read in the record. 

When collecting information from facility staff there are other important considerations that may 
make the process easier and more efficient. 

You should respect the professional status of staff. Consider their need to perform their other duties 

in addition to providing necessary assessment information for you. The following suggestions may 
assist you when conducting facility staff interviews: 

1. Post a schedule of residents who are being assessed during a given period (e.g., month) so 
that staff can prepare to participate in the assessment. 

Provide prior notice to other staff members that an assessment is due, giving direct care staff 

an opportunity to gather their thoughts about residents. You may wish to provide a worksheet 

that staff (e.g., nursing assistants) could use to note particular resident information €.3.; 

ADLs). 

Schedule interviews in advance, at mutually convenient times; avoid busy workload times. 

Know what you want to cover. Leave a few minutes for staff to provide open-ended 
comments that may pertain to the well-being of the resident. 

Provide other staff members with a list of areas you wish to cover to expedite the process. 

Key your questions to the time period for which resident performance is being assessed. 
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You will often need to discuss a resident with more than one facility staff member. For example, an 

individual staff member who has been on a 3-week vacation may recall the resident’s function a 
month ago instead of during the last 7 days. A nurse that floats from unit to unit may not know the 

residents well enough to respond appropriately. If a facility staff respondent struggles with answers 

or seems vague in referring to the time period in question, you should consider seeking another 
respondent. 

Reinforce to all staff at the onset of the interview that you are gathering information to learn as much 

about the resident as possible to best plan for the resident’s care. Reassure any staff that your 
purpose 1s the RAI process and not an evaluation of their job performance. 
This is a blank page. 
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          ary 

edicaid regulations require States to maintain a Preadmission 

Screening and Resident Review (PASRR) program to screen 

nursing facility applicants and residents for serious mental illness. 

The purpose of PASRR is to assess, through progressive screening, whether 

applicants for nursing facilities have mental illness or retardation, and if the 

nursing facility is an appropriate placement. The first test, Level I, screens for 

potential mental illness. All those who test “positive” must receive a more in- 

depth screen, Level II, which more accurately identifies mental illness and 

assesses whether the individual needs specialized services and nursing facility 

level of care. 

The program’s intent is to ensure that 

individuals are placed in the most 

appropriate setting and have access to 

specialized mental health services where 

appropriate. A number of recent studies have 

questioned the efficacy of the PASRR process 

in identifying individuals with mental health 

needs. Many (for example, SSWLHC, 1995) 

assert that the program unnecessarily delays 

nursing facility placement for individuals 

with no psychiatric needs. In the absence of 

existing studies examining these issues at 

both the State and nursing home level, the 

current study attempts to fill an important 

gap. 

The first phase of this study involved a 

review of the existing literature on PASRR 

and of the mental health services for those in 

nursing facilities. That review was published 

as a Substance Abuse and Mental Health 

Services Administration (SAMHSA) separate 

report, Screening for Mental Illness in 

Nursing Facility Applicants: Understanding 

Federal Requirements (Linkins et al., 2001). 

The current report outlines the findings 

from the second phase of the study, which 

involved a national survey of the relevant 

agencies in all 50 States and the District of 

Columbia to determine how they have 

organized and administered Federal 

requirements under PASRR. The second 

phase of the study also included case studies 

of four States, which were selected to include 

each of the entities that conduct Level II 

screens: private mental health agencies, 

community mental health centers, individual 

mental health practitioners, and referring 

agencies or State agencies. In each State, a 

total of six nursing homes were selected, 

with three located in an urban county and 

three located in a rural county. In each of 

those 24 nursing facilities, the administrators 

were interviewed about the PASRR process, 

and the medical records for the nursing 

facility residents were reviewed. In two of 

the four States, clinical interviews were 

conducted with a total of approximately 50 

nursing facility residents. 
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National Survey Findings 
States have pursued several different 

courses in designating State agency 

responsibility for administration of 

PASRR. Approximately half (27) of the 

States divide PASRR responsibilities 

among Medicaid agencies and State 

mental health authorities (SMHAs). In 

four States, three agencies maintain 

direct involvement in the Level I or Level 

II screening process. In 13 States, either 

the Medicaid agency or the SMHA (but 

not both, although both have required 

responsibilities) is involved in PASRR 

and works with a third State agency. 

Most States do not report adequate 

oversight and tracking mechanisms for 

PASRR. 

States vary, as is permitted, in their 

designation of entities that can conduct 

Level I assessments. Level I screens are 

conducted by nursing facilities in six 

States, by referral sources (e.g., acute 

care facilities, community-based 

programs) in 10 States, and by a 

combination of the nursing facilities and 

referral sources in 16 States. Eight States 

contract out Level I screening 

responsibilities, while 11 States have 

Level I screens completed by State 

agencies, such as Medicaid and aging 

authorities. 

Federal statute requires that Level II 

assessments be completed by an 

independent entity other than the 

SMHAs. Nursing facilities may not 

conduct Level II screens. The majority of 

States (44) contract with mental health 

entities to conduct Level II assessments. 

Specifically, 17 States contract with 

private mental health agencies (e.g., 

managed behavioral health companies), 
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18 contract with community mental 

health clinics or other public mental 

health agencies, and 9 contract with 

individual mental health practitioners. 

The remaining States have the referring 

agency conduct Level II screens (three 

States) or delegate responsibility to a 

State agency (four States) other than the 

mental health authority. 

With the elimination of the annual 

resident review requirement in 1996, 

States were required to develop criteria 

and procedures for identifying when 

nursing facility residents experience a 

significant change in condition to trigger 

a Level II review. While most States have 

developed acceptable procedures for 

identifying significant changes in 

condition (e.g., use of the Minimum 

Data Set [MDS], specific 

behavioral/functional criteria, 

requirements for nursing facilities to 

notify the State), there is evidence that 

rates of compliance with this 

requirement may be low. This 

information is consistent with the finding 

of the PASRR study conducted by the 

Office of the Inspector General (OIG) 

(2001). 
While respondents faulted PASRR as 

currently implemented, many indicated 

that PASRR could be more effective with 

improved training and oversight. Most 

rated PASSR as doing a “good” job of 

meeting its main policy goals of 

identifying individuals with serious 

mental illness, screening appropriateness 

for nursing facility care, and ensuring 

provision of specialized services. About 

half also reported that it has positively 

affected the type, amount, and quality of 

mental health services in their State. 

   



  

é In-Depth Case Study Findings 
#8 Across the four States, percentages of 

Level I screens found in medical records 

ranged from 71 to 93 percent. Level II 

screens, which are required to be in 

medical records, were far less prevalent 

in medical records (ranging from 0 to 14 

percent). Even fewer medical records 

(<10 percent) had any record of a 

resident review (clinical or medical chart 

evaluation by a health professional), 

which is of concern because 53-81 

percent of the residents sampled had a 

diagnosable mental illness at the time of 

review, and 43-61 percent had a 

dementia-related condition. 

In the two States, clinical interviews were 

conducted with a sample composed of 

residents likely to have mental illness. 

This subset of residents did not receive a 

Level II Screen as required or services 

other than medication management and 

some case consultation. 

Very few of the interviewed residents 

received psychological testing/evaluation 

or the services of a psychologist, and no 

residents received individual or group 

therapy, case management, psychosocial 

rehabilitation, behavior management, 

psychoeducation, day treatment, 

outpatient, or other mental health 

services. This finding suggests that 

PASRR may not be meeting its second 

important purpose of ensuring that 

needed mental health services are 

provided to nursing facility residents. 

Interviews with nursing facility staff 

revealed that PASRR was not perceived 

as an effective tool for properly 

identifying and treating mental illness in 

the elderly population. Very few facility 

respondents rated PASRR as doing an 

“excellent” job in achieving desired 

outcomes. In two States, the majority of 

nursing facility respondents rated PASRR 

in the “good” to “fair” range. Ratings in 

the other two States were slightly lower, 

with most respondents rating PASRR in 

the “fair” to “poor” range. Ratings were 

even lower when respondents were asked 

about PASRR’s ability to ensure the 

provision of specialized services. Few 

respondents said that PASRR was an 

administrative burden. 
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Introduction 

A. Purpose and Rationale of Study 
Congress enacted the Preadmission Screening 

and Annual Resident Review (PASARR) 

program to prevent the inappropriate 

admission and retention of people with 

serious mental disabilities in nursing 

facilities. The program was enacted as part 

of the Nursing Home Reform Act under the 

Omnibus Reconciliation Act (OBRA) of 

1987, as amended by OBRA 1990, 42 USC 

1396r(e)(7). 

Originally, the program included an annual 

resident review and was referred to as the 

Preadmission Screening and Annual Resident 

Review (PASARR) program. Under the 

Balanced Budget Amendment (BBA) of 1996, 

P.L. 104-315, or 42 USC 1396r, the 

requirement for an annual resident review 

was eliminated and replaced with a 

requirement to screen when “there is a 

significant change in physical or mental 

condition.” The current abbreviation of 

PASRR is used to refer to the program 

throughout this paper. It should be noted 

that PASRR screens for serious mental illness 

and mental retardation, with requirements 

for each, but this report concerns only 

PASRR screening for serious mental illness. 

Since the program began, many 

organizations have expressed concerns about 

its value and effectiveness. For example, the 

Society for Social Work Leadership in Health 

Care, the American Psychiatric Association, 

and the American Association for Geriatric 

Psychiatry conclude that while the program’s 

goals are laudable, PASRR can create 

logistical barriers for persons requiring 

nursing facility placements, and it does not 

necessarily ensure access to appropriate 

mental health services. 

Research also highlights ongoing concerns 

that PASRR may not be working as 

originally intended. The following studies 

underscore the need to take a closer look at 

how well the program is working. Results 

from one study indicate that nursing facility 

residents with mental health needs often do 

not receive needed mental health services, 

and a significant minority are not placed in 

alternative placements when appropriate 

(Snowden, Piacitelli, & Koepsell, 1998). 

Similarly, other researchers have found that 

both clinicians and consumers are likely to 

view elderly nursing facility residents with 

serious mental illness as more appropriately 

served in community settings as long as they 

are not suffering from severe dementia 

(Bartels, Miles, Dums, & Levine, 2003). 

Two additional investigations have 

examined PASRR implementation and 

effectiveness more directly. In 1996, the 

Bazelon Center for Mental Health Law 

reported on results from a national survey of 

State Medicaid agencies. The Bazelon Center 

for Mental Health Law (Bazelon) found 

tremendous State variation in definitions, 

responsibility, and personnel qualifications 

for conducting PASRR screens, and in the 

type and availability of mental health 

services offered in nursing facilities and 

alternative placement options. Even more 

recently, the U.S. Department of Health and 
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Human Services (DHHS), Office of the 

Inspector General (OIG) completed an 

investigation of PASRR involving site visits 

to five States, a national survey of PASRR 

agencies, and analysis of MDS and Medicaid 

claims data (OIG, 2001). 

In examining the mental health treatment 

of younger Medicaid beneficiaries with a 

serious mental illness residing in nursing 

facilities, OIG found that (1) many State 

PASRR programs are not in compliance with 

Federal requirements and do not ensure that 

mental health needs are assessed; (2) States 

may violate Federal intent when defining 

“specialized” services as 24-hour, inpatient 

psychiatric care; and (3) many PASRR 

systems function with little oversight from 

State and Federal authorities. OIG 

specifically recommended that the Substance 

Abuse and Mental Health Services 

Administration (SAMHSA) and the Centers 

for Medicare & Medicaid Services (CMS) 

work collaboratively to better define their 

roles in overseeing and supporting States in 

implementing PASRR programs. 

In addition to these studies, statutory 

changes and judicial rulings also signal a 

need for a closer examination of how well 

PASRR is working. While the 1996 BBA 

eliminated the requirement for States to 

conduct annual resident reviews, compliance 

with the provision to screen when significant 

changes occur has not been evaluated. 

The 1999 Olmstead Supreme Court 

decision is also prompting States to 

reexamine how decisions are made about 

institutional and community-based 

placements for disabled populations, 

including people with mental illness. The 

decision mandates that States “provide 

community-based treatment for persons with 

mental disabilities when the State’s treatment 

professionals determine that such placement 
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is appropriate.” States must take into 

consideration their resources and the needs 

of other people with disabilities in making 

such determinations. As part of this 

reexamination, some States are considering 

changing their approach to administering 

and monitoring PASRR. 

To address these ongoing concerns, this 

study explores how States implement PASRR 

and examines how the program has affected 

the identification and delivery of mental 

health services to people with serious mental 

illness in nursing facilities. Phase I of the 

study involved a comprehensive literature 

and legislative review of PASRR and mental 

health services for persons in nursing 

facilities. This literature review was 

published as a separate SAMHSA report, 

Screening for Mental Illness in Nursing 

Facility Applicants: Understanding Federal 

Requirements (Linkins et al., 2001). 

The current report presents findings from 

Phase II, which had two parts. The first part 

of Phase II involved a national 50-State 

survey of PASRR agencies examining State 

experiences with PASRR implementation and 

outcomes. The second part of Phase II 

involved in-depth studies of four States, 

conducted to understand how and how well 

the PASRR process works at local levels. 

Interviews were conducted with nursing 

facility staff, and some clinical interviews 

were conducted with nursing facility 

residents for the in-depth studies. Medical 

charts were also reviewed. 

B. Report Organization 
The remaining sections of this report are 

organized as follows: 

m Section III: Overview of the PASRR 

Process briefly highlights the program’s 

history, describes the PASRR process, 

   



  

and discusses current policy issues. 

Section IV: Methodology reviews core 

research questions and methodology 

used for the study. 

Section V: National Survey Findings 

presents findings from the national 

survey of State mental health authorities 

(SMHAs) and Medicaid agencies. 

Section VI: In-Depth State Study 

Findings integrates findings from 

multiple data sources, including 

interviews with nursing facility staff, 

reviews of resident medical records, and 

clinical interviews with residents. 

Section VII: Conclusions presents a 

summary of findings from the national 

survey and State studies to highlight 

ongoing issues and concerns regarding 

PASRR operation and administration. 
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  Overview of the 
PASRR Process 
his section presents an overview of the history of PASRR, details 

regarding the screening process, and current issues concerning the 

implementation and administration of the policy. 

A. Background 

1. History of the PASRR Program 

Congress created the PASARR program 

under the Omnibus Budget Reconciliation 

Act (OBRA) of 1987 to address concerns 

that many people with serious mental illness 

or mental retardation were inappropriately 

placed in nursing homes. At the time, 

Congress was becoming increasingly aware 

that some States were using nursing facility 

placements as a way to reduce overcrowding 

in State facilities for people with serious 

mental illness. In the decade leading up to 

the program’s creation, nursing facilities 

typically did not have adequate resources to 

provide appropriate care for this new 

category of residents (Emerson Lombardo, 

1994; GAO [General Accounting Office], 

1982). 

Congress responded to these concerns by 

directing CMS and GAO to investigate 

nursing home quality. In response, CMS 

funded an Institute of Medicine (IOM) study 

that reported widespread problems and 

recommended strengthening Federal 

regulations to address patient rights, quality 

of care, and quality of life in nursing 

facilities (IOM, 1986). In 1987, GAO issued 

a report that corroborated IOM findings, 

indicating that more than one third of U.S. 

nursing homes were operating at a level 

below minimum Federal standards. The 

report cited evidence of untrained staff, 

inadequate provision of health care, 

unsanitary conditions, poor-quality food, 

unenforced safety regulations, and many 

other problems related to nursing facility 

quality and safety. 

Accumulatively, these reports spurred 

Congress to enact nursing home reform 

legislation under OBRA in 1987. In addition 

to detailed requirements concerning patient 

rights, patient assessments, and staffing 

criteria, the legislation also included several 

provisions that pertained directly to the 

problem of inappropriate placement and 

inadequate treatment of people with severe 

mental illness in nursing facilities. These 

provisions, revised and updated in the Code 

of Federal Regulations in 1992, included 

regulating the use of antipsychotic 

medications and physical restraints and 

established the Preadmission Screening and 

Annual Resident Review (PASARR) 

program. The purpose of these provisions 

was to determine whether or not individuals 

have a serious mental illness, require 

specialized mental health services, and need 

the level of care provided by a nursing 

facility. However, the requirement for an 

annual resident review was eliminated by the 

BBA of 1996 and replaced with a 
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requirement to screen when nursing facilities 

determine that “there is a significant change 

in physical or mental condition.” 

2. How the PASRR Process Works 

The process of screening and determining if 

nursing facility services and specialized 

mental health services are needed by nursing 

facility applicants and residents is called the 

Preadmission Screening and Resident Review 

(PASRR) program. PASRR is a required 

component of each State’s Medicaid plan. 

While SMHAs have specific responsibilities 

under Federal statute and regulations, and 

some responsibilities may be delegated to 

other State agencies (e.g., aging 

administration, Department of Health), State 

Medicaid agencies bear the ultimate 

responsibility for PASRR program 

operations, as illustrated in Exhibit 1. 

State PASRR programs typically are 

composed of two main parts: Preadmission 

Level I prescreen (for potential mental 

illness) and Level II screen (PAS) for 

verification of serious mental illness and 

determination of the need for specialized 

services and the services of a nursing facility. 

Level II evaluations may also include a post- 

admission assessment called a Level II 

resident review, if and when a patient’s 

condition changes. 

  

Exhibit 1: Responsibility for Oversight of PASRR Screens 
  

PASRR Screens 

Level I State Medicaid Agency: over- 
Screen sight 

RENN TTY Eligible To Conduct Screen 

All involved parties, including nursing 

facilities, SMHA, or an independent 

entity 
  

sight 
Level II Preadmission 

State Medicaid Agency: over- 

SMHA: determinations for Independent entity (other than SMHA) 

Screen mental illness that nursing facil- | without ties to a nursing facility 
ity is appropriate and special- 
ized services are needed 

  

  (change in condition 

services are needed   
SMHA: determination, after 

Level II Resident Review | nursing facility identifies 

change, that nursing facility is 

assessment) appropriate and specialized 

Independent entity (other than SMHA) 

without ties to a nursing facility             
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Level I Screen. To identify nursing facility 

applicants who might have a serious mental 

illness, Medicaid regulations require States to 

conduct a Level I screening of all prospective 

nursing facility applicants. Federal 

regulations provide no rules on the tools 

used or the personnel who implement the 

Level I screenings. The screens may be 

conducted by the State Medicaid agency, 

nursing facilities, hospitals, physicians, or 

any other entity specified by the State. The 

screens typically involve a record review 

and/or clinical patient interview to determine 

whether or not there is evidence of a serious 

mental illness requiring administration of a 

Level II screen. Patients being readmitted to 

a nursing facility or being transferred from 

one nursing facility to another are not 

considered new admissions and are not 

required to undergo preadmission screening. 

Level Il Preadmission Screen (PAS). Based 

on Level I screen results, States are required 

to administer a more extensive preadmission 

screen—referred to as the Level II screen—to 

individuals who are suspected of having a 

serious mental illness. Level II assessment 

typically involves an in-depth clinical 

evaluation by a trained mental health 

professional to verify whether or not an 

individual has a serious mental illness. For 

PASRR purposes, mental illness is defined in 

42 CFR 483.102(b)(1) as one of the serious 

mental illnesses listed. The regulation refers 

to one particular version of the Diagnostic 

and Statistical Manual of Mental Disorders, 

published in 1987 (DSM-III-Revised), rather 

than specifying the most current edition of 

the DSM. This way, the population covered 

by the particular regulation will not change 

even if the definition of serious mental illness 

changes in subsequent DSM editions. 

If the Level II screen is positive for serious 

mental illness, a two-pronged determination 

must be made as to whether or not the 

individual requires (a) specialized mental 

health services and (b) nursing facility 

services (specific to the facility where 

application is made). The Level II screening 

may be omitted for groups of individuals 

who belong to certain advance determination 

categories, such as individuals with a 

primary diagnosis of dementia or those being 

discharged from an acute care facility who 

require convalescent care for less time than 

30 days. 

Although responsibility for determinations 

and oversight officially resides with the 

SMHA, determinations must be based on an 

independent evaluation conducted by an 

entity designated by the State Medicaid 

agency other than the SMHA or a nursing 

facility. The SMHA (or designated State 

agency other than a nursing facility), 

however, is held responsible for ensuring the 

screenings are conducted and for using the 

results to make a determination. 

If the State determines that an individual 

with mental illness requires nursing facility 

services and also requires specialized 

services, the State Medicaid agency must 

provide or arrange for the needed specialized 

services. Federal regulations allow States to 

determine what mental health services 

specifically constitute specialized services. 

Furthermore, the Medicaid statute requires 

nursing facilities to provide services “not 

otherwise provided or arranged for (or 

required to be provided or arranged for) by 

the State.” This requirement is interpreted in 

regulations to include all services provided 

by the facility under the nursing facility’s per 

diem rate that are of lesser intensity than the 

specialized services provided by the State. 
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Level II Resident Review (RR) Screens: 

Change in Condition Assessment. Current 

law (since 1996) requires nursing facilities to 

notify the SMHA (or appropriate State 

agency) promptly after a significant change 

in the physical or mental condition of a 

resident with serious mental illness. 

Regulations further specify that an 

independent agency must conduct a Level II 

screen to evaluate such residents, and the 

SMHA must determine whether their 

placements continue to be appropriate, as 

well as which, if any, specialized services are 

needed. 

B. Current Issues and Concerns 
Regarding PASRR 

Advocacy organizations representing mental 

health and aging communities, including the 

American Psychiatric Association, the 

American Association for Geriatric 

Psychiatry, AARP, the Alzheimer’s 

Association, the Bazelon Center for Mental 

Health Law, and the Society for Social Work 

Leadership in Health Care, continue to have 

concerns regarding the effectiveness of 

PASRR programs in achieving intended 

policy goals. These concerns have been 

summarized in SAMHSA’s 2001 policy 

report (Linkins et al., 2001) and include the 

following; 

There is a lack of clear definitions in the 

legislation. Although diagnosing serious 

mental illness is subject to Federal 

minimum requirements, States are 

allowed to establish their own definitions 

of serious mental illness and administer 

their own instruments to screen for 

suspected mental illness. As a result, an 

individual might be identified as 

experiencing a serious mental illness in 

one State but not in another. Similarly, 
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with no standardized definition for 

“specialized services,” the mental illness 

may be addressed differently across 

States. State definition of specialized 

services as acute inpatient care (not in a 

nursing facility) is a significant concern 

as this definition eliminates the 

individualized treatment services that the 

regulations establish for nursing facility 

residents with mental illness or mental 

retardation. Some States limit these 

services to acute inpatient care, while 

others include a combination of inpatient 

and community-based services (OIG, 

2001; Bazelon, 1996). 

Funding PASRR screens, specialized 

services, and alternative placements is 

challenging for States. From the 

beginning, States have expressed 

concerns about the costs associated with 

implementing PASRR (Emerson 

Lombardo, 1994). If individuals require 

specialized services to treat their mental 

illness, the State Medicaid agency 

ultimately is responsible for providing or 

arranging for provision of those 

specialized services. The Medicaid statute 

requires nursing facilities to provide 

treatment and services of lesser intensity 

than specialized services. To prevent 

duplicate payment, no Federal financial 

participation is available to reimburse 

“special services” that are being paid for 

as nursing facility services. However, 

Federal financial participation is 

available for specialized mental health 

services that are State plan services 

(other than nursing facility services). The 

lack of specific definitions of specialized 

services in Federal law or regulations has 

resulted in considerable confusion over 

which services must be provided by 

States and which services must be  



  

provided by nursing facilities. If a State 

chooses to limit its definition of 

specialized services to reduce the scope 

of this unfunded mandate, it shifts a 

greater burden on nursing facilities to 

provide or arrange for psychiatric 

services. If PASRR determinations 

recommend against nursing facility 

placement, finding and funding 

alternative placements becomes the 

responsibility of the State, as this is not a 

PASRR function. 

Individuals with dementia, including 

Alzheimer’s disease and related disorders, 

present unique challenges for nursing 

facilities. A recent article by Cohen, 

Hyland, and Kimhy (2003) concluded 

that instituting a mandatory depression 

screen for nursing facility residents with 

dementia can increase the diagnosis and 

psychotropic treatment of individuals 

with both dementia and depression. 

Nevertheless, the statutory definition of 

mental illness (for PASRR) specifically 

excludes persons with dementia-related 

conditions, unless their primary 

diagnosis is severe mental illness. 

Because nursing facilities are not 

required to conduct Level II screens on 

these individuals, statutory exemptions 

may have the unintended effect of failing 

to identify the need for specialized and 

other mental health services among 

individuals with dementia or Alzheimer’s 

disease (Emerson Lombardo, Fogel, 

Robinson, & Weiss, 1995). Identification 

and provision of mental health service 

needs for this population becomes the de 

facto responsibility of the nursing 

facility. 

There are limited resources for 

monitoring and enforcing PASRR. With 

few resources to offer technical 

assistance and monitor States, and with 

limited statutory penalties except closing 

a facility, denying payment, or issuing a 

fine, CMS has had difficulty enforcing 

PASRR. Consequently, advocates and 

policymakers suspect that PASRR is not 

having the full intended effects (Sherrell, 

Anderson, & Buckwalter, 1998; Borson, 

Loebel, Kitchell, Domoto, & Hyde, 

1997; Bazelon, 1996; Marek, Rantz, 

Fagin, & Krejci, 1996). 

There is inefficient utilization of the 

expertise of mental health professionals. 

The issue of which doctors or other 

professionals provide mental health 

services to nursing home residents 

remains variable. Some researchers have 

found that much of psychiatrists’ and 

other mental health professionals’ time is 

dedicated to evaluation and medication 

management, leaving them unable to 

provide therapy and other modes of 

treatment (Emerson Lombardo et al., 

1995). Others charge that the underlying 

problem restricting the utilization of 

psychiatrists and psychologists is the low 

reimbursement rates by Medicaid and 

Medicare. Furthermore, there is concern 

that nursing facility staff lack adequate 

knowledge of mental health issues. 

Unless staff members are trained in 

managing mental health and behavioral 

issues, they will be unable to provide an 

environment conducive to each resident’s 

mental health. PASRR nursing facility 

determination is facility-specific, and a 

determination that a nursing facility is 

needed should not actually be made if 

the facility does not have staff 

adequately trained in meeting mental 

illness needs. 

There are delays in placement. Some 

research has indicated that hospitals and 
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nursing facility staff are concerned about 

delays in placement caused by the 

PASRR screening process (SSWLHC, 

1995). According to PASRR regulations, 

individuals cannot be placed in nursing 

facilities until after the PASRR screens 

have been completed. However, the 

Society for Social Work Leadership in 
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Health Care survey indicates that an 

individual requiring both Level I and 

Level II screens can be forced to wait up 

to 3 weeks for a final determination. 

Such delays in treatment are not only 

detrimental to the individual desiring 

placement, but are also costly in delaying 

referral from expensive acute care 

facilities. 

   



his section presents research questions and describes the overall 

assessment approach used to conduct the study. An advisory panel of 

experts (see Exhibit 1 in Appendix B) representing organizations in 

the fields of mental health, aging, and long-term care provided guidance on 

all aspects of study methodology. 

A. Study Goals and Research 
Questions 

This project addressed three main research 

goals: (1) understand State and nursing 

facility procedures for PASRR 

implementation; (2) gauge the impact of 

PASRR on achieving intended policy goals; 

and (3) identify implementation issues of 

concern to States. Specific research questions 

and subquestions included the following: 

1. How are States and nursing facilities 

implementing PASRR? 

a. How is PASRR organized and 

administered at the State level? 

b. How and how well are States and 

nursing facilities implementing PASRR 

Level I and Level II screening 

procedures? 

. How and how well are States and 

nursing facilities implementing PASRR 

change in condition assessment 

procedures? 

. How are States overseeing and 

monitoring PASRR implementation? 

2. How has PASRR affected intended policy 

goals? 

a. How has PASRR affected the 

identification of serious mental illness 

among nursing facility applicants and 

residents? 

. How has PASRR affected the 

availability and receipt of mental health 

services in nursing facilities? 

. How has PASRR affected screening for 

nursing facility level of care for nursing 

facility applicants and residents? 

3. What issues have States and nursing 

facilities identified throughout PASRR 

implementation? 

a. What has been the impact of PASRR on 

broader system issues, such as the 

availability of community-based 

alternatives to institutional care? 

. How do States and nursing facilities 

perceive PASRR? 

. What are State and nursing facility 

recommendations to improve PASRR? 
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The breadth and depth of these questions 

underscore the importance of obtaining 

perspectives from multiple stakeholders at 

the State and nursing facility levels. The 

resulting multilevel study design (described 

below) reflects this awareness. 

B. Study Components 
To gather relevant information on both State 

and nursing facility experiences with PASRR 

implementation and outcomes, a multilevel 

approach was used, consisting of a national 

survey of all 50 States and the District of 

Columbia, augmented by in-depth studies of 

4 States. Qualitative and quantitative data 

were collected from multiple data sources 

using a variety of data collection tools. In 

the following section, these two study phases 

are described in more detail. 

1. National Survey of PASRR Agencies 

a. Data Collection Procedures and Tools 

To obtain State-level perspectives from all 50 

States and the District of Columbia, a survey 

was conducted of PASRR representatives 

from State agencies involved in PASRR 

administration. These respondents typically 

included Medicaid and SMHAs, but in some 

States, aging or health authorities responsible 

for administering PASRR Level I or Level II 

screens were interviewed. Individuals most 

knowledgeable about PASRR operations 

were identified and mailed invitation letters. 

Follow-up calls were made to schedule 

telephone interviews. 
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Interviews were conducted with at least 

one State PASRR agency in all 50 States and 

the District of Columbia, yielding an overall 

State-level response rate of 100 percent. In 

total, 47 interviews with SMHAs, 43 with 

State Medicaid agencies, and 5 with State 

aging or health agencies were conducted. 

Fourteen of these interviews were conducted 

jointly with multiple PASRR agencies. The 

majority of interviews were conducted by 

telephone; however, some individuals 

preferred to submit written survey responses. 

Structured surveys were developed using a 

core set of questions, augmented by 

additional items tailored as appropriate to 

Medicaid, SMHAs, or other State agencies. 

To the extent possible, survey questions 

replicated questions from existing surveys, 

such as those used by Bazelon and OIG, to 

enable comparison and response validation. 

One survey version targeted agencies 

involved in administering Level I screens 

(e.g., Medicaid, aging/health authority), and 

the other targeted agencies typically involved 

in administering Level II screens (e.g., 

SMHA). The final “Medicaid” version 

consisted of 45 closed and open-ended 

questions, while the SMHA version consisted 

of 43 closed and open-ended items. Exhibit 2 

displays content areas of the State-level 

interview protocols (for complete survey 

protocols, see Appendix C). Interviews lasted 

approximately 45-60 minutes. For States 

where a single State agency administers 

PASRR or when joint interviews with 

multiple PASRR agencies were conducted, 

the broader “Medicaid” version of the 

survey was used. 

   



  

  

  

Exhibit 2: State-Level Interview Protocol 
  

Interview Protocol: State Agency PASRR Representative 

determination. 

PASRR Implementation: Procedures. Included 21-23 questions on Level I/II screening process and 
outcomes, change in condition procedures, mental health service delivery, and the process of categorical 

  

PASRR Implementation: Oversight Responsibilities. Included six questions on State agency oversight 

responsibilities and nursing facility responsibilities. 
  

  Issues Identified From PASRR Implementation. Included 16 questions on PASRR design and impact 

on State agencies and the mental health system and the connection to Olmstead planning. 

  

  

States were asked for additional 

information and documents using standard 

forms for such requests. States were also 

asked to submit PASRR policy and relevant 

programmatic documents and statistics on 

the number of Level I and Level II screens 

conducted in the past fiscal year. Forty-four 

States returned these data/document 

supplement forms. 

2. In-Depth State Studies 

a. Selection Criteria 

To augment national survey findings and 

understand the PASRR experiences of 

nursing facility staff and residents at the 

local level, four States were selected for in- 

depth study. 

State Selection Methodology. National 

survey findings indicated that the single 

greatest source of variation in PASRR 

implementation was the type of entity States 

designated to conduct the Level II PASRR 

screens. Four types of entities were used to 

conduct Level II screens: (1) private mental 

health agency; (2) public mental health 

agency; (3) individual mental health 

practitioners; or (4) independent State 

agencies and other sources. States were 

sorted by the four Level II PASRR screen 

types of entities and by geographic region 

(South, West, Midwest, and Northeast) to 

select the four study States. One State per 

type of entity was selected, ensuring that the 

four geographic regions were represented in 

the final selection of States. 

Nursing Facility Selection Methodology. 

SAMHSA and CMS identified geographic 

variability (urban and rural) and variations 

in facility size as two key stratification 

criteria for selecting nursing facilities in each 

of the four States. Using the 2000 census for 

the urban area, the largest metropolitan 

statistical area (MSA) in each State was 

selected. For the nonurban area, a rural 

county not contiguous to the selected MSA 

was chosen. Within each urban and rural 

county, a stratified random sample (stratified 

by facility size) of three nursing facilities was 

drawn using the CMS Nursing Home 

Compare Database. Small nursing facilities 

were those with fewer than 60 beds, medium 

facilities had 61-90 beds, and large facilities 

had more than 90 beds. 

Nursing Facility Resident Selection 

Methodology. For the medical record 

abstraction sample, the following three 

selection criteria were used to identify 

residents who might have a serious mental 

illness: (a) received a PASRR Level II screen; 
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(b) currently prescribed psychotropic 

medications from the following classes: 

neuroleptics, antidepressant, anxiolytics, or 

mood stabilizers; or (c) positive for any 

primary or secondary diagnosis of mental 

illness (not limited to severe mental illness). 

Residents meeting any of these three criteria 

were grouped together on a master list, from 

which up to 40 residents (depending on the 

size of the nursing facility) were randomly 

sampled for medical record abstraction. In 

two States, clinical interviews were 

conducted with a subset of residents drawn 

randomly from the medical record sample in 

each facility. This ensured that clinical 

interview information could be augmented 

with diagnostic, care plan, and treatment 

information collected through the medical 

record review. In each nursing facility (six 

per State), a random sample of 7-9 residents 

was drawn from the sample of 30-40 

medical records for each facility. Residents 

were invited to participate in the study and 

underwent a process of informed consent. 

Only those agreeing to participate 

voluntarily in the study were administered 

the clinical interview. When residents refused 

to participate, another resident was 

randomly selected from the remaining list for 

replacement. 

b. Data Collection Procedures and Tools 

To recruit States for the in-depth studies, 

invitation letters were mailed to PASRR 

program administrators in the selected 

States. Letters described the proposed in- 

depth study and assured States of 

confidentiality. All four States approached 
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agreed to participate in the study. After 

attaining agreement at the State level, the 

nursing facility sample was drawn according 

to the selection criteria described earlier. 

Introductory letters to selected nursing 

facilities were mailed, followed by telephone 

calls to secure facility participation. When 

facilities declined participation, the sample 

was redrawn. Data collection in each of the 

four selected States was completed from May 

through July of 2003. 

Key Informant Interviews. A total of 24 

key informant interviews were conducted 

with nursing facility administrators and staff 

from six nursing facilities in four States. To 

guide these interviews, a structured protocol, 

similar in content and organization to the 

State-level protocols described earlier, was 

developed. The final version consisted of 48 

closed and open-ended questions (see Exhibit 

3 for protocol content areas). Interviews 

lasted between 45 and 60 minutes. 

Medical Record Abstractions. In 6 nursing 

facilities in each of the 4 States, resident 

medical records were abstracted for 30-40 

nursing facility residents per facility, for a 

total of 786 records. An abstraction tool was 

developed to extract key information on 

PASRR documentation, resident background 

characteristics, medical and psychiatric 

history, psychotropic medications prescribed, 

mental health services received, and the 

number of acute care discharges (see Exhibit 

4). These reviews yielded information that 

enabled the comparison of resident PASRR 

screen results with subsequent mental health 

treatment prescribed and delivered (including 

use of psychotropic medications).  



  

  

Exhibit 3: Nursing Facility Staff Interview Protocol 
  

Interview Protocol: Nursing Facility Staff 

PASRR Process. Included 18 questions regarding respondent knowledge and perceptions about the 
PASRR process, including knowledge of change in condition procedures. 
  

Prevalence of Mental Disorders in Nursing Facilities. Included seven questions collecting information 

on the number of residents with primary and secondary mental illness diagnoses. 
  

Mental Health Services in Nursing Facilities. Included 13 questions regarding the availability and 

scope, utilization, and access barriers for the provision of mental health services in nursing facilities. 

  

Organizational Changes. Included three questions regarding respondent perceptions of the impact of 

PASRR, including administrative burden, on the operation of the facility. 

  

    Communication With the SMHA. Included 11 questions capturing information on procedures used to 

communicate regarding a change in condition, arrangement of specialized services, State monitoring, 
and other regulatory requirements. 

  

  

  

Exhibit 4: Medical Record Abstraction Tool 
  

Medical Record Abstraction Tool 

Background Characteristics. Captured information on resident demographics, referral source, and rea- 
son for admission. 

  

Medical and Psychiatric History. Collected data on physical and mental health diagnoses at time of 
initial admission and currently. 

  

PASRR Documentation. Captured information on whether charts contained Level I, Level 11, and 

Resident Review screens and key outcomes from these forms. 

  

Psychotropic Medications and Mental Health Services Ordered. Collected information on medica- 

tions and services ordered at time of initial admission and currently. 

  

Mental Health Services Received. Reviewed progress notes from the previous 30 days to identify men- 

tal health services residents currently receiving. 
    Acute Care Discharges. Recorded the number of times residents had been discharged to acute care 

facilities and for what reason (e.g., mental or physical health). 
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Clinical Interviews. In two States, clinical 

interviews were conducted in six nursing 

facilities with up to seven to nine nursing 

facility residents per facility. A total of 93 

residents were interviewed. Clinical 

interviews involved a brief cognitive, 

psychiatric, functional, and quality-of-life 

assessment of nursing home residents with 

instruments that are commonly used and 

well validated on this population. These 

interviews yielded additional information 

about nursing facility residents’ current 

clinical diagnosis and treatment profile as 

compared to their PASRR status. During 

clinical interviews, a dementia screen was 

administered first to screen out residents 

with significant cognitive impairment whose 

responses on subsequent interview tools 

would not have been valid. Interview tools 

are described in more detail below. 

The Blessed Orientation-Memory- 

Concentration (BOMC) Test is a six-item 

instrument to screen for the presence of 

dementia. Total scores range from 0 (all 

items answered correctly) to 28 (all items 

answered incorrectly), with higher scores 

indicating greater impairment. Scores greater 

than 10 are consistent with dementia 

(Katzman et al., 1983). 

The Brief Symptom Inventory (BSI) is a 

53-item self-report inventory that asks 

people to use a S-point scale to rate their 

level of emotional distress across a range of 

psychological experiences. There are nine 

primary symptom dimensions: somatization, 
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obsessive-compulsive, interpersonal 

sensitivity, depression, anxiety, hostility, 

phobic anxiety, paranoid ideation, and 

psychoticism. There is also a global severity 

index. Higher scores indicate greater 

symptom severity (Derogatis, 1982). 

The Geriatric Depression Scale is a 15-item 

questionnaire that assesses level of 

depression in older adults. It uses a series of 

yes/no questions. Affirmative responses are 

given a value of “1” and are tallied to create 

a composite score. Higher scores indicate 

more severe depression (Sheikh & Yesavage, 

1986). 

The Short-Form Health Survey (SF-12) is a 

12-item survey that assesses perceived health 

and functional ability in physical and mental 

domains. It uses a combination of yes/no 

items and five-point Likert scales. A scoring 

algorithm is used to aggregate items into two 

composite scores (physical, mental), with 

lower scores reflecting more impaired health 

(Ware, Kosinski, & Keller, 1996). 

The Dementia Quality of Life Instrument 

(DQoL) is a 29-item, S-point scale assessing 

quality of life for individuals with mild to 

moderate dementia. It has five subscales: 

self-esteem, positive affect, negative affect, 

feelings of belonging, and sense of aesthetics. 

Each scale is scored separately, and the scale 

score is the mean of the items in that scale. 

The DQoL also includes an optional single 

item to assess overall quality of life (Brod, 

Stewart, Sands, & Walton, 1999). 

   



  National Survey 
Findings 
his section reports on findings from a national survey of State agencies 

involved in PASRR administration. Sections A through C address the 

following three research questions: 

1. How are States implementing PASRR? (Section A) 

2. How has PASRR affected its intended policy goals? (Section B) 

3. What issues have States identified through PASRR implementation? 

(Section C) 

As described in Section III, the national survey achieved a 100 percent 

response rate. Because not every respondent answered every question,   however, there is variation across individual item responses. 

A. PASRR Implementation 
at the State Level 

This section presents survey results related to 

State-level policies and procedures for 

organizing and administering PASRR 

programs, conducting Level I/Level II screens 

and change in condition assessments, and 

maintaining oversight of PASRR 

implementation. 

1. Organization and Administration of PASRR 

a. What State Agencies Are Involved in PASRR 

Administration? 

State Agency Involvement in PASRR. Federal 

law and regulations articulate specific 

PASRR roles for Medicaid agencies and 

SMHAs. Medicaid agencies are required to 

include a PASRR program in their State plan 

and develop a written agreement with the 

SMHA detailing PASRR operations. In 

addition, State PASRR agencies can delegate 

only those functions for which they are 

responsible and must maintain overall 

oversight responsibility for those functions. 

Survey results indicated considerable 

variation in how States organize and 

distribute PASRR responsibilities across State 

agencies. Exhibit 5 shows the number of 

agencies involved in State PASRR screening 

activities. 

State agencies were considered to be 

“involved” if they play an active role in 

administering or overseeing some aspect of 

the PASRR process. For example, a State 

agency that maintains direct oversight for 

tracking and reporting Level I outcomes 

would be considered “involved,” while 

another that has a memorandum of 

understanding granting Level I tracking and 

reporting oversight to a different State 

agency would not. 

In seven States, a single agency assumes the 

bulk of Level I and Level II screening 

responsibilities, with very marginal 

involvement from other State agencies. 
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Exhibit 5: State Agency Involvement (n=51) 
  

Agency Involvement in PASRR States 

One agency: (Medicaid or SMHA) 7 (14%) 
  

Two agencies: 
  

— Medicaid and SMHA 27 (53%) 
  

— Medicaid, SMHA, and aging/health authority 13 (25%) 
    Three agencies: (SMHA, Medicaid, aging/health authority)   4 (8%) 
  

  

Approximately half (27) of the States divide 

PASRR responsibilities across Medicaid and 

SMHAs. In 13 States, either the Medicaid or 

SMHA (but not both) is involved in PASRR 

and works with a third agency, typically the 

aging authority or another health authority 

(e.g., Department of Health). In four States, 

three State agencies maintain direct 

involvement in the Level I or Level II 

screening process. While the present study 

cannot assess the appropriateness of 

interagency delegation of tasks, it is clear 

that where the SMHA or State Medicaid 

agency are not substantially involved, those 

agencies cannot be in compliance with the 

unique responsibilities each has under 

Federal regulations. 

State PASRR Agency Location. As shown 

in Exhibit 6, in nearly half (24) of States, 

agencies involved in PASRR administration 

are located within the same central agency 

(i.e., they are “centralized”). For example, 

many States locate the mental health 

authority and Medicaid in divisions under a 

single umbrella agency, such as a 

Department of Health and Human Services. 

  

  

Exhibit 6: State PASRR Agency Location (n=51) 

PASRR Agencies 

One agency: (n=7) 

Centralized Decentralized 

7 (14%) 
  

Two agencies: 
  

—SMHA and Medicaid (n=27) 10 (19%) 17 (33%) 
  

— SMHA or Medicaid and aging/health authority (n=13) 7 (14%) 6 (12%) 
  

Three agencies: (n=4) 4 (8%) 
    24 (47%) 27 (53%)       
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Exhibit 7: Entity Conducting PASRR Screens (n=51) 
  

Entity Conducting Screen (n=51) Level I Fal 

— Nursing facility only 6 (12%) 

  

— Referring agency only 10 (20%) 3 (6%) gag 

  

— Nursing facility and referring 16 (31%) 0 

  
    agency 

— Private agency/agencies 

    
17 (33%) 

  

— Individual private practitioners 9 (18%) 
  

— Community mental health clinics 

(CMHCs) or mental health 

authorities     18 (35%)     
  

b. How Do States Distribute PASRR 

Administrative Functions? 

Entity Designated by States To Conduct 

PASRR Screens. Exhibit 7 displays the 

entities States designate to conduct Level I 

and Level II screens. Many States allow 

multiple entities to complete screens. 

Level I Screens. Federal regulations grant 

States considerable flexibility in designating 

which entities can conduct Level I 

assessments. Level I screens are conducted by 

nursing facilities in 12 percent of States and 

by referral sources (e.g., acute care facilities, 

community-based programs) in 20 percent of 

States. Together, the majority (32) of States 

allow nursing facilities and referral sources 

to complete Level I screens. In States that 

allow nursing facilities to complete Level 1 

screens, respondents typically described this 

as being part of the admissions process (i.e., 

nursing facility staff evaluate applicants 

before they can be admitted). Eight (16 

percent) of States contract out Level I 

screening responsibilities, while in 11 States 

(22 percent), Level I screens are completed 

by State agencies, such as Medicaid and 

aging authorities. 

Level II Screens. Federal statute stipulates 

that Level II assessments must be completed 

by an independent entity other than the 

SMHA, a nursing facility, or an entity related 
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to a nursing facility. The majority of States 

(44) contract with mental health entities to 

conduct Level II assessments. Specifically, 17 

States contract with private mental health 

agencies (e.g., managed behavioral health 

companies), 18 contract with community 

mental health clinics or other public mental 

health agencies, and 9 contract with 

individual mental health practitioners. This 

suggests that some SMHAs may be 

improperly delegating this function. 

Entity Designated by States as Responsible 

for Making Level II Determinations. In 43 

percent of States, Level II final 

determinations are made at the State agency 

level based on results from an independent 

evaluation. However, in the majority of 

States (57 percent), whichever entity 

completes the Level II assessment—whether 

it is a contracted entity or independent State 

agency—is allowed to make the final 

determination as to whether an individual 

requires nursing facility care and/or 

specialized services. This suggests that some 

SMHASs may be improperly delegating this 

function. 

c. How Do States Define and Communicate 

PASRR-Related Policies? 

State Definition of Specialized Services. 

Federal regulations allow States flexibility in 

defining what constitutes specialized mental 

health services. The majority (75 percent) of 
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States have elected to define specialized 

services in the most restrictive sense—as 24- 

hour intensive care for acute mental health 

needs delivered outside the nursing facility, 

such as in an inpatient facility. Only 13 

States define specialized services more 

broadly; for example, as comprehensive 

mental health and rehabilitation services 

designed to increase individual functioning. 

State Use of Advance Determination 

Categories. The majority (38) of States allow 

advance determinations by category. This 

means that States are not required to 

conduct PASRR screens on certain groups of 

people who are presumed either to meet level 

of care requirements for nursing facility care 

or to not require specialized mental health 

services. The most frequently cited advance 

determination category is dementia, followed 

by convalescent care (35), 

emergency/protective services (26), respite 

care (18), severe illness (15), terminal illness 

(15), and delirium (11). 

State PASRR Training Efforts. States are 

responsible for communicating PASRR 

policy and regulations to nursing facilities so 

that they can comply with their 

responsibilities. Exhibit 8 shows the range of 

State training activities that respondents 

described. Many States employ multiple 

training methods that are sponsored by a 

variety of PASRR associated agencies (e.g., 

Medicaid, SMHA, aging/health authority). 

Most States (30) reported conducting PASRR 

trainings for nursing facilities on a regular 

basis, but 6 States indicated that they do not 

provide any training or outreach. 

   



  

  

  

Exhibit 8: State PASRR Training for Change in Condition Procedures (n=51) 
  

State PASRR Training (n=50) 

Conduct nursing facility trainings on a regular basis 30 (60%) 
  

Conduct nursing facility trainings/phone consultation as needed 27 (54%) 
  

PASRR instruction manual 11 (22%) 
  

No trainings/outreach   6 (12%)     

  

2. PASRR Level | and Level Il Screening 

Documentation 

States were asked to provide data from the 

most recent fiscal year available (FY 2001 or 

FY 2002) on the number PASRR screens 

completed annually. 

Number of Level I and Level 11 PASRR 

Screens Conducted Annually. The average 

number of PASRR screens appears to have 

remained relatively consistent over the past 

decade, suggesting that States continue to 

comply with the requirement to administer 

PASRR screens. Exhibit 9 compares the 

average numbers of Level I and Level II 

screens in 1991 and 1993 (as documented in 

the Bazelon [1996] study) and 2002. 

Number of Level II Change in Condition 

Assessments Conducted Annually. The OIG 

(2001) study found that Level II 

reassessments as a result of a “change in 

condition” rarely occurred. Of the 32 States 

providing data in the current study, more 

than two fifths (44 percent) reported fewer 

than 100 change in condition assessments 

were conducted in the previous year (FY 

2001 or FY 2002). Coupled with the OIG 

study findings and results reported later in 

this report, this finding suggests that many 

States may not be in compliance with 

Federal requirements. 

3. PASRR Level | and Level Il Screening 

Procedures 

Time Frame for Completing PASRR 

Screens. Exhibit 10 presents results on State 

guidelines for how long Level I and Level II 

screening procedures should take. 

  

  

Exhibit 9: Average Number of Level | and Level Il Screens 
Conducted Annually 
  

ob dr) 0 

Level I Screen 14,314 

oh TE LA FY 2001/2002 

19,775 18,916 
  

Level II Screen 1,009       923 072     
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Exhibit 10: Time Frame for Completing PASRR Screens (n=51) 
  

Time Frame for Completing Screens 

Immediate/less time than 24 hours 

Level I Screens Level II Screens 

(n=47) (n=47) 

22 (47%) —e 
  

Fewer than 7 working days 8 (17.0%) 30 (64%) 
  

7-9 working days 4 (8%) 13 (28%) 
  

10 or more working days 5 (11%) 3 (6%) 
      No specific guidelines   8 (17%) 1 (2%) 
  

  

Level I Screens. While there are no Federal 

regulations specifying a time frame for 

completing Level I screens, in 22 States, 

Level I screens are completed in fewer than 

24 hours after the individual is referred to a 

nursing facility. Many States require Level I 

screens to be submitted concurrently as part 

of the nursing facility application. 

Level II Screens. Federal regulations 

specify that Level II screens must be 

completed within 7-9 business days of 

request, on average. In the current survey, 

the majority of States (30) complete Level II 

screens in less time than Federal regulations 

specify. Only three States acknowledged 

having difficulty meeting Federal 

requirements. 

Professional Qualifications of Screeners. 

Exhibit 11 displays State requirements 

regarding professional qualifications of 

PASRR screeners. 

Level I Screens. Federal regulations do not 

specify qualifications for Level I screeners, 

and a majority of States (36) allow a broad 

range of health professionals to complete 

them. These health professionals typically 

are nurses or social workers, but they may 

not necessarily have backgrounds in mental 

health. 

  

  

Exhibit 11: Professional Qualifications of Level | and 

Level Il Screeners (n=51) 
  

Level I Screens 
Professional Qualifications 

(n=46) 

Any type of health professional 36 (78%) 

Level II Screens 

(n=51) 

1 2%) 
  

Any type of mental health pro- 

fessional 
3 (7%) 45 (88%) 

  

Require physician, psychiatrist, 

or doctoral-level psychologist 
5 (10%) 

      No qualifications specified 7 (15%)     
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Level II Screens. Various types of mental 

health professionals are allowed to complete 

Level II screens in 45 States. Of the 45 

States, 29 use specific credentialing 

requirements and allow only “qualified 

mental health professionals” (QMHPs) to 

complete Level II screens. QMHP 

designations typically included doctoral-level 

mental health professionals, licensed clinical 

social workers, and master-level practitioners 

with varying levels of experience postdegree. 

Regulations require that the Level II function 

of making or confirming a diagnosis of 

mental illness be performed by a Q MHP. 

Location of Screens. Exhibit 12 presents 

rankings of the locations where PASRR 

preadmission and resident review screens are 

conducted most frequently. For both Level 1 

and Level II screens, the majority of States 

ranked inpatient hospitals as the most 

frequently used screening location, followed 

by nursing facilities and community-based 

programs. “Other” locations, such as the 

applicant’s home, were the least frequently 

used locations for conducting both types of 

screens. The finding that a significant 

percentage of Level II evaluations and 

determination are completed in a nursing 

facility is difficult to interpret and depends 

on the definition of nursing facility. The 

Level II process must be completed before 

admission to a Medicaid-certified nursing 

facility. However, individuals residing in a 

nursing home, but in a distinct part of the 

facility that is not Medicaid-certified, could 

be appropriately evaluated before being 

transferred to a part of the institution that is 

Medicaid-certified. 

  

  

Exhibit 12: Location of PASRR Preadmission and 

Resident Review Screens (n=51) 
  

Screen Location 

Inpatient hospitals 
  

Nursing facilities 
Level I (n=46) 

Ranking 

Second OI 

11 (24%) | 7 (15%) 6 (13%) 
  

Community-based programs 2 (4%) 6 (13%) 18 (39%) 
  

Other; please describe   
  

Inpatient hospitals 
  

Level II Nursing facilities 

5 (11%) 2 (4%) 5 (11%) 
  

5 (11%) 2 (4%) 3 (6%) 
  

705%) | 14 (30%) | 511%) 
  

ned) Community-based programs 2 (4%) 15 (32%) 15 (32%) 
  

Other; please describe       4 (9%) 5 (10%) 4 (9%     
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Data Collection Methods. As indicated in 

Exhibit 13, the majority of States use 

multiple methods to gather data for Level I 

and Level II screens, although patient 

records and face-to-face interviews are the 

most frequently used methods. 

  

  

Exhibit 13: Data Collection 

Methods for Level | and Level lI 

Screens (n=51) 
  

Level 1 Level 11 Method of Data 

Collection (n=47) (n=50) 

Patient record 46 (98%) 50 (100%) 
  

Face-to-face fone 38 (81%) 
interview 

47 (94%) 
  

Family/third 
0 

party interviews 260774) 
44 (88%) 

  

Written/ 
0 

electronic data 29 (623%) 
27 (56%) 

  

Other source       5 (11%) 10 (20%)         

Documentation of PASRR Data. Exhibit 

14 shows the methods States use to 

document and store PASRR information. 

Many States use a combination of paper and 

electronic methods to document and store 

PASRR data. 

Level I Screens. The majority of States (46) 

keep PASRR records in paper format. In 22 

States, screens are stored in patient records; 

however, Level I contractors in 15 States and 

agencies with primary oversight 

responsibilities in 19 States also keep full 

copies. In addition, in 13 States, agencies 

with primary oversight responsibilities keep 

only partial records, such as summary 

statistics on the total number of Level I 

screens completed annually. 

Level II Screens. Of the States reporting a 

method for PASRR documentation, all use 

paper records, and 18 also maintain 

electronic databases. In most States (30), 

whichever State agency maintains primary 

oversight of PASRR keeps full copies of 

Level II screens, while one third (17) of 

States maintain partial records, such as 

  

  

Exhibit 14: Documentation and Storage of PASRR Screens (n=51) 
  

How PASRR Information Is Documented 

Paper 

| 7 

(n=48) 

48 (100%) 46 (96%) 
  

Electronic database 

How PASRR Records Are Stored 

records in nursing facility 
Level I/II screens and determinations are kept in patient 

14 (29%) 18 (37.5%) 

22 (50.0%) 17 (33%) 
  

Level II contractor keeps full copies 15 (34%) 19 (37%) 
  

Full copies kept by SMHA/State Medicaid 
agency/aging authority 

19 (43%) 30 (59%) 

  

Medicaid agency/aging authority   Determination/summaries/statistics kept by SMHA/State 
13 (30%) 17 (33%)         
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copies of Level II determination decisions or 

summary statistics on the total number of 

Level II screens completed annually. 

Use of Standardized Assessment Tools. The 

majority of States require the use of 

standardized assessment tools for Level I 

(n=46) and Level II (n=47) screens, which 

promotes consistency of screening within 

each State. 

4. PASRR Change in Condition Assessment 

Procedures 

Annual Resident Reviews. Consistent with 

changes in the Federal statute, 43 States no 

longer require Level II resident reviews to be 

conducted annually. Instead, current statute 

requires nursing facilities to report a 

significant change in a resident’s mental or 

physical condition to the SMHA (or 

designated entity) to trigger a Level II change 

in condition assessment. 

Change in Condition Criteria and 

Procedures. When the requirement for 

annual resident reviews was eliminated in 

1996, States were required to develop 

criteria and procedures for identifying when 

nursing facility residents experience a 

significant change in condition so that 

nursing facilities can initiate a Level II 

resident review. As shown in Exhibit 15, 

while 15 States use the MDS as a change in 

condition trigger, most States (26) developed 

State-specific behavioral/functional criteria, 

such as when a resident receives a new 

mental health diagnosis or if a behavior 

change persists after a mental health 

intervention. Eight States reported using 

Level I screening criteria to indicate a change 

in condition, which are not appropriate for 

this task. More than 40 percent of the States 

reported that State policy instructs nursing 

facilities to contact the entity designated to 

conduct Level II screens. This entity then is 

required to notify the SMHA (or designated 

entity). One quarter of the States require the 

nursing facilities to notify the SMHA 

directly, and one quarter require the facilities 

to notify another State agency that 

subsequently contacts the SMHA. Three 

States are not complying with the change in 

condition notification requirements. 

  

  

Exhibit 15: Change in Condition Criteria and Procedures (n=51) 
  

Change in Condition Criteria 

Use behavioral/functional criteria developed by State 26 (53%) 
  

Use Minimum Data Set 15 (31%) 
  

Use Level I screen criteria   8 (16%)   
SMHA Notification Process for Change in Condition 

Nursing facility notifies Level II contractor directly; contractor notifies SMHA 21 (42%) 
  

Nursing facility notifies SMHA directly 13 (26%) 
  

Nursing facility notifies other State agency, then agency notifies SMHA 13 (26%) 
  

Not notified systematically     3 (6%) 
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5. PASRR Oversight Mechanisms 

State-Level PASRR Oversight 

Responsibilities. From interview responses, 

State agencies that were most directly 

responsible for ensuring accurate completion 

of Level I and Level II screens were identified 

and designated as having “primary” 

oversight responsibility. As displayed in 

Exhibit 16, in most States (n=31), primary 

Level I oversight is the responsibility of 

Medicaid, and Level II oversight rests with 

SMHAs (n=44). In 13 States, the aging or 

health authorities assume responsibility for 

primary oversight of Level I screens. 

Use of PASRR Data To Monitor State 

Policy Goals. Exhibit 17 summarizes how 

States use information generated by the 

PASRR program. The majority use PASRR 

data to monitor various Level II PASRR 

outcomes. These include whether or not 

someone has a serious mental illness and if 

so, whether he/she currently requires 

specialized mental health services. Level II 

outcomes also determine whether or not an 

individual needs nursing facility level of care. 

Direct Oversight of PASRR in Nursing 

Facilities. As presented in Exhibit 18, when 

asked which State agency has primary 

responsibility for directly overseeing the 

PASRR process in nursing facilities, very few 

respondents mentioned agencies involved in 

administering PASRR, such as Medicaid 

agencies (22 percent), SMHAs (8 percent), or 

aging authorities (14 percent). Instead, 75 

percent of respondents indicated that the 

entity responsible for conducting nursing 

facility survey and certification is responsible 

for including PASRR as part of its overall 

quality review process. These findings are 

consistent with those of the 2001 OIG 
  

  

Exhibit 16: Primary PASRR Oversight Responsibilities (n=51) 
  

PASRR Activity Medicaid 

Level I Screens 31 (61%) 

Aging/Health 

Authority 

7 (14%) 13 (25%) 
  

  Level II Screens 3 (6%)     44 (86%) 4 (8%)       

  

  

  

Exhibit 17: How States Use 

PASRR Data (n=51) 
  

Purposes of PASRR Data VC 

Monitor PASRR outcomes 46 (90%) 
  

SMI diagnosis 33 (65%) 
  

— Need for nursing facility care 42 (82%) 
  

— Need for specialized services 41 (80%) 

Exhibit 18: Primary Responsibility 
for Direct Oversight of PASRR in 
Nursing Facilities (n=51) 
  

Direct Oversight of PASRR in 

Nursing Facilities 

Handled by entity that does 37 
survey/licensing of nursing facilities (76%) 
  

  

Monitor need for alternative 
0 

placements 27 (53%) 

11 
Handled by Medicaid agencies (22%) 

  

  

Monitor nursing facility 
0 

quality of care [Ragas     Handled by aging/elderly authorities | 7 (14%) 
        Handled by SMHA 4 (8%) 
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Exhibit 19: State-Level Monitoring Systems (n=51) 
  

Description of Monitoring System 

Review each individual screen 

Level II Screen 

(n=48) 

23 (48%) 

Level I Screen 

(n=46) 

19 (41%) 
  

Sample percentage of individual screens 5 (11%) 7 (15%) 
  

Review aggregated screens 14 (30%) 19 (40%) 
  

Monitor PASRR outcomes as part of quality improvement 9 (20%) 7 (15%) 
  

No monitoring system in place 4 (9%) 5 (10%) 
    Other: e.g., regular interagency meetings 2 (4%) 1 (2%)         

  

report. In four out of five OIG case study 

States, Medicaid agencies and SMHAs 

reported relying on State surveyors to 

monitor the PASRR process. None of the 

surveyors interviewed in these States, 

however, considered monitoring PASRR 

screens to be his/her responsibility. 

State-Level Monitoring Systems. Also 

consistent with the OIG study findings, very 

few respondents described comprehensive 

State-level monitoring systems. As displayed 

in Exhibit 19, only nine States routinely 

monitor Level I outcomes (e.g., referred for 

Level II screen, meets criteria for dementia or 

some other categorical determination) as 

part of an overall quality improvement 

system. Even fewer States (seven) monitor 

Level II outcomes (e.g., has a serious mental 

illness, requires specialized mental health 

services, appropriate for nursing facility 

care). In addition, fewer than half of the 

States review individual Level I and Level II 

screens for accuracy and completeness of 

information. 

B. PASRR Impact on Policy Goals 
This section presents survey results that 

address the impact of PASRR on intended 

policy goals. At the State level, input 

centered primarily on the overall 

effectiveness of PASRR and availability and 

receipt of mental health services in nursing 

facilities. 

1. Overall Effectiveness of PASRR 

Prior to the enactment of PASARR in 1987, 

only eight States reported having an 

assessment process in place to evaluate the 

mental health needs of nursing facility 

residents. Today, all 50 States and the 

District of Columbia have implemented 

PASRR programs intended to address three 

main policy goals. These goals include 

identifying individuals with serious mental 

illness, screening their appropriateness for 

nursing facility care, and ensuring provision 

of specialized and other mental health 

services. 

Level II Preadmission Screening 

Outcomes. States were asked to provide 

annual data from the most recent fiscal year 

available on the outcomes of Level II 

preadmission screens. The most frequently 

reported outcomes were as follows: 45 

percent of States found 90-100 percent of 

individuals to have a serious mental illness, 

58 percent of States found 90-100 percent of 

individuals to be appropriate for nursing 
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facility level of care, and 38 percent of States 

found 0-9 percent of individuals to require 

specialized services. 

These very low rates of false positives from 

the Level I screen call into question whether 

the broad and rudimentary Level I screen is 

functioning as intended to identify all 

individuals who may have mental illness. It 

appears that in some States, the Level I 

screen only passes on to Level II those 

individuals who obviously require treatment 

planning for their mental illness. This 

practice is economical for States but is out of 

compliance with regulation, eliminating from 

evaluation those persons whose mental 

illness can only be determined by more 

sophisticated evaluation. 

These findings are consistent with other 

studies, which report that average diversion 

rates (those found to be inappropriate for 

nursing facility care) tend to be less than 10 

percent (SSWLHC, 1995; Bazelon, 1996). 

The results are consistent with the Bazelon 

findings that an average of 7-8 percent of 

nursing facility applicants need specialized 

Services. 

Perceived Effectiveness of PASRR 

Programs. Exhibit 21 compares Medicaid 

and SMHA ratings of the effectiveness of 

PASRR in achieving intended policy 

outcomes. Agreement between Medicaid and 

SMHA respondents was strong, with the 

majority rating PASRR as doing a “good” 

job of identifying individuals with serious 

mental illness, screening their 

appropriateness for nursing facility care, and 

ensuring provision of specialized services. 

Nearly half of the Medicaid and SMHA 

respondents reported that PASRR positively 

affected the type or amount of mental health 

services provided in their State. Both 

Medicaid and SMHA respondents were also 

  

  

Exhibit 20: Level Il Preadmission Screening Outcomes 
  

Percentage Diagnosed 

With Serious Mental 

Illness (n=38) 

Descriptive 

Statistics 

Mean 

Percentage Found 

Appropriate for Nursing 

Percentage Found To 

Need Specialized Mental 

Facility (n=40) Health Services (n=39) 

  

Median 

0-9% 2 (5%) 2 (5%) 15 (38%) 
  

10-19% 0 (0%) 0 (0%) 9 (23%) 
  

20-29% 0 (0%) 0 (0%) 6 (15%) 
  

30-59% 8 (21%) 3 (7%) 4 (10%) 
  

60-89% 11 (29%) 12 (30%) 0 (0%) 
  

90-100% 17 (45%)       23 (58%) 5 (13%)     
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Exhibit 21: Perceived Effectiveness of PASRR Programs (n=51) 
  

State Medicaid Respondents 

Identifying individuals with serious mental 
illness (n=51) 

1 (2.0%) 11 (22%) 22 (43%) 

Excellent 

17 (33%) 
  

Screening appropriateness for nursing 
facility care (n=49) 

3 (6%) 6 (12%) 29 (59%) 11 (22%) 
  

Ensuring provision of specialized services 
9 (21%) 12 (29%) 15 (36%) 6 (14%) 

  
(n=42)     
SMHA Respondents 

Identifying individuals with serious mental 
illness (n=50) 

1 2%) 

        
Excellent 

5 (10%) 24 (48%) 20 (40%) 

  

Screening appropriateness for nursing 

facility care (n=47) 
2 (4%) 3 (6%) 27 (57%) 15 (32%) 
  

Ensuring provision of specialized services 

(n=47)     2 (4%) 3 (6%) 27 (57%) 15 (32%)           

  

likely to indicate that PASRR positively 

affected the quality of mental health services 

in their State. 

2. Availability and Receipt of Mental Health 

Services 

Provision of Specialized Services. As 

described earlier, 75 percent of States define 

specialized services as 24-hour acute care 

provided in inpatient facilities. By this 

definition, nursing facility applicants who 

require specialized services to treat their 

mental illness would not be admitted to a 

nursing facility. Of the 13 States that define 

specialized services more broadly, definitions 

varied but included such services as 

psychosocial rehabilitation, case 

consultation, medication management, and 

crisis intervention. Most noted that while 

these specialized services were often provided 

by community mental health centers, 

rehabilitation agencies, nursing facilities, and 

individual practitioners are also eligible to 

provide them. 

State respondents described a variety of 

funding sources. Use of the Medicaid 

rehabilitation option and State general funds 

were mentioned most frequently. Some States 

indicated that specialized services were 

included in the per diem rate paid to nursing 

facilities and mental health providers. This 

statement is difficult to interpret since 

specialized services by regulatory definition 

are services over and above those provided 

in the nursing facility benefit. States may 

contract with nursing facilities to provide 

specialized services, but such services would 

be reimbursed over and above the nursing 

facility per diem payment. 

Provision of Mental Health Services of a 

Lesser Intensity by Nursing Facilities. 

Federal statute requires nursing facilities to 

provide mental health services (of a lesser 

intensity than specialized services) to 
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residents with mental illness; that is, services 

provided as part of the standard Medicaid 

nursing facility per diem payment, without 

additional reimbursement. Thirty-nine of 42 

responding States indicated that Medicaid 

includes certain mental health services 

provided in the nursing facility benefit but 

does not cover others. 

Provision of Other Mental Health Services. 

In addition to mental health services 

provided by nursing facilities and specialized 

services (in 13 States), other mental health 

services may be available from the Medicaid 

State plan or other sources. Most States 

reported that Medicaid covers psychiatric 

consultation (for example, medication 

monitoring, individual therapy, assessments) 

in their State plans, while fewer than half of 

State Medicaid plans cover rehabilitation 

services (for example, intensive case 

management, psychosocial rehabilitation). 

Exhibit 22 presents further detail on the 

availability of mental health services and the 

type of practitioner providing the service. 

The majority of States (69 percent) reported 

that these services are most often provided 

by private independent practitioners. 
  

  

Exhibit 22: Mental Health Services 
in Nursing Facilities (n=51) 

Quality of Access to Mental Health 

Services in Nursing Facilities. Thirty-seven of 

the respondents completing either the State 

Medicaid or SMHA interview provided their 

perspectives on the quality of access to 

mental health services in nursing facilities 

throughout their State. Many respondents 

characterized access to mental health care as 

either being insufficient (30-32 percent) or 

varying considerably from facility to facility 

(22-30 percent) (see Exhibit 23). For 

example, one SMHA respondent highlighted 

Medicaid reimbursement as a barrier to 

receiving mental health services in nursing 

facilities, stating “Our Medicaid agency has 

very strict rules. If the person is in a nursing 

facility, Medicaid won’t pay for any 

additional services outside of the per diem. 

So community mental health centers don’t 

get paid for any services they provide for 

nursing facility residents.” 

Others highlighted the problem of 

variability in mental health service access 

that exists across nursing facilities, 

particularly by geographic region. Despite 

these largely negative characterizations, 

many respondents characterized overall 

  

  

Medicaid-Covered Services 

Psychiatric consultation services 38 (91%) 
  

Rehabilitation option services 18 (42.9%) 

Who Provides Mental Health 

Services in Nursing Facilities? 

Private independent practitioners 24 (69%) 
  

CMHC staff 14 (40%) 
  

Contract with private behavioral 

health agency to provide mental 3 (9%) 

health services               
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Exhibit 23: Access to Mental Health 
Services in Nursing Facilities 
{n=51) 
  

Quality of Access of State 

Mental Health Medicaid 

Services in Nursing 

Facilities (n=37) (n=37) 

SMHA 

Good access to mental 
0 0 

health services 18 (49%) | 18 (49%) 

  

Not enough mental 

health services are 

being provided in 

nursing facilities 

11 (30%) | 12 (32%) 

  

Varies from 
0 0 

facility to facility 1100 | 8 0209)             

  

   



  

access as good. A typical Medicaid agency 

response was, “I don’t think we have a 

problem. . . . Medicaid does get a significant 

number of claims for mental health services 

for nursing facility residents, so I think it is 

working okay.” 

C. PASRR Issues Identified at the State 
Level 

The following section describes issues that 

State respondents identified as important to 

the PASRR process, including how PASRR 

relates to broader State system issues, such 

as Olmstead and the availability of 

community-based alternatives to institutional 

care. Also reported are additional State 

respondent perceptions about PASRR and 

recommendations to CMS, State PASRR 

agencies, and nursing facilities for improving 

the PASRR process. 

1. How PASRR Relates to Broader System 

Issues 

Relationship Between PASRR and 

Olmstead Planning. In response to the 1999 

Olmstead decision, many States are 

reexamining their decisionmaking process 

for institutional and community-based 

placements for disabled populations, 

including people with psychiatric disabilities. 

  

  

Exhibit 24: PASRR and 

Olmstead (n=51) 
  

Consideration of PASRR as 

Part of Olmstead Planning 

Active consideration of PASRR 
0 

as part of Olmstead planning 14 (28%) 
  

Some consideration of PASRR as 
0 

part of Olmstead planning 20 (40%) 
  

No consideration of PASRR as 
0 

part of Olmstead planning 16 (32%)             

As illustrated in Exhibit 24, the majority of 

States (34) indicated active consideration or 

some consideration of PASRR within the 

broader context of their Olmstead planning. 

Use of Home and Community-Based 

Services (HCBS) Waivers. In 38 States, 

HCBS waivers cannot be used to move 

individuals with serious mental illness from 

institutional settings, such as psychiatric 

hospitals and nursing facilities, into 

community placements. Many respondents 

explained that the HCBS waiver statute 

requires States to demonstrate the cost- 

effectiveness of care provided in community- 

based programs relative to care provided in 

institutional settings. However, because 

Medicaid does not pay for care of 

individuals residing in institutes for mental 

disease (IMDs), many States reported that 

they are unable to generate the appropriate 

cost comparisons needed to demonstrate cost 

neutrality, a requirement of HCBS waivers. 

For example, one State Medicaid agency 

representative explained, “Because you have 

to prove cost effectiveness and Medicaid 

doesn’t pay for IMDs, it is hard to make the 

comparison to determine cost-effectiveness.” 

Similarly, a mental health authority 

respondent from another State said, “It’s 

hard for us to make the waiver math work!” 

Effect of PASRR on Acute Care 

Discharges. Some stakeholder organizations 

have raised concerns about PASRR’s effect 

on State acute care systems. A 1995 survey 

by the Society of Social Work Leadership in 

Health Care described concerns on the part 

of hospitals and nursing facilities that the 

complexities of the PASRR screening process 

can create costly delays in discharges. In this 

study, when asked directly about PASRR’s 

impact on acute care discharges, almost 

three quarters of the States responding 

highlighted negative effects, such as delays in 
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discharge and additional costs incurred. 

However, more than a third noted PASRR’s 

positive effects, such as preventing 

inappropriate discharges and making 

hospital staff more aware of individual 

mental health needs. 

Alternatives to Nursing Facility Placement. 

When individuals are determined through 

the PASRR screening process to not require 

nursing facility level care, States must 

arrange for some type of alternative 

placement. Exhibit 25 presents information 

on what kinds of alternative placements and 

funding sources are available in the States. 

The majority of State respondents (39) 

indicated that their State provides some type 

of community-based mental health 

residential or intensive support programs 

(e.g., group homes, board/care, supported 

apartments, assertive community treatment). 

Less than a third specifically mentioned 

inpatient psychiatric facilities as an 

alternative to nursing facility placement. 

Regarding funding mechanisms, most 

  

  

Exhibit 25: Alternative 

Placements (n=51) 
  

Alternative Placements (n=47) 

Community-based mental 
0 

health residential programs 39 (83%) 

  

State psychiatric facility or 
0 

other IMD 13 G25 
  

Assisted living facility or 

other senior residential pro- 
grams 

17 (36%)     
Funding Mechanisms for 

Alternative Placements 

State funds 28 (62%) 

  
  

Medicaid 34 (76%) 
  

Other payers 21 (47%)             
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respondents reported that their States use a 

combination of funding streams, such as 

State funds, Medicaid, and other sources 

(e.g., Medicare, private insurance, county 

grants). 

2 State Respondent Perceptions of PASRR 

Strengths of PASRR Screening Process. As 

presented in Exhibit 26, when asked to 

describe the strengths of the PASRR 

program, both SMHA and Medicaid agency 

respondents most often reported a specific 

policy goal, such as preventing the 

inappropriate admission of people with 

serious mental illness to nursing facilities, 

ensuring that people with serious mental 

illness are identified, and ensuring access to 

specialized services. One Medicaid agency 

respondent stated, “PASRR has forced 

people to be concerned about the seriously 

mentally ill population . . . the program has 

helped ensure no dumping in institutions.” 

Nearly one third of Medicaid agency and 14 

percent of SMHA respondents also described 

PASRR as helping to increase nursing facility 

resident access to nonspecialized mental 

health services. One SMHA respondent 

indicated, “PASRR has improved the quality 

of care [in nursing facilities] by educating 

staff about different diagnoses.” 

Weaknesses of PASRR Screening Process. 

Exhibit 27 reports findings regarding 

perceived PASRR program weaknesses. State 

agencies most commonly highlighted 

oversight issues, such as how there is 

comparatively little energy or resources 

devoted to follow-up and that States often 

lack a “stick” (punitive disincentive) to 

enforce nursing facility compliance with 

PASRR. As one SMHA respondent noted, 

“Enforcement of PASRR is nonexistent in 

terms of people getting services they need or 

being placed in alternative settings. It can 

   



  

  

Exhibit 26: PASRR Strengths (n=51) 
  

Strengths of the PASRR Screening Process 

Prevents inappropriate admission of people with serious mental 
illness to nursing facilities 

State Medicaid 

(n=40) 

23 (58%) 18 (35%) 
  

Ensures that people with serious mental illness are identified 16 (40%) 16 (31%) 
  

Ensures that people get specialized services 10 (25%) 15 (29%) 
    Increases access to nonspecialized mental health services     12 (30%) 7 (14%) 
  

  

  

  
Exhibit 27: PASRR Weaknesses (n=51) 
  

Weaknesses of the PASRR Screening Process 

No “stick” for enforcing compliance with any part of PASRR 

State Medicaid SMHA 

(LEER) (EXT) 

21 (60%) 20 (53%) 
  

Federal regulations unclear, complicated 12 (34%) 18 (47%) 
  

Delays admissions, even when necessary 7 (20%) 8 (21%) 
    Does not appropriately deal with Alzheimer's/dementia patients 4 (11%) 1 (3%)       

  

turn into a paper shuffle and nothing ever 

happens.” 

Many also expressed frustration with the 

lack of clarity surrounding many of the 

Federal regulations. As articulated by one 

Medicaid respondent, “PASRR rules and 

regulations are complicated, and it takes a 

lot of effort to get the details down— 

especially for people who don’t deal with it 

every day.” A small number of Medicaid 

respondents also noted that PASRR does not 

appropriately address the needs of people 

with Alzheimer’s or dementia. For example, 

one respondent explained, “PASRR doesn’t 

properly recognize dementia and 

Alzheimer’s. They get admitted to nursing 

facilities with all sorts of problems. It’s a 

gray area—I can see why they are excluded 

[from PASRR], but there needs to be a better 

way to get them recognized and treated.” 

3. Recommendations for Improving PASRR 
« Increase guidance to States, 

clarify/modify certain regulations. The 

top suggestion among State agency 

respondents was to request that CMS 

provide additional guidance on the 

PASRR process. This recommendation 

was often framed as needing more 

clarification regarding PASRR’s overall 

intent. For example, one Medicaid 

respondent explained, “CMS needs more 

resources to support State efforts to 

implement PASRR. Their intent was 

good, but whats the point if they aren’t 

following it up. It shouldn’t be me 
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Exhibit 28: Recommendations to CMS for the PASRR Process (n=51) 
  

Recommendations for CMS 

Increase guidance to States, clarify/modify regulations 

State Medicaid SMHA 

(n=41) (n=42) 

22 (54%) 22 (52%) 
  

Strengthen oversight activities 8 (20%) 12 (29%) 
  

Establish Federal definition of specialized services 4 (10%) 9 (21%) 
          Address funding issues with Medicaid program and PASRR 5 (12%) 6 (14%) 
    
  

determining how it’s implemented 

without clarification from CMS.” In 

fact, many respondents specifically called 

for CMS to establish a Federal definition 

of specialized services that accurately 

reflects the intent of the original 

legislation. 

Strengthen oversight. Along with the 

request for increased CMS guidance, 

almost one quarter of the States called 

for increased oversight from CMS to 

help guide and shape State PASRR 

programs. For example, one Medicaid 

respondent indicated, “We don’t have 

much to do with CMS. They should get 

to know how these processes work [in 

our State] and get more involved.” Many 

respondents articulated a desire for CMS 

to mandate and provide support for 

monitoring systems so that their agency 

could strengthen oversight of nursing 

facilities and discharge entities. A typical 

comment included, “I wish that CMS 

were more active in giving States ‘some 

teeth’ to make folks comply. Maybe 

legislate it. There is a long history in this 

services, CMS allows each State to create 

its own requirements for the kinds of 

services that qualify as “specialized.” 

This latitude allows States’ variations 

and flexibility, but may create some 

confusion from one State to another. 

Address funding issues with 

Medicaid/PASRR.- States also appear to 

have many specific financing questions 

(e.g., what Medicaid does and does not 

cover) and are also concerned about 

what they perceive as a lack of financial 

incentives for nursing facilities to provide 

mental health services. This particular 

sentiment was echoed by an SMHA 

respondent: “Payment for psychiatric 

services in nursing facilities is so low, 

they really have to kick in some of their 

own money for payments to 

psychiatrists. I think they do a pretty 

good job considering this resource 

limitation.” A Medicaid respondent 

added that CMS needs to “expand what 

Medicaid/Medicare can bill for mental 

health services and broaden the resources 

available.” 

  

State of noncompliance.” Recommendations for State Agencies. As 

Establish Federal definition of specialized ~~ shown in Exhibit 29, respondents also were 

services.” Although PASRR regulations asked to provide suggestions for how their 
mandate that States arrange for the own agencies might improve PASRR 

provision of specialized mental health effectiveness. 
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Exhibit 29: Recommendations to State Agencies 
for the PASRR Process (n=51) 
  

State Medicaid 
Recommendations to State Agencies 

Strengthen oversight 11 (30%) 13 (36%) 
  

Increase coordination with other PASRR agencies 5 (14%) 0.25%) 
  

Make PASRR and PASRR population more of a priority 5 (14%) 7 (19%) 
  

Educate nursing facilities and discharge agencies on PASRR 7 (19%) 3 (8%) 
  

Increase monetary resources that are available 4 (11%) 6 (17%) 
        Improve Medicaid billing process, rules, and/or technology 2 (5%) 2 (6%) 
    
  

Strengthen oversight. Similar to 

recommendations for CMS, many 

respondents underscored the relative 

weakness of existing State oversight 

mechanisms and the corresponding need 

to improve this process to meet the goal 

of “ensuring” that nursing facility 

residents have access to appropriate 

mental health services. One Medicaid 

respondent went so far as to suggest that 

Medicaid “reinstitute the annual resident 

review. . . . [This] would make 

[oversight] a tighter process. . .. We 

need to ensure that quality of care is 

improved in nursing facilities and the 

Department of Public Health going in 

once a year is not enough.” 

Increase efforts to coordinate and 

communicate with other PASRR 

agencies. Data from the national survey 

show that States often involve multiple 

agencies in administering PASRR, which 

necessitates regular communication and 

coordination to ensure successful 

program administration. Nearly a 

quarter of the respondents—Medicaid, 

SMHA, or a third agency—made this 

recommendation to their own agency. 

For example, one Medicaid respondent 

highlighted the complexity of her State’s 

system: “There are at least four 

departments that are responsible for 

PASRR—Medicaid, Elder Affairs, 

Health, and the Department of Mental 

Health. Just by having so many State 

agencies involved, not to mention the 

local level, it is inherent that there will 

be snags.” 

Make PASRR and PASRR populations 

more of a priority. Several respondents 

urged their agency to make PASRR and 

PASRR target populations a greater 

priority. For Medicaid and aging and 

health authorities, this often meant 

expanding agency focus to include 

individuals with serious mental illness, 

while for SMHAs, the needs of 

aging/geriatric populations were 

perceived as taking a backseat to 

populations of individuals with serious 

mental illness. An SMHA respondent 

focused on the need to educate health 

care professionals, remarking that 

“within the State, we need to have more 

training on how to do PASRR, as well as 

more education about the elderly and 

mental illness for general health 

practitioners. Care is often fragmented 
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for people with serious mental illness, 

and now that we are trying to address 

aging needs, there needs to be a lot of 

education for people in general health 

care about how to identify people with 

mental health needs.” 

Educate nursing facilities and discharge 

agencies on PASRR. A gap highlighted 

by the national survey is the number of 

States that do not provide regular or 

even “as needed” PASRR training to 

nursing facilities. Recognizing this 

problem, several survey respondents also 

recommended expanding their training 

and outreach to nursing facilities. 

Nursing facility staff turnover issues 

were underscored as an issue by one 

Medicaid respondent: “Nursing facility 

staff turn over so quickly that we need to 

figure out how to do continuing 

education—other than the four yearly 

trainings—and give them the same 

message every time.” 

Increase monetary resources that are 

available. 

Improve Medicaid billing process, rules, 

and/or technology. 

how nursing facilities might improve their 

PASRR responsiveness. Key 

recommendations appear below. 
BH Increase training in PASRR for nursing 

facility staff. Respondents recommended 

that nursing facilities should devote more 

training to PASRR. In a joint interview, 

Medicaid and mental health agency staff 

in one State summarized the issue as 

follows: “Training new staff is key . . . 

turnover is a big problem. Nursing 

facilities have a great burden to fully 

understand the needs of new residents 

and staff doesn’t always understand 

that.” 

Increase training in mental health issues 

for nursing facility staff. Respondents 

recommended that nursing facility staff 

receive more training in mental health 

issues generally. 

Make PASRR more of a priority. 

Respondents also framed training issues 

in terms of nursing facilities needing to 

make PASRR and residents with mental 

illness more of a priority by recognizing 

how information collected through the 

PASRR process might be incorporated 

Recommendations for Nursing Facilities. 

As presented in Exhibit 30, State 

respondents also provided suggestions for 

into overall treatment planning, rather 

than viewed as a burdensome paperwork 

requirement. 

  

Exhibit 30: Recommendations to Nursing Facilities 

for the PASRR Process (n=51) 
  

State Medicaid 
Recommendations to Nursing Facilities 

(LEXI) 

Increase training in PASRR for nursing facility staff 18 (60%) 

7.423%) 

8 (27%) 

2 (7%) 

11 (35%) 

6 (19%) 

3 (10%) 

5 (16%) 

  

Increase training in mental health issues for nursing facility staff 
  

Make PASRR more of a priority 
          Provide additional mental health services in nursing facilities 
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Provide additional mental health services 

in nursing facilities. Among some State- 

level respondents, there was a perception 

that many nursing facilities could do 

more to improve resident access to 

mental health services—either by 

increasing the number of providers 

available or offering a wider array of 

service options. While advocating this 

point, one SMHA respondent was also 

sensitive to nursing facility resource 

constraints: “Nursing facilities need to 

provide more mental health services 

within their own resources; however, this 

is a difficult demand to place on nursing 

facilities, particularly given the increasing 

geriatric population and the diversity of 

needs.” 

Barriers to Changing PASRR Process. 

Respondents were asked about perceived 

barriers to making the recommended 

changes above. As Exhibit 31 shows, the 

majority of respondents indicated that 

barriers existed, the most common of which 

was an overall lack of State resources— 

financial, infrastructure, and personnel—to 

dedicate toward strengthening the PASRR 

process. One Medicaid respondent 

highlighted financial difficulties: “Money is 

the biggest one . . . but time will force them 

to rethink things, because more and more 

people will need services.” Others noted the 

lack of political will and State agency 

resistance to change. As one SMHA 

respondent succinctly stated, “PASRR is a 

low priority for everyone, so this is a 

barrier—nobody is paying attention.” A 

Medicaid respondent highlighted resistance 

issues: “We have gotten used to using 

PASRR in a certain way, so it is hard to 

change. It’s a burden when you’ve got your 

system in place and then the Federal rules 

change.” 

  

  

Exhibit 31: Barriers to Changes in the PASRR Process (n=51) 
  

Barriers to Changes in the PASRR Process 
State Medicaid 

(n=43) 

35 (81%) 33 (72%) 
  

Lack of resources (financial and nonfinancial) 

8 (19%) 13 (28%) 

21 (48%) 23 (52%) 
  

Lack of political will; resistance to change 12 (27%) 7 (16%) 
  

Federal government must initiate change 9 (26%) 5 (16%) 
  

Lack of coordination across agencies   3 (9%) 3 (9%)     
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In-Depth State 

  

Study Findings 

understanding of the experiences of nursing facility administrators, staff, 

n-depth case studies were conducted in four States to gain a better 

and residents regarding how the PASRR process works at local levels. 

Results of these in-depth studies are limited and not generalizable to the State 

or national levels. Instead, they are considered exploratory in nature and 

intended to identify topics where SAMHSA and CMS can provide further 

guidance to SMHAs, Medicaid agencies, and nursing facilities. 

Section A describes State, nursing facility, medical record, and clinical 

interview samples. Sections B-D synthesize findings across these different data 

sources to address the following core research questions: 

1. How are nursing facilities implementing PASRR? (Section B) 

2. How has PASRR affected its intended policy goals? (Section C) 

3. What issues have nursing facilities identified throughout PASRR 

implementation? (Section D) 

A. In-Depth Study Samples 
1. State Sample 

Exhibit 32 presents national survey results 

on key organizational and structural 

characteristics of the States selected for in- 

depth study. 

State Agencies Involved in PASRR/Primary 

Oversight Responsibilities. States 1 and 2 fit 

the typical profile of having two State 

agencies involved in PASRR: Medicaid (for 

Level I) and the SMHA (for Level II). State 3 

is one of only four States that have three 

State agencies involved in PASRR—the State 

Medicaid, mental health, and aging 

authorities. In State 4, the State aging 

authority plays a primary role in Level I 

administration, while the SMHA is 

responsible for Level II PASRR functions. It 

appears that in this State, the Medicaid 

agency does not perform its required 

functions. 

State Agency Centralization Versus 

Decentralization. As discussed in Section V 

of this report, the degree of centralization 

between Medicaid, the SMHA, and other 

related agencies is different across the States 

and may influence the level of coordination 

among these agencies in administering 

PASRR programs. Within the four selected 

States, PASRR agencies in three States are 

distinct entities that are physically separated 

from one another. Only in State 4 are 

PASRR agencies subsumed under a single 

umbrella agency. 

Entity Designated To Conduct PASRR 

Screens. Level I screens are conducted by 

nursing facilities and/or referral sources in 

three out of four States. As a primary 
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Exhibit 32: Organizational and Structural Characteristics of 
In-Depth Study States (n=4) 
  

Level 1 

State 1 

Medicaid, SMHA 

Medicaid 

State 2 

Medicaid, SMHA 

Medicaid 

State 3 

Medicaid, SMHA, 

aging authorities 

Medicaid 

State 4 

SMHA, aging 

authorities 

Aging authorities 
  

Level 11     SMHA 
Two separate 

agencies 

Nursing facility or 

referral source 

  SMHA 
Two separate 

agencies 

Nursing facility or 

referral source 

SMHA   
Three separate 

agencies 

Nursing facility or 

referral source 

  SMHA 
Two agencies 

under umbrella 

agency 

Aging authorities 

  

Level 11 

Individual 

practitioners, Private vendor 

Community men- 

tal health clinics, 

local mental health 

Individual 

practitioners 
aging authorities a 
ging authorities             
        

Number of PASRR Screens Completed 

Annually. Findings on the number of Level I 

stratification variable in selecting in-depth 

study States, however, each of the four States 

designates a different entity as responsible and Level II screens conducted annually for 

for conducting Level II screens, including the the four in-depth study States are in keeping 

aging authority, private behavioral health with national survey results (see Exhibit 33). 

States 1 and 4 completed fewer than 10,000 

Level I screens annually, while State 3 

vendors, local public mental health 

authorities, and individual practitioners. 

  

Exhibit 33: Annual PASRR Screens Completed by 
In-Depth Study States (n=4) 
  

Number of PASRR Screens Completed Annually State 1 State2  State3 State 4 

Level I Screens 
  

Level lI Screens 
  

— Preadmission 
  

— Change in condition                   
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conducted well over 20,000 Level I screens 

in the sample year. Annual Level II screens 

(both preadmission and change in condition) 

were also high for State 3, while figures for 

States 1, 2, and 4 were consistent with 

national survey results. 

2 Nursing Facility Sample 

a. Nursing Facility Characteristics 

As presented in Exhibit 34, a total of 24 

facilities were selected from the four States 

(six per State). To capture urban and rural 

variation within each State, three facilities 

from a rural county and three from an urban 

county were selected. In addition, in each 

area (urban or rural), nursing facilities were 

stratified according to size (small, medium, 

and large), based on the number of available 

beds. Average small facilities ranged from 35 

to 49 beds, medium-sized facilities from 60 

to 78 beds, and large facilities from 104 to 

168 beds. In States 1, 2, and 3, a majority of 

facilities sampled were for-profit, under the 

auspices of a corporation or a partnership. 

In State 4, however, most nursing facilities 

held nonprofit status as a corporation or 

faith-based entity. Of the 24 facilities 

sampled, 17 operated autonomously, while 7 

belonged to a multi-nursing-home 

ownership. Additionally, only one of the 

facilities sampled was located within a 

hospital. 

b. Nursing Facility Quality Performance 

Participating nursing facilities submitted 

summary statistics on MDS quality 

indicators. Because these indicators are 

framed as negative events, higher facility 

percentages and percentiles are seen to 

indicate poorer performance. MDS 

aggregates 24 individual indicators into the 

following 11 categories: accidents, 

behavior/emotional patterns, clinical 

management, cognitive patterns, 

elimination/incontinence, infection control, 

nutrition/eating, physical functioning, 

psychotropic drug use, quality of life, and 

skin care. 

Exhibit 1 in Appendix A provides average 

facility-specific percentages and percentile 

rankings for each State. All facilities appear 

to be in the normal/average range across the 

full range of quality indicators. Regarding 

specific quality indicators relating to mental 

health, all States were in the average range 

for resident behavior and emotional patterns 

(none above 57th percentile). Similarly, 

among the sampled facilities, on average, 8 

percent of the residents were cognitively 

impaired, placing no State above the 62nd 

percentile. Indicators relating to the use of 

psychotropic drugs measured the prevalence 

of antipsychotic, antianxiety, and hypnotic 

use. Across all four States, scores ranged 

from the 42nd to the 65th percentile. 

c. Nursing Facility Residents’ Diagnoses 

Across all States, of the nursing facility 

resident records reviewed, primary diagnoses 

(e.g., first diagnosis listed in medical record) 

for the majority of residents indicated a 

physical (versus mental) health condition. 

This was true at initial admission and 

currently. Within States 1 and 2, there were 

roughly equivalent percentages of individuals 

with primary diagnoses of 

dementia/Alzheimer’s or mental illness, 

comparing initial admission to “currently.” 

In States 3 and 4, however, there were higher 

numbers of Alzheimer’s/dementia diagnoses 

at initial admission and currently (see 

Exhibit 35). 
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Exhibit 34: Characteristics of Nursing Facility Sample (n=24) 
  

State 1 State 2 State 3 State 4 

(n=6) (n=6) (n=6) Bn) 

  

      

  

  

        
For profit—corporation 
  

For profit—partnership 

  

Nonprofit—corporation 
          Nonprofit—faith-based 
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Exhibit 35: Primary Diagnoses of Nursing Facility Resident 
Record Review Sample (n=786) 
  

Physical 

Primary Diagnosis 
State 1 

15) 

150 (70%) 

State 2 

13) 

182 (86%) 

State 3 

(n=177) 

112 (63%) 

State 4 

1) 

117 (65%) 
  

Mental 25 (12%) 11 (5%) 19 (11%) 21 (12%) 
  

Substance abuse 2 (1%) 0 (0%) 0 (0%) 2 (1%) 
  

Physical 

Alzheimer’s, dementia 38 (18%) 

151 (70%) 

20 (9%) 

176 (83%) 

46 (26%) 

97 (55%) 

41 (23%) 

106 (59%) 
  

Mental 24 (11%) 19 (9%) 23 (13%) 23 (13%) 
  

Substance abuse 0 (0%) 0 (0%) 0 (0%) 2 (1%) 
    Alzheimer’s, dementia   40 (19%)   18 (8%)   57 (32%)   50 (28%) 
  

  
    

Physical Health Diagnoses. Nearly all 

records reviewed indicated a physical health 

diagnosis, ranging from 93-98 percent upon 

admission to 97-99 percent currently. Across 

all four States, disorders of the nervous 

system (e.g., dementia/Alzheimer's, 

dysphagia) were the most frequently 

diagnosed conditions both at time of initial 

admission and currently. This was followed 

by disorders of the circulatory system (e.g., 

atrial fibrillation, hypertension). Other 

commonly diagnosed medical disorders 

included: musculoskeletal/connective tissue 

(e.g., arthritis, osteoporosis); 

endocrine/nutritional/metabolic (e.g., 

diabetes, hypothyroidism); and digestive 

(e.g., hernia, peptic ulcer disease). In all four 

States, there were typically increases in 

diagnosis of physical health conditions over 

time from initial admission to the current 

record review (see Exhibit 36). 
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Exhibit 36: Physical Health Conditions of Nursing Facility Resident Sample (n=786) 
  

Nervous system 

State 1 

| [iT EB: 

(n=215) 

140 (65%) 

Current 

(n=215) 

160 (74%) 

State 2 

157 (74%) 

Current 

(n=213) 

159 (75%) 

State 3 

Fe] 
(n=177) 

120 (68%) 

Current 

(n=177) 

148 (84%) 

State 4 

| Fa Eel 

(n=181) 

142 (78%) 

Current 

(n=181) 

153 (85%) 
  

Circulatory 147 (68%) 160 (74%) 135 (64%) 151 (71%) 112 (63%) 134 (76%) 121 (67%) 133 (73%) 
  

Musculoskeletal 82 (38%) 82 (38%) 113 (53%) 109 (51%) 79 (45%) 95 (54%) 81 (45%) 93 (51%) 
  

Endocrine/nutritional/ 

metabolic 
89 (41%) 106 (49%) 72 (34%) 85 (40%) 62 (35%) 79 (45%) 80 (44%) 85 (47%) 
  

Digestive 68 (32%) 84 (39%) 57 (27%) 71 (33%) 34 (19%) 62 (35%) 59 (33%) 64 (35%) 
  

Respiratory 56 (26%) 61 (28%) 47 (22%) 52 (25%) 43 (24%) 47 (27%) 38 (21%) 38 (21%) 
  

Kidney/urinary tract 42 (20%) 55 (26%) 36 (17%) 38 (18%) 36 (20%) 43 (24%) 41 (23%) 38 (21%) 
  

Blood/immunological 40 (19%) 48 (22%) 23 (11%) 35 (17%) 14 (8%) 24 (14%) 32 (18%) 37 (20%) 
  

Skin/breast 31 (14%) 35 (16%) 23 (11%) 30 (14%) 15 (8%) 19 (11%) 29 (16%) 37 (20%) 
  

Eye 22 (10%) 37 (17%) 17 (8%) 18 (8%) 17 (10%) 33 (19%) 12 (7%) 18 (10%) 
  

Infections/parasitic 

diseases 
10 (5%) 11 (5%) 9 (4%) 10 (5%) 1 (1%) 0 (0%) 5 (3%) 4 (2%) 

  

Ear/nose/mouth/throat 3 (1%) 11 (5%) 4 (2%) 7 (3%) 5 (3%) 7 (4%) 9 (5%) 9 (5%) 
  

Hepatobiliary/pancreas 11 (5%) 12 (6%) 6 (3%) 7 (3%) 4 (2%) 6 (3%) 10 (6%) 12 (7%) 
  

Male reproductive 9 (4%) 11 (5%) 10 (5%) 9 (4%) 3 (2%) 6 (3%) 8 (4%) 9 (5%) 
  

Female reproductive 7 (3%) 10 (5%) 3 (1%) 1 (0%) 3 (2%) 4 2%) 3 (2%) 3 (2%) 
  

Myeloproliferative/ 

neoplasms 
6 (3%) 5 (2%) 4 2%) 1 (0%) 0 (0%) 1 (1%) 1 (1%) 1 (1%) 

  

Injury/poisoning/ 

toxic drugs 
2 (1%) 3 (1%) 5 (2%) 2 (1%) 1 (1%) 0 (0%) 2 (1%) 1 (1%) 

  

Burns 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 
  

Multiple significant 

trauma 
2 (1%) 3 (1%) 7 (3%) 8 (4%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 

    HIV   2 (1%)   1 (0%)   0 (0%)   1 (0%)   0 (0%)   0 (0%)   0 (0%)   0 (0%) 
    * 2001 DRG Guide (2000) 
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Exhibit 37: Number of Physical Health Diagnoses per 

Resident for Nursing Facility Resident Record Review Sample (n=786) 
  

ATT Td 

Resident 

1-3 diagnoses 

State 1 

(n=215 

31 (14%) 

State 2 

=213) 

57 (27%) 45 (25%) 

State 4 

(LG E.3)) 

15 (8%) 
  

4-6 diagnoses 106 (49%) 82 (39%) 76 (43%) 59 (33%) 
  

7-9 diagnoses 70 (33%) 58 (27%) 39 (22%) 87 (48%) 
  

10+ diagnoses 

1-3 diagnoses 

9 (4%) 

13 (6%) 

15 (7%) 

48 (23%) 

17 (10%) 

8 (5%) 

20 (11%) 

3 (2%) 
  

4-6 diagnoses 88 (41%) 73 (34%) 39 (22%) 35 (19%) 
  

7-9 diagnoses 72 (33%) 67 (31%) 86 (49%) 94 (52%) 
    10+ diagnoses   42 (20%)   25 (12%) 44 (25%) 49 (27%)           

  

Number of Physical Health Conditions per 

Resident. In States 1, 2, and 3, the average 

nursing facility resident in the medical record 

sample had between four and six medical 

diagnoses at the time of initial admission. 

This number was slightly higher (seven to 

nine diagnoses) for State 4. For current 

diagnoses, these numbers generally remained 

at the same levels (see Exhibit 37). 

3. Medical Record Review Sample 

Nursing facility residents with potential 

mental illness were randomly selected based 

on criteria described in Section IV. An 

average of 30-40 medical records were 

reviewed at each nursing facility in all four 

States, for a total of 786 records. 

a. Background Characteristics 

Exhibit 38 presents background 

characteristics of the nursing facility resident 

medical record sample. The average age for 

nursing facility residents whose medical 

records were sampled in States 1 and 2 was 

80-90; for States 3 and 4, the average age 

was slightly younger at 65-79. Overall, there 

were relatively low percentages of nursing 

facility residents under 65 across all 4 States, 

with numbers ranging from 6 percent (State 

2) to 20 percent (State 4). In all four States, 

the majority of records sampled were female, 

widowed, and White. 
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Exhibit 38: Demographics of Nursing Facility Resident 
Record Sample (n=786) 
  

Demographics 
State 1 

2 (1%) 

State 2 

(n=213) 

4 (2%) 

State 3 

(n=177) 

6 (3%) 

State 4 

(n=181) 

14 (8%) 
  

12 (6%) 9 (4%) 14 (8%) 21 (12%) 
  

45 (22%) 48 (23%) 69 (39%) 56 (31%) 
  

52 (25%) 51 (24%) 30 (17%) 42 (23%) 
  

49 (24%) 55 (26%) 37 (21%) 25 (14%) 
  

Female 

44 (22%) 

167 (79%) 

42 (20%) 

167 (81%) 

21 (12%) 

125 (71%) 

23 (13%) 

124 (69%) 
  

Male   
Single/never married 

45 (21%) 

27 (13%) 

40 (19%) 

17 (8%) 

51 (29%) 

35 (20%) 

57 (31%) 

32 (18%) 
  

Married 24 (11%) 57 (27%) 33 (19%) 26 (14%) 
  

Divorced/separated 25 (12%) 13 (6%) 33 (19%) 34 (19%) 
  

Widowed 138 (64%) 121 (58%) 76 (43%) 89 (49%) 
      Other 

White 

0 (0%) 

203 (97%) 

  0 (0%) 

193 (95%) 

  0 (0%) 

137 (77%) 

  0 (0%) 

173 (96%) 
  

African American 3 (1%) 8 (4%) 39 (22%) 2 (1%) 
  

Asian American/Pacific Islander 0 (0%) 1 (0.5%) 1 (1%) 1 (1%) 
  

American Indian/Alaska Native 1 (0.5%) 0 (0%) 0 (0%) 1 (1%) 
  

Hispanic/Latino(a)     3 (1%) 1 (0.5%)     0 (0%)   4 (2%) 
  

  

b. Admissions Information 

Exhibit 39 presents admissions information 

for the sample of 786 nursing facility 

residents whose medical records were 

reviewed. Across all four States, most 

residents were referred to nursing facilities 

from hospitals or acute care settings. The 
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next highest percentage of referrals came 

from other nursing facilities and assisted 

living facilities. Many nursing facility 

residents in State 3 were also referred from 

their private residences. State 1 had a much 

higher percentage of referrals from 

psychiatric facilities (13 percent) as 

compared to other States (2 percent).   
  
   



  

  

Exhibit 39: Referral Source for Nursing Facility Resident 
Record Review Sample (n=786) 
  

Nonpsychiatric hospital 

State 1 

83 (40%) 

State 2 

118 (57%) 

NIE: LSI] 

86 (53%) 

State 4 

123 (68%) 
  

Psychiatric hospital/psychiatric ward 28 (13%) 5 (2%) 3 (2%) 4 (2%) 
  

Nursing facility/assisted living facility 55 (26%) 51 (25%) 26 (15%) 37 (21%) 
  

Private residence 43 (20%) 34 (16%) 43 (27%) 14 (8%) 
    Other 1 (0.5%) 0 (0%) 3 (2%) 2 (1%)             
  

  

In all four States, nursing facilities most 

frequently recorded a specific physical or 

psychiatric diagnosis as the reason for 

admission. Other commonly cited admission 

reasons included: individual needs nursing 

facility level of care; individual needs 

assistance with activities of daily living or 

indirect activities of daily living; and 

individual has multiple, complex medical 

conditions (see Exhibit 2 in Appendix A). 

4. Clinical Interview Sample 

To conduct clinical interviews in States 1 and 

2, a sample of residents was drawn from the 

larger medical record sample. If residents 

refused to participate (n=21-26) or screened 

positive for dementia (n=43-48), they were 

replaced with another record from the larger 

sample in order to interview an average of 

7-9 residents per facility. A total of 93 

clinical interviews were conducted across 

both States. 

As illustrated in Exhibit 48 (and in 

Appendix A, Exhibits 3 and 4), data on 

background characteristics and admissions 

information are comparable generally 

between clinical interview and medical 

record samples. Demographically, the clinical 

interview sample tended to be slightly 

younger, although this may be attributable in 

part to having screened out participants with 

dementia, who tended to be slightly older. 

No other background characteristics (e.g., 

gender, marital status, and race/ethnicity) 

appeared to differ substantially across the 

two samples. Admissions information reveals 

there are slight differences between clinical 

interview and medical record samples in 

both States. In State 1, a larger percentage of 

the clinical interview sample was referred 

from nonpsychiatric hospitals and fewer 

from private residences. In State 2, there 

were fewer clinical interview participants 

who had been referred from nursing and 

assisted living facilities and more referred 

from private residences. 

B. PASRR Implementation at the 
Nursing Facility Level 

One primary goal of the current study was 

to gather information about implementation 

of PASRR at the nursing facility level. 

Throughout this section of the report, data 

and qualitative evidence are integrated from 

nursing facility staff interviews (n=24) and 

resident record reviews (n=786). 
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1. PASRR Level | and Level Il documentation 

a. Are Level | and Level Il Screens Being 

Completed? 

Evidence of PASRR Level I and Level II 

Screens in Medical Records. The extent to 

which PASRR Level I and Level II screens 

are appropriately documented in nursing 

facility charts is an indicator of how well 

referring agencies and nursing facilities are 

implementing PASRR programs. Exhibit 40 

presents medical record review findings on 

Level I and Level II documentation. 

Level I Screens. Across the four States, 

percentages of Level I screens found in 

medical records ranged from 71 percent in 

State 3 to 93 percent in State 4. While not 

specifically required to be documented in the 

patient record, PASRR regulations require 

100 percent of individuals admitted to a 

Medicaid nursing facility to have Level I 

screens regardless of resident funding source. 

While the documentation in our sample did 

not reach 100 percent, it is higher than rates 

of documentation in the 2001 OIG report 

findings, which indicated that only 88 of 187 

(47 percent) reviewed charts contained Level 

I screens in five case study States. 

Level II Screens. States are required to 

conduct Level II screens on nursing facility 

applicants suspected of having a serious 

mental illness based on Level I screening 

results. In the current sample, 0-14 percent 

of individuals who received a Level I screen 

subsequently were administered a Level II 

screen, as evidenced in their patient record. 

According to Linkins et al. (2001), previous 

studies have found rates in the 6-7 percent 

ranges (Borson et al., 1997; Bazelon, 1996). 

States 2 and 4 appear to be in this range, 

while results suggest that State 1 nursing 

facilities in the sample administered Level II 

screens to a greater proportion of applicants. 

By contrast, in State 3, no Level II screens 

were found in the medical records of 

individuals with Level I screens. These 

findings cannot be compared to those in the 

OIG report’s investigation because the 

current study did not purposively sample 

nursing facilities with high percentages of 

residents with mental illness. 

2. PASRR Change in Condition Documentation 

and Procedures 

When the requirement for annual resident 

review was eliminated in 1996, nursing 

facilities were given the responsibility of 

identifying when residents experience a 

significant “change in physical or mental 

condition” to trigger a Level II screen. This 

section reports on nursing facility staff 

interview and medical record data to assess 

the extent to which nursing facilities in our 

sample appropriately documented change in 

  

  

Exhibit 40: Presence of PASRR Documentation in 

Medical Records (n=786) 
  

State 1 

(n=215) 

State 2 

(n=213) 

State 3 State 4 

(n=176) (n=181) 

Also received Level II screen 24 (14%) 6 (4%) 0 (0%) 14 (8%) 
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condition assessments in medical records and 

have developed specific policies and 

procedures in this area. 

a. Are Nursing Facilities Completing Change in 

Condition Assessments? 

Evidence of Change in Condition 

Assessments in Medical Records. In the 

medical records in all four States, very few 

change in condition assessments were found 

(10 percent in one State, 1 percent in the 

other three States). There is no objective 

standard in the literature against which to 

compare these numbers. 

b. Are Nursing Facilities Familiar With Change 

in Condition Criteria and Procedures? 

Change in Condition Criteria. The extent 

to which nursing facilities have developed 

policies and procedures for change in 

condition assessments can also contribute to 

our understanding of the quality of 

documentation in medical records. OIG 

(2001) found that 16 out of 19 nursing 

facilities sampled in five case study States 

were unclear as to change in condition 

criteria. In our sample, many nursing facility 

staff in States 2 and 3 appeared unfamiliar 

with the 1996 PASRR-related change in 

condition criteria (see Exhibit 41). In State 2, 

no respondents described specific criteria, 

while in State 3, the percentage of staff 

reporting specific “change in condition” 

criteria was 33 percent. Respondents from 

these two States typically explained that 

their nursing facility had very little 

experience with Level II screens and they 

were “unaware” of this requirement. One 

facility in State 3 further explained: “We 

don’t have anything specific—it’s based on 

clinical judgment. If someone’s mental status 

changes, we follow up with this. I don’t 

know what the State considers to be a 

‘change in condition.”” 

By contrast, nursing facility staff in States 

1 and 4 appeared more familiar with change 

in condition criteria, with 67 percent of 

facilities in each State reporting established 

criteria. It is important to mention, however, 

that many of these nursing facilities 

indicated that change in condition criteria 

were developed to meet their MDS rather 

than PASRR requirements. For example, a 

nursing facility in State 4 responded, “We do 

monitor resident change in condition— 

positive or negative—because of MDS. We 

do take mental health into consideration as 

well.” For those nursing facilities with 

established change in condition criteria, these 

criteria were most often described as changes 

in nursing facility resident behavior or 

cognitive status, such as suicidal ideation, 

aggressive outbursts, and confusion (see 

Exhibit 15). 

Change in Condition Procedures. When 

asked to describe their protocol for handling 

the psychiatric decompensation of nursing 

facility residents, the most frequent response 

in States 2, 3, and 4 was to consult with a 

mental health professional. Discharging 

someone to a mental health treatment facility 

was the most common response for nursing 

facility staff in State 1. Less frequently, 

nursing facilities reported seeking 

consultations with nonmental-health—specific 

medical professionals and family (see Exhibit 

41). 

3. PASRR Oversight Mechanisms 

The extent to which States have developed 

direct oversight systems to monitor PASRR 

implementation in nursing facilities can 

affect PASRR’s impact on intended policy 

goals. 
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Nursing Facility Coordination and 

Communication With State. In States 1 and 

4, nursing facility staff respondents typically 

described some familiarity with procedures 

for communicating with States about PASRR 

requirements as well as knowledge of the 

State’s role in providing specialized services. 

In States 2 and 3, however, nursing facility 

staff respondents described much less 

familiarity in these areas (see Exhibit 42). 

State Oversight of PASRR Screens. As 

presented in Exhibit 43, in States 1 and 4, 

the majority of nursing facility staff 

respondents reported that the State regularly 

monitors Level I and/or Level II screens and 

that State surveyors review PASRR 

documentation. This was particularly true in 

State 4. Respondents in States 2 and 3 were 

much less familiar with State monitoring 

activities, frequently responding “I don’t 

know.” 

  

Exhibit 41: Change in Condition Issues for Nursing Facility 
Resident Record Review Sample (n=24) 
  

Change in Condition Criteria 
State 1 

(n=6) 

4 (67%) 

State 2 

(n=6) 

0 (0%) 

State 3 

(n=6) 

2 (33%) 4 (67%) 
  

2 (33%) 6 (100%) 4 (67%) 2 (33%) 
  

Change in Condition Procedures (n=6) (n=5) (n=6) (n=6) 
  

Seek mental health consultation 3 (50%) 4 (80%) 6 (100%) 6 (100%) 
  

Discharge to mental health treatment facility 6 (100%) 2 (40%) 5 (83%) 3 (50%) 
  

Consult with primary care physician/medical staff 2 (33%) 1 (20%) 4 (67%) 2 (33%) 
    Consult with family   0 (0%)   1 (20%)   0 (0%)   1 (17%) 
  

  

  

  
Exhibit 42: Coordination and Communication With State (n=24) 
  

Some procedures 

State 1 State 2 State 3 State 4 

  

No procedures 

Some familiarity described 
  

    Do not know how State handles this         
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Exhibit 43: State Oversight of PASRR Screens (n=24) 
  

State 1 State 2 State 3 State 4 

  

  

          

  

  

Do not know             

  

  

  

Exhibit 44: Effectiveness of State Oversight of PASRR Screens (n=24) 
  

State 1 State 2 State 3 State 4 

  

  

  

  

Do not know             

  

Effectiveness of State Oversight of PASRR 

Screens. In State 1, staff respondents most 

frequently described the current oversight 

system as effective and not needing 

improvement. In State 2, the majority of 

nursing facility staff respondents described 

PASRR oversight as effective, but also 

indicated room for improvement. In States 3 

and 4, the majority of respondents described 

their State’s oversight system as not effective 

and needing improvement (see Exhibit 44). 
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® Screening applicants and residents to 

C. PASRR Impact on Policy Goals ensure their appropriateness for nursing 

This section presents findings on the impact facility care 

of PASRR on three important policy goals: 

% Determining the extent to which PASRR 1. Overall Effectiveness of PASRR 

assists in identifying serious mental Effectiveness of PASRR Programs. Exhibit 

illness in nursing facility applicants and 45 presents nursing facility staff ratings, by 

residents State, on the effectiveness of PASRR in 

Facilitating the availability and receipt of achieving the policy goals enumerated above. 

mental health services in nursing facilities In all four States, very few facility 

  

Exhibit 45: Nursing Facility Staff Perceptions of 
PASRR Effectiveness (n=24) 
  

1 11% Good Excellent 

Identifying individuals with serious 

mental illness (n=6) 
  

Screening appropriateness for 

nursing facility care (n=6) 
  

Ensuring provision of specialized services (n=6)             
Identifying individuals with serious 

mental illness (n=6) 
  

Screening appropriateness for 

nursing facility care (n=6) 
  

Ensuring provision of specialized services (n=5) 

Identifying individuals with serious 
mental illness (n=6) 
  

Screening appropriateness for 

nursing facility care (n=5) 
              Ensuring provision of specialized services (n=5) 

Identifying individuals with serious 

mental illness (n=6) 
  

Screening appropriateness for 

nursing facility care (n=4) 
  

Ensuring provision of specialized services (n=4)                   
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respondents rated PASRR as doing an 

“excellent” job achieving various outcomes. 

In States 1 and 3, the majority of nursing 

facility respondents rated PASRR in the 

“good” to “fair” range for various 

outcomes. Ratings in States 2 and 4 were 

slightly lower, with most respondents rating 

PASRR in the “fair” to “poor” range. 

Ratings on PASRR’s ability to ensure the 

provision of specialized services tended to be 

lower, with State 4 being a notable 

exception. 

2. Identification of Serious Mental lliness 

To evaluate the extent to which PASRR has 

led to improved identification of serious 

mental illness among nursing facility 

applicants and residents, data are presented 

from both the larger sample of resident 

medical record reviews (n=786) and the 

subsample of clinical interviews (n=93). 

a. Are Level Il Screens Administered To 

Identify Nursing Facility Applicants With 

Primary Serious Mental Health Diagnoses? 

Level II Screens and Nursing Facility 

Residents With Primary Mental Health 

Diagnoses Upon Admission. Exhibit 46 

displays data on the subsample of 

individuals in each State who were given 

primary diagnoses of mental illness on 

admission. Examining their receipt of Level 

II screens and comorbid physical health 

diagnoses addresses PASRR’s effectiveness in 

meeting intended policy goals of (a) 

identifying individuals with serious mental 

illness and (b) screening individuals who 

may not require nursing facility level of care, 

respectively. While States are expected to 

administer Level II screens to all nursing 

facility applicants with primary diagnoses of 

mental illness, data from the four-State 

sample indicate low levels of administration 

overall and considerable variation across 

States. No Level II screens were administered 

to individuals with primary mental health 

diagnoses in State 3, while State 1 

administered Level II screens to 60 percent 

of individuals with primary mental health 

diagnoses. 

It is also important to note that in our 

sample, most individuals with primary 

mental health diagnoses were also diagnosed 

with comorbid physical health conditions. 

Therefore, in our sample, even though Level 

IT screens may not be administered 

consistently to individuals with primary 

diagnoses of mental illness, these individuals 

appear to have significant physical health 

conditions and are likely to meet nursing 

facility level of care requirements in the 

absence of mental health evaluations. 

  

Exhibit 46: Nursing Facility Residents With 

Primary Mental Health Diagnoses at Admission (n=786) 
  

Received Level II screen 

State 1 

(n=215) 

State 2 

(n=213) 77) 

State 3 State 4 

=181) 

15 (60%) | 3 (27%) 0 (0%) 2 (10%) 
              Also diagnosed with physical health condition 23 (92%) | 11 (100%) | 15(79%) | 20 (95%) 
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b. Prevalence of Co-Occurring 

Dementia/Mental Health Conditions 

PASRR Level II screens are not required for 

people diagnosed as having a primary 

diagnosis of dementia (unless mental 

retardation is present). However, a large 

proportion of the residents sampled had 

primary diagnoses of Alzheimer’s/dementia 

and secondary diagnoses of mental health 

conditions (State 1=29 percent, State 2=40 

percent, State 3=59 percent, and State 4=49 

percent). This finding illustrates that PASRR 

cannot be considered to address all mental 

illness in nursing facilities. 

c. Prevalence of Mental lliness (Severe and 

Less Severe) in Medical Chart Sample 

Psychiatric Diagnoses. The percentage of 

individuals diagnosed with psychotic 

disorders upon admission ranged from 8 

percent in State 2 to 17 percent in State 4. 

Therefore, these data suggest that nursing 

facilities in this sample are not admitting 

excessively high numbers of individuals with 

serious mental illness (that would meet the 

criteria of severity covered under PASRR). 

However, as shown in Exhibit 47, a 

significant number of residents do have 

psychiatric diagnoses that do not necessarily 

meet the PASRR severity criteria. 

Exhibit 47 presents psychiatric diagnosis 

information across nursing facility resident 

records reviewed at two points in time: 

initial admission and currently (i.e., time of 

record review). In all four States, at initial 

admission and currently, the most frequently 

diagnosed psychiatric conditions were 

depressive disorders (e.g., major depression, 

dysthymia), followed by either psychotic 

disorders (e.g., schizophrenia, schizoaffective 

disorder) or anxiety disorders (e.g., 
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obsessive-compulsive disorder, phobias). 

There appear to be relatively low numbers of 

individuals diagnosed with bipolar, substance 

abuse, and personality disorders in all four 

States. There was an increase in all 

psychiatric diagnoses (except for substance 

abuse and personality disorders) from initial 

admission to currently, which does suggest 

that many residents experienced significant 

changes in their mental condition over time. 

This could signal a problem in compliance 

with the statute since 1996 that requires a 

Level II screen whenever there is a significant 

change in the resident’s physical or mental 

condition. 

At the time of admission, between 42 and 

61 percent of the resident records indicated a 

psychiatric diagnosis of any type. These 

numbers increased to between 53 and 81 

percent at the time of the record reviews. 

These numbers are consistent with estimates 

from the National Nursing Home Survey 

(NNHS), which showed 66 percent of 

nursing facility residents have some type of 

mental disorder (Strahan & Burns, 1991). 

Further, 6-24 percent are estimated to have 

major depression, a particular serious mental 

illness that can respond to treatment (Cohen 

et al., 2003). In addition, some research 

indicates that close to two thirds of nursing 

facility residents are likely to have a mental 

disorder, although these figures include 

individuals with dementia as well as those 

with serious mental illnesses such as 

schizophrenia and major depression (Burns 

et al., 1993). 

Dementia. Because they are excluded from 

statutory definitions of serious mental illness, 

individuals with a primary diagnosis of 

dementia, including Alzheimer’s disease and 

related conditions, are not required to 

receive Level II screens. Across all four 

States, diagnoses of dementia-related  



  

  

Exhibit 47: Psychiatric Diagnoses of Nursing Facility Resident Sample (n=786) 
  

All Nursing Facility 

Residents 

Depressive disorders 

State 1 (n=215) 

ACI ET RC yA Er 
n=177) (n=215) 

51 (24%) 81 (38%) 

State 2 (n=213) 

63 (30%) 85 (40%) 

State 3 (n=177) 

57 (32%) 109 

(62%) 

State 4 (n=181) 

77 (43%) 

Current 

113 

(62%) 
  

Psychotic disorders 23 (11%) 28 (13%) 17 (8%) 20 (9%) 24 (14%) 36 (20%) 31 (17%) 36 (20%) 
  

Anxiety disorders 14 (7%) 26 (12%) 16 (8%) 19 (9%) 12 (7%) 39 (22%) 26 (14%) 38 (21%) 
  

Bipolar disorders 12 (6%) 12 (6%) 3 (1%) 5 (2%) 4 2%) 10 (6%) 12 (7%) 15 (8%) 
  

Personality disorders 1 (0%) 0 (0%) 0 (0%) 0 (0%) 2 (1%) 1 (1%) 3 (2%) 5 (3%) 
      Substance use disorders 

Alzheimer’s 

disease/dementia 

  6 (3%) 

89 (41%) 

  4 (2%) 

105 
(49%) 

  3 (1%) 

90 (42%) 

  5 (2%) 

92 (43%) 

  8 (5%) 

71 (40%) 

  9 (5%)   20 (11%) 

96 (53%) 

  19 (10%) 

111 
(61%) 

  

  

    
conditions at initial admission were found in 

40-53 percent of the records reviewed (it 

was not possible to determine whether these 

were primary or secondary diagnosis). By the 

time of the record review, these numbers 

increased to between 43 and 61 percent of 

sampled residents (see Exhibit 47). These 

findings are consistent with literature 

indicating that roughly 50 percent of nursing 

facility residents have dementia on admission 

(Emerson Lombardo, 1994; Strahan & 

Burns, 1991). 

3. Availability and Receipt of Mental Health 

Services 

a. What Mental Health Services Are Available 

to Nursing Facility Residents? 

Mental Health Services Available in 

Nursing Facilities. All participating nursing 

facilities across the four study States offered 

psychotropic medications, medication 

management, and consultation with mental 

health professionals (typically psychiatrists). 

Individual therapy/counseling was another 

frequently reported mental health service. 

Less frequently available services included 

developing behavior management plans, 

providing family education, and offering 

psychosocial rehabilitation services (see 

Exhibit 48). 

Prescription of Psychotropic Medications. 

As presented in Exhibit 49, across all four 

States, 39-50 percent of residents were 

prescribed antidepressants upon initial 

admission, increasing to 62-65 percent at 

the time of the current record review. 

PASRR Screening for Mental lliness in Nursing Facility Applicants and Residents 59  



  

  

Exhibit 48: Mental Health Services Available in Nursing Facilities (n=24) 
  

State 1 State 2 State 3 State 4 

Psychotropic medications/medication management 
  

Consultation with mental health professionals 
  

Individual psychotherapy/counseling 
  

Behavior management/token economy 
  

Family education 
  

Socialization/recreation activities 
  

Quality review/care team meetings 
  

o
l
v
l
v
]
l
e
l
v
]
l
c
e
c
l
a
l
a
l
 

          Day treatment/rehabilitation     

  

  

Exhibit 49: Prescription of Psychotropic Medications for 

Nursing Facility Resident Record Review Sample (n=786) 
  

State 1 State 2 State 3 State 4 

Psychotropic 
Current 

Medications 
Initial Current Initial Current Initial Initial Current 

(n=209) (n=215) (n=205) (n=213) (n=79) (=177) (n=160) (n=181) 

Antidepressants 
93 

(44%) 

135 

(63%) 

103 
(50%) 

137 
(64%) 

31 

(39%) 

109 
(62%) 

80 

(50%) 

117 

(65%) 
  

Antipsychotics 
80 

(38%) 

92 
(43%) 

60 
(29%) 

71 

(33%) 

24 

(30%) 

77 
(29%) 

47 
(29%) 

70 
(39%) 

  

Anxiolytics 
45 

(22%) 
51 

(24%) 
57 

(28%) 

85 
(40%) 

20 
(25%) 

71 
(40%) 

39 
(24%) 

49 
(27%) 

  

Mood stabilizers 
21 

(10%) 

22 

(10%) 
7 

(3%) 
8 

(4%) 
14 

(18%) 
35 

(20%) 
18 

(11%) 
29 

(16%)                     
  

  

Significant percentages of residents were 

prescribed antipsychotics or anxiolytics at 

the time of initial admission (ranging from 

22 to 38 percent) and currently (ranging 

from 24 to 43 percent). Mood stabilizers 

were less frequently prescribed across all 

four States. 

In all four States, there was an increase in 

prescriptions of all types of psychotropic 

medications (except for traditional 
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antipsychotics) from the time of initial 

admission to the current record review. 

Percentage increases from admission to the 

current time period were generally 

comparable across all States: 

® State 1 percentage increase: 

antidepressants (19 percent), atypical 

antipsychotics (7 percent), anxiolytics (2 

percent) 

State 2 percentage increase:   
   



  

antidepressants (14 percent), atypical services across all four States were 

antipsychotics (7 percent), anxiolytics psychotropic medication management and 

(12 percent), and mood stabilizers (1 case consultation. There also was evidence in 

percent) progress notes that ordered mental health 

State 3 percentage increase: services were actually received. In State 3, 

antidepressants (23 percent), atypical individual therapy was another commonly 

antipsychotics (14 percent), anxiolytics ordered and received mental health service, 

(15 percent), and mood stabilizers (2 and in States 1 and 2, psychological 

percent) testing/evaluation was received by a small 

State 4 percentage increase: number of residents (see Exhibit 50). 

antidepressants (15 percent), atypical Mental Health Services and Medications by 

antipsychotics (14 percent), anxiolytics Psychiatric Diagnosis. As Exhibit 51 shows, 

(3 percent), and mood stabilizers (5 when examined by specific type of 

percent) psychiatric diagnosis, it is clear that the 

primary services that residents with mental 

b. Are Nursing Facility Residents Receiving health issues receive in all four States are 

Mental Health Services? medication review and case consultation. 

Residents with mental health issues in State 

Mental Health Services Ordered and 3 also received individual therapy (primarily 

Received. Based on an assessment of those diagnoses with psychotic disorders, 

treatment activity over the previous 30 days, major depression, and anxiety). 

the most commonly ordered mental health 

  

Exhibit 50: Mental Health Services Ordered and Received for 

Nursing Facility Resident Record Review Sample (n=786) 
  

State 1 (n=215) State 2 (n=213) State 3 (n=177) State 4 (n=181) 

Medication 78 110 94 123 45 45 145 147 
review (6%) | (51%) | 44%) | 58%) | @5%) | 25%) | 80%) | (81%) 
  

Psychological 

testing/ 

evaluation 

0 3 9 7 0 0 0 0 

(0%) (19%) (4%) (3%) (0%) (0%) (0%) (0%) 
  

Case manage- 1 0 0 1 0 0 0 0 

ment (0%) (0%) (0%) (0%) (0%) (0%) (0%) (0%) 

Case 90 99 89 82 16 16 56 56 

consultation (42%) (46%) (42%) (38%) (9%) (9%) (31%) (31%) 

Individual 0 0 7 7 32 33 0 0 

therapy (0%) (0%) (3%) (3%) (18%) (19%) (0%) (0%) 

Other mental : 13 5 18 0 0 1 1 

health services (1%) (6%) (2%) (8%) (0%) (0%) (1%) (1%) 
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Exhibit 51: Type of Service Received by Psychiatric Diagnosis 
  

Current Diagnoses 

Medication review 

State 1 

(n=215) 

19 (68%) 

State 2 

(n=213) 

15 (75%) 15 (42%) 31 (86%) 
  

Psychological testing/evaluation 1 (4%) 1 (5%) 0 (0%) 0 (0%) 
  

Case management 0 (0%) 1 (5%) 0 (0%) 0 (0%) 
  

Case consultation 16 (57%) 6 (30%) 8 (22%) 8 (22%) 
  

Individual therapy 0 (0%) 1 (5%) 8 (22%) 0 (0%) 
  

    
Other mental health services 

Medication review 

2 (7%) 

8 (67%) 

1 (5%) 

5 (100%) 

0 (0%) 

4 (40%) 

0 (0%) 

12 (80%) 
  

Psychological testing/evaluation 0 (0%) 1 (20%) 0 (0%) 0 (0%) 
  

Case management 0 (0%) 0 (0%) 0 (0%) 0 (0%) 
  

Case consultation 8 (67%) 2 (40%) 3 (30%) 6 (40%) 
  

Individual therapy 0 (0%) 0 (0%) 2 (20%) 0 (0%) 
  

Other mental health services 

Medication review 

2 (17%) 

40 (49%) 

0 (0%) 

58 (68%) 

0 (0%) 

29 (27%) 

0 (0%) 

96 (85%) 
  

Psychological testing/evaluation 0 (0%) 3 (4%) 0 (0%) 0 (0%) 
  

Case management 0 (0%) 0 (0%) 0 (0%) 0 (0%) 
  

Case consultation 38 (47%) 40 (47%) 8 (7%) 44 (39%) 
  

Individual therapy 0 (0%) 4 (5%) 25 (23%) 0 (0%) 
  

Other mental health services   3 (4%)   9 (11%)   0 (0%)   1 (1%) 
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Exhibit 51 (Continued): Type of Service Received by Psychiatric Diagnosis 
  

Current Diagnoses 

Medication review 

State 1 

(n=215) 

8 (31%) 

State 2 

( 

13 (68%) 

State 3 

(n=177) 

6 (15%) 

State 4 

LEE) 

28 (74%) 
  

Psychological testing/evaluation 1 (4%) 1 (5%) 0 (0%) 0 (0%) 
  

Case management 0 (0%) 0 (0%) 0 (0%) 0 (0%) 
  

Case consultation (38%) 7 (37%) 0 (0%) 16 (42%) 
  

Individual therapy 0 (0%) 2 (11%) 7 (18%) 0 (0%) 
  

Other mental health services 

Medication review 

2 (8%) 

0 (0%) 

1 (5%) 

0 (0%) 

0 (0%) 

0 (0%) 

0 (0%) 

5 (100%) 
  

Psychological testing/evaluation 0 (0%) 0 (0%) 0 (0%) 0 (0%) 
  

Case management 0 (0%) 0 (0%) 0 (0%) 0 (0%) 
  

Case consultation 0 (0%) 0 (0%) 0 (0%) 1 (20%) 
  

Individual therapy 0 (0%) 0 (0%) 0 (0%) 0 (0%) 
  

Other mental health services 

Medication review 

0 (0%) 

2 (50%) 

0 (0%) 

4 (80%) 

0 (0%) 

3 (33%) 

0 (0%) 

14 (74%) 
  

Psychological testing/evaluation 0 (0%) 1 (20%) 0 (0%) 0 (0%) 
  

Case management 0 (0%) 0 (0%) 0 (0%) 0 (0%) 
  

Case consultation 2 (50%) 1 (20%) 1 (11%) 6 (32%) 
  

Individual therapy 0 (0%) 2 (40%) 3 (33%) 0 (0%) 
    Other mental health services   0 (0%)   1 (20%)   0 (0%)     0 (0%) 
  

  

c. What Mental Health Professionals Are 

Available to Nursing Facility Residents? 

Availability of External Mental Health 

Specialists. As presented in Exhibit 52, some 

nursing facility staff respondents (about 38 

percent) in States 1, 2, and 4 described some 

level of reluctance on the part of external 

mental health professionals (i.e., not on staff 

at the facility) to serve residents. Reasons for 

reluctance included not wanting to make 

visits outside their professional offices and a 

lack of specialized training in mental health 

issues. For example, one nursing facility in 

State 2 explained, “None are happy to come. 

... They are hesitant to leave their offices 

and sometimes have the perception that they 

cannot change older people.” 
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Exhibit 52: Availability of Mental Health Specialists (n=24) 
  

Do not want to see people outside their office 

tate 1 State 2 State 3 State 4 

  

Do not have special training with geriatric populations 
  

Medicaid/Medicare reimbursement issues 
    Overall scarcity of mental health professionals           

  

Availability of Mental Health 

Professionals in Nursing Facilities. 

As illustrated in Exhibit 53, 

across the four States, there 

appear to be few mental health 

professionals on staff in the 

nursing facilities sampled. When 

on-staff mental health 

professionals are available, they 

are typically clinical social 

workers. Participating nursing 

facilities in all four States contract 

with a full range of mental health 

professionals, including 

psychiatrists, psychologists, and 

clinical social workers. In States 1 

and 2, nursing facilities most 

frequently contract with 

psychiatrists, while in State 3, the 

most commonly contracted 

mental health professionals are 

psychologists. In State 4, a high 

percentage of nursing facilities 

also contract with clinical social 

workers. 
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Exhibit 53: Availability of Mental Health 
Professionals in Nursing Facilities (n=24) 
  

Psychiatrist 

Staff Contractors 

  

Psychologist 
  

Clinical social worker 
  

Other mental health professionals 

Psychiatrist 

    
  

Psychologist 
  

Clinical social worker 
  

Other mental health professionals 

Psychiatrist 
  

Psychologist 
  

Clinical social worker 
  

Other mental health professionals 

Psychiatrist 
  

Psychologist 
  

Clinical social worker 
      Other mental health professionals       

  

    

  

  

  

   



  

  

  

Exhibit 54: Nursing Facility Staff Perceptions of 

Challenges to Treating Residents With Mental lliness (n=24) 
  

Challenges Treating Residents With Mental Illness 

Resident behavior 

State 1 State2 State3 State 4 

(n=6) (n=6) GE) (n=6) 

  

Nursing facility staffing/resource issues 
  

Stigma/lack of understanding among family, staff 
  

Lack of specialized providers 
  

Difficult to coordinate mental health care 

with nonmental-health-care providers               

  

Mental Health Training in Nursing 

Facilities. The majority of nursing facility 

staff respondents in all four States reported 

that staff received some level of mental 

health training, ranging from 5 out of 6 

facilities in States 2 and 4, to 100 percent of 

participating facilities in States 1 and 3. 

Trainings were typically offered in-house and 

covered various topics, including recognizing 

and treating specific mental illnesses like 

depression, how to manage difficult 

behaviors, and working with residents with 

dementia or other cognitive impairments (see 

Exhibit 8 in Appendix A). 

Challenges Faced by Nursing Facilities in 

Treating Individuals With Mental Illness. As 

presented in Exhibit 54, nursing facility staff 

in all four States most often highlighted 

difficult behaviors (e.g., aggressive outbursts, 

suicidality) as the most challenging aspect of 

treating residents with mental illness. In the 

words of one nursing facility respondent in 

State 4, “The challenge is to get people 

stable and have a normal-type resident. . . . 

It can take a long time to get appropriate 

medications.” Nursing facility staffing and 

resource issues (e.g., lack of resources to 

provide mental health services within nursing 

facilities, understaffing, etc.) were also 

frequently reported challenges in all States. 

Respondents in States 2, 3, and 4 also 

mentioned the role that stigma can play in 

serving residents with mental illness. One 

facility in State 3 described attempting to 

address this issue proactively, noting that “[it 

is important] to educate family members 

about dementia, depression, and anxiety in 

regard to the disease process and how to 

deal with behavior changes.” 

D. PASSR Issues Identified From the 
Clinical Interview Sample 

A further goal of the in-depth four-State 

study was to obtain a subsample of nursing 

facility residents from the medical chart 

sample in two States and conduct clinical 

interviews with a total of no more than 100 

of those residents. Several objectives were 

achieved: 

eg Identification of those with the most 

severe illness in the clinical interview 

subsample 

Assessment of performance of Level I 

and II screens in sample 

Assessment of mental health services 

ordered and received for sample 

Assessment of diagnoses and 

psychotropic drug medications in sample 
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1. Reviewing Method of Obtaining Interview 

Sample 

The clinical interview sample was pulled 

from the two States’ medical chart sample to 

yield a total of 93 residents. The clinical 

interview sample selection (a subset of the 

medical chart sample) is described in more 

depth on pages 18 and 51. Briefly, the 93 

interviewed residents were selected randomly 

from two States in the larger medical record 

chart sample, previously described on pages 

17-18. In those two States, about 7-9 

interviewees per facility were pulled 

randomly from the medical chart sample. 

It should be noted the original, larger 

medical record sample in all four States, of 

which 786 charts were examined (almost 40 

from each of 6 facilities in each of 4 States), 

was purposively biased to identify and 

capture those residents most likely to have 

mental illness. The purpose was to evaluate 

if those with mental illness were receiving 

the Level II screen as required and services 

they needed, and to determine if they were 

appropriately placed in nursing facilities. 

To draw the larger medical chart sample, 

first all charts of residents who received a 

Level II screen were pulled; then, those 

currently prescribed psychotropic 

medications; and lastly, those positive for 

any primary or secondary diagnosis on any 

mental illness. From this group, up to 40 

charts per facility were pulled randomly for 

the medical chart review (n=786). From the 

chart review group, a subset to clinically 

interview was randomly selected (n=93). 

Thus, all those 93 residents interviewed 

would be expected to have some level of 

mental illness. 

2. Exhibits Overview 

The five exhibits (Exhibits 55-59) describing 

the clinical interview sample show composite 
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data for 93 residents from two States and 

are displayed in each exhibit as two separate 

groups: 

sw Those 61 residents who scored below the 

cutoff scores for significant symptoms of 

mental illness based on any of the three 

clinical screening instruments: Brief 

Symptom Inventory (BSI), the Geriatric 

Depression Scale (GDS), and the Short- 

Form Health Survey (SF-12), and 

Those 32 residents who scored above the 

cutoff score on any of the three clinical 

tests 

Due to the method of obtaining the 

medical chart sample and the subsample of 

those selected to interview, all participants in 

the clinical interview would be expected to 

have a likelihood of mental illness. Those 32 

individuals scoring beyond the cutoff were 

judged likely to have serious 

psychopathology. Nevertheless, this 

judgment emanated from scores on these 

screening instruments and was not validated 

by an independent, formal clinical 

assessment. 

3. Validity and Reliability for the Three Clinical 

Screening Instruments To Identify Residents 

With Significant Mental Illness 

The residents were given five mental health 

screens, described on page 20. Based on a 

review of the psychometric properties of 

these screens, scores on three of these 

instruments were used to identify residents 

showing significant symptoms consistent 

with diagnoses of mental illness: the Brief 

Symptom Inventory (BSI), the Geriatric 

Depression Scale (GDS), and the Short-Form 

Health Survey (SF-12). 

To be consistent with a cutoff score across 

all three measures, a percentile rank of 90 

(equivalent to a T-score of 63) was identified 

as the statistical marker of significant mental 

   



  

illness. Residents who scored in the top 10th 

percentile on any of these three measures of 

psychiatric symptoms were identified as 

scoring above the cutoff and were considered 

to have the highest probability of serious 

mental illness. The specific cutoff scores for 

each measure were identified as— 

1. A BSI T-score greater than or equal to 63, 

or 

2. An SF-12 Transformed Mental Score less 

than or equal to 37, or 

3. A GDS score of 10 or above. 

Of the 32 residents judged to have serious 

psychopathology, 30 scored above the cutoff 

on 2 or more screening instruments. 

a. Brief Symptom Inventory 

The BSI T-score cutoff of 63 or above was 

based on the definition provided in studies 

and established by the BSI Procedures 

Manual (Derogatis, 1993): 

The operational rule for caseness 

provided above states that if the 

respondent has a GSI score (on Norm 

B, the adult nonpatient norm) greater 

than or equal to a T score of 63, or if 

any two primary dimension scores are 

greater than or equal to a T score of 

63, then the individual will be 

considered a positive diagnosis or a 

case (Derogatis, page 32). 

b. Short Form-12 

The SF-12 asks 12 questions: 6 questions are 

on the individual’s physical health, and 6 

questions are on the mental health of the 

individual. The SF-12 uses norms developed 

on noninstitutionalized adults and has one T- 

score that combines the 6 mental health 

items into a single normed score called the 

“Transformed Mental Score.” A T-score of 

37 or lower on the Transformed Mental 

Score is at the 90th percentile, corresponding 

to the extreme 10 percent of the normal 

population on a bell curve. In this screen, the 

lower the score, the more likely there is an 

illness. 

c. Geriatric Depression Scale 

The GDS uses T-scores to divide respondents 

into three categories of “normal,” “mild 

depression,” and “severe depression.” A 3 

positive case was defined as “severe 

depression” in the clinical interview sample. 

The Interview Sample and Exhibits 

All 93 interviewees were from the 

purposively biased sample, identified by the 

medical chart review sample as more likely 

to have a mental illness. The 32 residents 

with the most severe symptoms identified 

from the interviews are represented in the § 

following exhibits as those “equal to or 

above the cutoff.” Thus, one would expect 

those individuals to be the most likely to 

have severe mental illness and receive the 

highest rate of Level I and Level II screens, 

as well as mental health services. 

4. Demographics of the Clinical Interview 

Sample 

Exhibit 55 shows the demographics of the 

clinical interview sample. The group as a 

whole was relatively similar to the larger 

medical chart sample from which the 

interview sample was pulled (see Exhibit 
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Exhibit 55: Demographics of Clinical Interviewees 
  

  

Demographics 

Both States n=93 

  

Composite Score* 
  

< cutoff = cutoff 
    (n=61) 

7 (11.9%) 

  (n=32) 

6 (18.8%) 
  

14 (23.7%) 9 (28.1%) 
  

13 (22%) 0 (31.3%) 
  

17 (28.8%) 4 (12.5%) 
    
Female 

  8 (13.6%) 

40 (65.6%) 

  3 (9.4%) 

28 (87.5%) 
    Male 
Single/Never Married 

  21 (34.4%) 

6 (9.8%) 

  4 (12.5%) 

7 (21.9%) 
  

Married 12 (19.7%) 7 (21.9%) 
  

Divorced/Separated 5 (8.2%) 6 (18.8%) 
    Widowed 
White 

  38 (62.3%) 

56 (96.6%) 

  12 (37.5%) 

29 (93.5%) 
  

  Non-White   2 (3.4%)   2 (6.4%) 
  

  

  
  

  

  
* Individuals considered more likely to have mental illness if they have— 

1. A BSI t-statistic greater than or equal to 63, 

2. An SF-12 “transformed mental” score less than or equal to 37, or 
3. A GDS score of 10 or above.     
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38). The age spread included a significant 

number of individuals over 80 years of age 

(53-64 percent); mainly female in gender; 

and more predominantly widowed, rather 

never married/divorced. In ethnicity, the 

sample was over 93 percent White. 

5. PASRR Level | and Il Screens 

All admissions to a nursing facility should 

have received the Level I screen for potential 

mental illness, but our clinical sample 

received a rate between 72 and 79 percent. 

Those scoring above the cutoff were 

clinically very symptomatic; thus, all should 

have received the Level II PASRR screens as 

well. However, less than 10 percent had 

evidence in their charts of receiving a Level II 

screen. Exhibit 56 shows that 76 percent of 

those interviewed got a Level I screen, and 

only 7 percent of all those interviewed 

received a Level II screen—an inexplicably 

low PASRR screening rate. 

  

  

Exhibit 56: PASRR Level | and Il of 

Clinical Interviewees 
  

  

Both States n=93 
  

Composite Score* 
  

< cutoff = cutoff 

Level 1 48 (78.7%) 23 (71.9%) 
  

Level II 46.6%) |3 (9.4%)           

* Individuals considered more likely to have men- 

tal illness if they have— 

1. A BSI t-statistic greater than or equal to 63, 

2. An SF-12 “transformed mental” score less than 
or equal to 37, or 

3. A GDS score of 10 or above.     

6. Current Diagnoses of Clinical Interviewees 

Within the sample, only 64 percent of the 93 

residents interviewed were identified in their 

charts as having a current psychiatric 

diagnosis. As shown by Exhibit 57, at least 

34 per cent had no mental illness diagnosis, 

even though this sample was from the most 

severe mentally ill residents; yet all were on 

some type of psychotropic medication. 

Among those with a diagnosis, major 

depressive disorders were the most common 

in both groups. Only 16 percent had a 

diagnosis of Alzheimer’s or dementia. 

Psychiatric History of Clinical Sample. 

About one third of the residents clinically 

interviewed reported previous contact with 

mental health professionals; less than one 

quarter reported previous inpatient 

hospitalization (see Exhibit 7 in Appendix 

A). 

7. Current Psychotropic Medications 

Nearly all of the residents clinically 

interviewed received psychotropic 

medication, but 34 percent did not have a 

psychiatric diagnosis. Although Exhibit 57 

shows 60-70 percent overall rate in 

identified psychiatric diagnoses, the rate of 

current psychotropic medications was 

virtually at 100 percent in the more 

symptomatic clinical group, and over 95 

percent for the rest of the clinical sample 

(Exhibit 58). Antidepressant medication rate 

was above 70 percent in both clinical 

groups, yet exhibit 57 shows a diagnosis of 

major depression at a rate of only 37-52 

percent. 
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Exhibit 57: Major Categories of Diagnoses of Clinical 
Interviewees, Currently 
  

  

Demographics 

Psychotic disorders 

Both States n=93 

  

Composite Score* 
  

  < cutoff = cutoff 

7 (11.5%) 5 (15.6%) 
  

Bipolar disorders 3 (4.9%) 2 (6.3%) 
  

Major depressive disorders 32 (52.5%) 12 (37.5%) 
  

Anxiety disorders 6 (9.8%) 3 (9.4%) 
  

Personality disorders 0 (0%) 0 (0%) 
  

Substance use disorders   
| Alzheimer’s disease/dementia   

  
  

1 (1.6%) 1 (3.1%)   
11 (18%) 4 (12.5%)     

Note: Categories are not mutually exclusive 

* Individuals considered more likely to have mental illness if they have— 

1. A BSI t-statistic greater than or equal to 63, 

2. An SF-12 “transformed mental” score less than or equal to 37, or 

3. A GDS score of 10 or above.. 

  

8. Mental Health Services Currently Ordered 

and Received in Last Month for 

Interviewees 

Exhibit 59 shows that in this sample of 93 

residents with probable mental illness and on 

psychotropic medications, a significant 

percent received no mental health services in 

the previous 30 days—not even medication 

review. Of those individuals receiving 

services, the services were almost entirely 

limited to medication review and case 

consultation. No psychosocial rehabilitation 

services, no individual or group therapy, no 

behavior therapy, and no crisis intervention 

were being delivered to this subsample of 
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residents with a high likelihood of having 

mental illness. 

9. Summary of Clinical Interview Sample 

A subset of nursing facility residents from 

two States, purposively drawn to select those 

more likely to have mental illness, was 

interviewed using clinical screening tests. Of 

93 residents interviewed, about one third 

(32) scored on clinical screening instruments 

as most definitely having psychopathology. 

Yet, few of those interviewed appeared to 

have received a mandated Level II PASRR 

screen (less than 10 percent of those above 

the cutoff). Nearly all were receiving   

  

  
   



  

  

  

Exhibit 58: Current Psychotropic Medications of Clinical Interviewees 
  

  

Psychotropic Medications 

Traditional antipsychotics 

Both States n=93 

  

Composite Score* 
  

  < cutoff 

3 (4.9%) 

= cutoff 

0 (0%) 
  

Atypical antipsychotics 6 (9.8%) 10 (31.3%) 
  

Antidepressants 44 (72.1%) 23 (71.9%) 
  

Anxiolytics 18 (29.5%) 14 (43.8%) 
  

Mood stabilizers 4 (6.6%) 3 (9.4%) 
  

Other medications 6 (9.8%) 2 (6.3%) 
  

Any Psychotropic Medications   58 (95.1%) 32 (100%) 

  

    
  

* Individuals considered more likely to have mental illness if they have— 

1. A BSI t-statistic greater than or equal to 63, 

2. An SF-12 “transformed mental” score less than or equal to 37, or 

3. A GDS score of 10 or above. 

  

psychotropic medications, yet barely half 

had a mental diagnosis, and virtually none 

was receiving any mental health services 

other than some limited medication review 

and case consultation. In fact, a significant 

portion had received no mental health 

service in the previous 30 days, not even 

medication review. 

E. PASRR Issues Identified at the 
Nursing Facility Level 

A final goal of the in-depth State studies was 

to identify key issues and concerns regarding 

actual implementing PASRR at the nursing 

facilities. Throughout this section, data and 

qualitative evidence are integrated from 

nursing facility staff interviews (n=24). 

1. Nursing Facility Staff Respondent 

Perceptions of PASRR 

Administrative Burden. In all four States, 

the majority of nursing facility respondents 

said that PASRR did not increase 

administrative burden—with States 1 and 3 

at 67 percent, and States 2 and 4 at 100 

percent (see Exhibit 10 in Appendix A). 

Use of PASRR. To assess how nursing 

facilities are using PASRR, nursing facility 

staff respondents were asked to describe the 

purpose of PASRR in their facility. Exhibit 

56 presents data on nursing facility staff 

responses to the question, “How is PASRR 

used at your facility?” In States 1 and 3, 

most respondents described PASRR as a 

required screening tool that assists them in 

making admissions decisions. For example, a 

typical response included, “[PASRR is used] 
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Exhibit 59: Mental Health Services Currently Ordered and Received in 
Last 30 Days of Clinical Interviewees 
  

  

< Cutoff* — Both States = Cutoff* — Both States 
  

Composite Score* Composite Score* 
  

Mental Health Services 

Medication review 

Ordered 

26 (42.6%) 

Received 

29 (47.5%) 

Ordered 

10 (31.3%) 

Received 

18 (56.3%) 
  

Psychological testing/evaluation 4 (6.6%) 3 (4.9%) 0 (0%) 1 (3.1%) 
  

Case management 1 (1.6%) 0 (0%) 0 (0%) 0 (0%) 
  

Case consultation 27 (44.3%) 24 (39.3%) 13 (40.6%) 10 (31.3%) 
  

Psychiatrist 15 (24.6%) 10 (16.4%) 10 (31.3%) 6 (18.8%) 
  

Psychologist 0 (0%) 0 (0%) 0 (0%) 0 (0%) 
  

Other mental health professional 13 (21.3%) 15 (24.6%) 3 (9.4%) 4 (12.5%) 
  

Psychosocial rehabilitation services 0 (0%) 0 (0%) 0 (0%) 0 (0%) 
  

Individual therapy 0 (0%) 0 (0%) 0 (0%) 0 (0%) 
  

Group/Family therapy 0 (0%) 0 (0%) 0 (0%) 0 (0%) 
  

Behavior management/therapy 0 (0%) 0 (0%) 0 (0%) 0 (0%) 
  

Psychoeducation 0 (0%) 0 (0%) 0 (0%) 0 (0%) 
  

Outpatient services 0 (0%) 0 (0%) 0 (0%) 0 (0%) 
  

Day treatment/partial hospitalization 0 (0%) 0 (0%) 0 (0%) 0 (0%) 
  

Crisis intervention 0 (0%) 0 (0%) 0 (0%) 0 (0%) 
  

Other mental health services     1 (1.6%)   5 (8.2%)   1 (3.1%)   1 (3.1%) 
  

* Individuals considered more likely to have mental illness if they have— 
1. A BSI t-statistic greater than or equal to 63, 

2. An SF-12 “transformed mental” score less than or equal to 37, or 
3. A GDS score of 10 or above. 

  

to determine whether or not placement is 

appropriate. We do have some residents with 

mental retardation/developmental disabilities 

or mental illness, but there have to be other 

complex medical issues going on. The 

PASRR process determines this.” 
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By contrast, all six respondents in State 2 

and half of State 4 respondents did not 

consider PASRR to be useful, viewing it as a 

mandatory paperwork requirement. In the 

words of one nursing facility staff in State 3, 

“PASRR is simply a piece of paper—a 

    
   



  

requirement. We already know what the 

history is because we get this as part of our 

admissions packet.” Despite conflicting 

views of PASRR’s overall purpose and utility, 

the majority of nursing facilities have 

incorporated PASRR into overall facility 

operations by assigning PASRR 

responsibility to a designated staff member, 

typically the admissions nurse or a social 

worker (see Exhibit 5 in Appendix A). 

PASRR and Nursing Facility Admissions. 

As presented in Exhibit 57, in nursing 

facility staff interviews, the majority of 

respondents from States 1, 3, and 4 

described PASRR’s impact on the admissions 

process as one that primarily involves 

ensuring that PASRR paperwork is 

completed. One respondent in State 1 

highlighted payment issues as an incentive 

for completing paperwork: “The PASRR 

screen needs to be completed in order to 

receive payment from Medicaid.” A majority 

of respondents in States 3 and 4 also 

reported that special attention is paid to 

whether or not the nursing facility can 

handle the needs of residents with mental 

illness. For example, in State 3, one staff 

person described PASRR as important for 

their facility because staff lack mental health 

expertise: “If the PASRR form indicates 

mental illness, we try to understand what 

they have to see if we can handle it, since we 

are not a strong mental health facility.” In 

State 2, the majority of respondents 

described their nursing facilities as reluctant 

to accept individuals with mental illness. A 

typical response was that “they are really at 

the end of the waiting list in terms of 

acceptance to the facility.” Across all four 

States, the majority of nursing facility staff 

respondents reported that the admissions 

process does not differ substantially 

depending on age and that individuals with 

mental illness are not physically separated 

from other residents in any way (see Exhibit 

9 in Appendix A). 

2. Recommendations for Improving PASRR 

Recommendations for Improving State 

Oversight. Few facilities offered suggestions 

for ways to improve State oversight of the 

PASRR process (see Exhibit 58). Those 

responding frequently highlighted the need 

for increased State training on PASRR policy 

and procedures. In State 1, the majority of 

respondents also advocated the need for 

increased funding and resources for nursing 

facilities to treat mental illness among 

residents. 

  

  

Exhibit 60: Nursing Facility Staff Perceptions of 

Usefulness of PASRR (n=24) 
  

Purpose/Utility of PASRR 

Not useful, mandatory paperwork 

State 1 State 2 State 3 State 4 

(n=6) (n=6) (n=6) (n=6) 

  

  Useful, required screening tool           
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Exhibit 61: PASRR Impact on Admissions Process (n=24) 
  

PASRR’s Impact on Admissions Process 

for Individuals With Mental Illness 

Make sure PASRR paperwork is complete 

State 1 State2 State3 State 4 

(n=6) (n=6) UE) (n=6) 

  

Special attention to assessing whether nursing facility can 

meet mental health service needs 
  

  Reluctant to accept individuals with serious mental illness or 

difficult-to-manage behaviors           

  

  

Exhibit 62: Recommendations for Improving 
State Oversight of PASRR (n=63) 
  

Recommendations for Improving 

State Oversight of PASRR 

PASRR screens should provide more detailed 

information about mental illness 

State 1 State2 State3 State 4 

(n=5) (n=1) (n=5) 152) 

  

Reinstate annual review requirement 
  

Require State surveyors to review PASRR documentation 
  

More State training on PASRR 
  

  More funding/resources for treatment of 

mental illness in nursing facilities             
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Conclusions 

A. Summary of National Survey 

Findings 

1. PASSR Policies and Procedures at the State 

Level 

There is significant State variation in the 

administration and implementation of 

PASRR. States vary in the way they organize 

and distribute PASRR responsibilities among 

agencies. Although considerable flexibility is 

afforded to States in organization and 

delegation of functions, Federal law and 

regulations specifically delineate PASRR 

roles for Medicaid agencies and SM HAs. 

However, only 27 States reported dividing 

PASRR responsibilities between these two 

agencies. The entities responsible for 

conducting PASRR screening also vary 

considerably across States. For Level I 

screens, most States allow referral sources 

(e.g., acute care facilities, rehabilitation 

hospitals) and nursing facilities to complete 

evaluations. In 20 percent of the States, 

however, this function is completed by a 

State agency, while 16 percent of the States 

contract with various public and private 

entities to complete these screens. For Level 

IT screens, most State agencies contract with 

an independent entity, but the type of 

contracted entity ranges from private mental 

health organizations to local public mental 

health authorities to individual practitioners. 

In addition, there are several States that 

allow a State agency other than the SMHA 

to make PASRR determinations. 

Change in condition criteria and 

notification procedures also vary across 

States. With the elimination of the annual 

resident review requirement in 1996, States 

were required to develop criteria and 

procedures for identifying when nursing 

facility residents experience a significant 

change in condition to trigger a Level II 

review. While all States have developed 

procedures for identifying significant changes 

in condition (for example, use of the MDS 

[53 percent], specific behavioral/functional 

criteria, requirements for nursing facilities to 

notify the State), some, such as use of Level I 

criteria are inappropriate for this purpose. 

There is evidence that rates of compliance 

with the change in condition requirement 

may be low, which is consistent with the 

finding of the PASRR study conducted by 

OIG (2001). 

2 PASRR Impact on Intended Policy Goals 

While most State Medicaid agencies cover 

the cost of providing basic mental health 

services in nursing facilities, many 

respondents expressed concerns about access 

to and quality of mental health services. In 

38 of 42 States, the Medicaid nursing facility 

benefit covers basic psychiatric consultation 

services, such as medication monitoring by a 

psychiatrist or individual counseling by a 

social worker, but few cover more intensive 

mental health rehabilitation services that are 

effective for people with serious mental 

illness. Furthermore, up to one third of State 
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respondents reported that nursing facility 

resident access to mental health services is 

limited and of variable quality. This calls 

into question whether determinations of 

need for nursing facility services are facility- 

specific, as required (that is, that the 

admitting nursing facility offers the specific 

services the individual requires). 

PASRR agencies are minimally involved in 

monitoring of PASRR outcomes. 

Respondents at State PASRR agencies 

involved with PASRR rarely described their 

agency as having responsibility for 

overseeing nursing facility implementation of 

PASRR evaluations and determinations and 

recommendations. Instead, over three 

quarters of States reported that oversight 

was handled by the State entity that 

conducts survey and certification of nursing 

facilities (which is not one of their 

functions). Very few States have developed 

quality review processes to ensure that 

PASRR screens are completed accurately. 

Community-based alternatives to 

institutional care are available in most 

States. Over 80 percent of States reported 

the availability of community-based mental 

health residential programs, and 36 percent 

mentioned assisted living with mental health 

services and other senior residential 

programs as alternatives to nursing facility 

care. Nevertheless, most survey respondents 

emphasized that demand for such 

alternatives tends to outpace current 

availability of these alternative options. 

States are not offering home and 

community-based (waiver) mental health 

services for the 21-65-year-old population 

because Medicaid rules forbid using 

institutions for mental illnesses as the 

institutional alternative. Interestingly, PASRR 

data could help to establish nursing facilities 
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as the institutional basis for mental health 

waiver services, but States did not describe 

doing so. 

PASSR is underutilized in Olmstead 

planning. Perhaps reflecting the fact that the 

Olmstead ruling has been applied more 

consistently to younger populations, only 

about a quarter of States actively consider 

PASRR as part of their planning to serve 

individuals with disabilities in the most 

community-integrating setting. 

3. State-Level Issues Identified Through 

PASRR Implementation 

PASRR is considered effective and generally 

meets policy goals. Most respondents rated 

PASRR as doing a “good” job of meeting its 

main policy goals of identifying individuals 

with serious mental illness, screening 

appropriateness for nursing facility care, and 

ensuring provision of specialized services. 

About half also reported that it has 

positively affected the type, amount, and 

quality of mental health services in their 

State. 

Lack of State oversight is highlighted as 

main PASRR weakness. When identifying 

specific weaknesses of their State PASRR 

programs, respondents most frequently cited 

gaps in oversight, which included limited 

State activity related to PASRR enforcement 

and the absence of punitive disincentives for 

enforcing nursing facility compliance. Lack 

of agency coordination was also cited. 

Survey respondents generated 

recommendations on how to improve 

PASRR for CMS, State PASRR agencies, and 

nursing facilities. Respondents called for 

more guidance and involvement by CMS, 

particularly in clarifying various regulations 

and payment issues. They highlighted the 

need for both CMS and State PASRR 

agencies to strengthen oversight, and they 

   



  

stressed the need to expand educational 

activities at the State level and within 

nursing facilities to improve knowledge 

of PASRR programs and mental 

health/behavioral issues. 

Lack of resources are perceived as 

biggest barrier to change. Nearly all 

States are currently experiencing budget 

difficulties that necessitate hard decisions 

about where agencies can trim back to 

save money. Most respondents felt that 

improving PASRR would require more 

financial (as well as nonfinancial) 

resources than States are willing or able 

to provide. 

B. Summary of In-Depth State 
Study Findings 

1. PASRR Policies and Procedures at the 

Nursing Facility Level 

Many nursing facilities do not consider 

PASRR to be a useful tool. Nursing 

facility staff respondents were equivocal 

in their views of the utility of the PASRR 

process. Nearly half (46 percent) viewed 

the process as mandatory paperwork 

that does not enhance the admissions 

process. This is not surprising since 

Level II evaluations and determinations 

that should guide care were often not 

even present in the resident’s record. 

However, the other half described the 

process as a valuable approach for 

determining the appropriateness of a 

nursing home placement. The nursing 

facilities were also mixed in their views 

regarding State oversight of the PASRR 

process, with a third of the staff viewing 

the oversight process as effective and 

more than 40 percent indicating the 

oversight system could be improved. 

Only a third of the nursing facilities 

reported regular State monitoring of Level I 

and Level II screens. 

Level I screens are well documented in 

charts. Compared to the OIG study that 

found Level I documentation in fewer than 

50 percent of the charts reviewed, relatively 

high percentages of Level 1 screens were 

found in the charts reviewed, ranging from 

71 to 93 percent across the four States. 

Nursing facility staff in many facilities are 

unfamiliar with change in condition criteria 

for triggering a PASRR Level II resident 

review. More than half (58 percent) of the 

nursing staff respondents were unfamiliar 

with the change in condition requirement 

and could not describe the criteria used in 

their States to trigger a PASRR review. Levels 

of awareness and knowledge of the change 

in condition criteria varied across and within 

the four States; however in one State, no 

respondents could describe the specific 

criteria used. Few Level II change in 

condition resident reviews were documented 

in medical records. 

Investments in Level II evaluations are 

variable and underutilized. In the sample 

states and in the national survey, states 

demonstrate the capacity to perform Level II 

evaluations. However, Level II preadmission 

evaluations and determinations are not being 

adequately completed for those with mental 

illness, as required (Exhibits 46 and 56). 

Even when they are done, the information is 

used less frequently to guide ongoing 

treatment and services for individuals after 

they become nursing facility residents. Level 

IT evaluations (as required by the Balanced 

Budget Act [BBA] of 1996) are performed or 

documented even less frequently when 

needed to reassess residents who experience 

a change in condition or mental or physical 

status. 
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Nursing facility workers and state 

respondents indicate that these deficits are 

the result of the lack of clear policy, little 

oversight or training, and insufficient 

resources. However, since Level II 

evaluations for resident review are identical 

to preadmission screenings (PAS) (which are 

being performed), it appears that there is 

existing capacity to perform resident review 

that is underutilized by nursing facilities. The 

process apparently missing is the integration 

of available PAS information by nursing 

facilities into their treatment planning and 

reassessment process. 

Developing a PASRR tracking system for 

nursing facilities would be burdensome, and 

possibly unnecessary, if the MDS (Minimum 

Data Set) process can include PASRR. 

Nursing facilities are invested in and 

compliant with the MDS, which is a 

comprehensive process for evaluating and 

tracking resident condition, changes in 

condition, and needed services. Federal 

regulations encourage closely linking PASRR 

to the MDS, and 53 percent of states refer to 

the MDS in their PASRR change of 

condition procedures. Further study is 

indicated to determine whether there is a 

means to connect the existing state 

investments in Level II PAS, the apparent 

available capacity to perform Level II RR, 

and nursing facility investment in the 

ongoing MDS process as a cost-effective 

means to correct the observed deficiencies in 

PASRR. 

2. PASRR Impact on Intended Policy Goals 

The ability of the PASRR screening process 

to effectively identify individuals with serious 

mental illness varies across the four study 

States. Averaged across all 4 States, 50 

percent of records reviewed indicated some 

type of psychiatric diagnosis at the time of 
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admission, most of which were depressive 

(60 percent) or psychotic (24 percent) 

disorders. Fewer records (12 percent or less 

across all four States) identified individuals 

with a primary diagnosis of mental illness 

upon admission, yet not all of these 

individuals received PASRR Level II screens. 

Of great concern is the considerable 

variability across study States in the extent 

to which Level II screens were administered 

to individuals with primary diagnoses of 

mental illness, ranging from 0 percent in one 

State to a high of 60 percent in another 

State. 

In the medical records reviewed, diagnoses 

of mental illness increased over the course of 

stay in the nursing facility, indicating that 

levels of depression and 

psychiatric/behavioral problems are 

associated with length of stay. Clinical 

interviews indicated serious psychopathology 

among 34 percent of those interviewed and 

few of those who needed it got a Level II 

(PASRR) screen or mental health services. 

Nearly half of nursing facility residents 

had diagnoses of dementia. At time of 

admission, 18 percent of residents on 

average had a primary diagnosis of 

dementia, but almost half were diagnosed 

with a nonprimary dementia-related 

condition at admission. Federal guidelines 

exclude many individuals with dementia 

from the PASRR process, missing significant 

mental health needs. This policy bears 

further examination. 

In the four study States, the PASRR 

process appears effective in identifying 

individuals who do not require nursing 

facility level of care. Medical record data 

from our sample indicate that nearly all 

nursing facility admissions (96 percent) had 

a primary or secondary physical health 

diagnosis. In addition, most people had  



  

multiple medical conditions—between four 

and nine in all four States, with the most 

common diagnoses including disorders of the 

nervous, circulatory, and musculoskeletal 

systems. Health status data also indicate that 

individuals from the clinical sample currently 

experience significant physical health 

impairments. Furthermore, of those 

individuals with primary mental health 

diagnoses, 91 percent had additional 

physical health diagnoses upon admission 

across all four States. 

In the four study States, the PASRR 

process alone does not ensure that people 

receive mental health services. While all 24 

nursing facilities studied provide some 

mental health services (primarily medication 

monitoring and psychiatric consultation 

services), the availability of other mental 

health services, such as individual counseling 

or behavior management plans, varies across 

States and facilities. Only 20 percent of the 

facilities offer quality review and care team 

meetings for mental illness treatment. The 

majority (62 percent) of the nursing facilities 

indicate that treating persons with mental 

illness is challenging, primarily because of 

behavioral issues, and cited a lack of 

resources, including staff, as barriers to 

dealing effectively with this population. 

These findings suggest that PASRR 

determinations are not facility-specific, as 

required; that is, a judgment that a particular 

nursing facility can provide the exact services 

an applicant requires. In one State, the 

majority of nursing facilities indicate a 

reluctance even to admit persons with 

serious mental illness because of their 

behavioral issues. 

3. PASRR Implementation Issues at the 

Nursing Facility Level 

Procedures for communicating PASRR 

outcomes are unclear to many nursing 

facilities. Nursing facilities in most of the 

States studied indicate a lack of familiarity 

with how to communicate to State agencies 

about PASRR outcomes and change in 

condition criteria. Many facilities are not 

aware of State oversight procedures. 

There appear to be issues with notification 

of significant change in condition. Nursing 

facility staff appear less familiar with the 

requirement to perform a Level II resident 

assessment whenever there is a change in a 

resident’s mental or physical condition. More 

training, oversight by CMS, and linkage with 

the MDS would be helpful. 

Nursing facility staff ratings of PASRR 

effectiveness are low compared to State-level 

administrators. The majority of nursing 

facility staff rate the effectiveness of PASRR 

as fair to poor in three areas: identifying 

individuals with serious mental illness, 

screening appropriateness for nursing facility 

level of care, and ensuring the provision of 

specialized services. However, the majority 

did not find PASRR to be an administrative 

burden. 
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BBA - Balanced Budget Amendment 

BOMC - Blessed Orientation-Memory-Concentration Test (screens for dementia) 

BSI — Brief Symptom Inventory (test to rate emotional distress) 

CMS - Centers for Medicare & Medicaid Services 

CMHS - Center for Mental Health Services 

DHHS - Department of Health and Human Services 

DQoL - Dementia Quality of Life instrument 

DSM - Diagnostic and Statistical Manual of Mental Disorders 

GAO - General Accounting Office 

HCBS — Home and Community-Based Services (Medicaid waivers) 

IMD - Institute for Mental Disease 

IOM - Institute of Medicine 

Level I PAS Screen — Identifies, prior to admission, nursing facility applicants who might have 

serious mental illness 

Level II PAS Screen — More extensive screen, prior to admission, for nursing facility 

applicants who are suspected of having a serious mental illness 

MDS — Minimum data set 

MSA — Metropolitan statistical area 

OBRA — Omnibus Budget Reconciliation Act 

OIG — The Office of the Inspector General 

Olmstead — The Olmstead Supreme Court decision mandates that States “provide 

community-based treatment for persons with mental disabilities when the State’s 

treatment professionals determine that such placement is appropriate.” 

PAS — Preadmission Screening 

PASARR — Preadmission Screening and Annual Resident Review (prior to 1996) 

PASRR — Preadmission Screening and Resident Review (sometimes referred to in parts as PAS 

and RR) 

QMHP — Qualified mental health professionals 

RR — Resident Review 

SAMHSA — Substance Abuse and Mental Health Services Administration 

SF-12 — Short-Form Health Survey (test to assess perceived health) 

SMHA — State Mental Health Authorities 

SSWLHC — Society for Social Work Leadership in Health Care 
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Want to Save? 

Extra Help is available! 

More than 2 million people qualify to get Extra 

Help paying their Medicare prescription drug costs, 

but don’t know it. Don’t miss out on a chance to 
save. See pages 78-81 to learn more. 

Choose to get future handbooks electronically. 

Save tax dollars and help the environment by 

signing up to access your future “Medicare & You” 
handbooks electronically (also called the 

eHandbook). Visit www.MyMedicare.gov to 
request future eHandbooks, including the 2011 

version. We'll email you next October when the 
new eHandbook is available. The email will include 

a link to the handbook on www.medicare.gov. You 
won't get a copy of your handbook in the mail if 

you choose to get it electronically. 

Did your household get more than one copy of 
“Medicare & You?” 

This may happen if there is a slight difference in 

how your or your spouses address is entered in 

Social Security’s mailing system. If you would 

like to get only one copy in the future, call 

1-800-MEDICARE (1-800-633-4227). TTY users 
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Welcome to Medicare & You 2010 

I am honored and excited to introduce this handbook—your best 

and official source of answers to your Medicare questions. At the 

U.S. Department of Health and Human Services, we are doing 

more than ever to carry Medicare into the future. Every day 

brings new commitment to advance the goals of health reform by 

reducing costs, offering choices, and making sure you have access 
to quality, affordable health care. 

Your good health is our top priority. On February 17, 2009, 

President Obama signed the American Recovery and 

Reinvestment Act. This law targets two areas, among many, to 

ensure the health and well-being of the Nation: 

1. Strengthening preventive care and wellness to enable 
Americans to live longer, healthier lives. 

2. Investing in health information technology to improve the 

quality of health care and reduce medical errors. 

There are some things that you can do to help these efforts: 

= Take advantage of Medicare’s preventive services. Use the 

checklist on page 40, and ask your doctor or other health care 
provider what preventive services you need. 

= Learn about the technology available to help improve your 

health care. Look on page 123 to learn more about health 
information technology. 

This handbook also includes other important facts and changes 

you will need for 2010. For the latest information about changes 

to Medicare, visit www.medicare.gov, or call 1-800-MEDICARE 

(1-800-633-4227). TTY users should call 1-877-486-2048. 

Yours in good health, 

Is] 

Kathleen Sebelius 

Secretary 

U.S. Department of Health and Human Services  
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Flu Shot 31,40 

Foot Exam 31 

Formulary 44, 65,69, 78 

Fraud 94-97 
  

(C} 

Gap (Coverage) 65-66, 78 

General Enrollment Period 18, 22-23 

GlaucomaTest 31,40 

H 
Health Care Proxy 103-104 

Health Information Technology (Health IT) 123 

Health Maintenance Organization (HMO) 43, 50, 55 

Hearing Aids 31, 39 

Help with Costs 49, 54, 78-84 

Hepatitis B Shot 31, 40 

HIV Screening 32 

Home Health Care 16,19, 32, 82, 89, 107-108, 

120-121 

Hospice Care 16,19, 50, 120 

Hospital Care (Inpatient Coverage) 16,20, 30, 120 

| 

Identity Theft 94-95, 97 

Immunizations 25, 31, 34-35, 40, 69 

Indian Health Service 44,52,72 

Institution 57-58, 63,79, 81,116 

J 

Join 

Medicare Drug Plan 43, 62-72,79-80, 90-91, 122 

Medicare Health Plan 52,58-61 

K 
Kidney Dialysis 12, 18,32, 52-53, 55, 57, 107-108 

Kidney Transplant 12,18, 33,37, 53 

L 
Late Enrollment Penalty 

PartA 18 

PartB 21-24 

PartD 67,78,122 

Lifetime Reserve Days 116, 120 

Limited Income 49, 54, 78-84, 106 

Living Will 103  



Index 9 

NOTE: The page number shown in bold provides the most detailed information. 

L (continued) 
Long-Term Care 20, 39, 61, 82, 100-102 

Low-Income Subsidy (LIS) 49, 62,78-81, 116 

M 
Mammogram 32, 40, 55, 57 

Medicaid 57-58, 61,63,73,79,81-82,101 

Medical Equipment 19, 30, 32, 35, 47, 120-121 

Medical Nutrition Therapy 33,40 

Medical Savings Account (MSA) Plans 56, 58, 62 

Medically Necessary 21, 25, 30, 69, 100,117 

Medicare 

PartA 16-20,43,119-120 

PartB 21-38, 43,119,121 

Part C 43,50-59,122 

PartD 43-44,49,62-72,78-81,90-91,122 

Medicare Advantage Plans (like an HMO or PP0) 43, 
50-59, 87 

Medicare Authorization to Disclose Personal Health 
Information 106 

Medicare Beneficiary Ombudsman 98 

Medicare Card (lost) 14,17 

Medicare Cost Plan 60 

Medicare Prescription Drug Coverage 43-44, 49, 
62-72,78-81,90-91, 122 

Medicare Prescription Drug Plans (PDP) 43-44, 49, 
62-72,78-81,90-91, 122 

Medicare Savings Programs 79, 83 

Medicare SELECT 74-75 

Medicare Summary Notice (MSN) 46, 87, 92, 96-97 

Medigap (Medicare Supplement Insurance) 23-24, 43, 
45,48,52,59,71,74-76 

Mental Health Care 20, 33,57, 120-121 

N 

Non-doctor 33 

Nurse Practitioner 33 

Nursing Home 57-58, 79, 81-82, 100-101, 104, 108 

Nutrition Therapy Services 33,40   

Oo 
Occupational Therapy 19, 32-33, 121 

Office for Civil Rights 14, 93,97 

Office of Inspector General 14, 96-97 

Office of Personnel Management 14,72, 100 

Ombudsman (Medicare Beneficiary) 98 

Online 2,59, 64, 80, 95,107,123 

Original Medicare 13,43, 45-49, 74-75, 87-89, 
92-93, 120-121 

Orthotic Items 35 

Outpatient Hospital Services 34,121 

Oxygen 30, 106 

P 
Pap Test 34,40, 55,57 

PartA 16-20,43,119-120 

PartB 21-38, 39, 43,119,121 

Part C 43,50-59,122 

PartD 43-44, 49,62-72,78-81,90-91, 122 

Payment Options (premium) 70, 119 

Pelvic Exam 34, 40, 55, 57 

Penalty 

PartA 18 

PartB 21-24 

PartD 67,78,122 

Personal Health Record 123 

Physical Exam 26, 30, 34, 40 

Physical Therapy 19-20, 32-34, 121 

Physician Assistant 33 

Pilot/Demonstration Programs 13, 61, 117 

Pneumococcal Shot 35,40 

Power of Attorney 103 

Preferred Provider Organization (PPO) Plan 43, 50, 55 

Premium 16-18, 21, 43-45, 49-50, 54, 60, 65-67, 70, 
75,78-179,83,92,96,117,119 

Prescription Drugs 12, 35, 44-49, 55-57, 62-172, 

78-82,90-91, 115,120 

Preventive Services 25-36, 40, 106-107 

Primary Care Doctor 45, 55-57, 117-118  
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P (continued) 

Privacy Notice 92-93 

Private Contract 48 

Private Fee-for-Service (PFFS) Plans 56, 62 

Programs of All-Inclusive Care for the Elderly (PACE) 61, 
82,101 

Prostate Screening (PSA Test) 35, 40 

Proxy (Health Care) 103-104 

Publications 109 

Pulmonary Rehabilitation 36 

Q 
Quality of Care 14,44, 61,105, 107-108, 123 

Quality Improvement Organization (QI0) 14, 88, 105, 118 

R 

Railroad Retirement Board (RRB) 14, 17-18, 21-23, 46, 

106, 119 

Referral 26, 30, 34, 44-45, 50-51, 55-57, 118 

Religious Nonmedical Health Care Institution 16 

Replacing a Medicare Card 14,17 

Retiree Health Insurance 24, 43-45, 49, 52-53, 67, 
71-73, 80, 100 

Rights 86—93,97-98 

Rural Health Clinic 36 

S 
Second Surgical Opinions 36 

Service Area 44,52,55,58,59,63-64,118 

Shingles Vaccine 69 

Shots (vaccinations) 25,31, 34-35, 40, 69 

Sigmoidoscopy 26, 28, 40 

Skilled Nursing Facility (SNF) Care 16, 20, 36, 100, 115, 
118,120 

Smoking Cessation 36, 40 

SMP (Senior Medicare Patrol) Program 95 

Social Security 14, 16-18, 21-23, 70, 80-81, 84, 94,119 

Special Enrollment Period 18,22-24, 63,71 

Special Needs Plan (SNP) 53,57 

Speech-language Pathology 19, 32-33, 36, 121   

S (continued) 

State Health Insurance Assistance Program (SHIP) 14, 

42,107-108, 110-113 

State Medical Assistance (Medicaid) Office 61, 80, 
82-83, 101, 106 

State Pharmacy Assistance Program (SPAP) 82 

Substance Abuse 33 

Supplemental Policy (see Medigap) 23-24, 43, 45, 
48,52,59,71,74-76 

Supplemental Security Income (SSI) 79, 84 

Supplies (medical) 19-20, 25, 29-36, 46-47, 86, 
96, 106 

Surgical Dressing Services 36 

T 

Telehealth 37 

Tests 27-29,31-37 

Tiers (drug formulary) 69,90 

Transplant Services 37 

Travel 38, 44,74 

TRICARE 14,24,67,72-73 

TTY 14,106,118 

U 
Union 24, 43-45, 49, 52-53, 60,63, 67,71,73, 80, 

100 

Urgently-Needed Care 38, 48, 50, 55, 57, 59 

Vv 

Vaccinations (shots) 25, 31, 34-35, 40, 69 

Veterans’ Benefits (VA) 14, 67,72 

Vision 30-31, 50 

Ww 

Walkers 30, 106 

Welcome to Medicare Physical Exam 26, 30, 34, 40 

Wheelchairs 30, 106 

www.medicare.gov 107 

www.MyMedicare.gov 2, 40, 46, 87,107 

X 

X-ray 32,34,36  



What's New and Important in 2010 

= Mental Health—Lower costs for outpatient treatment. See page 33. 

= Medigap (Medicare Supplement Insurance) Policies—Plan changes. See 
page 74. 

= Children’s Health Insurance Program— Your children or grandchildren 
may qualify for health insurance through this expanded program. See 
page 84. 

= Caregiver Information—If you help someone with Medicare-related 
decisions, there are two new resources to help you get the information you 
need. See page 109. 

= Medicare Health and Prescription Drug Plans— Visit www.medicare.gov, 

or call 1-800-MEDICARE (1-800-633-4227) to find plans in your area. 
TTY users should call 1-877-486-2048. 

» What You Pay for Medicare (Part A and Part B)—Costs are on 

pages 119-12), 

= New Ways to Manage Your Health Information—Exciting tools to help 

reduce paperwork and improve your quality of care. See page 123. 

Coverage and Costs Change Yearly. 
Mark your calendar with these important dates! Your health, 

finances, or coverage may have changed in the last year. Look 

at what your coverage would be for next year and see if the 

cost, coverage, quality, and convenience meet your needs. 

October 2009: Compare Your Medicare Coverage Choices 

Compare your coverage to others to see if there's a better choice for you. 
See page 13. 

November 15, 2009-December 31, 2009: Stay or Switch 

You can switch your Medicare health or prescription drug coverage for 2010. 

See pages 58 and 63 for other times when you can switch your coverage. 

January 1, 2010: 2010 Coverage and Costs Begin 

New coverage begins if you switched. New costs and coverage changes also 
begin if you stay with your current coverage. 

At the end of the year, health and prescription drug plans can decide not 

to participate in Medicare. See page 59 and 64 for more information about 
your options.  
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What Is Medicare? 
Medicare is health insurance for the following: 

=» People age 65 or older 

= People under age 65 with certain disabilities 

= People of any age with End-Stage Renal Disease (ESRD) (permanent kidney 
failure requiring dialysis or a kidney transplant) 

The Different Parts of Medicare 
The different parts of Medicare help cover specific services. Medicare has the 
following parts: 

Medicare Part [:Y (Hospital Insurance) 

» Helps cover inpatient care in hospitals 

» Helps cover skilled nursing facility, hospice, and home health care 

See pages 16-20. 

BE EE A (EE LE LOR 
= Helps cover doctors’ services, outpatient care, and home health care 

= Helps cover some preventive services to help maintain your health and to keep 
certain illnesses from getting worse 

See pages 21-38. 

i Medicare Part C (Medicare ees Plans) (like an HMO or JI . : ; 

= A health coverage option run by private insurance companies approved by and 
under contract with Medicare 

= Includes Part A, Part B, and usually other coverage like prescription drugs 

See pages 50-59. 

‘Med IT: (VIR ERT BIA Nr) Lo oy . 

= A prescription drug option run by private insurance companies approved by and 
under contract with Medicare 

= Helps cover the cost of prescription drugs 

» May help lower your prescription drug costs and help protect against higher costs in 
the future 

See pages 62-72.  
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Your Medicare Coverage Choices 
With Medicare, you can choose how you get your health and prescription drug 

coverage. Below are brief descriptions of your coverage choices. Section 2 has 
more details about these choices and information to help you decide. 

Original Medicare See pages 45-49. 

= Run by the Federal government. 

= Provides your Part A and/or Part B coverage. 

= You can go to any doctor or hospital that accepts Medicare. 

=» You can join a Medicare Prescription Drug Plan to add drug coverage. 

= You can buy a Medigap (Medicare Supplement Insurance) policy (sold by 

private insurance companies) to help fill the gaps in Part A and Part B. 

Medicare Advantage Plans (like an HMO or PPO) See pages 50-59. 

= Run by private insurance companies approved by and under contract with 
Medicare. 

= Provides your Part A and Part B coverage but can charge different amounts 

for certain services. May offer extra coverage and prescription drug coverage, 

sometimes for an extra cost. Cost for items and services vary by plan. 

= If you want drug coverage, you must get it through your plan (in most cases). 

= You don’t need, and you can’t use a Medigap policy with a Medicare 
Advantage Plan. 

Other Medicare Health Plans See pages 60-61. 

= Plans that aren't Medicare Advantage Plans but are still part of Medicare. 

= Include Medicare Cost Plans, Demonstration/Pilot Programs, and Programs 
of All-inclusive Care for the Elderly (PACE). 

= Most plans provide Part A and Part B coverage, and some also provide 
prescription drug coverage (Part D). 

Note: You might also have health and/or prescription drug coverage from a 

former or current employer or union that could affect your choices. 

See page 43 for a chart that explains your Medicare coverage 

choices and the decisions you need to make.  
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Where to Get Your Medicare Questions Answered 
  

1-800-MEDICARE 

To get general Medicare information and other important 
telephone numbers. 

1-800-633-4227 

TTY 1-877-486-2048 

  

State Health Insurance Assistance Program (SHIP) 

To get free Medicare counseling and personalized help 
making coverage decisions; information on programs for 
people with limited income and resources; and help with 
claims, billing, and appeals. 

See pages 110-113. 

  

Social Security 

To replace a Medicare card; change your address or name; 
get information about Part A and/or Part B eligibility, 
entitlement, and enrollment; apply for Extra Help with 
Medicare prescription drug costs; ask questions about 
premiums; and report a death. 

1-800-772-1213 

TTY 1-800-325-0778 

  

Coordination of Benefits Contractor 

To get information on whether Medicare or your other 
insurance pays first and to report changes in your insurance 
information. 

1-800-999-1118 

TTY 1-800-318-8782 

  

Department of Defense 

To get information about the TRICARE Pharmacy Program. 

1-877-363-1303 

TTY 1-877-540-6261 
  

Department of Health and Human Services 

Office of Inspector General 

If you suspect billing fraud. 

Office for Civil Rights 

If you think you were discriminated against or if your health 
information privacy rights were violated. 

1-800-447-8477 

TTY 1-800-377-4950 

1-800-368-1019 

TTY 1-800-537-7697 

  

Department of Veterans Affairs 

If you are a veteran or have served in the U.S. military. 

1-800-827-1000 

TTY 1-800-829-4833 
  

Office of Personnel Management 

To get information about the Federal Employee Health 
Benefits Program for current and retired Federal employees. 

1-888-767-6738 

TTY 1-800-878-5707 

  

Railroad Retirement Board (RRB) 

If you have benefits from the RRB, call them to change your 
address or name, check eligibility, enroll in Medicare, replace 
your Medicare card, and report a death. 

Local RRB office or 

1-877-772-5772 

    Quality Improvement Organization (QIO) 

To ask questions or report complaints about the quality of 

care for a Medicare-covered service or if you think your 
service is ending too soon.   Call 1-800-MEDICARE 

to get the telephone 
number for your QIO. 
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Medicare 

Part A and 

Part B (What's 

Covered) 

his section has information that can help you make informed 

health care decisions. It also explains what Medicare Part A 
and Part B cover and how to enroll. 

Section 1 includes information about the following: 

Part A (Hospital Insurance) 

What is it and signing up 

Covered Services 

Part B (Medical Insurance) 

What is it and signing up 

Covered Services 

What's NOT Covered by Part A and Part B? 

Preventive Services Checklist 
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What Services Does Medicare Cover? oe 

Medicare covers certain medical services and supplies in hospitals, 

doctors’ offices, and other health care settings. Services are either covered 
under Medicare Part A (Hospital Insurance) or Medicare Part B (Medical 

Insurance). If you have both Part A and Part B, you can get all of the 

Medicare-covered services listed here, no matter what type of Medicare 

coverage you choose. 

See pages 19-20 for a list of services covered by Part A and some of 
the conditions you must meet. See pages 26-38 for the Part B-covered 
services list. 

What Is Part A (Hospital Insurance)? 
Part A helps cover the following: 

= Inpatient care in hospitals (such as critical access hospitals, inpatient 
rehabilitation facilities, and long-term care hospitals) 

=» Inpatient care in a skilled nursing facility (not custodial or long-term 
care) 

= Hospice care services = 

» Home health care services 

=» Inpatient care in a Religious Nonmedical Health Care Institution 

(Medicare will only cover the non-medical, non-religious health care 
items and services in this type of facility for people who qualify for 

hospital or skilled nursing facility care but for whom medical care isn’t 

in agreement with their religious beliefs.) 

Blue words You usually don’t pay a monthly premium for Part A coverage if you or 
inthe text your spouse paid Medicare taxes while working. 
are defined g es : , rs 

on pages If you arent eligible for premium-free Part A, you may be able to buy 

115-118. Part A if you meet one of the following conditions: 

= You are age 65 or older, and you are entitled to (or enrolling in) Part B 
and meet the citizenship or residency requirements. 

= You are under age 65, disabled, and your premium-free Part A coverage 

ended because you returned to work. 

Call Social Security at 1-800-772-1213 for more information about the 

Part A premium. TTY users should call 1-800-325-0778. & 

Note: The premium amount for people who buy Part A is on page 119.  
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What Is Part A (Hospital Insurance)? (continued) 
In most cases, if you choose to buy Part A, you must also have Part B 

and pay monthly premiums for both. If you have limited income and 

resources, your state may help you pay for Part A and/or Part B. 
See page 83. 
  

1-800-MEDICARE (1-800-633-4227) 
NAME OF BENEFICIARY ; 4 
JANE DOE 

MEDICARE CLAM RUMBER 

000-00-0000-A 
IS ENTITLED TO 
HOSPITAL 
MEDICAL 

SIGN 

You can find out if you have Part A by 

looking at your Medicare card. 

Note: Keep this card safe. If you have 

Original Medicare, you will use this card 
to get your Medicare-covered services. If 

you join a Medicare plan, you must use the 

card from the plan to get your Medicare- 
covered services. 

Sex 
FEMALE 

EFFECTIVE DATE 
{PART A) 07-01-1986 
(PART B) 07-01-1986     

Is Your Medicare Card Lost or Damaged? 

To order a new card, call Social Security at 1-800-772-1213, or visit 

www.socialsecurity.gov. TTY users should call 1-800-325-0778. If you 
get benefits from the Railroad Retirement Board (RRB), visit 

www.rrb.gov, and select “Benefit Online Services,” or call the RRB at 
1-877-772-5772. 

Signing Up for Part A 

Many People Automatically Get Part A 

If you get benefits from Social Security or the Railroad Retirement 

Board (RRB), you automatically get Part A starting the first day of 

the month you turn age 65. If you are under age 65 and disabled, you 

automatically get Part A after you get disability benefits from Social 

Security or certain disability benefits from the RRB for 24 months. 
You will get your Medicare card in the mail 3 months before your 65 
birthday or your 25% month of disability. 

If you have ALS (Amyotrophic Lateral Sclerosis, also called Lou 
Gehrig's disease), you automatically get Part A the month your 
disability benefits begin.  
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Signing Up for Part A (continued) 0 

Some People Need to Sign Up for Part A 

If you aren’t getting Social Security or RRB benefits (for instance, because 
you are still working), you will need to sign up for Part A (even if you are 
eligible to get it premium-free). You should contact Social Security 
3 months before you turn age 65. If you worked for a railroad, contact 
the RRB to sign up. 

Blue words 

in the text 

are defined 
on pages = Initial Enrollment Period—When you are first eligible for Medicare. 
115-118. (This is a 7-month period that begins 3 months before the month you 

turn age 65, includes the month you turn age 65, and ends 3 months 
after the month you turn age 65.) 

= General Enrollment Period—Between January 1-March 31 each year. 
Your coverage will begin July 1. You may have to pay a higher premium 
for late enrollment. See below. 

If you need to sign up for Part A, you can sign up during the 
following times: 

= Special Enrollment Period—If you or your spouse (or family member 
if you are disabled) is currently working, and you are covered by a 
group health plan through the employer or union. See page 22. 

= Special Enrollment Period for International Volunteers—If you are 
serving as a volunteer in a foreign country. See page 22. 

If you aren't eligible for premium-free Part A, you may be able to buy 
it. However, if you don't buy Part A when you are first eligible, your 
monthly premium may go up 10%. You will have to pay the higher 
premium for twice the number of years you could have had Part A, but 
didn’t join. For example, if you were eligible for Part A, but didn’t join for 
2 years, you will have to pay the higher premium for 4 years. You don’t 
have to pay a penalty if you are eligible for a special enrollment period. 

For more information on Part A, call Social Security, or visit 
www.socialsecurity.gov. If you get benefits from the RRB, call 
1-877-772-5772. 

If you have End-Stage Renal Disease (ESRD), different rules apply. Visit 

your local Social Security office, or call Social Security at 1-800-772-1213 

to sign up for Part A. TTY users should call 1-800-325-0778. For more 

information, visit www.medicare.gov/Publications/Pubs/pdf/10128.pdf 

to view the booklet, “Medicare Coverage of Kidney Dialysis and Kidney 
Transplant Services.”  
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® Part A-Covered Services 
  

Blood In most cases, the hospital gets blood from a blood bank at 
no charge, and you won't have to pay for it or replace it. If the 
hospital has to buy blood for you, you must either pay the 

hospital costs for the first 3 units of blood you get in a calendar 
year or have the blood donated by you or someone else. 
  

Home 

Health 

Services 

Limited to medically-necessary part-time or intermittent skilled 
nursing care, or physical therapy, speech-language pathology, or 

a continuing need for occupational therapy. A doctor must order 
your care, and a Medicare-certified home health agency must 

provide it. Home health services may also include medical social 

services, part-time or intermittent home health aide services, 

durable medical equipment (see page 30), and medical supplies 

for use at home. You must be homebound, which means that 
leaving home is a major effort. 
  

Hospice 

Care 

    
For people with a terminal illness. Your doctor must certify that 

you are expected to live 6 months or less. Coverage includes 
drugs for pain relief and symptom management; medical, 

nursing, and social services; and other covered services as 

well as services Medicare usually doesn’t cover, such as grief 

counseling. A Medicare-approved hospice usually gives hospice 
care in your home or other facility like a nursing home. Hospice 

care doesn't include room and board unless the hospice medical 

team determines that you need short-term inpatient stays for 

pain and symptom management that can’t be addressed in the 
home. These stays must be in a Medicare-approved facility, 

such as a hospice facility, hospital, or skilled nursing facility. 

Medicare also covers inpatient respite care which is care you get 

in a Medicare-approved facility so that your usual caregiver can 

rest. You can stay up to 5 days each time you get respite care. 

Medicare will pay for covered services for health problems that 

aren't related to your terminal illness. You can continue to get 

hospice care as long as the hospice medical director or hospice 

doctor recertifies that you are terminally ill.     

Copayments, coinsurance, and deductibles may apply for each service. See 
& page 120 for specific costs and other information about these services. 

19 
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Part A-Covered Services 
  

Hospital 

Stays 

(Inpatient) 

Includes semi-private room, meals, general nursing, drugs as 

part of your inpatient treatment, and other hospital services and 

supplies. Examples include inpatient care you get in acute care 

hospitals, critical access hospitals, inpatient rehabilitation facilities, 
long-term care hospitals, inpatient care as part of a qualifying 

clinical research study, and mental health care. This doesn’t 
include private-duty nursing, a television or telephone in your 

room (if there is a separate charge for these items), or personal 
care items like razors or slipper socks. It also doesn’t include a 

private room, unless medically necessary. If you have Part B, it 

covers the doctor's services you get while you are in a hospital. 
  

Skilled 

Nursing 

Facility 

Care     
Includes semi-private room, meals, skilled nursing and 

rehabilitative services, and other services and supplies after a 3-day 

minimum inpatient hospital stay for a related illness or injury. 
An inpatient stay begins the day you are formally admitted with a 

doctor’s order to a hospital. To qualify for care in a skilled nursing 

facility, your doctor must certify that you need daily skilled care 
like intravenous injections or physical therapy. Medicare doesn’t 

cover long-term care or custodial care in this setting. 
  

Copayments, coinsurance, and deductibles may apply for each service. See 

page 120 for specific costs and other information about these services. 

If you join a Medicare Advantage Plan (like an HMO or PPO) or have other 

insurance (like a Medigap policy, or employer or union coverage), your 

costs may be different. Contact the plans you are interested in to find out 
about the costs. 

  
 



Blue words 

in the text 

are defined 

on pages 

115-118. 
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What Is Part B (Medical Insurance)? 
Part B helps cover medically-necessary services like doctors’ services, 

outpatient care, home health services, and other medical services. 

Part B also covers some preventive services. You can find out if you 
have Part B by looking at your Medicare card. 

How Much Does It Cost? 

You pay the Part B premium each month. Most people will pay the 

standard premium amount. However, if your modified adjusted gross 
income as reported on your IRS tax return from 2 years ago is above a 

certain amount, you may pay more. 

Your modified adjusted gross income is your adjusted gross income 

plus your tax exempt interest income. Social Security will notify you if 

you have to pay more than the standard premium. If you have to pay a 
higher amount for your Part B premium and you disagree (even if you 

get RRB benefits), call Social Security at 1-800-772-1213. TTY users 
should call 1-800-325-0778. 

See page 119 to find out if your Part B premium will be higher based 
on your income. 

If you don't sign up for Part B when you are first eligible, you may have 
to pay a late enrollment penalty. See page 23. 

If you have limited income and resources, see page 83 for 

information about help paying your Medicare premiums. 

See page 121 for other Part B costs. 

How You Get Part B 

If you get benefits from Social Security or the Railroad Retirement 

Board (RRB), in most cases, you will automatically get Part B starting 

the first day of the month you turn age 65. If your birthday is on the 

first day of the month, your Part B will start the first day of the prior 
month. If you are under age 65 and disabled, you will automatically get 

Part B after you get disability benefits from Social Security or certain 

disability benefits from the RRB for 24 months. You will get your 

Medicare card in the mail about 3 months before your 65 birthday 

or your 25 month of disability. If you don’t want Part B, follow the 

instructions that come with the card, and send the card back. If you 
keep the card, you keep Part B and will pay Part B premiums.  
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How You Get Part B (continued) 
If you have ALS (Amyotrophic Lateral Sclerosis, also called Lou 
Gehrig's disease), you automatically get Part B the month your 

disability benefits begin. 

When Can You Sign Up for Part B? 
If you didn't sign up for Part B when you first became eligible, you 

may be able to sign up during one of these times: 

= General Enrollment Period—Between January 1-March 31 each 
year. Your coverage will begin on July 1. You may have to pay a 
late enrollment penalty. 

= Special Enrollment Period—If you wait to sign up for Part B 
because you or your spouse is currently working, and you are 

covered by a group health plan based on that work, or if you are 

disabled and you or a family member is working, and you are 
covered by a group health plan based on that work. You can sign 

up for Part B anytime while you have group health plan coverage 

based on current employment or during the 8-month period that 
begins the month after the employment ends, or the group health 

plan coverage ends, whichever happens first. If you have COBRA 
coverage, you must enroll during the 8-month period that begins 

the month after the employment ends. This Special Enrollment 
Period doesn’t apply to people with End-Stage Renal Disease 
(ESRD). 

= Special Enrollment Period for International Volunteers—If 

you waited to sign up for Part B because you had health 

insurance while volunteering outside of the U.S. for a tax exempt 

organization for at least a year. You can sign up during the 

6-month period that begins the first month that any one of the 

following happens: 

1. You are no longer volunteering outside the U.S. 

2. The sponsoring organization is no longer tax exempt. 

3. You no longer have health insurance coverage outside the 
118,  
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When Can You Sign Up for Part B? (continued) 
If you have Medicare because of End-Stage Renal Disease (ESRD), 

you can sign up for Part B when you sign up for Part A. See page 18. 

If you delay signing up for Part B, you can only get it during 

the general enrollment period, and you may have to pay a late 
enrollment penalty. 

If you live in Puerto Rico, and you want Part B, you will need to 

sign up for it. Contact your local Social Security office for more 
information. 

If you aren't getting Social Security or RRB benefits, and you want 

to get Part B, you will need to sign up for Part B during your initial 

enrollment period (the 7-month period that begins 3 months before 

the month you turn age 65, includes the month you turn age 65, and 
ends 3 months after the month you turn age 65). 

If you don’t sign up for Part B when you are first eligible, you 

may have to pay a late enrollment penalty for as long as you 

have Medicare. Your monthly premium for Part B may go up 
10% for each full 12-month period that you could have had 

Part B, but didnt sign up for it. Usually, you don't pay a late 

enrollment penalty if you sign up for Part B during a special 
enrollment period. 

Note: If you are age 65 or older, after you sign up for Part B, you 

have a 6-month Medigap open enrollment period which gives you a 

guaranteed right to buy a Medigap (Medicare Supplement Insurance) 

policy. Once this period starts, it can’t be delayed or replaced. See 
page 75. 

Call Social Security at 1-800-772-1213 for more information about 
your Medicare eligibility and to sign up for Part B. TTY users 

should call 1-800-325-0778. If you get RRB benefits, call the RRB at 
1-877-772-5772. For general information about enrolling, visit 

www.medicare.gov, and select “Find Out if You Are Eligible 
for Medicare and When You Can Enroll” You can also get free, 
personalized health insurance counseling from your State Health 

Insurance Assistance Program (SHIP). See pages 110-113 for the 
telephone number.  
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Medicare and TRICARE Coverage a 
If you have Medicare Part A and TRICARE (coverage for active-duty 

military or retirees and their families), you must have Part B to keep 

your TRICARE coverage. However, if you are an active-duty service 

member, or the spouse or dependent child of an active-duty service 
member, the following applies to you: 

= You don’t have to enroll in Part B to keep your TRICARE coverage 
while the service member is on active duty. 

= When the active-duty service member retires, you must enroll in 

Part B to keep your TRICARE coverage. 

= You can get Part B during a special enrollment period if you have 

Medicare because you are age 65 or older, or you are disabled. 

Note: If you are in a Medicare Advantage Plan or choose to join a plan, 
tell the plan that you have TRICARE, so your bills can be paid correctly. 

Part B and Employer or Union Coverage 
Having coverage through an employer (including the Federal Employee 
Health Benefits Program) or union while you or your spouse is still = 

working can affect your Part B enrollment rights. You should contact 

your employer or union benefits administrator to find out how your 
insurance works with Medicare and if it would be to your advantage to 
delay Part B enrollment. 

When the employment ends, three things happen: 

1. You may get a chance to elect COBRA coverage, which continues 

your health coverage through the employer’s plan (in most cases for 

only 18 months) and probably at a higher cost to you. 

. You may get a special enrollment period to sign up for Part B 

without a penalty. This period will run for 8 months and begins the 

month after your employment ends. This period will run whether 

or not you elect COBRA. If you elect COBRA, don’t wait until 

your COBRA ends to enroll in Part B. If you enroll in Part B after 

the 8-month special enrollment period, you may have to pay a late 

enrollment penalty. 

. When you sign up for Part B, you have a 6-month Medigap open 

enrollment period which gives you a guaranteed right to buy a 

Medigap (Medicare Supplement Insurance) policy. Once this period 

starts, it can’t be delayed or repeated. See page 75.  
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Part B-Covered Services 
There are two kinds of Part B-covered services: 

Medically-necessary services—Services or supplies that are needed 

to diagnose or treat your medical condition and that meet accepted 
standards of medical practice. 

Preventive services—Health care to prevent illness or detect it at an 

early stage, when treatment is most likely to work best (for example, 
Pap tests, flu shots, and colorectal cancer screenings). 

Use the chart on page 40 to talk to your doctor or other health care 

provider about Medicare's preventive services, and ask which services 
you need. 

You will see this symbol next to the preventive services on the 
following pages. 

Pages 26-38 include an alphabetical list of common services that 

Medicare Part B covers. To find out if Medicare covers a service not on 

this list, visit www.medicare.gov, and select “Find Out What Medicare 

Covers, or call 1-800-MEDICARE (1-800-633-4227). TTY users 

should call 1-877-486-2048. 

What You Pay 
Costs for Part B services depend on whether you have Original 

Medicare or are in a Medicare health plan. The charts on the following 

pages give general information about what you must pay if you have 

Original Medicare. For some services, there are no costs, but you may 
have to pay for the visit to the doctor. If the Part B deductible applies, 

you must pay all costs until you meet the yearly Part B deductible 

before Medicare begins to pay its share. See page 121 for the Part B 
deductible amount. Then, after your deductible is met, you typically 

pay 20% of the Medicare-approved amount of the service. You can save 

money if you choose doctors or providers who accept assignment. See 

page 47. You also may be able to save money on your Medicare costs if 
you have limited income and resources. See pages 78-84. 

If you join a Medicare Advantage Plan (like an HMO or PPO) 

or have other insurance (like a Medigap policy, or employer or 

union coverage), your costs may be different. Contact the plans 
you are interested in to find out about the costs.  
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Part B-Covered Services 
  

Abdominal A one-time screening ultrasound for people at risk. Medicare 
Aortic only covers this screening if you get a referral for it as a result 

Aneurysm of your one-time “Welcome to Medicare” physical exam. See 

Screening “Physical Exam.” You pay 20% of the Medicare-approved amount 

for the doctor’ services. In a hospital outpatient setting, you pay 
a copayment. 
  

Ambulance Emergency ground transportation when you need to be 

Services transported to a hospital or skilled nursing facility for 

medically-necessary services, and transportation in any 

other vehicle could endanger your health. Medicare will pay 

for transportation in an airplane or helicopter if you require 

immediate and rapid ambulance transportation that ground 

transportation can’t provide. 

In some cases, Medicare may pay for limited non-emergency 

transportation if you have orders from your doctor. Medicare 
will only cover services to the nearest appropriate medical 

facility that is able to give you the care you need. You pay 20% 

of the Medicare-approved amount, and the Part B deductible 
applies. 
  

Ambulatory Facility fees for approved surgical procedures provided in an 

Surgical ambulatory surgical center (facility where surgical procedures 

Centers are performed, and the patient is released within 24 hours). 

You pay 20% of the Medicare-approved amount (except for 

screening flexible sigmoidoscopies and screening colonoscopies, 

for which you pay 25%), and the Part B deductible applies. You 

pay all facility charges for procedures Medicare doesn’t allow in 

ambulatory surgical centers. 
  

In most cases, the provider gets blood from a blood bank 

at no charge, and you won't have to pay for it or replace it. 

However, you will pay a copayment for the blood processing and 

handling services for every unit of blood you get, and the Part B 

deductible applies. If the provider has to buy blood for you, you 
must either pay the provider costs for the first 3 units of blood 

you get in a calendar year or have the blood donated by you or 
someone else. 

You pay a copayment for additional units of blood you get as an 

outpatient (after the first 3), and the Part B deductible applies.         

Part B deductible and coinsurance amounts are on page 121.  
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@ Part B-Covered Services 

Bone Mass Helps to see if you are at risk for broken bones. This service 

Measurement is covered once every 24 months (more often if medically 

(Bone Density) necessary) for people who have certain medical conditions or 

meet certain criteria. You pay 20% of the Medicare-approved 

amount, and the Part B deductible applies. In a hospital 

outpatient setting, you pay a copayment. 

  

  

NEW Medicare covers comprehensive programs that include 
exercise, education, and counseling for patients who meet 

certain conditions with a doctor's referral. Medicare also covers 

intensive cardiac rehabilitation programs that are typically 

more rigorous or more intense than cardiac rehabilitation 

programs. You pay 20% of the Medicare-approved amount if 

you get the services in a doctor’ office. In a hospital outpatient 

setting, you pay a copayment. 

Cardiac 

Rehabilitation 

  

Cardiovascular Helps detect conditions that may lead to a heart attack or 

Screenings stroke. This service is covered every 5 years to test your 

cholesterol, lipid, and triglyceride levels. No cost for the test, 

but you generally have to pay 20% of the Medicare-approved 
amount for the doctor’ visit. 
  

Chiropractic Helps correct a subluxation (when one or more of the bones 

Services (limited) of your spine move out of position) using manipulation of the 

spine. You pay 20% of the Medicare-approved amount, and 

the Part B deductible applies. Note: You pay all costs for any 

services or tests ordered by a chiropractor. 
  

Clinical Laboratory | Includes certain blood tests, urinalysis, some screening tests, 

Services and more. No cost to you. 
  

Clinical Research Clinical research studies test different types of medical care, 

Studies like how well a cancer drug works. They help doctors and 

researchers see if the new care works and if it’s safe. Medicare 

covers some costs, like doctor visits and tests, in qualifying 

clinical research studies. You pay 20% of the Medicare- 

approved amount, and the Part B deductible applies.         

Part B deductible and coinsurance amounts are on page 121. 

Medicare may cover some services and tests more often than the timeframes 
tH listed if needed to diagnose a condition.  
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Part B-Covered Services 
  

Colorectal To help find precancerous growths and help prevent or find 
Cancer cancer early, when treatment is most effective. One or more of 

Screenings the following tests may be covered. Talk to your doctor. 

=» Fecal Occult Blood Test—Once every 12 months if age 50 or 

older. No cost for the test, but you generally have to pay 20% of 

the Medicare-approved amount for the doctors visit. 

= Flexible Sigmoidoscopy—Generally, once every 48 months 

if age 50 or older, or 120 months after a previous screening 

colonoscopy for those not at high risk. You pay 20% of the 

Medicare-approved amount for the doctor’s services. In a 

hospital outpatient setting, you pay a copayment. 

= Colonoscopy—Generally once every 120 months (high risk 

every 24 months) or 48 months after a previous flexible 
sigmoidoscopy. No minimum age. You pay 20% of the 

Medicare-approved amount for the doctor’ services. In a 

hospital outpatient setting, you pay a copayment. 

= Barium Enema—Once every 48 months if age 50 or older (high 

risk every 24 months) when used instead of a sigmoidoscopy or 

colonoscopy. You pay 20% of the Medicare-approved amount 

for the doctor's services. In a hospital outpatient setting, you 

pay a copayment. 

Note: If you get a screening flexible sigmoidoscopy or screening 

colonoscopy in an outpatient hospital setting or an ambulatory 

surgical center, you pay 25% of the Medicare-approved amount. 
  

Defibrillator For some people diagnosed with heart failure. You pay 20% of 

(Implantable the Medicare-approved amount for the doctor’s services. You 

Automatic) pay a copayment but no more than the Part A hospital stay 

deductible (see page 120) if you get the device as a hospital 

outpatient. The Part B deductible applies.         

Part B deductible and coinsurance amounts are on page 121. 

Medicare may cover some services and tests more often than the timeframes 

listed if needed to diagnose a condition.  
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& Part B-Covered Services 

Diabetes Checks for diabetes. Medicare covers these screenings 

Screenings if you have any of the following risk factors: high blood 

pressure (hypertension), history of abnormal cholesterol and 

triglyceride levels (dyslipidemia), obesity, or a history of high 

blood sugar (glucose). Tests are also covered if you answer 

yes to two or more of the following questions: 

  

= Are you age 65 or older? 

= Are you overweight? 

= Do you have a family history of diabetes (parents, siblings)? 

= Do you have a history of gestational diabetes (diabetes 

during pregnancy), or did you deliver a baby weighing 

more than 9 pounds? 

Based on the results of these tests, you may be eligible for up 

to two diabetes screenings every year. No cost for the test, 

but you generally have to pay 20% of the Medicare-approved 

amount for the doctor’ visit. 
  

Diabetes For people with diabetes. Your doctor or other health care 
Self-Management | provider must provide a written order. You pay 20% of the 

Training Medicare-approved amount, and the Part B deductible 
applies. 
  

Diabetes Supplies | Including blood sugar testing monitors, blood sugar test 
strips, lancet devices and lancets, blood sugar control 

solutions, and therapeutic shoes (in some cases). Insulin is 

covered only if used with an insulin pump. You pay 20% of 

the Medicare-approved amount, and the Part B deductible 
applies. 

Note: Insulin and certain medical supplies used to inject 

insulin, such as syringes, may be covered by Medicare 

prescription drug coverage (Part D).         

Part B deductible and coinsurance amounts are on page 121.  
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Part B-Covered Services 
  

Doctor 

Services 

Services that are medically necessary (includes outpatient and 

some doctor services you get when you are a hospital inpatient) 

or covered preventive services. Doesn't cover routine physicals 

except for the one-time “Welcome to Medicare” physical exam. 

See “Physical Exam.” You pay 20% of the Medicare-approved 

amount, and the Part B deductible applies. 
  

Durable 

Medical 

Equipment 

(like walkers) 

Items such as oxygen equipment and supplies, wheelchairs, 

walkers, and hospital beds your doctor orders for use in the 

home. You pay 20% of the Medicare-approved amount, and the 

Part B deductible applies. You must get your covered equipment 

or supplies from a supplier enrolled in Medicare. You should 

also check if the supplier is a participating supplier. Participating 

suppliers must accept assignment (see page 47), and your 
out-of-pocket costs may be less. 
  

NEW 

EKG Screening 

Medicare covers a one-time screening EKG if you get a referral 

for it as a result of your one-time “Welcome to Medicare” 

physical exam. See “Physical Exam.” You pay 20% of the 

Medicare-approved amount, and the Part B deductible applies. 

An EKG is also covered as a diagnostic test. See page 37. 
  

Emergency 

Department 

Services 

When you believe your health is in serious danger. You may have 

a bad injury, a sudden illness, or an illness that quickly gets much 

worse. You pay a specified copayment for the hospital emergency 

department visit, and you pay 20% of the Medicare-approved 

amount for the doctor’ services. The Part B deductible applies. 
  

Eye Exams for 
People with 

Diabetes 

Checks for diabetic retinopathy once every 12 months by an eye 

doctor who is legally allowed by the state to do the test. You pay 

20% of the Medicare-approved amount for the doctor’s services, 

and the Part B deductible applies. In a hospital outpatient setting, 

you pay a copayment. 
  

Eyeglasses 

(limited)     One pair of eyeglasses with standard frames (or one set of 

contact lenses) after cataract surgery that implants an intraocular 

lens. You pay 20% of the Medicare-approved amount, and the 

Part B deductible applies. 
  

Part B deductible and coinsurance amounts are on page 121.    
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® Part B-Covered Services 

Federally- Includes many outpatient primary care and preventive services 

Qualified Health = you get through certain community-based organizations. 

Center Services | You pay 20% of the Medicare-approved amount. 

  

  

Flu Shots Helps prevent influenza or flu virus. Covered once a flu season 

in the fall or winter. You need a flu shot for the current virus 

each year. No cost to you for the flu shot if the doctor accepts 
assignment for giving the shot. 
  

Foot Exams and | If you have diabetes-related nerve damage and/or meet certain 

Treatment conditions. You pay 20% of the Medicare-approved amount, 

and the Part B deductible applies. In a hospital outpatient 

setting, you pay a copayment. 
  

Glaucoma Tests | Helps find the eye disease glaucoma. Covered once every 

12 months for people at high risk for glaucoma. You are 

considered high risk for glaucoma if you have diabetes, a 

family history of glaucoma, are African-American and age 50 

or older, or are Hispanic and age 65 or older. An eye doctor 

who is legally authorized by the state must do the tests. 

You pay 20% of the Medicare-approved amount, and the Part B 

deductible applies for the doctor’s visit. In a hospital outpatient 
setting, you pay a copayment. 
  

Hearing and If your doctor orders it to see if you need medical treatment. 
Balance Exams You pay 20% of the Medicare-approved amount, and the Part B 

deductible applies. In a hospital outpatient setting, you pay a 
copayment. 

Note: Medicare doesn’t cover hearing aids and exams for 
fitting hearing aids. 
  

Hepatitis B Helps protect people from getting Hepatitis B. This is covered 

Shots for people at high or medium risk for Hepatitis B. Your risk 

for Hepatitis B increases if you have hemophilia, End-Stage 
Renal Disease (ESRD), or a condition that increases your 

risk for infection. Other factors may increase your risk for 
Hepatitis B, so check with your doctor. You pay 20% of the 

Medicare-approved amount for shots given in a doctor’ office, 

and the Part B deductible applies. You pay a copayment for a 

Hepatitis B shot given in a hospital outpatient setting.         

Part B deductible and coinsurance amounts are on page 121.  
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Part B-Covered Services 
  

NEW Starting December 8, 2009, Medicare covers HIV screening for 
people with Medicare who are pregnant and people at increased 

risk for the infection, including anyone who asks for the test. 

Medicare covers this test once every 12 months or up to 3 times 

during a pregnancy. There is no cost for the test, but you generally 

have to pay 20% of the Medicare-approved amount for the 

doctor's visit. 

HIV Screening 

  

Home Health Limited to medically-necessary part-time or intermittent skilled 

Services nursing care, or physical therapy, speech-language pathology, or 

a continuing need for occupational therapy. A doctor must order 

it, and a Medicare-certified home health agency must provide it. 

Home health services may also include medical social services, 

part-time or intermittent home health aide services, durable 

medical equipment, and medical supplies for use at home. 

You must be homebound, which means that leaving home is 

a major effort. No cost to you for home health services. For 

Medicare-covered durable medical equipment, you pay 20% of the 

Medicare-approved amount, and the Part B deductible applies. 
  

Kidney Dialysis | For people with End-Stage Renal Disease (ESRD). Medicare 

Services and covers dialysis either in a facility or at home when your doctor 

Supplies orders it. You pay 20% of the Medicare-approved amount, and the 
Part B deductible applies. 
  

NEW Medicare may cover kidney disease education services if you have 

kidney disease, and your doctor refers you for the service. You pay 

20% of the Medicare-approved amount, and the Part B deductible 
applies. 

Kidney Disease 
Education 

Services 
  

Mammograms | A type of X-ray to check women for breast cancer before 

(screening) they or their doctor may be able to find it. Medicare covers 

screening mammograms once every 12 months for all women 

with Medicare age 40 and older. Medicare covers one baseline 

mammogram for women between ages 35-39. You pay 20% of the 

Medicare-approved amount.         

Part B deductible and coinsurance amounts are on page 121. 

Medicare may cover some services and tests more often than the timeframes 
listed if needed to diagnose a condition.  



Section 1—Medicare Part A and Part B (What's Covered) 33 

8 Part B-Covered Services 

Medical Medicare may cover medical nutrition therapy and certain related 
Nutrition services if you have diabetes or kidney disease, or you have had 

Therapy a kidney transplant in the last 36 months, and your doctor refers 

Services you for the service. You pay 20% of the Medicare-approved 
amount, and the Part B deductible applies. 

  

  

Mental To get help with mental health conditions such as depression, 

Health Care anxiety, or substance abuse. Includes services generally given 

(outpatient) outside a hospital or in a hospital outpatient setting, including 

visits with a doctor, psychiatrist, clinical psychologist, or clinical 

social worker, and lab tests. Certain limits and conditions apply. 

What you pay will depend on whether you are being diagnosed 

and monitored or whether you are getting treatment. 

= For visits to a doctor or other health care provider to diagnose 

your condition, or to monitor or change your prescriptions, you 

pay 20% of the Medicare-approved amount. 

=» For outpatient treatment of your condition (such as counseling 

or psychotherapy), you pay 45% in 2010 (which is lower than 

in 2009) of the Medicare-approved amount. This coinsurance 

amount will continue to decrease over the next 4 years. In a 

hospital outpatient setting, you pay a copayment. 

The Part B deductible applies for both visits to diagnose or 

monitor your condition as well as treatment. 

Note: Inpatient mental health care is covered under Part A 

hospital stays. See page 20. 

you used to enjoy, feel dependent on drugs or alcohol, or have 

ib Talk to your doctor if you feel sad, have little interest in things 

thoughts about ending your life. 
  

Non-doctor Medicare covers services provided by non-doctors, such as 

Services physician assistants and nurse practitioners. You pay 20% of the 

Medicare-approved amount, and the Part B deductible applies. 
  

Occupational Evaluation and treatment to help you return to usual activities 

Therapy (such as dressing or bathing) after an illness or accident when 

your doctor certifies you need it. There may be limits on physical 

therapy, occupational therapy, and speech-language pathology 

services and exceptions to these limits. You pay 20% of the 

Medicare-approved amount, and the Part B deductible applies.         

Part B deductible and coinsurance amounts are on page 121.  
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Part B-Covered Services 
  

Outpatient Services you get as an outpatient as part of a doctor’s care. You pay 
Hospital 20% of the Medicare-approved amount for the doctor’s services. You 

Services may pay more for a doctor's care in a hospital outpatient setting than 

you will pay for the same care in a doctor’ office. You pay a specified 

copayment for each service you get in an outpatient hospital setting. 

The copayment can’t be more than the Part A hospital stay deductible. 

See page 120. The Part B deductible applies. 
  

Outpatient For approved procedures (like X-rays, a cast, or stitches). You pay 20% 
Medical and of the Medicare-approved amount for the doctor’s services. You pay a 

Surgical copayment for each service you get in an outpatient hospital setting. 

Services and For each service, this amount can’t be more than the Part A hospital 

stay deductible. See page 120. The Part B deductible applies, and you 

pay all charges for items or services that Medicare doesn’t cover. 
Supplies 

  

Pap Tests and Checks for cervical, vaginal, and breast cancers. Medicare covers 

Pelvic Exams these screening tests once every 24 months, or once every 12 months 

(includes clinical | for women at high risk, and for women of child-bearing age who 

breast exam) have had an exam that indicated cancer or other abnormalities in the 

past 3 years. No cost to you for the Pap lab test. You pay 20% of the 

Medicare-approved amount for Pap test specimen collection, and 

pelvic and breast exams. If the pelvic exam was provided in a hospital 
outpatient setting, you pay a copayment. 
  

Physical Exam A one-time review of your health, and education and counseling 

(one-time about preventive services, including certain screenings, shots, and 

“Welcome referrals for other care if needed. Medicare will cover this exam if 
to Medicare” you get it within the first 12 months you have Part B. You pay 20% 

of the Medicare-approved amount. In a hospital outpatient setting, 

you pay a copayment. When you make your appointment, let your 

doctor's office know that you would like to schedule your “Welcome 
to Medicare” physical exam. 

physical exam) 

  

Physical Evaluation and treatment for injuries and diseases that change your 

Therapy ability to function when your doctor certifies your need for it. 

There may be limits on these services and exceptions to these limits. 

You pay 20% of the Medicare-approved amount, and the Part B 
deductible applies.         

Part B deductible and coinsurance amounts are on page 121.  
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é Part B-Covered Services 

Pneumococcal | Helps prevent pneumococcal infections (like certain types of 
Shot pneumonia). Most people only need this preventive shot once 

in their lifetime. Talk with your doctor. No cost if the doctor or 

supplier accepts assignment for giving the shot. 

  

  

Prescription Includes a limited number of drugs such as injections you get in 
Drugs (limited) | a doctor’ office, certain oral cancer drugs, drugs used with some 

types of durable medical equipment (like a nebulizer or infusion 

pump) and under very limited circumstances, certain drugs you 
get in a hospital outpatient setting. You pay 20% of the Medicare- 

approved amount for these covered drugs. If the covered drugs you 

get in a hospital outpatient setting are part of the service you get, 

you pay the copayment for the services. However, if you get other 

types of drugs in a hospital outpatient setting, what you pay depends 

on whether you have Part D or other prescription drug coverage, 

whether your drug plan covers the drug, and whether the hospital 

is in your drug plan's network. Contact your prescription drug plan 

to find out what you pay for drugs you get in a hospital outpatient 

setting. Keep in mind that under Part B, you pay 100% for most 

prescription drugs, unless you have Part D or other drug coverage. 

See page 69 for more information. 
  

Prostate Cancer = Helps detect prostate cancer. Medicare covers a digital rectal 
Screenings exam and Prostate Specific Antigen (PSA) test once every 12 

months for all men with Medicare over age 50. You pay 20% of 

the Medicare-approved amount, and the Part B deductible applies 

for the doctor's visit. In a hospital outpatient setting, you pay a 

copayment. You pay nothing for the PSA test. 
  

Prosthetic/ Including arm, leg, back, and neck braces; artificial eyes; artificial 

Orthotic Items limbs (and their replacement parts); some types of breast prostheses 

(after mastectomy); and prosthetic devices needed to replace an 

internal body part or function (including ostomy supplies, and 

parenteral and enteral nutrition therapy) when your doctor orders 

it. For Medicare to cover your prosthetic or orthotic, you must 

go to a supplier that is enrolled in Medicare. You pay 20% of the 
Medicare-approved amount, and the Part B deductible applies.         

Part B deductible and coinsurance amounts are on page 121.  
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Part B-Covered Services 
  

NEW 

Pulmonary 

Rehabilitation 

Medicare covers a comprehensive program of pulmonary 

rehabilitation if you have moderate to very severe chronic 

obstructive pulmonary disease (COPD) and have a referral 

for pulmonary rehabilitation from the doctor treating your 

chronic respiratory disease. You pay 20% of the Medicare- 

approved amount if you get the service in a doctor’s office. 

You pay a copayment per session if you get the service in a 

hospital outpatient setting. 
  

Rural Health 

Clinic Services 

Includes many outpatient primary care services. You pay 

20% of the amount charged, and the Part B deductible 

applies. 
  

Second Surgical 
Opinions 

Covered in some cases for surgery that isn’t an emergency. 

In some cases, Medicare covers third surgical opinions. You 

pay 20% of the Medicare-approved amount, and the Part B 

deductible applies. 
  

Smoking 

Cessation 

(counseling to 
stop smoking) 

Includes up to 8 face-to-face visits in a 12-month period 

if you are diagnosed with an illness caused or complicated 

by tobacco use, or you take a medicine that is affected by 

tobacco. You pay 20% of the Medicare-approved amount, 

and the Part B deductible applies. In a hospital outpatient 
setting, you pay a copayment. 
  

Speech-Language 
Pathology 

Services 

Evaluation and treatment given to regain and strengthen 

speech and language skills including cognitive and 

swallowing skills when your doctor certifies your need for it. 

There may be limits on these services and exceptions to these 

limits. You pay 20% of the Medicare-approved amount, and 

the Part B deductible applies. 
  

Surgical Dressing 
Services     For treatment of a surgical or surgically-treated wound. You 

pay 20% of the Medicare-approved amount for the doctor’ 

services. You pay a fixed copayment for these services 

when you get them in a hospital outpatient setting. You pay 

nothing for the supplies. The Part B deductible applies. 
  

Part B deductible and coinsurance amounts are on page 121.    
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8 Part B-Covered Services 

Telehealth Includes a limited number of medical or other health services, 

like office visits and consultations provided using an interactive 

two-way telecommunications system (like real-time audio and 

video) by an eligible provider who is at a location different 

from the patients. Available in some rural areas, under certain 

conditions, and only if the patient is located at one of the 

following places: a doctor’s office, hospital, rural health clinic, 

federally-qualified health center, hospital-based dialysis facility, 

skilled nursing facility, or community mental health center. 

You pay 20% of the Medicare-approved amount, and the Part B 
deductible applies. 

  

  

Including X-rays, MRIs, CT scans, EKGs, and some other 

diagnostic tests. You pay 20% of the Medicare-approved amount, 

and the Part B deductible applies. See “Clinical Laboratory 

Services” on page 27 for other Part B-covered tests. If you get the 

test at a hospital as an outpatient, you pay a copayment that may 

be more than 20% of the Medicare-approved amount, but it can’t 

be more than the Part A hospital stay deductible. See page 120. 
  

Transplants and Including doctor services for heart, lung, kidney, pancreas, 

Immunosuppressive | intestine, and liver transplants under certain conditions and only 

Drugs in a Medicare-certified facility. Medicare covers bone marrow 

and cornea transplants under certain conditions. 

Immunosuppressive drugs are covered if Medicare paid for the 

transplant, or an employer or union group health plan that was 

required to pay before Medicare paid for the transplant. You must 

have been entitled to Part A at the time of the transplant, and you 

must be entitled to Part B at the time you get immunosuppressive 

drugs. You pay 20% of the Medicare-approved amount, and the 
Part B deductible applies. 

If you are thinking about joining a Medicare Advantage Plan and 

are on a transplant waiting list or believe you need a transplant, 

check with the plan before you join to make sure your doctors 

and hospitals are in the plan's network. Also, check the plan’s 
coverage rules for prior authorization. 

Note: Medicare drug plans (Part D) may cover 

immunosuppressive drugs, even if Medicare or an employer or 

union group health plan didn’t pay for the transplant.         

Part B deductible and coinsurance amounts are on page 121.  
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Part B-Covered Services 
  

Travel (health | Medicare generally doesn’t cover health care while you are 
care needed traveling outside the U.S. (the “U.S” includes the 50 states, the 

when traveling | District of Columbia, Puerto Rico, the Virgin Islands, Guam, 

outside the the Northern Mariana Islands, and American Samoa). 

United States) There are some exceptions including some cases where 
Medicare may pay for services that you get while on board a 

ship within the territorial waters adjoining the land areas of 

the U.S. In rare cases, Medicare may pay for inpatient hospital, 

doctor, or ambulance services you get in a foreign country in the 
following situations: 

(limited) 

1) If an emergency arose within the U.S. and the foreign hospital 

is closer than the nearest U.S. hospital that can treat your 
medical condition 

2) If you are traveling through Canada without unreasonable 

delay by the most direct route between Alaska and another 

state when a medical emergency occurs and the Canadian 

hospital is closer than the nearest U.S. hospital that can treat the 
emergency 

3) If you live in the U.S. and the foreign hospital is closer to your 

home than the nearest U.S. hospital that can treat your medical 

condition, regardless of whether an emergency exists 

You pay 20% of the Medicare-approved amount, and the Part B 
deductible applies. 
  

Urgently- To treat a sudden illness or injury that isn’t a medical 
Needed Care emergency. You pay 20% of the Medicare-approved amount for 

the doctor’ services, and the Part B deductible applies.         

Part B deductible and coinsurance amounts are on page 121. 
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What's NOT Covered by Part A and Part B? 
Medicare doesn’t cover everything. If you need certain services that 

Medicare doesn’t cover, you will have to pay out-of-pocket unless 

you have other insurance to cover the costs. Even if Medicare covers 

a service or item, you generally have to pay deductibles, coinsurance, 
and copayments. 

Items and services that Medicare doesn’t cover include, but aren’t 

limited to, long-term care (see page 100), routine dental care, 
dentures, cosmetic surgery, acupuncture, hearing aids, and exams for 
fitting hearing aids. 

To find out if Medicare covers a service you need, visit 

www.medicare.gov, and select “Find Out What Medicare Covers,’ 

or call 1-800-MEDICARE (1-800-633-4227). TTY users should call 

1-877-486-2048. 
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Preventive Services Checklist a 

Take this checklist to your doctor or other health care provider, and ask 
which preventive services are right for you. You can also keep track of 

your preventive services by visiting www.MyMedicare.gov. See page 107. 

  

Medicare-covered Preventive Service Details Notes 

on Page 

Abdominal Aortic Aneurysm 26 
Screening 

  

  

Bone Mass Measurement 27 
  

Cardiovascular Screenings 27 
  

Colorectal Cancer Screenings 28 

Fecal Occult Blood Test 28 

Flexible Sigmoidoscopy 28 

  

  

  

Colonoscopy 28 
  

Barium Enema 28 
  

Diabetes Screenings 29 
  

Diabetes Self-management Training 29 

EKG Screening 30 

Flu Shots 31 

Glaucoma Tests 31 

Hepatitis B Shots 31 

HIV Screening 32 

Mammogram (screening) 32 

  

  

  

  

  

  

  

Medical Nutrition Therapy Services 33 
  

Pap Test and Pelvic Exam 34 
(includes breast exam) 
  

Physical Exam (one-time “Welcome 34 
to Medicare” physical exam) 
  

Pneumococcal Shot 35 
  

Prostate Cancer Screenings 35 
      

Smoking Cessation 36 

(counseling to stop smoking)           
    

For some services, you will need to wait a full 12 or 24 months before getting the 
service again. See the page numbers listed for more information.  
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SECTION 2 | 

Your 

Medicare 

Choices 

Y have choices for how you get your Medicare health and 

prescription drug coverage. Before making any decisions, learn 

as much as you can about the types of coverage available to you. 

Section 2 includes information about the following: 

Decide How to Get Your Medicare 

Original Medicare 

Medicare Advantage Plans (Part C) 

Other Medicare Health Plans 

Medicare Prescription Drug Coverage (Part D) 

Who Pays First When You Have Other Insurance 

Medigap (Medicare Supplement Insurance) Policies 

This handbook has basic information. You will need more 

detailed information than this handbook provides to make a 

choice. See page 42 to get help with your Medicare decisions.  
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Blue words 

in the text 

are defined 

on pages 

115-118. 

Decide How to Get Your Medicare 

You can choose different ways to get your Medicare coverage. If you 

choose Original Medicare and you want drug coverage, you must 

join a Medicare Prescription Drug Plan (Part D). If you choose to 

join a Medicare Advantage Plan, the plan may include Medicare 
prescription drug coverage. In most cases, if you don’t make a 

choice, you will have Original Medicare. See the next page for more 
information about your coverage choices and the decisions you need 
to make. 

Note: If you have End-Stage Renal Disease (ESRD), you will usually 

get your health care through Original Medicare. See page 53 for 
more information. 

Each year you should review your health and prescription needs 

because your health, finances, or plan's coverage may have changed. 

If you decide other coverage will better meet your needs, you can 
switch plans during certain times. See pages 58 and 63. If you are 

satisfied with your current plan's coverage for the following year, you 
don’t need to change plans. 

Need Help Deciding? 

1. Visit www.medicare.gov, and select “Compare Health Plans 

and Medigap Policies in Your Area” or “Compare Medicare 
Prescription Drug Plans.” 

. Get free personalized counseling about choosing coverage. 

See pages 110-113 for the telephone number of your State Health 
Insurance Assistance Program (SHIP). 

. Call 1-800-MEDICARE (1-800-633-4227), and say “Agent.” 

TTY users should call 1-877-486-2048. If you need help in a 

language other than English or Spanish, let the customer service 
representative know. 

Note: The Medicare plan you join will use and release your personal 
information to other entities as permitted or required by law 

including for treatment, payment, health care operations, and for 

research and other purposes. See pages 92-93 to find out more about 
how Original Medicare uses and releases your personal information. 

If you have a Medicare Advantage Plan, contact your plan.  
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There are Two Main Choices for How You Get Your Medicare 

Use These Steps to Help You Decide 

Decide if You Want Original Medicare or a Medicare Advantage Plan 

Original Medicare Medicare Advantage Plan 
Part A (Hospital Insurance) and (like an HMO or PPO) 

Parts Medical ins iy Bnce) Part C—Includes BOTH Part A (Hospital 
* Meaicare proviges tis coverage. Insurance) and Part B (Medical Insurance) 
= You have your choice of doctors, hospitals, « Private insurance companies approved by 

ons oh providers. i Medicare provide this coverage. 
' Lenerallys pou oi Hi ppl = In most plans, you need to use plan doctors, 
coverage bay deauciibies and colnsurance. hospitals, and other providers, or you pay more 

» You usually pay a monthly premium for or all of ihe costs 

! Part B. 150 = You usually pay a monthly premium (in 
€c pages do. addition to your Part B premium) and a 

Step 2 copayment or coinsurance for covered services. 

= Costs, extra coverage, and rules vary by plan. 

Decide If You Want Prescription See pages 50-59. 
Drug Coverage (Part D) Hor 

=» If you want this coverage, you must choose Decide If You Want Prescription 
and join a Medicare Prescription Drug Plan. Drug Coverage (Part D) 

= These plans are run by private companies 

approved by Medicare. = If you want prescription drug coverage, and 

See pages 62-72. it’s offered by your plan, in most cases you 
must get it through your plan. 

—~HO = In some types of plans that don’t offer 

drug coverage, you can choose and join a 
Decide If You Want Medicare Prescription Drug Plan. 

Supplemental Coverage See pages 55-57. 

= You may want to get coverage that fills 

gaps in Original Medicare coverage. You 
can choose to buy a Medigap (Medicare 
Supplement Insurance) policy from a private 
company. 

Note: If you join a Medicare Advantage 
Plan, you don't need a Medigap policy. If you 

already have a Medigap policy, you can’t use 
it to pay for out-of-pocket costs you have 

« Costs vary by policy and company. under the Medicare Advantage Plan. If you 

» Employers/unions may offer similar coverage. alr eady have a Medicare Advantage Plan, you 
See pages 74-76. can't be sold a Medigap policy. 

See pages 74-76. 

[n addition to Original Medicare or a Medicare Advantage Plan, you may be able to join other 
types of Medicare health plans. See pages 60-61. You may be able to save money or have other 
choices if you have limited income and resources. See pages 77-84. You may also have other 
coverage, like employer or union, military, or Veterans’ benefits. See pages 71-72.  
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Things to Consider When Choosing or Changing 

Your Coverage 
= Coverage—Are the services you need covered? 

= Your other coverage—Do you have, or are you eligible for, other types 

of health or prescription drug coverage? If so, read the materials you get 

from your insurer or plan, or call them to find out how the coverage works 
with, or is affected by, Medicare. If you have coverage through a former or 

current employer or union, or get your health care from an Indian Health 

or Tribal Health Program, talk to your benefits administrator, insurer, or 

plan before making any changes to your coverage. 

= Cost—How much are your premiums, deductibles, and other costs? How 

much do you pay for services like hospital stays or doctor visits? Is there 
a yearly limit on what you could pay out-of-pocket for medical services? 

Your costs vary and may be different if you don’t follow the coverage rules. 

= Doctor and hospital choice—Do your doctors accept the coverage? 

Are the doctors you want to see accepting new patients? Do you have to 

choose your hospital and health care providers from a network? Do you 
need to get referrals? 

= Prescription drugs— What are your drug needs? Do you need to join a 

Medicare drug plan? Do you already have creditable prescription drug 
coverage? Will you pay a penalty if you join a drug plan later? What will 

your prescription drugs cost under each plan? Are your drugs covered 
under the plan's formulary (drug list)? 

= Quality of care—The quality of care and services given by plans and 

other health care providers can vary. Medicare has information to help 

you compare plans and providers. See page 108. 

= Convenience— Where are the doctors’ offices? What are their hours? 

Which pharmacies can you use? Can you get your prescriptions by mail? 

Do the doctors use electronic health records or prescribe electronically? 

See page 123. 

=» Travel — Will the plan cover you in another state? 

If you are in a Medicare plan, review the Evidence of Coverage (EOC) 
and Annual Notice of Change (ANOC) your plan sends you each year. 
The EOC gives you details about what the plan covers, how much you 

pay, and more. The ANOC includes any changes in coverage, costs, or 

service area that will be effective in January. If you don’t get an EOC 
or ANOC, contact your plan.  
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Original Medicare 
Original Medicare is one of your health coverage choices as part of 

the Medicare Program. You will be in Original Medicare unless you 
choose a Medicare health plan. 

How Does It Work? 

Original Medicare is fee-for-service coverage (generally, there is a 

cost for each service). The Federal government manages it. Here are 
the general rules for how it works: 

  

  

Can | get my health 

care from any doctor 

or hospital? 

Yes. You can go to any doctor, supplier, hospital, or other facility 

that is enrolled in Medicare and is accepting new Medicare 
patients. 
  

Are prescription drugs 

covered? 
With a few exceptions (see pages 20 and 35), most prescriptions 

aren't covered. You can add comprehensive drug coverage by 

joining a Medicare Prescription Drug Plan (Part D). 
  

Do | need to choose a 

primary care doctor? 

No. 

  

Do | have to get 

a referral to see a 

specialist? 

No. 

  

Dol need a 

supplemental policy? 
You may already have employer or union coverage that may pay 

costs that Original Medicare doesn't. If not, you may want to 

buy a Medigap (Medicare Supplement Insurance) policy. 
  

  
What else do | need to 

know about Original 

Medicare? 

  
= You generally pay a set amount for your health care 

(deductible) before Medicare pays its share. Then, Medicare 

pays its share, and you pay your share (coinsurance/ 

copayment) for covered services and supplies. See pages 

120-121 to find out what you pay. 

» You usually pay a monthly premium for Part B. See page 119. 

See page 83 for more information about Medicare Savings 
Programs. 

= You generally don’t need to file Medicare claims. The law 

requires providers (like doctors, hospitals, skilled nursing 

facilities, and home health agencies) and suppliers to file 

Medicare claims for the covered services and supplies you get. 
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What You Pay 2 
Your out-of-pocket costs in Original Medicare depend on the following: 

» Whether you have Part A and/or Part B (most people have both). 

= Whether your doctor or supplier accepts “assignment.” See the next page. 

= Whether you and your doctor sign a private contract. See page 48. 

= The type of health care you need and how often you need it. 

= Whether you choose to get services or supplies Medicare doesn’t cover. 
If you do, you pay all the costs for these services. 

= Whether you have other health insurance that works with Medicare. 

= Whether you have Medicaid or get state help paying your Medicare costs. 

= Whether you have a Medigap (Medicare Supplement Insurance) policy. 

For more information on who pays first when you have other insurance, 

see page 73. For more information about help to cover the costs that 
Original Medicare doesn't cover, see pages 74-83. 

Medicare Summary Notices 
If you get a Medicare-covered service, you will get a Medicare Summary - 

Notice (MSN) in the mail. The MSN shows all the services or supplies that 
providers and suppliers billed to Medicare during each 3-month period, 

what Medicare paid, and what you may owe the provider. The MSN isn’t a 
bill. When you get your MSN, read it carefully and do the following: 

= If you have other insurance, check to see if it covers anything that 
Medicare didn't. 

= Keep your receipts and bills, and compare them to your MSN to be sure 

you got all the services, supplies, or equipment listed. See page 96 for 
information on billing fraud. 

= If you paid a bill before you got your MSN, compare your MSN with the 
bill to make sure you paid the right amount for your services. 

= If an item or service is denied, call your doctor’s office to make sure the 
claim is coded correctly. If not, the office can resubmit. If you want to file 

an appeal, see page 87. 

MSN are mailed every 3 months. If Medicare owes you a refund, the 

MSN will be mailed as soon as the claim is processed. If you need to 

change your address on your MSN, call Social Security at 1-800-772-1213. 
TTY users should call 1-800-325-0778. If you get RRB benefits, call the 
RRB at 1-877-772-5772. 

Visit www.MyMedicare.gov to track your Medicare claims. See page 107.  
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Keeping Your Costs Down (“Assignment” in 

Original Medicare) 
Assignment means that your doctor, provider, or supplier 

has signed an agreement with Medicare to accept the 

Medicare-approved amount as full payment for covered services. 

Most doctors, providers, and suppliers accept assignment, but you 

should always check to make sure. You may also want to find out 

how much you have to pay for each service or supply before you get 

it. In some cases they must accept assignment, like when they have 

a participation agreement with Medicare and give you Medicare- 
covered services. 

Here's what happens if your doctor, provider, or supplier accepts 
assignment: 

= Your out-of-pocket costs may be less. 

= They agree to only charge you the Medicare deductible and 

coinsurance amount and wait for Medicare to pay its share. 

= They have to submit your claim to Medicare directly. They can’t 
charge you for submitting the claim. 

Here's what happens if your doctor, provider, or supplier doesn’t 
accept assignment: 

=» They still must submit a claim to Medicare when they give you 

Medicare-covered services. If they don’t submit the claim, ask 

them to file a Medicare claim for your services. If they still don’t 

file your claim, call 1-800-MEDICARE (1-800-633-4227). 

TTY users should call 1-877-486-2048. You might have to pay the 
entire charge at the time of service, and then submit your claim to 
Medicare to get paid back. 

= They may charge you more than the Medicare-approved amount, 

but there is a limit called “the limiting charge” They can only 
charge you up to 15% over the Medicare-approved amount. 

The limiting charge applies only to certain services and doesn’t 

apply to some supplies and durable medical equipment. 

To find doctors and suppliers who accept assignment (participate 

in Medicare), visit www.medicare.gov and select “Find a Doctor 
or Other Healthcare Professional” or “Find Suppliers of Medical 

Equipment in Your Area.” You can also call 1-800-MEDICARE.  
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What Is a Private Contract? 

A “private contract” is a written agreement between you and a doctor 

or other health care provider who has decided not to provide services 

to anyone through Medicare. The private contract only applies to the 

services provided by the doctor or other provider who asked you to 

sign it. You don't have to sign a private contract. You can always go to 

another doctor who does provide services through Medicare. 
If you sign a private contract with your doctor or other provider, 

the following rules apply: 

= Medicare won’t pay any amount for the services you get from this 
doctor or other provider. 

= You will have to pay the full amount of whatever this doctor charges 
you for the services you get. 

= If you have a Medigap (Medicare Supplement Insurance) policy, 

it won't pay anything for the services you get. Call your Medigap 

insurance company before you get the service if you have questions. 

= Your doctor must tell you if the service is one that Medicare would 

pay for if you got it from another doctor who accepts Medicare. 

= Your doctor must tell you if he or she has been excluded from 
Medicare. 

You can't be asked to sign a private contract for emergency or urgent 
care. 

You are always free to get services not covered by Medicare if you 
choose to pay for a service yourself. 

You may want to contact your State Health Insurance Assistance 

Program (SHIP) to get help before signing a private contract with 

any doctor or other health care provider. See pages 110-113 for the 
telephone number. 

ey See pages 86-98 for information about your appeal rights and 
how to protect yourself and Medicare from fraud.  
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Adding Medicare Drug Coverage (Part D) 
In Original Medicare, if you don't already have creditable 
prescription drug coverage and you would like prescription drug 

coverage, you must join a Medicare Prescription Drug Plan. 

These plans are available through private companies approved 

by and under contract with Medicare. If you don’t currently 

have creditable prescription drug coverage, you should think 

about joining a Medicare Prescription Drug Plan as soon as you 

are eligible. If you don't join a Medicare Prescription Drug Plan 

when you are first eligible and you decide to join later, you may 

have to pay a late enrollment penalty. See pages 62-72 for more 
information. 

If you have creditable prescription drug coverage, call your 

employer or union's benefits administrator before you make any 

changes to your coverage. If you drop your employer or union 
coverage, you may not be able to get it back. You also may not 

be able to drop your employer or union drug coverage without 

also dropping your employer or union health (doctor and 

hospital) coverage. If you drop coverage for yourself, you may 

also have to drop coverage for your spouse and dependants. 

Extra Help Paying for Drug Coverage 
People with limited income and resources may qualify for Extra 

Help paying their Medicare prescription drug coverage costs. 

If you automatically qualify for Extra Help, you won't pay 
a premium if you join certain Medicare drug plans. If you 

don’t automatically qualify, you may still get help to pay your 

prescription drug costs. See pages 78-81 to find out if you may 

qualify for Extra Help. 
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Medicare Advantage Plans (Part C) 
A Medicare Advantage Plan (like an HMO or PPO) is another 
health coverage choice you may have as part of Medicare. 
Medicare Advantage Plans, sometimes called “Part C” or “MA 
Plans,” are offered by private companies approved by Medicare. 

If you join a Medicare Advantage Plan, the plan will provide all of 

your Part A (Hospital Insurance) and Part B (Medical Insurance) 

coverage. In all plan types, you are always covered for emergency 

and urgent care. Medicare Advantage Plans must cover all of 

the services that Original Medicare covers except hospice care. 

Original Medicare covers hospice care even if you are in a Medicare 
Advantage Plan. Medicare Advantage Plans aren’t considered 
supplemental coverage. 

Medicare Advantage Plans may offer extra coverage, such as vision, 
hearing, dental, and/or health and wellness programs. Most include 

Medicare prescription drug coverage. In addition to your Part B 
premium, you usually pay one monthly premium for the services 
provided. 

Medicare pays a fixed amount for your care every month 

to the companies offering Medicare Advantage Plans. 

These companies must follow rules set by Medicare. 

However, each Medicare Advantage Plan can charge 
different out-of-pocket costs and have different rules for 

how you get services (like whether you need a referral 

to see a specialist or if you have to go to only doctors, 
facilities, or suppliers that belong to the plan). 

Medicare Advantage Plans include the following: 

= Health Maintenance Organization (HMO) Plans. See page 55. 

=» Preferred Provider Organization (PPO) Plans. See page 55. 

= Private Fee-for-Service (PFFS) Plans. See page 56. 

= Medical Savings Account (MSA) Plans. See page 56. 

= Special Needs Plans (SNP). See page 57. 

Make sure you understand how a plan works before you 
join. See pages 55-57 for more information about Medicare a 
Advantage Plan types.  
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Medicare Advantage Plans include the following: (continued) 

There are other less common types of Medicare Advantage Plans 
that may be available: 

= Point of Service (POS) Plans—Similar to HMOs, but you may be 

able to get some services out-of-network for a higher cost. 

=» Provider Sponsored Organizations (PSOs)—Plans run by a 

provider or group of providers. In a PSO, you usually get your 

health care from the providers who are part of the plan. 

Not all Medicare Advantage Plans work the same way, so before 
you join, find out the plan’ rules, what your costs will be, and 

whether the plan will meet your needs. Find out what types of 

plans are available in your area by visiting www.medicare.gov and 

selecting “Compare Health Plans and Medigap Policies in Your 
Area.” You can also call 1-800-MEDICARE (1-800-633-4227). 

TTY users should call 1-877-486-2048. Contact the plans you are 
interested in to get more information. 

More About Medicare Advantage Plans 
=» As with Original Medicare, you still have Medicare rights and 

protections, including the right to appeal. See pages 86-89. 

= Check with the plan before you get a service to find out whether 

they will cover the service and what your costs may be. 

=» You must follow plan rules, like getting a referral to see a 

specialist or getting prior approval for certain procedures to avoid 
higher costs. Check with the plan. 

= You can join a Medicare Advantage Plan even if you have a 

pre-existing condition, except for End-Stage Renal Disease. 

= You can only join a plan at certain times during the year. See 

page 58. In most cases, you are enrolled in a plan for a year. 

Blue words = If you go to a doctor, facility, or supplier that doesn’t belong to 

in the text the plan, your services may not be covered, or your costs could be 

are defined higher, depending on the type of Medicare Advantage Plan. 

on pages = If the plan decides to stop participating in Medicare, you will 

115-118. have to join another Medicare health plan or return to Original 
Medicare. See page 59.  
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More About Medicare Advantage Plans 

(continued) 
= You usually get prescription drug coverage (Part D) through 

the plan. If you are in a Medicare Advantage Plan that 

includes prescription drug coverage and you join a Medicare 

Prescription Drug Plan, you will be disenrolled from your 
Medicare Advantage Plan and returned to Original Medicare. 

= You don't need to buy (and can’t be sold) a Medigap (Medicare 

Supplement Insurance) policy while you are in a Medicare 
Advantage Plan. It won't cover your Medicare Advantage Plan 

deductibles, copayment, or coinsurance. 

Who Can Join? 

You can generally join a Medicare Advantage Plan if you meet these 
conditions: 

= You have Part A and Part B. 

= You live in the service area of the plan. 

= You don’t have End-Stage Renal Disease (ESRD) (permanent 

kidney failure requiring dialysis or a kidney transplant) except as 
explained on page 53. 

Note: In most cases, you can join a Medicare Advantage Plan only at 

certain times during the year. See page 58. 

If You Have Other Coverage 

Talk to your employer, union, or Indian or Tribal Health Program 

benefits administrator about their rules before you join a Medicare 

Advantage Plan. In some cases, joining a Medicare Advantage Plan 

might cause you to lose employer or union coverage. In other cases, 

if you join a Medicare Advantage Plan, you may still be able to use 

your employer or union coverage along with the plan you join. 

Remember, if you drop your employer or union coverage, you 
may not be able to get it back. 

If You Have a Medigap (Medicare Supplement Insurance) Policy 

If you already have a Medigap policy, you can't use it to pay for any 

expenses you have under a Medicare Advantage Plan. If you drop 

your Medigap policy to join a Medicare Advantage Plan, in most 
cases, you won't be able to get it back. See pages 74-75.  
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If You Have End-Stage Renal Disease (ESRD) 

If you have End-Stage Renal Disease (ESRD) and Original 
Medicare, you may join a Medicare Prescription Drug Plan. 
However, you usually can't join a Medicare Advantage Plan. 

= If you are already in a Medicare Advantage Plan when you 

develop ESRD, you can stay in your plan or join another plan 

offered by the same company under certain circumstances. 

= If you have an employer or union health plan or other health 
coverage through a company that offers Medicare Advantage 

Plans, you may be able to join one of their Medicare Advantage 
Plans. 

= If you've had a successful kidney transplant, you may be able to 
join a Medicare Advantage Plan. 

If you have ESRD and are in a Medicare Advantage 
Plan, and the plan leaves Medicare or no longer 

provides coverage in your area, you have a one-time 
right to join another Medicare Advantage Plan. 
You don’t have to use your one-time right to join a 

new plan immediately. If you go directly to Original 

Medicare after your plan leaves or stops providing 

coverage, you will still have a one-time right to join a 
Medicare Advantage Plan later. 

You may also be able to join a Medicare Special Needs Plan (SNP) 

for people with ESRD if one is available in your area. 

For questions or complaints about kidney dialysis services, call 

your local ESRD Network Organization. An ESRD Network 

Organization is a group of kidney care experts paid by the 

Federal government to check and improve the care given to 

Medicare patients who get dialysis treatments for kidney care. Call 

1-800-MEDICARE (1-800-633-4227) to get the telephone number. 

TTY users should call 1-877-486-2048. 

For more information about ESRD, visit 

www.medicare.gov/Publications/Pubs/pdf/10128.pdf to view 
the booklet, “Medicare Coverage of Kidney Dialysis and Kidney 
Transplant Services.”  
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What You Pay 
Your out-of-pocket costs in a Medicare Advantage Plan depend on the 
following: 

= Whether the plan charges a monthly premium in addition to your 
Part B premium. 

= Whether the plan pays any of the monthly Part B premium. Some 
plans offer this option, usually for an extra cost. 

= Whether the plan has a yearly deductible or any additional 
deductibles. 

= How much you pay for each visit or service (copayments). 

= The type of health care services you need and how often you get 
them. 

= Whether you follow the plan's rules, like using network providers. 

= Whether you need extra coverage and what the plan charges for it. 

= Whether the plan has a yearly limit on your out-of-pocket costs for 
all medical services. 

To learn more about your costs in specific Medicare Advantage Plans, 

contact the plans you are interested in to get more details. Visit 

www.medicare.gov, or call 1-800-MEDICARE (1-800-633-4227) to 
find plans in your area. TTY users should call 1-877-486-2048. 

If you have limited income and resources, you may qualify for the 
following: 

= Extra Help paying your Part D premium and other prescription 

drug coverage costs. See pages 78-81. 

= Help from your state to pay your Part B premium. See page 83. 
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How Do Medicare Advantage Plans Work? 
(Chart continues on next page.) 
  

  

Can | get my health 

care from any doctor 

or hospital? 

No. You generally must get your 

care and services from doctors 

or hospitals in the plan's network 

(except emergency care, out-of-area 
urgent care, or out-of-area dialysis). 

In some plans, you may be able 

to go out-of-network for certain 

services usually for a higher cost. 

Yes. PPOs have network doctors 

and hospitals, but you can also 

use out-of-network providers for 

covered services, usually for a 

higher cost. 
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Are prescription 

drugs covered? 

In most cases, yes. Ask the plan. 

If you want drug coverage, you 

must join an HMO Plan that offers 

prescription drug coverage. 

In most cases, yes. Ask the plan. 

If you want drug coverage, you 

must join a PPO Plan that offers 

prescription drug coverage. 
  

Do | need to choose a 

primary care doctor? 

In most cases, yes. No. 

  

Do | have to get 

a referral to see a 

specialist? 

In most cases, yes. Yearly screening 

mammograms and in-network 

Pap tests and pelvic exams (at least 

every other year) don’t require a 

referral. 

No. 

  

What else do | need 

to know about this 

type of plan?     
= If your doctor leaves the plan, 

your plan will notify you. You can 

choose another doctor in the plan. 

= If you get health care outside the 

plan's network, you may have to 

pay the full cost. 

= It’s important that you follow 

the plan's rules, like getting prior 
approval for a certain service 

when needed.   
= There are two types of PPOs— 
Regional PPOs and Local 

PPOs. 

= Regional PPOs serve one of 26 

regions set by Medicare. 

= Local PPOs serve the counties 

the PPO Plan chooses to 

include in its service area.     

Medicare Advantage Plans can vary. Read individual plan materials carefully to make 

sure you understand the plan’s rules. You may want to contact the plan to find out if 

the service you need is covered and how much it costs. Visit www.medicare.gov, or call 

1-800-MEDICARE (1-800-633-4227) to find plans in your area. TTY users should call 
1-877-486-2048.  
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Can | get my health 

care from any doctor 

or hospital? 

In some cases, yes. You can 

go to any Medicare-approved 

doctor or hospital that accepts 

the plan’s payment terms and 
agrees to treat you. Not all 

providers will. If you join a 

PFFS Plan that has a network, 

you will usually pay more to see 

out-of-network providers. 

Medicare Advantage Plans 

Yes. Some plans may have preferred 

doctors and hospitals you could go to 

for a lower cost. 

  

Are prescription 

drugs covered? 

Sometimes. If your PFFS Plan 

doesn’t offer drug coverage, you 

can join a Medicare Prescription 

Drug Plan to get coverage. 

No. You can join a Medicare 

Prescription Drug Plan to get drug 

coverage. 

  

Do | need to choose a 

primary care doctor? 

No. No. 

  

Do | have to get 

a referral to see a 

specialist? 

No. No. 

  

What else do | need 

to know about this 

type of plan? 

    
= PFFS Plans aren’t the same 

as Original Medicare or 
Medigap. 

= The plan decides how much 

you must pay for services. 

= Doctors, hospitals, and other 

providers may decide on a 

case-by-case basis not to treat 

you even if you've seen them 

before. 

= For each service you get, check 

to make sure your doctors, 

hospitals, and other providers 

will agree to treat you under the 

plan, and that they will accept 

the PFFS Plan's payment terms. 

= In an emergency, doctors, 

hospitals, and other providers 
must agree to treat you.   

» Medicare MSA Plans have two parts: 

a high deductible health plan and 

a bank account. Medicare gives the 

plan an amount each year for your 

health care, and the plan deposits 

a portion of this money into your 

account. The amount deposited is 

less than your deductible amount, so 

you will have to pay out-of-pocket 

before your coverage begins. 

Money spent for Medicare-covered 

Part A and Part B services counts 

toward your plans deductible. 

After you reach your out-of-pocket 

limit, your plan will cover your 

Medicare-covered services in full. 

Any money left in your account at 

the end of the year remains in your 
account along with the deposit for 
next year. 

  

Note: In 2010, Medicare MSA Plans are only available in Pennsylvania.    
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How Do Medicare Advantage Plans Work? (continued) 
  

  

Can | get my health 

care from any doctor 

or hospital? 

2 
gl * & 

You generally must get your care and services from doctors or hospitals 

in the plan's network (except emergency care, out-of-area urgent care, or 

out-of-area dialysis). Plans typically have specialists for the diseases or 

conditions that affect their members. 
  

Are prescription 

drugs covered? 

Yes. All SNPs must provide Medicare prescription drug coverage (Part D). 

  

Do | need to choose a 

primary care doctor? 

Generally, yes, or you may need to have a care coordinator to help plan 

your care. 
  

Do | have to get 

a referral to see a 

specialist? 

In most cases, yes. Yearly screening mammograms and an in-network 

Pap test and pelvic exam (at least every other year) don’t require a 
referral. 

  

What else do | need 

to know about this 

type of plan? 

    
= A plan must limit plan membership to people in one of the following 

groups: 1) people who live in certain institutions (like a nursing home) 

or who require nursing care at home, or 2) people who are eligible 

for both Medicare and Medicaid, or 3) people who have one or more 

specific chronic or disabling conditions (like diabetes, congestive heart 

failure, a mental health condition, or HIV/AIDS). 

= Plans may further limit membership within these groups. 

» Plans should coordinate the services and providers you need to help 

you stay healthy and follow your doctor’s orders. 

= If you have Medicare and Medicaid, your plan should make sure that 

all of the plan doctors or other health care providers you use accept 

Medicaid. 

=» If you live in an institution, make sure that plan doctors or other health 

care providers serve people where you live. 

  

Visit www.medicare.gov, or call 1-800-MEDICARE (1-800-633-4227) to find plans in 

your area. TTY users should call 1-877-486-2048.    
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\u 

When Can You Join, Switch, or Drop a Medicare 

Advantage Plan? 
You can join, switch, or drop a Medicare Advantage Plan at these times: 

= When you first become eligible for Medicare (the 7-month period that 

begins 3 months before the month you turn age 65, includes the month 

you turn age 65, and ends 3 months after the month you turn age 65). 

= If you get Medicare due to a disability, you can join during the 

3 months before to 3 months after your 25th month of disability. 
You will have another chance to join 3 months before the month you 

turn age 65 to 3 months after the month you turn age 65. 

= Between November 15-December 31 each year. Your coverage will 

begin on January 1 of the following year, as long as the plan gets your 
enrollment request by December 31. 

= Between January 1-March 31 of each year. Your coverage will begin 

the first day of the month after the plan gets your enrollment form. 
During this period, you can't do the following: 

= Join or switch to a plan with prescription drug coverage unless 

you already have Medicare prescription drug coverage (Part D). 

= Drop a plan with prescription drug coverage. 

= Join, switch, or drop a Medicare Medical Savings Account Plan. 

In most cases, you must stay enrolled for that calendar year starting the 
date your coverage begins. However, in certain situations, you may be 

able to join, switch, or drop a Medicare Advantage Plan at other times. 

Some of these situations include the following: 

= If you move out of your plan's service area 

= If you have both Medicare and Medicaid 

= If you qualify for Extra Help to pay for your prescription drug costs 
(see pages 78-81) 

= If you live in an institution (like a nursing home) 

You can call your State Health Insurance Assistance Program (SHIP) for 

more information. See pages 110-113 for the telephone number. 

No one should call you or come to your home uninvited to sell 
Medicare products. See pages 94-97 for more information about 

how to protect yourself from identity theft and fraud. If you believe 

a plan has misled you, call 1-800-MEDICARE (1-800-633-4227).  
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How Do You Join? 

If you choose to join a Medicare Advantage Plan, you may be able to 

join by completing a paper application, calling the plan, or enrolling 

on the plan's Web site or on www.medicare.gov. You can also enroll by 
calling 1-800-MEDICARE (1-800-633-4227). TTY users should call 

1-877-486-2048. Talk with the plan to find out how you can join. 
When you join a Medicare Advantage Plan, you will have to provide 

your Medicare number and the date your Part A and/or Part B 

coverage started. This information is on your Medicare card. 

How Do You Switch? 

If you are already in a Medicare Advantage Plan and want to switch, 
this is what you need to do: 

= To switch to a new Medicare Advantage Plan, simply join the plan 

you choose. You will be disenrolled automatically from your old plan 
when your new plans coverage begins. 

= To switch to Original Medicare, contact your current plan, or 

call 1-800-MEDICARE (1-800-633-4227). TTY users should call 

1-877-486-2048. You will also need to decide about Medicare 
prescription drug coverage (Part D). 

Note: You can only switch plans at certain times. See page 58. 

If Your Plan Decides Not to Participate in Medicare 
Your plan will send you a letter about your options. Generally, you will 

automatically return to Original Medicare if you don’t choose to join 

another Medicare Advantage Plan. You will also have the right to buy 
certain Medigap policies. 

If Your Plan Stops Providing Service in Your Area 
You may be able to keep your coverage with that plan if there are no 

other Medicare Advantage Plans in your area. If your plan offers this 
option, you must agree to travel to the plan's service area to get all your 

services (except for emergency and urgently-needed care). If your 

plan doesn’t have this option, you will automatically return to Original 

Medicare. In this case you will have the right to buy a Medigap policy. 
If you decide to return to Original Medicare and you want drug 
coverage, you will need to join a Medicare Prescription Drug Plan.  
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Other Medicare Health Plans 
Some types of Medicare health plans that provide health care coverage 

aren't Medicare Advantage Plans but are still part of Medicare. 
Some of these plans provide Part A (Hospital Insurance) and/or 

Part B (Medical Insurance) coverage, and some also provide Part D 

(Medicare prescription drug coverage). These plans have some of 

the same rules as Medicare Advantage Plans. Some of these rules are 

explained briefly below and on the next page. However, each type of 

plan has special rules and exceptions, so you should contact any plans 
you're interested in to get more details. 

Medicare Cost Plans 

Medicare Cost Plans are a type of Medicare health plan available 

in certain areas of the country. Here's what you should know about 
Medicare Cost Plans: 

= You can join even if you only have Part B. 

= If you go to a non-network provider, the services are covered under 
Original Medicare. You would pay the Part B premium, and the 
Part A and Part B coinsurance and deductibles. 

= You can join anytime the plan is accepting new members. 

= You can leave anytime and return to Original Medicare. 

= You can either get your Medicare prescription drug coverage from 

the plan (if offered), or you can join a Medicare Prescription Drug 
Plan to add prescription drug coverage. 

There is another type of Medicare Cost Plan that only provides 

coverage for Part B services. These plans never include Part D. Part A 

services are covered through Original Medicare. These plans are either 

sponsored by employer or union group health plans or offered by 
companies that don't provide Part A services. 

For more information about Medicare Cost Plans, contact the plans 

you're interested in. You can also visit www.medicare.gov. Your State 

Health Insurance Assistance Program (SHIP) can also give you more 

information. See pages 110-113 for the telephone number.  
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Other Medicare Health Plans (continued) 

Demonstrations/Pilot Programs 

Demonstrations and pilot programs, sometimes called “research 

studies,” are special projects that test improvements in Medicare 

coverage, payment, and quality of care. They usually operate only 

for a limited time for a specific group of people and/or are offered 

only in specific areas. Check with the demonstration or pilot 

program for more information about how it works. 

For more information about current Medicare demonstrations and 

pilot programs, visit www.medicare.gov, or call 1-800-MEDICARE 
(1-800-633-4227), and say “Agent.” TTY users should call 
1-877-486-2048. 

Programs of All-Inclusive Care for the Elderly (PACE) 

PACE combines medical, social, and long-term care services, and 

prescription drug coverage for frail elderly and disabled people. 

This program provides community-based care and services to 

people who otherwise need a nursing home-level of care. 

To qualify for PACE, you must meet the following conditions: 

= You are age 55 or older. 

= You live in the service area of a PACE organization. 

= You are certified by your state as meeting the need for a nursing 
home-level of care. 

= At the time you join, you are able to live safely in the community 

with the help of PACE services. 

PACE uses Medicare and Medicaid funds to cover all of your 

medically-necessary care and services. You can have either 

Medicare or Medicaid or both to join PACE. Call your State 

Medical Assistance (Medicaid) office to find out if you are eligible 

and if there is a PACE site near you. For more information, you can 
also visit www.medicare.gov/Publications/Pubs/pdf/11341.pdf to 

view the fact sheet, “Quick Facts about Programs of All-inclusive 
Care for the Elderly (PACE). 

See pages 100-102 for more information about PACE and 
long-term care.  
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Medicare Prescription Drug Coverage (Part D) 
Medicare offers prescription drug coverage (Part D) to everyone 

with Medicare. To get Medicare drug coverage, you must join a plan 
run by an insurance company or other private company approved by 
Medicare. Each plan can vary in cost and drugs covered. 

There are two ways to get Medicare prescription drug coverage: 

1. Medicare Prescription Drug Plans. These plans (sometimes called 

“PDPs”) add drug coverage to Original Medicare, some Medicare 

Cost Plans, some Medicare Private Fee-for-Service (PFFS) Plans, 

and Medicare Medical Savings Account (MSA) Plans. 

. Medicare Advantage Plans (like an HMO or PPO) or other 

Medicare health plans that offer Medicare prescription drug 

coverage. You get all of your Part A and Part B coverage, and 
prescription drug coverage (Part D), through these plans. 

Medicare Advantage Plans with prescription drug coverage are 
sometimes called “MA-PDs.” 

Both types of plans are called “Medicare drug plans” in this section. 

Why Join a Medicare Drug Plan? 
Even if you don't take a lot of prescription drugs now, you should still 
consider joining a Medicare drug plan. See page 44 for a list of things 

to consider when choosing a plan. If you decide not to join a Medicare 

drug plan when you are first eligible, and you don’t have other 
creditable prescription drug coverage (also called creditable coverage), 

you will likely pay a late enrollment penalty (higher premiums) if you 

join later. See page 67 for more information on creditable coverage and 
the late enrollment penalty. 

Note: Discount cards, doctor samples, free clinics, drug discount 

Web sites, and manufacturer's pharmacy assistance programs aren't 

considered prescription drug coverage and arent creditable coverage. 

If you have limited income and resources, you may qualify 

for Extra Help from Medicare to pay for prescription drug 

coverage. You may also be able to get help from your state. 
See pages 78-84.  
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Who Can Get Medicare Drug Coverage? 
To join a Medicare Prescription Drug Plan, you must have Medicare 

Part A and/or Part B. If you would like to get prescription drug coverage 
through a Medicare Advantage Plan, you must have Part A and Part B. 

You must also live in the service area of the Medicare drug plan you want 
to join. 

If you have employer or union coverage, call your benefits 

administrator before you make any changes, or before you sign 
up for any other coverage. If you drop your employer or union 

coverage, you may not be able to get it back. You also may not 
be able to drop your employer or union drug coverage without 

also dropping your employer or union health (doctor and 

hospital) coverage. If you drop coverage for yourself, you may 

also have to drop coverage for your spouse and dependants. 

When Can You Join, Switch, or Drop a Medicare 

Drug Plan? 

You can join, switch, or drop a Medicare drug plan at these times: 

= When you are first eligible for Medicare (the 7-month period that begins 

3 months before the month you turn age 65, includes the month you 

turn age 65, and ends 3 months after the month you turn age 65). 

= If you get Medicare due to a disability, you can join during the 3 months 

before to 3 months after your 25%" month of disability. You will have 

another chance to join 3 months before the month you turn age 65 to 
3 months after the month you turn age 65. 

=» Between November 15-December 31 each year. Your coverage will 

begin on January 1 of the following year, as long as the plan gets your 
enrollment request by December 31. 

= Anytime, if you qualify for Extra Help or if you have both Medicare and 
Medicaid. 

In most cases, you must stay enrolled for that calendar year starting the 

date your coverage begins. However, in certain situations, you may be able 

to join, switch, or drop Medicare drug plans during a special enrollment 

period (like if you move out of the service area, lose other creditable 

prescription drug coverage, or live in an institution).  
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When Can You Join, Switch, or Drop a Medicare 

Drug Plan? (continued) 
Call your State Health Insurance Assistance Program (SHIP) for 
more information. See pages 110-113 for the telephone number. 
You can also call 1-800-MEDICARE (1-800-633-4227). TTY users 

should call 1-877-486-2048. 

How Do You Join? 

Once you choose a Medicare drug plan, you may be able to join by 
completing a paper application, calling the plan, or enrolling on 
the plan's Web site or on www.medicare.gov. You can also enroll by 
calling 1-800-MEDICARE. Medicare drug plans aren’t allowed to 
call you to enroll you in a plan. Call 1-800-MEDICARE to report a 
plan that does this. 

Contact the plan to find out how you can join. When you join a 
Medicare drug plan, you will have to provide your Medicare number 
and the date your Part A or Part B coverage started. This information 
is on your Medicare card. Visit www.medicare.gov, or call 
1-800-MEDICARE for a list of the Medicare plans in your area. 

How Do You Switch? 

Depending on your circumstances, you can switch to a new Medicare 

drug plan simply by joining another drug plan during one of the 
times listed on page 63. You don’t need to cancel your old Medicare 
drug plan or send them anything. Your old Medicare drug plan 
coverage will end when your new drug plan begins. You should get 
a letter from your new Medicare drug plan telling you when your 
coverage begins. 

After you join a Medicare drug plan, the plan will mail you 
membership materials, including a card to use when you get your 
prescriptions filled. 

Note: If your Medicare Prescription Drug Plan decides not to 
participate in Medicare or stops providing service in your area, 

your plan will send you a letter about your options. You will have 
the opportunity to join a different Medicare Prescription Drug 

Plan. If you have a Medicare Advantage Plan with prescription drug 
coverage, see page 59 for more information.  
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What You Pay 
Exact coverage and costs are different for each Medicare drug plan, 

but all plans must provide at least a standard level of coverage set 
by Medicare. 

Below and continued on the next page are descriptions of the 

payments you make throughout the year in a Medicare drug plan. 

After the descriptions is an example of what someone may pay 

in a Medicare drug plan. Your actual drug plan costs will vary 

depending on the prescriptions you use, the plan you choose, 

whether you go to a pharmacy in your plans network, whether 
your drugs are on your plan's formulary, and whether you qualify 
for Extra Help paying your Part D costs. 

= Monthly premium —Most drug plans charge a monthly fee that 
varies by plan. You pay this in addition to the Part B premium. 

If you belong to a Medicare Advantage Plan (like an HMO 
or PPO) or a Medicare Cost Plan that includes Medicare 

prescription drug coverage, the monthly premium may include 
an amount for prescription drug coverage. 

= Yearly deductible—Amount you pay for your prescriptions 

before your plan begins to pay. Some drug plans don’t have a 
deductible. 

= Copayments or coinsurance—Amounts you pay at the pharmacy 

for your covered prescriptions after the deductible. You pay your 
share, and your drug plan pays its share for covered drugs. 

= Coverage gap—Most Medicare drug plans have a coverage gap. 

This means that after you and your drug plan have spent a certain 

amount of money for covered drugs, you have to pay all costs out- 

of-pocket for your prescriptions up to a yearly limit. Your yearly 

deductible, your coinsurance or copayments, and what you pay in 
the coverage gap all count toward this out-of-pocket limit. 

The limit doesn’t include the drug plan’s premium or what you 
pay for drugs that arent on your plan’s formulary. 

There are plans that offer some coverage during the gap, like for 

generic drugs. However, plans with gap coverage may charge a 

higher monthly premium. Check with the drug plan first to see if 

your drugs would be covered during the gap. 

For help comparing plan costs, contact your State Health Insurance 

Assistance Program (SHIP). See pages 110-113 for the telephone 

number. You can also visit www.medicare.gov and select “Compare 

Medicare Prescription Drug Plans.”  



66 | Section 2—Your Medicare Choices Medicare Prescription Drug Coverage 

What You Pay (continued) a 
Catastrophic coverage—Once you reach your plan's out-of-pocket 

limit during the coverage gap, you automatically get “catastrophic 
coverage.” Catastrophic coverage assures that once you have spent up 

to your plans out-of-pocket limit for covered drugs, you only pay a 

small coinsurance amount or copayment for the drug for the rest of 
the year. 

Note: If you get Extra Help paying your drug costs, you won't have 

a coverage gap and will pay only a small or no copayment once you 

reach catastrophic coverage. See pages 78-81. 

The example below shows costs for covered drugs in 2010 for a plan 
that has a coverage gap. 

Ms. Smith joins the ABC Prescription Drug Plan. Her coverage begins on 
January 1, 2010. She doesn’t get Extra Help and uses her Medicare drug 
plan membership card when she buys prescriptions. 

LER ST VFS Ln pays a monthly | Sy throughout UES year. 

i A 2. [ lg HEN SEES Ye 4. Catastrophic 

EL [Ted] ~ Coinsurance . Sit al 

Ms. Smith pays | Ms. Smith paysa | Once Ms. Smith Once Ms. Smith 

the first $310 of | copayment, and her | and her plan have | has spent $4,550 

her drug costs plan pays its share [spent $2,830 for out-of-pocket 
before her plan for each covered covered drugs, she | for the year, her 

starts to pay its drug until what is in the coverage | coverage gap ends. 

share. they both pay (plus | gap. She will have | Now she only pays 

the deductible) to pay all of her a small copayment 
reaches $2,830. drug costs until she | for each drug until 

has spent $4,550. | the end of the year.             

cy Call the plans you're interested in to get specific Medicare drug plan 
costs. You can also visit www.medicare.gov, or call 1-800-MEDICARE 

(1-800-633-4227). TTY users should call 1-877-486-2048.  
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What is the Part D Late Enrollment Penalty? 
The late enrollment penalty is an amount that is added to your Part D 
premium. You may owe a late enrollment penalty if one of the following is true: 

= You didn’t join a Medicare drug plan when you were first eligible for 
Medicare, and you didn't have other creditable prescription drug coverage. 

= You had a break in your Medicare prescription drug coverage or other 
creditable coverage of at least 63 days in a row. 

Note: If you get Extra Help, you don't pay a late enrollment penalty. 

Here are a few ways to avoid paying a penalty: 

= Join a Medicare drug plan when you're first eligible. You won't have to 

pay a penalty, even if you've never had prescription drug coverage before. 

» Don’t go for more than 63 days in a row without a Medicare drug plan 

or other creditable coverage. Creditable prescription drug coverage 

could include drug coverage from a current or former employer or 

union, TRICARE, or the Department of Veterans Affairs. Your plan will 

tell you each year if your drug coverage is creditable coverage. Keep this 

information, because you may need it if you join a Medicare drug plan later. 

= Don’t go 63 days or more in a row without letting your Medicare drug 

plan know if you had other creditable coverage. When you join a plan, 

you may get a letter asking if you have creditable coverage. Complete 

the form they send you. If you don't tell the plan about your creditable 
coverage, you may have to pay a penalty. 

How Much More Will You Pay? 
When you join a Medicare drug plan, the plan will tell you if you owe a 

penalty, and what your premium will be. To estimate your penalty amount, 

count the number of full months that you didn’t have creditable coverage after 
you were eligible to join a Medicare drug plan. If you multiply this number 

by the “1% penalty calculation” which is $.32 in 2010, you can estimate the 
amount that will be added each month to your Medicare drug plans premium 

for the current year. This penalty amount may increase every year. 

If You Don’t Agree With Your Penalty 
If you don’t agree with your late enrollment penalty, you may be able to 
ask Medicare for a review or reconsideration. You will need to fill out a 

reconsideration request form (that your drug plan will send you), and 
you will have the chance to provide proof that supports your case such as 

information about previous prescription drug coverage.  
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Important Drug Coverage Rules iS 
The following information can help answer common questions as 
you begin to use your coverage. 

To Fill a Prescription Before You Get Your Membership Card 

Within 2 weeks after your plan gets your completed application, 

you will get a letter from the plan letting you know they got 

your information. You should get a welcome package with your 

membership card within 5 weeks or sooner. If you need to go to the 

pharmacy before your membership card arrives, you can use any of 

the following as proof of membership in your Medicare drug plan: 

= A letter from the plan 

= An enrollment confirmation number that you got from the plan, 
the plan name, and telephone number 

You should also bring your Medicare and/or Medicaid 

card, proof of any other prescription drug coverage, and 

a photo ID. If you qualify for Extra Help, see page 81 for 

more information about what you can use as proof of 
Extra Help. If you don't have any of the items listed above, 

and your pharmacist can’t get your drug plan information 

any other way, you may have to pay out-of-pocket for 

your prescriptions. If you do, save the receipts and 
contact your plan to get money back. 

If you want to know how Medicare prescription drug coverage works 
with other drug coverage you may have, see pages 71-72. 

Once you consider your options and choose a plan, join 
early to give the plan time to mail your membership card, 

acknowledgement letter, and welcome package before your 

coverage becomes effective. This way, even if you go to the 

pharmacy on your first day of coverage, you can get your 

prescriptions filled without delay. If you don’t get these items, 
call your plan.  
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Important Drug Coverage Rules (continued) 
Plans may have the following coverage rules: 

= Prior authorization— You and/or your prescriber (your doctor or other 

health care provider who is legally allowed to write prescriptions) must 

contact the drug plan before you can fill certain prescriptions. Your 

prescriber may need to show that the drug is medically necessary for 
the plan to cover it. 

» Quantity limits—Limits on how much medication you can get at a time. 

= Step therapy— You must try one or more similar, lower cost drugs 

before the plan will cover the prescribed drug. 

If your prescriber believes that one of these coverage rules should be 
waived, you can ask for an exception. See pages 90-91. 

What Are “Tiers”? 

Many Medicare drug plans place drugs into different “tiers.” Drugs in 

each tier have a different cost. For example, a drug in a lower tier will 

cost you less than a drug in a higher tier. In some cases, if your drug is on 

a higher tier and your prescriber thinks you need that drug instead of a 

similar drug on a lower tier, you can file an exception and ask your plan 
for a lower copayment. 

Note: Medicare drug plans must cover all commercially-available 

vaccines (like the shingles vaccine) when medically necessary to prevent 

illness except for vaccines covered under Part B. Information about a 

plans list of covered drugs (called a formulary) isn’t included in this 

handbook because each plan has its own formulary. Formularies can 

change. Contact the plan for its current formulary, or visit the plan’s Web 

site. You can also visit www.medicare.gov and select “Compare Medicare 
Prescription Drug Plans.” 

In most cases the prescription drugs you get in an outpatient setting 

like an emergency department (sometimes called “self-administered 
drugs”) aren't covered by Part B. Your Medicare drug plan may cover 

these drugs under certain circumstances. You will likely need to pay 

out-of-pocket for these drugs and submit a claim to your drug plan 

for a refund. Call your plan for more information. You can also visit 
www.medicare.gov/Publications/Pubs/pdf/11333.pdf to view the 

fact sheet, “How Medicare Covers Self-Administered Drugs Given in 
Hospital Outpatient Settings.”  
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Important Drug Coverage Rules (continued) £ 

Ways to Pay Your Premium 

You have choices in the way you pay your Medicare drug plan 

premium. Depending on your plan and your situation, you may be 

able to pay your Medicare drug plan premium in one of four ways: 

1. Deducted from your checking or savings account. 

2. Charged to a credit or debit card. 

3. Billed to you each month directly by the plan. Some plans bill 

in advance for coverage the next month. Send your payment to 
the plan (not Medicare). Contact your plan for the payment 
address. 

. Deducted from your monthly Social Security payment. 

Contact your drug plan (not Social Security) to ask for this 

payment option. With this option, your first deductions usually 

take 3 months to start, and 3 months of premiums will likely be 

collected at one time. You may also see a delay in premiums being 
withheld if you switch or leave plans. 

For more information about your Medicare drug plan premium or 
ways to pay for it, contact your drug plan. 

Use the following resources to get more information about 
Medicare prescription drug coverage: 

= Contact the plans you are interested in. 

= Visit www.medicare.gov/pdphome.asp to get general information, 
view publications, and compare plans in your area. 

= Call 1-800-MEDICARE (1-800-633-4227), and say “Drug 

Coverage.” TTY users should call 1-877-486-2048. 

» Contact your State Health Insurance Assistance Program (SHIP) 

for free, personalized health insurance counseling. See 

pages 110-113 for the telephone number.  
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Other Private Insurance 

The charts on the next two pages provide information about how other 
insurance you have works with, or is affected by, Medicare prescription drug 
coverage (Part D). 

  

Employer or Union Health Coverage—Health coverage from your, your 

spouses, or other family member’s current or former employer or union. 

If you have prescription drug coverage based on your current or previous 
employment, your employer or union will notify you each year to let you 

know if your drug coverage is creditable. Keep the information you get. 

Call your benefits administrator for more information before making any 
changes to your coverage. 
  

COBRA —A Federal law that may allow you to temporarily keep employer 

or union health coverage after the employment ends or after you lose 

coverage as a dependent of the covered employee. As explained on page 

24, there may be reasons why you should take Part B instead of COBRA. 

However, if you take COBRA and it includes creditable prescription drug 

coverage, you will have a special enrollment period to join a Medicare drug 
plan without paying a penalty when the COBRA coverage ends. Talk with 

your State Health Insurance Assistance Program (SHIP) to see if COBRA is 

a good choice for you. See pages 110-113 for the telephone number. 
  

Medigap (Medicare Supplement Insurance) Policy with Prescription 

Drug Coverage—Medigap policies can no longer be sold with prescription 

drug coverage, but if you have drug coverage under a current Medigap 

policy, you can keep it. However, it may be to your advantage to join a 

Medicare drug plan because most Medigap drug coverage isn’t creditable. 

If you join a Medicare drug plan, your Medigap insurance company must 
remove the prescription drug coverage under your Medigap policy and 

adjust your premiums. Call your Medigap insurance company for more 
information.       

Note: Keep any creditable coverage information you get from your plan. 

You may need it if you decide to join a Medicare drug plan later. Don’t send 
& creditable coverage letters/certificates to Medicare. 
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Other Government Insurance = 
  

Federal Employee Health Benefits Program (FEHBP)—Health coverage for 

current and retired Federal employees and covered family members. If you 

join a Medicare drug plan, you can keep your FEHBP plan, and your plan 

will let you know who pays first. For more information, contact the Office 

of Personnel Management at 1-888-767-6738, or visit www.opm.gov/insure. 
TTY users should call 1-800-878-5707. You can also call your plan if you have 
questions. 
  

Veterans’ Benefits—Health coverage for veterans and people who have 
served in the U.S. military. You may be able to get prescription drug coverage 

through the U.S. Department of Veterans Affairs (VA) program. You may join 

a Medicare drug plan, but if you do, you can’t use both types of coverage for 

the same prescription. For more information, call the VA at 1-800-827-1000, 
or visit www.va.gov. TTY users should call 1-800-829-4833. 
  

TRICARE (Military Health Benefits) —Health care plan for active-duty 

service members, retirees, and their families. Most people with TRICARE 

who are entitled to Part A must have Part B to keep TRICARE prescription 
drug benefits. If you have TRICARE, you aren’t required to join a Medicare 

Prescription Drug Plan. If you do, your Medicare drug plan pays first, 

and TRICARE pays second. If you join a Medicare Advantage Plan with 
prescription drug coverage, TRICARE won't pay for your prescription 

drugs. For more information, call the TRICARE Pharmacy Program at 

1-877-363-1303, or visit www.tricare.mil. TTY users should call 
1-877-540-6261. 
  

Indian Health Services—Health care for people who are American Indian/ 

Alaska Native through an Indian health care provider. If you get prescription 

drugs through an Indian health pharmacy, you pay nothing and your 

coverage won't be interrupted. Joining a Medicare drug plan may help your 

Indian health provider with costs, because the drug plan pays part of the cost 

of your prescriptions. Talk to your benefits coordinator who can help you 
choose a plan that meets your needs and tell you how Medicare works with 
your health care system.     
  

Note: The types of insurance listed on this page are all considered creditable 

prescription drug coverage. If you have one of these types of insurance, in most 

cases, it will be to your advantage to keep your current coverage.  
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Who Pays First When You Have Other Insurance? 
When you have other insurance (like employer group health 
coverage), there are rules that decide whether Medicare or your 
other insurance pays first. The insurance that pays first is called the 
“primary payer” and pays up to the limits of its coverage. The one that 
pays second, called the “secondary payer,” only pays if there are costs 
left uncovered by the primary coverage. 

If your other coverage is from an employer or union group health 
plan, these rules apply: 

= If you are retired, Medicare pays first. 

= If your group health plan coverage is based on your or a family 
member's current employment, who pays first depends on your 
age, the size of the employer, and whether you have Medicare based 
on age, disability, or End-Stage Renal Disease (ESRD): 

— If you are under age 65 and disabled, your plan pays first if the 
employer has 100 or more employees or at least one employer 
in a multiple employer plan has more than 100 employees. 

— If you are over age 65 and still working, your plan pays first 
if the employer has 20 or more employees or at least one 
employer in a multiple employer plan has more than 20 
employees. 

= If you have Medicare because you have ESRD, your plan pays first 
for the first 30 months you have Medicare. 

The following types of coverage usually pay first: 

= No-fault insurance (including automobile insurance) 

= Liability (including automobile insurance) 

= Black lung benefits 

= Workers’ compensation 

Medicaid and TRICARE never pay first. They only pay after 
Medicare, employer group health plans, and/or Medigap have paid. 

If you have other insurance, tell your doctor, hospital, and 

pharmacy. If you have questions about who pays first, or you 

need to update your other insurance information, call Medicare's 

Coordination of Benefits Contractor at 1-800-999-1118. TTY users 

should call 1-800-318-8782. You may need to give your Medicare 

number to your other insurers (once you have confirmed their 
identity) so your bills are paid correctly and on time.  
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Medigap (Medicare Supplement Insurance) Policies = 
Original Medicare pays for many, but not all, health care services and 

supplies. A Medigap policy, sold by private insurance companies, can 
help pay some of the health care costs (“gaps”) that Original Medicare 

doesn't cover, like copayments, coinsurance, and deductibles. Some 

Medigap policies also offer coverage for services that Original Medicare 

doesn’t cover, like medical care when you travel outside the U.S. If you 
have Original Medicare and you buy a Medigap policy, both plans will 

pay their share of Medicare-approved amounts for covered health care 

costs. Medicare doesn’t pay any of the costs for a Medigap policy. 

Every Medigap policy must follow Federal and state laws designed to 

protect you, and it must be clearly identified as “Medicare Supplement 
Insurance.” Medigap insurance companies can sell you only a 

“standardized” Médigap policy identified in most states by letters, Plans 

A through N. All plans offer the same basic benefits but some offer 

additional benefits, so you can choose which one meets your needs. 

Note: In Massachusetts, Minnesota, and Wisconsin, Medigap policies are 
standardized in a different way. 

  

NEW: Starting June 1, 2010, the types of Medigap Plans that you 
can buy will change: 

1. There will be two new Medigap Plans offered—Plans M and N. 

2. Plans E, H, I, and ] will no longer be available to buy. If you 

already have or you buy Plan E, H, I, or J before June 1, 2010, you 

can keep that plan. Contact your plan for more information.       

Insurance companies may charge different premiums for exactly the 

same Medigap coverage. As you shop for a Medigap policy, be sure you 

are comparing the same Medigap policy (for example, compare Plan A 

from one company with Plan A from another company). 

In some states, you may be able to buy another type of Medigap policy 

called Medicare SELECT (a Medigap policy that requires you to use 

specific hospitals and, in some cases, specific doctors to get full coverage).  
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If You Want to Buy a Medigap Policy 
= Generally, you must have Part A and Part B to buy a Medigap policy. 

=» You pay a monthly premium for your Medigap policy to the private 

insurer, and you pay your monthly Part B premium. See page 119. 

= A Medigap policy only covers one person. If you and your spouse both 

want Medigap coverage, you must each buy separate policies. 

= [t's important to compare Medigap policies since the costs can vary and 

may go up as you get older. Some states limit Medigap costs. 

= The best time to buy a Medigap policy is during the 6-month period that 

begins on the first day of the month in which you are both age 65 or older 

and enrolled in Part B. (Some states have additional open enrollment 

periods.) After this initial enrollment period, your option to buy a 
Medigap policy may be limited. 

= If you are under age 65, you may have additional rights to buy a Medigap 
policy, depending on the laws in your state. 

= If you have a Medigap policy and join a Medicare Advantage Plan (like an 

HMO or PPO), you may want to consider dropping your Medigap policy. 
You can continue to pay your Medigap premium, but your policy can’t be 

used to pay your Medicare Advantage Plan copayments and deductibles. 

= If you want to drop your Medigap policy, you must contact your 

insurance company to cancel the policy. 

= If you already have a Medicare Advantage Plan, it’s illegal for anyone 

to sell you a Medigap policy unless you are switching back to Original 
Medicare. 

= If you join a Medicare health plan for the first time, and you aren't happy 

with the plan, you will have special rights to buy a Medigap policy if you 
return to Original Medicare within 12 months of joining. 

— If you had a Medigap policy before you joined, you may be able to 
get the same plan back if the company still sells it. 

— The Medigap policy can no longer have prescription drug coverage 
even if you had it before, but you may be able to join a Medicare 
Prescription Drug Plan. 

— If you joined a Medicare health plan when you were first eligible for 
Medicare, you can choose from any policy. 

= If you buy a Medicare SELECT policy you also have rights to change your 
mind within 12 months and switch to a standard Medigap policy. 

= You can't have drug coverage in both your Medigap policy and a 
Medicare drug plan. See page 71.  
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For more information about Medigap policies 

=» Visit www.medicare.gov/Publications/Pubs/pdf/02110.pdf to 
view the booklet, “Choosing a Medigap Policy: A Guide to 
Health Insurance for People with Medicare.” 

= Call your State Insurance Department to get more information. 

Call 1-800-MEDICARE (1-800-633-4227) to get the telephone 
number. TTY users should call 1-877-486-2048. 

To find and compare Medigap policies 

= Visit www.medicare.gov, and select “Compare Medicare Health 
Plans and Medigap Policies in Your Area.” 

= Call 1-800-MEDICARE. 

= Call your State Health Insurance Assistance Program (SHIP). 

See pages 110-113 for the telephone number. 
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Programs for 

People with 

Limited Income 

and Resources 

here are Federal and state programs available for people with limited 

income and resources. These programs may help you save on your 
health care and prescription drug costs or provide extra income. 

Section 3 includes information about the following: 

Extra Help Paying for Medicare Prescription 

Drug Coverage (Part D) 

Medicaid 

State Pharmacy Assistance Programs (SPAPs) 

Programs of All-inclusive Care for the Elderly (PACE) 

Medicare Savings Programs 

Supplemental Security Income (SSI) Benefits 

Programs for People Who Live in the U.S. Territories 

Keep all information you get from Medicare, Social Security, 
your Medicare health or prescription drug plan, Medigap 

insurer, or employer or union. This may include notices 

of award or denial, Annual Notices of Change, notices of 
creditable prescription drug coverage, or Medicare Summary 

Notices. You may need these documents to apply for the 

programs explained in this section. Also keep copies of any 
applications you submit.  
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Programs for People with Limited Income and a 
Resources 

If you have limited income and resources, you might qualify for help to 
pay for some health care and prescription drug costs. 

The U.S. Virgin Islands, Guam, American Samoa, the Commonwealth 
of Puerto Rico, and the Commonwealth of Northern Mariana Islands 

provide their residents help with Medicare drug costs. This help isn’t the 

same as the Extra Help described below. See page 84 for more information. 

Extra Help Paying for Medicare Prescription Drug 

Coverage (Part D) 
You may qualify for Extra Help, also called the low-income subsidy (LIS) 

from Medicare to pay prescription drug costs if your yearly income and 

resources are below the following limits in 2009: 

= Single person—Income less than $16,245 and resources less than $12,510 

= Married person living with a spouse and no other dependents—Income 

less than $21,855 and resources less than $25,010 o 

These amounts may change in 2010. You may qualify even if you have a 
higher income (like if you still work, or if you live in Alaska or Hawaii, or 
have dependents living with you). Resources include money in a checking 
or savings account, stocks, and bonds. Resources don’t include your home, 

car, household items, burial plot, up to $1,500 for burial expenses (per 
person), or life insurance policies. 

If you qualify for Extra Help and join a Medicare drug plan, you will get 
the following: 

= Help paying your Medicare drug plan's monthly premium. Depending 

on your income and resources and your drug plan's premium, you 

may pay a reduced premium or no premium for a basic plan. For an 
Blue words enhanced drug plan (a plan that may cover more drugs and generally has 
in the text a higher monthly premium), you must pay more for the extra coverage. 
are defined 
on pages 

115-118. 

» Help paying any yearly deductible. 

=» Help paying coinsurance and copayments for prescription drugs that 

are on your plan's formulary (list of covered drugs). You generally pay 

all costs for drugs that aren’t on your plan’s formulary unless you are 
granted an exception. See page 90. & 

= No coverage gap. 

» No late enrollment penalty.  
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Extra Help Paying for Medicare Prescription 
Drug Coverage (Part D) (continued) 
You automatically qualify for Extra Help if you have Medicare and 
meet one of these conditions: 

= You have full Medicaid coverage. 

= You get help from your state Medicaid program paying your 

Part B premiums (belong to a Medicare Savings Program). 

= You get Supplemental Security Income (SSI) benefits. 

Medicare will mail you a purple letter to let you know you 

automatically qualify for Extra Help. You don’t need to apply for 
Extra Help if you get this letter. 

= Keep the letter for your records. 

= If you aren't already in a plan, you must join a Medicare drug plan 
to get this Extra Help. 

= If you don't join a drug plan, Medicare may enroll you in one. 

If Medicare enrolls you in a plan, Medicare will send you a yellow 

or green letter letting you know when your coverage begins. 

= Different plans cover different drugs. Check to see if the plan you 

are enrolled in covers the drugs you use and if you can go to the 

pharmacies you want. Compare with other plans in your area. 

= If you're getting Extra Help, you can switch to another Medicare 

drug plan anytime. Your coverage will be effective the first day of 
the next month. 

=» In most cases, you will pay only a small amount for each covered 
prescription. 

= If you have Medicaid, Medicare will provide you with prescription 

drug coverage instead of Medicaid. Medicaid may still cover some 

drugs that Medicare prescription drug coverage doesn't cover. 

Medicaid may still cover other care that Medicare doesn’t cover. 

= If you have Medicaid and live in certain institutions (like a 
nursing home), you pay nothing for your covered prescription 
drugs. 

If you qualify, your drug costs in 2010 will be no more than $2.50 
for each generic drug and $6.30 for each brand-name drug. Look 

on the Extra Help letters you get, or contact your plan to find out 
your exact costs.  
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Extra Help Paying for Medicare Prescription 
Drug Coverage (Part D) (continued) 
If you don’t want to join a Medicare drug plan (for example, 
because you want to keep your employer or union coverage 

instead), call 1-800-MEDICARE (1-800-633-4227) or the plan 

listed in your letter. TTY users should call 1-877-486-2048. 

Tell them you don’t want to be in a Medicare drug plan (you want 

to “opt out”). If you continue to qualify for Extra Help, you won't 

have to pay a penalty if you join later. See page 67. 

If you didn’t automatically qualify for Extra Help, you can apply: 

= Call Social Security at 1-800-772-1213 to apply by phone or to get 
a paper application. TTY users should call 1-800-325-0778. 

= Visit www.socialsecurity.gov to apply online. 

= Apply at your State Medical Assistance (Medicaid) office. Call 

1-800-MEDICARE, and say “Medicaid” to get the telephone 
number, or visit www.medicare.gov. 

Note: You can apply for Extra Help at any time. 

To get answers to your questions about Extra Help, call your State 

Health Insurance Assistance Program (SHIP). See pages 110-113 

for the telephone number. You can also call 1-800-MEDICARE. 

If you apply and qualify for Extra Help, you must join a Medicare 

drug plan to get this help. If you don't join a drug plan, Medicare 

may enroll you in one. If Medicare enrolls you in a plan, Medicare 

will send you a green letter letting you know when your coverage 

begins. Check to see if the plan you are enrolled in covers the drugs 

you use and if you can go to the pharmacies you want. If not, you 
can switch plans at anytime. 

If you have employer or union coverage and you join a Medicare 
drug plan, you may lose your employer or union coverage even 
if you qualify for Extra Help. Call your employer’s benefits 
administrator for more information before you join. 

Medicare gets data from your state or Social Security that tells 

whether you qualify for Extra Help. If Medicare doesn’t have the 

right information, you may be paying the wrong amount for your 
prescription drug coverage.  
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Extra Help Paying for Medicare Prescription Drug 

Coverage (Part D) (continued) 

Paying the Right Amount 

If you automatically qualify, you can show your drug plan the purple 

letter and the yellow or green letter you got from Medicare as proof that 
you qualify. If you applied for Extra Help, you can show your “Notice of 
Award” from Social Security as proof that you qualify. 

You can also give your plan any of the following documents (also called 

“Best Available Evidence”) as proof that you qualify for Extra Help. Your 

plan must accept these documents. Each item listed below must show 

that you were eligible for Medicaid during a month after June of 2009. 

Other Proof You Have Medicaid | Proof You Have Medicaid and 
LL a ive in an Institution 

= A copy of your Medicaid card =» A bill from the institution (like 

= A copy of a state document that a nursing home) or a copy of a 
shows you have Medicaid state document showing Medicaid 

= A print-out from a state electronic payment to the institution for at 
enrollment file or screen print from least a month 
your state’s Medicaid systems that = A screen print from your state's 
shows you have Medicaid Medicaid systems showing that you 

lived in the institution for at least a = Any other document from your 
month state that shows you have Medicaid       

  

Call your drug plan to find out how you can provide them with this 

information. If you think you qualify for Extra Help because you have 

Medicaid, but you don’t have proof, ask your drug plan for help. 
They must help you. 

If you paid for prescriptions since you qualified for Extra Help, 
your plan should pay you back some of these costs. Keep the receipts, 

and call your plan for more information. 

If your drug plan doesn’t correct a problem to help you pay the right 

amount, doesn’t respond to your request for help, or takes longer than 

expected to get back to you, call 1-800-MEDICARE (1-800-633-4227) to 

file a complaint. TTY users should call 1-877-486-2048.  
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Medicaid 
Medicaid is a joint Federal and state program that helps pay medical 

costs if you have limited income and resources and meet other 

eligibility requirements. Some people qualify for both Medicare and 

Medicaid (these people are also called “dual-eligibles”). 

= If you have Medicare and full Medicaid coverage, most of your 

health care costs are covered. You have the option of Original 

Medicare or a Medicare Advantage Plan (like an HMO or PPO). 

= Medicaid programs vary from state to state. They may also be called 

by different names, such as “Medical Assistance” or “Medi-Cal” 

= People with Medicaid may get coverage for services that Medicare 

doesn't fully cover, such as nursing home and home health care. 

= Each state has different Medicaid eligibility income and resource 
limits and other eligibility requirements. 

= In some states, you may need to apply for Medicare to be eligible 
for Medicaid. 

= Call your State Medical Assistance (Medicaid) office for more 
information and to see if you qualify. Call 1-800-MEDICARE 

(1-800-633-4227) and say “Medicaid” to get the telephone number 

for your State Medical Assistance (Medicaid) office. TTY users 

should call 1-877-486-2048. You can also visit www.medicare.gov. 

State Pharmacy Assistance Programs (SPAPs) 
Many states have State Pharmacy Assistance Programs (SPAPs) that 

help certain people pay for prescription drugs based on financial 

need, age, or medical condition. Each SPAP makes its own rules 

about how to provide drug coverage to its members. Depending on 

your state, the SPAP will help you in different ways. To find out about 

the SPAP in your state, call your State Health Insurance Assistance 

Program (SHIP). See pages 110-113 for the telephone number. 

Programs of All-Inclusive Care for the Elderly 
(PACE) 
PACE combines medical, social, and long-term care services, and 

prescription drug coverage for frail elderly and disabled people. 

This program allows people who need a nursing home-level of care 

to remain in the community. See page 101 for more information.  
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Medicare Savings Programs (Help With 
Medicare Costs) 
States have programs that pay Medicare premiums and, in some 
cases, may also pay Part A and Part B deductibles and coinsurance. 

These programs help people with Medicare save money each year. 

To qualify for a Medicare Savings Program, you must meet all of 
these conditions: 

=» Have Part A 

= Single person—Have monthly income less than $1,239 and 
resources less than $8,100 

» Married and living together—Have monthly income less than 
$1,660 and resources less than $12,910 

Note: These amounts may change each year. Many states figure your 

income and resources differently or may not have limits at all, so you 

may qualify in your state even if your income is higher. Resources 

include money in a checking or savings account, stocks, and bonds. 

Resources don't include your home, car, burial plot, up to $1,500 for 
burial expenses (per person), furniture, or other household items. 

For More Information 

= Call or visit your State Medical Assistance (Medicaid) office, and 

ask for information on Medicare Savings Programs. The names of 

these programs and how they work may vary by state. Call if you 

think you qualify for any of these programs, even if you aren't sure. 

= Call 1-800-MEDICARE (1-800-633-4227), and say “Medicaid” 

to get the telephone number for your state. TTY users should call 
1-877-486-2048. 

= Visit www.medicare.gov/Publications/Pubs/pdf/10126.pdf to 

view the brochure, “Get Help With Your Medicare Costs: Getting 
Started.” 

= Contact your State Health Insurance Assistance Program (SHIP) 

for free health insurance counseling. See pages 110-113 for the 
telephone number.  
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Supplemental Security Income (SSI) Benefits 2 
SSI is a monthly amount paid by Social Security to people with limited 

income and resources who are disabled, blind, or age 65 or older. SSI 
benefits provide cash to meet basic needs for food, clothing, and shelter. 
SSI benefits aren’t the same as Social Security benefits. 

To get SSI benefits, you must also meet these conditions: 

= Be a resident of the U.S. (includes the Northern Mariana Islands, but not 

the territories listed below). 

= Not be out of the country for a full calendar month or more than 
30 consecutive days. 

= Be either a U.S. citizen or national, or in one of certain categories of 

eligible non-citizens. People who live in Puerto Rico, the Virgin Islands, 

Guam, or American Samoa generally can’t get SSI. You can visit 
www.socialsecurity.gov, and use the “Benefit Eligibility Screening Tool” 

to find out if you may be eligible for SSI or other benefits. Call Social 
Security at 1-800-772-1213, or contact your local Social Security office 

for more information. TTY users should call 1-800-325-0778. 

Blue words 
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Programs for People Who Live in the U.S. Territories 
There are programs in Puerto Rico, the Virgin Islands, Guam, the 
Northern Mariana Islands, and American Samoa to help people with 

limited income and resources pay their Medicare costs. Programs vary in 

these areas. Call your local Medical Assistance (Medicaid) office to find 

out more about their rules, or call 1-800-MEDICARE (1-800-633-4227) 

and say “Medicaid” for more information. TTY users should call 

1-877-486-2048. You can also visit www.medicare.gov. 

Children’s Health Insurance Program 
Do you have children or grandchildren who need health insurance? 

A new bill signed into law in 2009 extends health insurance coverage 
to millions of uninsured children. 

Each state has its own program, with its own eligibility rules. 
In many states, uninsured children 18 years old and younger, whose 
families earn up to $44,500 a year (for a family of four) are eligible for 
free or low-cost health insurance that pays for doctor visits, dental 

care, prescription drugs, hospitalizations, and much more. Call & 

1-877-KIDS-NOW (1-877-543-7669), or visit www.insurekidsnow.gov 
for more information about the Children’s Health Insurance Program.  
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Protecting 

Yourself 

and Medicare 

Y can protect yourself and Medicare by understanding your 

rights (including your right to appeal) and knowing how to 
identify and report fraud. 

Section 4 includes information about the following: 

Medicare Rights and Appeals Information 

Advance Beneficiary Notices (ABN) 

Appeals (Medicare Drug Plans) 

How Medicare Uses Your Personal Information 

Protecting Yourself From Fraud and Identity Theft 

Senior Medicare Patrol (SMP) 

Billing Fraud 

How Medicare Protects You 
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Your Medicare Rights 
No matter what type of Medicare coverage you have, you have 
certain guaranteed rights. As a person with Medicare, you have the 
right to all of the following: 

= Be treated with dignity and respect at all times 

= Be protected from discrimination 

= Have access to doctors, specialists, and hospitals 

= Have your questions about Medicare answered 

= Learn about all of your treatment choices and participate in 
treatment decisions 

=» Get information in a way you understand from Medicare, health 

care providers, and, under certain circumstances, contractors 

= Get emergency care when and where you need it 

= Get a decision about health care payment or services, or 
prescription drug coverage 

= Get a review (appeal) of certain decisions about health care 

payment, coverage of services, or prescription drug coverage 

= File complaints (sometimes called grievances), including 
complaints about the quality of your care 

= Have your personal and health information kept private 

What Is an Appeal? 
An appeal is the action you can take if you disagree with a coverage 
or payment decision made by Medicare or your Medicare plan. 

You can appeal if Medicare or your plan denies one of the 
following: 

=» A request for a health care service, supply, or prescription that 
you think you should be able to get 

= A request for payment for health care services or supplies or a 

prescription drug you already got that was denied 

= A request to change the amount you must pay for a prescription 
drug 

You can also appeal if Medicare or your plan stops providing or 

paying for all or part of an item or service you think you still need. 

If you decide to file an appeal, ask your doctor or other health care 

provider or supplier for any information that may help your case.  
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How to File an Appeal 
How you file an appeal depends on the type of Medicare coverage you have: 

= If you have a Medicare health plan, look at your plan materials, call your 

plan, or visit www.medicare.gov/Publications/Pubs/pdf/10112.pdf to view 
the booklet, “Your Medicare Rights and Protections.” 

= If you have a Medicare Prescription Drug Plan, look at your plan materials, 

call your plan, or look on pages 90-91 to learn how to file an appeal. 

= If you have Original Medicare, do the following to file an appeal: 

1. Get the Medicare Summary Notice (MSN) that shows the item or 

service you are appealing. Your MSN is the statement you get every 

3 months that lists all the services billed to Medicare and tells you if 

Medicare paid for the services. See page 46. 

. Circle the item(s) you disagree with on the MSN, and write an 

explanation on the MSN of why you disagree. 

. Sign, write your telephone number, and provide your Medicare 

number on the MSN. Keep a copy for your records. 

. Send the MSN, or a copy, to the Medicare contractor’s address listed 

on the MSN. You can also send any additional information you may 
have about your appeal. 

. You must file the appeal within 120 days of the date you get the 

MSN. If you want to file an appeal, make sure you read your MSN 
carefully, and follow the instructions. You can also use CMS Form 

20027, and file it with the Medicare contractor at the address listed 
on the MSN. To view or print this form, visit 

www.cms.hhs.gov/cmsforms/downloads/CMS20027.pdf. 

You can also file a fast appeal in some cases. See page 88. 

Find Out if Medicare or Your Plan Was Billed For the Services You Got 

Check with your health care provider or supplier to see if they submitted the 

bill to Medicare or your plan. Do the following to find out what was billed: 

= Ask your health care provider or supplier for an itemized statement. 

They should give this to you within 30 days. 

= Check your MSN if you have Original Medicare to see if the service was 

billed to Medicare. If you are in a Medicare plan, check with your plan. 

= Visit www.MyMedicare.gov, or call 1-800-MEDICARE (1-800-633-4227) 

to view your Medicare claims. TTY users should call 1-877-486-2048.  
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Your Right to a Fast Appeal 
If you are getting Medicare services from a hospital, skilled 

nursing facility, home health agency, comprehensive outpatient 

rehabilitation facility, or hospice, and you think your Medicare- 

covered services are ending too soon, you have the right to a 

fast appeal (also called an “expedited review” or an “immediate 

appeal”). Your provider will give you a notice at least 2 days before 
your services end that will tell you how to ask for a fast appeal. 

If you don’t get this notice, ask your provider for it. With a fast 
appeal, an independent reviewer, called a Quality Improvement 

Organization (QIO), will decide if your services should continue. 

= You may ask your doctor for any information that may help your 
case if you decide to file a fast appeal. 

= You must call your local QIO to request a fast appeal no later than 

noon on the day before your notice says your coverage will end. 

= The number for the QIO in your state should be on your notice. 

You can also call 1-800-MEDICARE (1-800-633-4227) to get the 

telephone number, or visit www.medicare.gov. TTY users should 
call 1-877-486-2048. 

= If you miss the deadline, you still have appeal rights: 

— If you have Original Medicare, call your local QIO. 

— If you are in a Medicare health plan, call your plan. Look in 
your plan materials to get the telephone number. 

Contact your State Health Insurance Assistance Program (SHIP) if 

you need help filing an appeal. See pages 110-113 for the telephone 
number. 
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Advance Beneficiary Notice (ABN) 
If you have Original Medicare, your health care provider or 

supplier may give you a notice called an “Advance Beneficiary 
Notice” (ABN). 

= This notice says Medicare probably (or certainly) wont pay for 
some services in certain situations. 

= You will be asked to choose whether to get the items or services 
listed on the ABN. 

= If you choose to get the items or services listed on the ABN, you 
will have to pay if Medicare doesn't. 

= You will be asked to sign the ABN to say that you have read and 
understood the notice. 

= An ABN isn't an official denial of coverage by Medicare. 

You could choose to get the items listed on the ABN and still 

ask your health care provider or supplier to submit the bill to 

Medicare or another insurer. If Medicare denies payment, you 

can still file an appeal. However, you will have to pay for the items 

or services on appeal if Medicare determines that the items or 

services aren't covered (and no other insurer is responsible for 
payment). 

= You may also get an ABN for other reasons, such as when your 

doctor or health care provider reduces your home health care. 

= If you should have received an ABN but didn’t, in most cases 

your provider should refund you for what you paid for the item 

or service. However, you still must pay any copayments and/or 
deductibles that apply. 

If you are in a Medicare plan, call your plan to find out if a service 

or item will be covered. 

For more information about ABN, visit 

www.medicare.gov/Publications/Pubs/pdf/10112.pdf to view 

the booklet, “Your Medicare Rights and Protections,” or call 
1-800-MEDICARE (1-800-633-4227). TTY users should call 

1-877-486-2048.  
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Appealing Your Medicare Drug Plan’s Decisions 
If you have Medicare prescription drug coverage (Part D), you have 

the right to do all of the following (even before you buy a particular 
drug): 

= Get a written explanation (called a “coverage determination”) 

from your Medicare drug plan. A coverage determination is 
the first decision made by your Medicare drug plan (not the 

pharmacy) about your prescription drug benefits, including 

whether a particular drug is covered, whether you have met all 

the requirements for getting a requested drug, how much you're 

required to pay for a drug, and whether to make an exception to a 
plan rule when you request it. 

= Ask your drug plan for an exception if you or your prescriber (your 

doctor or other health care provider who is legally allowed to write 
prescriptions) believes you need a drug that isn’t on your drug 
plan’ list of covered drugs. 

= Ask for an exception if you or your prescriber believes that a 

coverage rule (such as prior authorization) should be waived. 

= Ask for an exception if you think you should pay less for a higher 

tier drug because you or your prescriber believes you can’t take any 
of the lower tier drugs for the same condition. 

You or your prescriber must contact your plan to ask for a coverage 

determination or an exception. If your network pharmacy can't fill 

a prescription as written, the pharmacist will show you a notice that 

explains how to contact your Medicare drug plan so you can make 

your request. If the pharmacist doesn’t show you this notice, ask to 
see it. 

A standard request for a coverage determination or exception must 

be made in writing unless your plan accepts requests by phone. 

You or your prescriber can call or write your plan for an expedited 
(fast) request. Your request will be expedited if you haven't received 

the prescription and your plan determines, or your prescriber tells 

your plan, that your life or health may be at risk by waiting. 

If you are requesting an exception, your prescriber must provide 

a statement explaining the medical reason why similar drugs 

covered by your plan won’t work or may be harmful to you. &  
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Appealing Your Medicare Drug Plan’s Decisions 

(continued) 

Once your Medicare drug plan gets your request for a coverage 

determination or your prescriber’s statement, the Medicare drug plan has 

72 hours (for a standard request) or 24 hours (for an expedited request) 

to notify you of its decision. If the drug plan doesn’t give you a prompt 

decision, and you can show that the delay would affect your health, the plan’s 
failure to act is considered a coverage determination. 

If you disagree with your Medicare drug plan’s coverage determination or 

exception decision, you can appeal. There are five levels of appeals available 

to you. The first level is appealing through your plan. 

Appealing Your Drug Plan’s Coverage Determination 

Decision 

= You, your representative, or your prescriber can appeal your drug plan’s 
coverage determination decision. 

= The appeal request must be made within 60 days of the drug plan’s decision. 

=» A standard request must be made in writing, unless your Medicare drug 
plan accepts requests by phone. 

= You, your representative, or your prescriber can call or write your plan for 
an expedited request. 

= The Medicare drug plan has 7 days (for a standard request) or 72 hours (for 

an expedited request) from the date it gets your request to notify you of its 

decision. You may have additional appeal rights if you don’t agree with the 
plan's decision. 

= You can get help filing an appeal from your State Health Insurance 

Assistance Program (SHIP). See pages 110-113 for the telephone number. 

If your plan doesn’t respond to your request for a coverage determination, 

an exception, or an appeal, you can file a complaint. Call your plan or 

1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048. 

After you appeal through your plan, you will get a notice explaining the next 

level of appeal. If you disagree with the plan’s decision, you can ask for an 
independent review of your case. 

For more information about your rights and the different levels of appeals, 
visit www.medicare.gov/Publications/Pubs/pdf/10112.pdf to view the 

booklet, “Your Medicare Rights and Protections,” or call 1-800-MEDICARE.  
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How Medicare Uses Your Personal Information 

You have the right to have your personal and health information kept 
private. The next two pages describe how your information may be 
used and given out and explain how you can get this information. 
  

  

Notice of Privacy Practices for Original Medicare 
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU 

MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS 

INFORMATION. PLEASE REVIEW IT CAREFULLY. 

By law, Medicare is required to protect the privacy of your personal medical information. 

Medicare is also required to give you this notice to tell you how Medicare may use and give 

out (“disclose”) your personal medical information held by Medicare. 

Medicare must use and give out your personal medical information to provide information 
to the following: 

= To you or someone who has the legal right to act for you (your personal representative) 

= To the Secretary of the Department of Health and Human Services, if necessary, to make 
sure your privacy is protected 

=» Where required by law 

Medicare has the right to use and give out your personal medical information to pay for 

your health care and to operate the Medicare Program. Examples include the following: 

= Companies that pay bills for Medicare use your personal medical information to pay or 

deny your claims, to collect your premiums, to share your benefit payment with your 

other insurer(s), or to prepare your Medicare Summary Notice. 

» Medicare may use your personal medical information to make sure you and other people 

with Medicare get quality health care, to provide customer service to you, to resolve any 

complaints you have, or to contact you about research studies. 

Medicare may use or give out your personal medical information for the following 

purposes under limited circumstances: 

= To State and other Federal agencies that have the legal right to receive Medicare data 

(such as to make sure Medicare is making proper payments and to assist Federal/State 
Medicaid programs) 

= For public health activities (such as reporting disease outbreaks) 

= For government health care oversight activities (such as fraud and abuse investigations) 

=» For judicial and administrative proceedings (such as in response to a court order) 

= For law enforcement purposes (such as providing limited information to locate a missing 
person) 

=» For research studies, including surveys, that meet all privacy law requirements (such as 

research related to the prevention of disease or disability) 

= To avoid a serious and imminent threat to health or safety 

= To contact you about new or changed coverage under Medicare 

= To create a collection of information that can no longer be traced back to you  
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How Medicare Uses Your Personal Information 

(continued) 

  

  

By law, Medicare must have your written permission (an “authorization”) to use or give out 

your personal medical information for any purpose that isn’t set out in this notice. You may 

take back (“revoke”) your written permission anytime, except to the extent that Medicare 

has already acted based on your permission. 

By law, you have the right to take these actions: 

» See and get a copy of your personal medical information held by Medicare. 

= Have your personal medical information amended if you believe that it is wrong or if 

information is missing, and Medicare agrees. If Medicare disagrees, you may have a 

statement of your disagreement added to your personal medical information. 

= Get a listing of those getting your personal medical information from Medicare. 

The listing won't cover your personal medical information that was given to you or your 

personal representative, that was given out to pay for your health care or for Medicare 

operations, or that was given out for law enforcement purposes. 

= Ask Medicare to communicate with you in a different manner or at a different place 

(for example, by sending materials to a P.O. Box instead of your home address). 

= Ask Medicare to limit how your personal medical information is used and given out to 

pay your claims and run the Medicare Program. Please note that Medicare may not be 

able to agree to your request. 

= Get a separate paper copy of this notice. 

Visit www.medicare.gov for more information on the following: 

= Exercising your rights set out in this notice. 

= Filing a complaint, if you believe Original Medicare has violated these privacy rights. 

Filing a complaint won't affect your coverage under Medicare. 

You can also call 1-800-MEDICARE (1-800-633-4227) to get this information. Ask to speak 

to a customer service representative about Medicare's privacy notice. TTY users should call 
1-877-486-2048. 

You may file a complaint with the Secretary of the Department of Health and Human 

Services. Call the Office for Civil Rights at 1-800-368-1019. TTY users should call 
1-800-537-7697. You can also visit www.hhs.gov/ocr/privacy. 

By law, Medicare is required to follow the terms in this privacy notice. Medicare has the 
right to change the way your personal medical information is used and given out. 

If Medicare makes any changes to the way your personal medical information is used and 

given out, you will get a new notice by mail within 60 days of the change. 

The Notice of Privacy Practices for Original Medicare became effective April 14, 2003.  
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Protect Yourself from Fraud and Identity Theft 
Identity theft is a serious crime. Identity theft happens when 

someone uses your personal information without your consent 
to commit fraud or other crimes. Personal information includes 

things like your name and your Social Security, Medicare, or credit 

card numbers. Don't be a victim of identity theft. Guard against 
identity theft by taking action to protect yourself. 

Keep your personal information safe. You have control over 
when you provide and who you allow to have your personal 

information. Generally, no one should call you or come to your 

home uninvited to get you to join a Medicare plan. Don't give 

your personal information to someone who does this. Only 
give personal information like your Medicare number to 

doctors, other health care providers, and plans approved by 

Medicare; any insurer who pays benefits on your behalf; and to 

people in the community who work with Medicare, like your 
State Health Insurance Assistance Program (SHIP) or Social 

Security. Call 1-800-MEDICARE (1-800-633-4227) if you aren’t 

sure if a provider is approved by Medicare. TTY users should call 
1-877-486-2048. 

Medicare plans can’t ask you for credit card or banking 

information over the telephone, unless you are already a 

member of that plan. In most cases, Medicare plans can’t call 

you to ask you to join a plan; instead, you must call them. Call 

1-800-MEDICARE to report any plans that ask for your 

personal information over the telephone or that call to enroll 

you in a plan. You can also call the Medicare Drug Integrity 

Contractor at 1-877-7SAFERX (1-877-772-3379). 
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Protect Yourself from Fraud and Identity Theft 
(continued) 
If you think someone is using your personal information without 

your consent, call your local police department and the Federal 

Trade Commissions ID Theft Hotline at 1-877-438-4338 to 

make a report. TTY users should call 1-866-653-4261. For more 

information about identity theft or to file a complaint online, visit 
www.consumer.gov/idtheft. 

The SMP Program Can Help You 

The SMP (formerly known as the Senior Medicare Patrol) Program 

educates and empowers people with Medicare to take an active role 

in detecting and preventing health care fraud and abuse. There is 
an SMP Program in every state, the District of Columbia, Guam, 

the U.S. Virgin Islands, and Puerto Rico. For more information or 

to find your local SMP Program, visit www.smpresource.org, or 

call your State Health Insurance Assistance Program (SHIP) to get 

the telephone number. See pages 110-113 for the SHIP telephone 
number. 
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Protect Yourself and Medicare from Billing Fraud 
Most doctors, pharmacists, plans, and other health care providers 

who work with Medicare are honest. Unfortunately, there may be 
some who are dishonest. Medicare is working with other government 
agencies to protect you and Medicare. Medicare fraud happens when 
Medicare is billed for services or supplies you never got. Medicare 

fraud costs Medicare a lot of money each year. You pay for it with 
higher premiums. 

Remember these tips to help prevent billing fraud: 

= Ask questions! You have the right to know everything about your 
health care including the costs billed to Medicare. 

=» Educate yourself about Medicare. Know your rights and what a 
provider can and can’t bill to Medicare. 

= Be wary of providers who tell you that the item or service isn’t 

usually covered, but they “know how to bill Medicare” so Medicare 
will pay. 

If you believe a Medicare plan or provider has used false information 

to mislead you, call 1-800-MEDICARE (1-800-633-4227). TTY users 
should call 1-877-486-2048. 

When you get health care services, record the dates on a calendar 

and save the receipts you get from providers. Use the calendar and 
receipts to check for mistakes on statements you get. These include 

the Medicare Summary Notice if you have Original Medicare, or 

similar statements that list the services you got or prescriptions you 
filled. 

If you suspect billing fraud, here’s what you can do: 

1. Contact your health care provider to be sure the bill is correct. 

2. Call 1-800-MEDICARE. 

3. Call the fraud hotline of the HHS Office of Inspector General 
at 1-800-HHS-TIPS (1-800-447-8477). TTY users should call 

1-800-377-4950. You can also email HHSTips@oig.hhs.gov. 

. Call the Medicare Drug Integrity Contractor at 

1-877-7SAFERX (1-877-772-3379) if you are in a Medicare 
Advantage Plan or a Medicare Prescription Drug Plan.  
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Fighting Fraud Can Pay 
You may get a reward of up to $1,000 if you meet all these conditions: 

= You report suspected Medicare fraud. 

= The Inspector General's Office reviews your suspicion. 

= The suspected fraud you report isn't already being investigated. 

= Your report leads directly to the recovery of at least $100 of 

Medicare money. 

For more information, call 1-800-MEDICARE (1-800-633-4227). 

TTY users should call 1-877-486-2048. 

Note: For your protection, your full Medicare number is no 

longer printed on your Medicare Summary Notice. The first 5 
digits of your number are replaced with “Xs.” 

How Medicare Protects You 

Medicare works with other government agencies to protect Medicare 

from fraud and to protect you from identity theft. With help from 

honest health care providers, suppliers, law enforcement, and 

citizens like you, Medicare is improving its ability to prevent fraud 

and identity theft. Some dishonest health care providers have been 

removed from Medicare, and some have gone to jail. These actions 

are saving money for taxpayers and protecting Medicare for the 

future. Below and on the next page are other ways Medicare is 

working to protect you. 

You Are Protected from Discrimination 

Every company or agency that works with Medicare must obey 

the law. You can’t be treated differently because of your race, color, 

national origin, disability, age, religion, or sex. If you think that 

you haven't been treated fairly for any of these reasons, call the 

Department of Health and Human Services, Office for Civil Rights 
toll-free at 1-800-368-1019. TTY users should call 1-800-537-7697. 
You can also visit www.hhs.gov/ocr for more information.  
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The Medicare Beneficiary Ombudsman 
An “ombudsman” is a person who reviews issues and helps to 
resolve them. The Medicare Beneficiary Ombudsman shares 

information with the Secretary of Health and Human Services, 

Congress, and other organizations about what works well and what 

doesn’t work well in Medicare. The Ombudsman helps improve the 

quality of the services and care you get from Medicare by reporting 
problems and making recommendations. 

The Ombudsman makes sure information about the following is 
available to all people with Medicare: 

= Your Medicare coverage 

= Information to help you make good health care decisions 

» Your Medicare rights and protections 

» How you can get issues resolved 

The Ombudsman reviews the concerns raised by people with 
Medicare through 1-800-MEDICARE (1-800-633-4227) and 

through your State Health Insurance Assistance Program (SHIP). = 
TTY users should call 1-877-486-2048. For more information about 

the Medicare Beneficiary Ombudsman, visit www.medicare.gov, 
and select “Ombudsman.” 
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Planning 

Ahead 

his section gives you information to help you plan ahead to 

make important health care choices. Your family, friends, and 

partners in your community may be an important part of helping 
you manage and plan for your future health care. Whether it’s 

helping you plan for long-term care or keeping a copy of your 

advance directives, be sure to ask for any help you may need from 
people you trust. 

Section 5 includes information about the following: 

Plan for Long-term Care 100-102 

Advance Directives (like a living will) 103-104 
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Plan for Long-Term Care 
Long-term care is a variety of services including medical and 

non-medical care for people who have a chronic illness or disability. 
Non-medical care includes non-skilled personal care assistance, such 

as help with everyday activities like dressing, bathing, and using the 
bathroom. Medicare and most health insurance plans, including 

Medigap (Medicare Supplement Insurance) policies don’t pay for 

this type of care, also called “custodial care.” Medicare only pays 

for medically-necessary skilled nursing facility or home health care 

if you meet certain conditions. Long-term care can be provided at 

home, in the community, in assisted living, or in a nursing home. 

Paying for Long-Term Care 
Long-term Care Insurance—This type of private insurance policy 

can help pay for many types of long-term care, including both skilled 

and non-skilled (custodial) care. Long-term care insurance can vary 
widely. Some policies may cover only nursing home care. Others may 

include coverage for a range of services like adult day care, assisted 
living, medical equipment, and informal home care. 

Note: Long-term care insurance doesn't replace your Medicare 

coverage. 

Your current or former employer or union may offer long-term care 

insurance. Current and retired Federal employees, active and retired 
members of the uniformed services, and their qualified relatives 

can apply for coverage under the Federal Long-term Care Insurance 

Program. If you have questions, visit www.opm.gov/insure/ltc, or call 

the Office of Personnel Management at 1-800-582-3337. 

Personal Resources— You can use your savings to pay for long-term 

care. Some insurance companies let you use your life insurance 

policy to pay for long-term care. Ask your insurance agent how this 

works.  
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Paying for Long-Term Care (continued) 
Medicaid —Medicaid is a joint Federal and state program that 

pays for certain health services for people with limited income 
and resources. If you qualify, you may be able to get help to pay for 
nursing home care or other health care costs. See page 82 for more 
information about Medicaid. 

Home and Community-based Services Programs—If you are 

already eligible for Medicaid (or, in some states, would be eligible 
for Medicaid coverage in a nursing home), you or your family 

members may be able to get help with the costs of services that 
help you stay in your home instead of moving to a nursing home. 

Examples include homemaker services, personal care, and respite 
care. For more information, contact your State Medical Assistance 

(Medicaid) office. Call 1-800-MEDICARE (1-800-633-4227), and 

say “Medicaid” to get the telephone number, or visit 
www.medicare.gov. TTY users should call 1-877-486-2048. 

Programs of All-inclusive Care for the Elderly (PACE)—PACE 
is a Medicare and Medicaid program that allows people who 

otherwise need a nursing home-level of care to remain in the 

community. PACE was created as a way to provide you, your 

family, caregivers, and your health care providers flexibility to 

meet your health care needs and to help you continue living in the 
community. 

PACE provides all the care and services covered by 

Medicare and Medicaid, as authorized by a team of health 

professionals, as well as additional medically-necessary 

care and services not covered by Medicare and Medicaid. 

PACE provides coverage for prescription drugs, doctor 

visits, transportation, home care, check-ups, hospital 

visits, and even nursing home stays whenever necessary. 

For more information about PACE, visit 

www.medicare.gov/Publications/Pubs/pdf/11341.pdf 

to view the fact sheet, “Quick Facts About Programs of 

All-inclusive Care for the Elderly.”  
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Blue words 

in the text 

are defined 

on pages 

115-118. 

Paying for Long-Term Care (continued) 

Long-Term Care Resources 

Use the following resources to get more information about 
long-term care: 

= Visit www.medicare.gov, and select “Plan for Your Long-term 
Care Needs.” 

= Call 1-800-MEDICARE (1-800-633-4227). TTY users should 

call 1-877-486-2048. 

= Visit www.longtermcare.gov to learn more about planning for 
long-term care. 

= Call your State Insurance Department to get information about 

long-term care insurance. Call 1-800-MEDICARE to get the 
telephone number. 

= Call the National Association of Insurance Commissioners 

at 1-866-470-6242 to get a copy of “A Shopper's Guide to 
Long-term Care Insurance.” 

= Visit the Eldercare Locator at www.eldercare.gov to find your 

local Aging and Disability Resource Center. You can also call 
1-800-677-1116. 
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Advance Directives 

Advance directives are legal documents that allow you to put in 

writing what kind of health care you would want if you were too 
ill to speak for yourself. Advance directives most often include the 
following: 

= A health care proxy (durable power of attorney) 

= A living will 

» After-death wishes 

Talking with your family, friends, and health care providers about 

your wishes is important, but these legal documents ensure your 

wishes are followed. It’s better to think about these important 
decisions before you are ill or a crisis strikes. 

A health care proxy (sometimes called a durable power 
of attorney for health care) is used to name the person 

“3 you wish to make health care decisions for you if you 

, aren't able to make them yourself. Having a health care 
proxy is important because if you suddenly aren't able 

to make your own health care decisions, someone you 

trust will be able to make these decisions for you. 

A living will is another way to make sure your voice is heard. 

It states which medical treatment you would accept or refuse if 

your life is threatened. Dialysis for kidney failure, a breathing 

machine if you can’t breathe on your own, CPR (cardiopulmonary 

resuscitation) if your heart and breathing stop, or tube feeding if 

you can no longer eat are examples of medical treatment you can 
choose to accept or refuse. 

In some states, advance directives can also include after-death 

wishes. This may include choices such as organ and tissue donation. 
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Advance Directives (continued) 

If you already have advance directives, take time now to review 

them to be sure you are still satisfied with your decisions and your 
health care proxy is still willing and able to carry out your plans. 

Find out how to cancel or update them in your state if they no 
longer reflect your wishes. Make sure to give your new advance 

directives to your doctors, proxy, and family members. 

Each state has its own laws for creating advance directives. 
For more information, contact your health care provider, an 

attorney, your local Area Agency on Aging, or your state health 
department. 

Tips 

1. Keep the original copies of your advance directives where they 
are easily found. 

. Give the person you've named as your health care proxy, and 

other concerned family members or friends, a copy of your 

advance directives. 

. Give your doctor a copy of your advance directives for your 
medical record. Provide a copy to any hospital or nursing home 
you stay in. 

. Carry a card in your wallet that states you have advance 
directives. 
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For More 

Information 

(Phone, Web sites, 

Publications) 

edicare has free information sources to help you with your 
Medicare and related questions. 

Section 6 includes information about the following: 

1-800-MEDICARE 

www.MyMedicare.gov (for your personal 
Medicare information) 

www.medicare.gov (for general information) 

Quality of plans and providers 

Medicare publications 

If you have a question or complaint about the quality of a 
Medicare-covered service, call your local Quality Improvement 

Organization (QIO). Call 1-800-MEDICARE (1-800-633-4227) 

to get your QIO’s telephone number. TTY users should call 
1-877-486-2048. You can also visit www.medicare.gov.  



106 Section 6—For More Information 

1-800-MEDICARE (1-800-633-4227) 

TTY Users 1-877-486-2048. 

Get Information 24 Hours a Day, Including Weekends. 

= Speak clearly, and have your Medicare card in front of you. You'll be 
asked for your Medicare number to reduce the amount of time it takes 

to speak to an agent. You can either say your Medicare number or enter 
the numbers using your telephone keypad. 

= Say “AGENT” at any time to talk to a customer service representative, 

or use this chart. If you need help in a language other than English or 
Spanish, let the customer service representative know the language. 

Medicare prescription drug coverage “Drug Coverage” 
  

Claim or billing issues, or appeals “Claims” or “Billing” 
  

Preventive services “Preventive Services” 
  

Help paying health or prescription drug 
costs 

“Limited Income” 

  

Forms or publications “Publications” 
  

Telephone numbers for your State Medical 
Assistance (Medicaid) office 

“Medicaid” 

  

Outpatient doctor's care “Doctor Service” 
  

Hospital visit or emergency care “Hospital Stay” 
  

Equipment or supplies like oxygen, 

wheelchairs, walkers, or diabetic supplies 

“Medical Supplies” 

  

Information about your Part B deductible “Deductible” 
    Nursing Home Services   “Nursing Home”     

People who get benefits from the RRB should call 1-800-833-4455 with 

questions about Part B services and bills. 

Note: If you want Medicare to give your personal health information 

to someone other than you, you need to let Medicare know in writing. 

You can fill out a “Medicare Authorization to Disclose Personal Health 
Information” form. You can do this by visiting www.medicare.gov or 
by calling 1-800-MEDICARE to get a copy of the form.  
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Go Online to Get the Information You Need 

Need Personalized Information? 

Register at www.MyMedicare.gov, Medicare’s secure online 

service for accessing your personal Medicare information: 

= Complete your Initial Enrollment Questionnaire so your 
bills get paid correctly. 

=» Track your health care claims. 

= Check your Part B deductible status. 

= View your eligibility information. 

= Track the preventive services you can get. 

= Find a Medicare health or prescription drug plan. 

=» Keep your Medicare information in one convenient place. 

= Sign up to get your “Medicare & You” handbook 
electronically. 

Need General Information about Medicare? 

Visit www.medicare.gov: 

= Get detailed information about the Medicare health and 

prescription drug plans in your area, including what they 
cost and what services they provide. 

= Find doctors or other health care providers and suppliers 
who participate in Medicare. 

= See what Medicare covers, including preventive services. 

= Get Medicare appeals information and forms. 

= Get information about the quality of care provided by plans, 

nursing homes, hospitals, home health agencies, and dialysis 
facilities. 

= Look up helpful Web sites and telephone numbers. 

» View Medicare publications. 

If you don’t have a computer, your local library or senior 
center may be able to help you look up this information. 
You can also call your State Health Insurance Assistance 
Program (SHIP). See pages 110-113 for the telephone number.  
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Compare the Quality of Plans and Providers e 
You can't always plan ahead when you need health care, but when 

you can, take time to compare. Medicare collects information about 

the quality of care and services given by most Medicare plans and 

other health care providers and information about the experiences 
of people with the care and services they get. 

Now you can compare the quality of care and services given 

by health and prescription drug plans, or health care providers 

nationwide by visiting www.medicare.gov or by calling your State 

Health Insurance Assistance Program (SHIP). See pages 110-113 
for the telephone number. 

When you, a family member, friend, or SHIP counselor visit 

Medicare's Web site, select one of the following: 

= “Compare Health Plans and Medigap Policies” 

= “Compare Medicare Prescription Drug Plans” 

= “Compare Dialysis Facilities” 

» “Compare Home Health Agencies” 

» “Compare Hospitals” 

= “Compare Nursing Homes” 

These search tools on www.medicare.gov give you a “snapshot” 
of the quality of care and services some plans and providers give. 

Find out more about the quality of care and services by doing the 
following: 

= Ask what your plan or provider does to ensure and improve the 

quality of care and services. Every plan and health care provider 

should have someone you can talk to about quality. 

= Ask your doctor what he or she thinks about the quality of care or 

services the plan or other health care provider gives. Talk to your 
doctor about Medicare's information on the quality of care and 
services that plans and providers give.  
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Medicare Publications 
To read, print, or download copies of booklets, brochures, or fact 

sheets on the topics listed below or to see what's available, visit 

www.medicare.gov and select “Find a Medicare Publication.” 

You can search by keyword (such as “rights” or “mental health”), 
or select “View All Medicare Publications.” 

If the publication you want has a check box after “Order 
Publication,” you can have a printed copy mailed to you. 
You can also call 1-800-MEDICARE (1-800-633-4227), and say 

“Publications” to find out if a printed copy can be mailed to you. 

TTY users should call 1-877-486-2048. 

Search for free booklets on Medicare topics like the following: 

= Ambulance coverage = Kidney dialysis and transplant 

» Choosing a nursing home services 
= Comparing plans and » Medicare Advantage Plan options 

health care providers = Medicare prescription drug 

= Coverage outside the U.S. coverage, including Extra Help 

= Fighting fraud = Mental health care 

» Home health care = Preventive services 

= Hospice care = Rights and protections 

= Hospital quality » Skilled nursing facility care 

Eo edicors 

Do you help someone with Medicare? 
Medicare has two new resources to help you get the 

information you need. 

= Visit “Ask Medicare” at www.medicare.gov/caregivers to help 
your loved one choose a drug plan, compare nursing homes, 

get help with billing, and more! 

= Sign up for the free bi-monthly “Ask Medicare” electronic 
newsletter (e-Newsletter) when you go to the site mentioned 
above. The e-Newsletter has the latest information including 
important dates, Medicare changes, and resources in your 
community.  
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State Health Insurance Assistance Program (SHIP): 
For help with questions about appeals, buying other insurance, choosing a 

health plan, buying a Medigap policy, and Medicare rights and protections. 

This page has been intentionally left blank. The printed version contains 

phone number information. For the most recent phone number information, 
please visit www.medicare.gov/contacts/home.asp. Thank you. 
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This page has been intentionally left blank. The printed version contains 

phone number information. For the most recent phone number information, 

please visit www.medicare.gov/contacts/home.asp. Thank you. 

 



112 Section 6—For More Information 

This page has been intentionally left blank. The printed version contains 
phone number information. For the most recent phone number information, 

please visit www.medicare.gov/contacts/home.asp. Thank you. 
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This page has been intentionally left blank. The printed version contains 

phone number information. For the most recent phone number information, 
please visit www.medicare.gov/contacts/home.asp. Thank you. 
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Definitions 

Benefit Period—The way that Original Medicare measures your 

use of hospital and skilled nursing facility (SNF) services. A benefit 
period begins the day you go into a hospital or skilled nursing 

facility. The benefit period ends when you haven't received any 
inpatient hospital care (or skilled care in a SNF) for 60 days in a 

row. If you go into a hospital or a skilled nursing facility after one 
benefit period has ended, a new benefit period begins. You must 

pay the inpatient hospital deductible for each benefit period. 

There is no limit to the number of benefit periods. 

Coinsurance—An amount you may be required to pay as your 

share of the cost for services after you pay any deductibles. 

Coinsurance is usually a percentage (for example, 20%). 

Copayment—An amount you may be required to pay as your 
share of the cost for a medical service or supply, like a doctor’s visit 
or a prescription. A copayment is usually a set amount, rather than 

a percentage. For example, you might pay $10 or $20 for a doctor’s 
visit or prescription.  
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Creditable Prescription Drug Coverage—Prescription drug 2 

coverage (for example, from an employer or union) that is expected to 
pay, on average, at least as much as Medicare's standard prescription 

drug coverage. People who have this kind of coverage when they 
become eligible for Medicare can generally keep that coverage without 

paying a penalty, if they decide to enroll in Medicare prescription 
drug coverage later. 

Critical Access Hospital—A small facility that provides outpatient 

services, as well as inpatient services on a limited basis, to people in 
rural areas. 

Custodial Care—Nonskilled personal care, such as help with 

activities of daily living like bathing, dressing, eating, getting in or out 
of a bed or chair, moving around, and using the bathroom. 

It may also include the kind of health-related care that most people do 

themselves, like using eye drops. In most cases, Medicare doesn’t pay 
for custodial care. 

Deductible—The amount you must pay for health care or 

prescriptions, before Original Medicare, your prescription drug plan, 
or your other insurance begins to pay. 

Extra Help—A Medicare program to help people with limited 
income and resources pay Medicare prescription drug program costs, 

such as premiums, deductibles, and coinsurance. 

Inpatient Rehabilitation Facility—A hospital, or part of a hospital, 

that provides an intensive rehabilitation program to inpatients. 

Institution—A facility that provides short-term or long-term 

care, such as a nursing home, skilled nursing facility (SNF), or 

rehabilitation hospital. Private residences, such as an assisted living 

facility, or group home are not considered institutions for this 
purpose. 

Lifetime Reserve Days—In Original Medicare, these are additional 

days that Medicare will pay for when you are in a hospital for more 
than 90 days. You have a total of 60 reserve days that can be used 

during your lifetime. For each lifetime reserve day, Medicare pays all 

covered costs except for a daily coinsurance.  
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Long-Term Care Hospital —Acute care hospitals that provide 
treatment for patients who stay, on average, more than 25 days. 

Most patients are transferred from an intensive or critical care unit. 

Services provided include comprehensive rehabilitation, respiratory 

therapy, head trauma treatment, and pain management. 

Medically Necessary—Services or supplies that are needed for the 

diagnosis or treatment of your medical condition and meet accepted 
standards of medical practice. 

Medicare-Approved Amount—In Original Medicare, this is the 

amount a doctor or supplier that accepts assignment can be paid. 
It includes what Medicare pays and any deductible, coinsurance, 

or copayment that you pay. It may be less than the actual amount a 
doctor or supplier charges. 

Medicare Health Plan—A Medicare health plan is offered by a 

private company that contracts with Medicare to provide Part A 

and Part B benefits to people with Medicare who enroll in the plan. 

This term is used throughout this handbook to include all Medicare 

Advantage Plans, Medicare Cost Plans, Demonstration/Pilot 

Programs, and Programs of All-inclusive Care for the Elderly (PACE). 

Medicare Plan—Refers to any way other than Original Medicare 
that you can get your Medicare health or prescription drug 

coverage. This term includes all Medicare health plans and Medicare 
Prescription Drug Plans. 

Premium—The periodic payment to Medicare, an insurance 

company, or a health care plan for health or prescription drug 
coverage. 

Primary Care Doctor— Your primary care doctor is the doctor you 

see first for most health problems. He or she makes sure you get 
the care you need to keep you healthy. He or she also may talk with 

other doctors and health care providers about your care and refer 

you to them. In many Medicare Advantage Plans, you must see your 

primary care doctor before you see any other health care provider.  
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Quality Improvement Organization (QI0)—A group of 

practicing doctors and other health care experts paid by the 

Federal government to check and improve the care given to people 
with Medicare. 

Referral —A written order from your primary care doctor for 

you to see a specialist or to get certain medical services. In many 

Health Maintenance Organizations (HMOs), you need to get a 

referral before you can get medical care from anyone except your 

primary care doctor. If you don’t get a referral first, the plan may 
not pay for the services. 

Service Area—A geographic area where a health insurance 

plan accepts members if it limits membership based on where 

people live. For plans that limit which doctors and hospitals you 
may use, it’s also generally the area where you can get routine 

(non-emergency) services. The plan may disenroll you if you move 
out of the plan's service area. 

Skilled Nursing Facility (SNF) Care—Skilled nursing care and 

rehabilitation services provided on a continuous, daily basis, in 

a skilled nursing facility. Examples of skilled nursing facility care 
include, physical therapy or intravenous injections that can only be 
given by a registered nurse or doctor. 

TTY—A teletypewriter (TTY) is a communication device used 

by people who are deaf, hard-of-hearing, or have a severe speech 

impairment. People who don't have a TTY can communicate with 
a TTY user through a message relay center (MRC). An MRC has 

TTY operators available to send and interpret TTY messages. 
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Your Monthly Premiums for Medicare 

Part A (Hospital Insurance) Monthly Premium 

Most people don't pay a Part A premium because they paid Medicare 
taxes while working. 

In 2010, you pay up to $461 each month if you don’t get premium-free 

Part A. If you pay a late enrollment penalty, this amount is higher. 

Part B (Medical Insurance) Monthly Premium (See page 21.) 
  

If Your Yearly Income in 2008 was You Pay 

File Individual Tax Return | File Joint Tax Return 

$85,000 or below $170,000 or below $110.50* 

$85,001-$107,000 $170,001-$214,000 $154.70 

$107,001-$160,000 $214,001-$320,000 $221.00 

$160,001-$214,000 $320,001-$428,000 $287.30 

above $214,000 above $428,000 $353.60 

  

  

  

  

  

          
  

* Most people will continue to pay the 2009 Part B premium of $96.40 
in 2010. If you have questions about your Part B premium, call Social 

Security at 1-800-772-1213. TTY users should call 1-800-325-0778. 

Note: If you don’t get Social Security, RRB, or Civil Service benefit 

payments and choose to sign up for Part B, you will get a bill. If you 

choose to buy Part A, you will always get a bill for your premium. You 

can mail your premium payments to the Medicare Premium Collection 

Center, P.O. Box 790355, St. Louis, MO 63179-0355. If you get a 
bill from the RRB, mail your premium payments to RRB, Medicare 

Premium Payments, P.O. Box 9024, St. Louis, MO 63197-9024. 

Part C and Part D (Medicare Health and Prescription Drug Plan) 

Monthly Premium 

Contact the plans you're interested in for the actual plan premium. 

You also pay the Part B premium (and Part A if you don’t get it 
premium-free).  
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What you pay if you have Original Medicare 

Part A Costs for Covered Services and Items 

Blood 1 

Home 

Health Care 

Hospice 
(€ 17: 

Hospital 

Stay 

IE 

(NITE aTe] 

  

In most cases, the hospital gets blood from a blood bank at no charge, 

and you won't have to pay for it or replace it. If the hospital has to buy 
blood for you, you must either pay the hospital costs for the first 3 

units of blood you get in a calendar year or have the blood donated. 
  

You pay: 

= $0 for home health care services 

» 20% of the Medicare-approved amount for durable medical 
equipment 
  

You pay: 

"| =» $0 for hospice care 

= A copayment of up to $5 per prescription for outpatient 

prescription drugs for pain and symptom management 

= 5% of the Medicare-approved amount for inpatient respite care 

(short-term care given by another caregiver, so the usual caregiver 
can rest) 

Medicare doesn’t cover room and board when you get hospice care in 

your home or another facility where you live (like a nursing home). 
  

In 2010, you pay: 

=» $1,100 deductible and no coinsurance for days 1-60 each benefit 
period 

= $275 per day for days 61-90 each benefit period 

=» $550 per “lifetime reserve day” after day 90 each benefit period 
(up to 60 days over your lifetime) 

= All costs for each day after the lifetime reserve days 

=» Inpatient mental health care in a psychiatric hospital limited to 

190 days in a lifetime 

See “Medical and Other Services” on page 121 for what you pay for 

doctor services while you are a hospital inpatient. 
  

In 2010, you pay: 

= $0 for the first 20 days each benefit period 

£1 = $137.50 per day for days 21-100 each benefit period 

= All costs for each day after day 100 in a benefit period 
  

Note: If you are in a Medicare Advantage Plan, costs vary by plan and may be either 
higher or lower than those noted above. Check with your plan.    
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® What you pay if you have Original Medicare (continued) 

Part B Costs for Covered Services and Items 
  

CETSS: BE In 2010, you pay the first $155 yearly for Part B-covered services 
DLT {I [BERN Or items. 
  

Blood In most cases, the provider gets blood from a blood bank 
an at no charge, and you won't have to pay for it or replace it. 

However, you will pay a copayment for the blood processing and 

handling services for every unit of blood you get, and the Part B 

deductible applies. If the provider has to buy blood for you, you 

must either pay the provider costs for the first 3 units of blood 

you get in a calendar year or have the blood donated by you or 
someone else. 

You pay a copayment for additional units of blood you get as an 

outpatient (after the first 3), and the Part B deductible applies. 

Clinical You pay $0 for Medicare-approved services. 
Laboratory 

NYT aVTel 

plein =H El BE You pay $0 for Medicare-approved services. You pay 20% of the 

STATI Medicare-approved amount for durable medical equipment. 

  

  

  

JET ETT BR You pay 20% of the Medicare-approved amount for most doctor 

OL ET EERYTEEE services (including most doctor services while you are a hospital 

| inpatient), outpatient therapy*, most preventive services, and 
durable medical equipment. 
  

Mental SEEN You pay 45% of the Medicare-approved amount for most 

SEER outpatient mental health care. 
  

(01 STREET Bl You pay copayment or coinsurance amounts. 

TTT 

Oli FETE You pay a coinsurance or copayment amount that varies by 
Hospital service for each individual outpatient hospital service. 

‘Services | No copayment for a single service can be more than the amount 
. of the inpatient hospital deductible. 

      

*In 2010, there may be limits on physical therapy, occupational therapy, and 

speech-language pathology services. If so, there may be exceptions to these limits. 

Note: All Medicare Advantage Plans must cover these services. Costs vary by plan and 

may be either higher or lower than those noted above. Check with your plan.  
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Part C and Part D (Medicare Health and Prescription Drug & 

Plans) Costs for Covered Services and Supplies 

Cost information for the Medicare plans in your area is available 
by visiting www.medicare.gov. You can also contact the plan, or 
call 1-800-MEDICARE (1-800-633-4227). TTY users should call 

1-877-486-2048. You can also call your State Health Insurance 

Assistance Program (SHIP). See pages 110-113 for the telephone 

number. Medicare Advantage Plans (like an HMO or PPO) must 

cover all Part A and Part B-covered services and supplies. Check 
your plan's materials for actual amounts. 

The figures below are used to estimate the Part D late 
enrollment penalty. The national base beneficiary premium 

amount can change each year. For more information about 
estimating your penalty amount, see page 67. 

2010 
  

Part D National Base Beneficiary Premium $31.94 

1% Penalty Calculation $.32 
  

      
  

Medicare cares about what you think. If you have general 
comments about this handbook, call 1-800-MEDICARE or 

email us at medicareandyou@cms.hhs.gov. We won't be able 

to respond to your comments about the handbook, but we 

will consider your feedback when writing future versions. 
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Using Computers to Manage Your Health Information 
You can help manage your health information and improve how you 
communicate with your doctors and other health care providers by using a 
computer. Computers can also help you get and share access to your health 
information like never before. This technology (also called Health Information 
Technology or Health IT) reduces paperwork, medical errors, and health care 
costs and can also help improve your quality of care. 

Electronic Health Records (EHRs)—An EHR is a record with important 
information about your health and treatment (like lab reports) that are 
maintained and used by your doctor, your doctor’ staff, or a hospital. 

» EHRs can help all of your providers have the same information about 
your conditions, treatments, tests, and prescriptions. 

» EHRs can help lower the chances of medical errors and can help 
improve your overall quality of care. 

Personal Health Records (PHRs)—A PHR is a record with information about 

your health that you maintain and keep for easy reference. 

= These easy-to-use online tools can help you manage your health information 
from anywhere you have internet access. 

= With a PHR, you can keep track of health information, like the date of your 
last physical, major illnesses, operations, allergies, or a list of your medicines. 

» PHRs are often offered by providers, health plans, and private companies. 
Some are free, while others charge a monthly or annual fee. 

Visit www.medicare.gov/phr to learn more. 

Electronic Prescribing (eRx)—A way for your prescribers (your doctor or 
other health care provider who is legally allowed to write prescriptions) to 
send your prescriptions to your pharmacy using a secure computer. 

= Electronic prescribing lets your prescribers send secure electronic 
prescriptions directly to your pharmacy, instead of writing prescriptions on 
paper. 

= Electronic prescribing helps to avoid harmful drug interactions and allows 
your prescriber to see what drugs your plan offers, including lower-cost 
generics. 

Ask your prescribers if they prescribe electronically. 

There are strict rules about protecting the privacy and security of electronic 
information. When you use a secure Web site, you usually have to create a 
unique user ID and password, and the information you type is encrypted (put 
in code) so other people can’t read it. More work is being done to make sure 
that this new technology is even more secure.  
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Medicaid Coverage of Medicare Beneficiaries 
(Dual Eligibles) HE At a Glance 

Overview of Medicare Coverage and 

Cost-Sharing 

The Original Medicare Program, Title XVIII of the Social 

Security Act (SSA), provides hospital insurance, known 

as Part A coverage, and supplementary medical insurance, 

known as Part B coverage. Coverage for Part A is automatic 

for individuals age 65 or older (and for certain disabled 

individuals) that have insured status under Social Security or 

Railroad Retirement. Most individuals do not pay a monthly 

premium (amount paid to Medicare, an insurance company, 

or a health care plan for health coverage) for Part A if they 

or their spouse paid Medicare taxes while working. Coverage 

for Part A may be purchased by individuals who do not 

have insured status through the payment of monthly Part 

A premiums. Coverage for Part B does require payment of 

monthly premiums. 

Individuals with Original Medicare generally pay: 

+ a deductible (a fixed amount per year for health care 

before Medicare pays its share), 

» coinsurance (a percentage of the cost of the covered 

services and/or supplies), and 

* may pay a copayment (fixed dollar amounts that an 

individual must pay when he or she uses a 

particular service). 

Individuals with Original Medicare who desire Medicare drug 

coverage must join a Medicare Prescription Drug Plan. 

Medicare Advantage (MA) plans are also part of Medicare. 

These health plan options, known as Part C plans, are offered 

by private companies and approved by Medicare. MA plans 

are not supplemental insurance. These plans must provide all 

Part A and Part B coverage and follow rules set by Medicare, 

including benefit design and cost-sharing. 
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Official CMS Information for 
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Medicare Cost-Sharing for Medicaid 
Recipients 

Medicaid is a joint Federal and State program that helps 

pay medical costs for individuals with limited income 

and resources. Individuals with Medicare Part A 

and/or Part B, who have limited income and resources, 

may get help paying for their out-of-pocket medical 

expenses from their State Medicaid Program. These 

programs help individuals with Medicare save money 

each year. Medicare cost-sharing includes Part A and 

Part B premiums and, in some cases, may also pay 

a Part A and Part B deductible and coinsurance. The 
SSA provides that a State Medicaid plan is not required 

to provide payment for any expenses incurred for a 

deductible, coinsurance, or copayment for Medicare 

cost-sharing to the extent that the Medicare payment 

for the service would exceed the payment amount 
that would be made under the State Medicaid plan. In 

any case, where a Medicare deductible, coinsurance, 

or copayment is required to be paid or may be paid 
conditionally, the State may limit Medicaid payment, 

including nominal cost-sharing amounts as permitted 

under the SSA and specified in the State Medicaid plan. 
These payment limitations may result in a Medicaid 

payment of zero. 

For individuals with an MA plan, cost-sharing includes 

premiums plus a deductible and coinsurance, and may 
include copayment. Additional factors also determine 

whether Medicaid is liable for coverage of cost-sharing 
in MA plans. These factors include the dual eligible 

coverage category, the type of cost-sharing, the options 

elected by the State, and payment limitations specified 

in the State Medicaid plan. 

Individuals who are entitled to Medicare Part A 

and/or Part B and are eligible for some form of Medicaid 
benefit are often referred to as “dual eligibles.” These 

benefits are sometimes referred to as Medicare Savings 

Programs (MSPs). Dual eligibles are eligible for some 

form of Medicaid benefit, whether that Medicaid 

coverage 1s limited to certain costs, such as Medicare 
premiums, or the full benefits covered under the State 

Medicaid plan. 

Dual eligibles whose benefits are limited include: 

* Qualified Medicare Beneficiaries (QMB), 

+ Specified Low-Income Medicare 

Beneficiaries (SLMB), 

* Qualifying Individuals (QI), and 

+ Qualified Disabled Working 

Individuals (QDWI). 

  

Those eligible for full Medicaid benefits are called Full 

Benefit Dual Eligibles (FBDE). At times, individuals 

may qualify for both limited coverage of Medicare 

cost-sharing as well as full Medicaid benefits. 

Dual Eligible Medicare Beneficiary Groups 

Qualified Medicare Beneficiary (QMB Only) 

A QMB is an individual who: 

* 1s entitled to Medicare Part A, 

* has income that does not exceed 100 percent of 

the Federal Poverty Level (FPL), and 

+ has resources that do not exceed twice the 

Supplemental Security Income (SSI) limit. 

A QMB is eligible for Medicaid payment of Medicare 

premium, deductible, coinsurance, and copayment 

amounts (except for Part D). A QMB who does not 
qualify for any additional Medicaid benefits is called a 

“QMB Only.” 

QMB Plus 

A QMB Plus is an individual who: 

» meets all of the standards for QMB eligibility as 

described above, but 

+ also meets the financial criteria for full 

Medicaid coverage, and 

» 1s entitled to all benefits available to a QMB, 

as well as all benefits available under the State 

Medicaid plan to a fully eligible 
Medicaid recipient. 

These individuals often qualify for full Medicaid 

benefits by meeting the Medically Needy standards, or 

through spending down excess income to the Medically 

Needy level. 

Specified Low-Income Medicare Beneficiary 

(SLMB Only) 

An SLMB is an individual who: 

+ is entitled to Medicare Part A, 

+ has income that exceeds 100 percent FPL, but is 

less than 120 percent FPL, and 

* has resources that do not exceed twice the 

SSI limit. 

The only Medicaid benefit an SLMB is eligible for is 

payment of Medicare Part B premiums. An SLMB who 

does not qualify for any additional Medicaid benefits is 

called an “SLMB Only.”  
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SLMB Plus 

An SLMB Plus is an individual who: 

* meets the standards for SLMB eligibility, but 

+ also meets the financial criteria for full Medicaid 
coverage, and 

* is entitled to payment of Medicare Part B 

premiums, as well as all benefits available 

under the State Medicaid plan to a fully eligible 
Medicaid recipient. 

These individuals often qualify for Medicaid by 
meeting the Medically Needy standards, or through 

spending down excess income to the Medically 
Needy level. 

Qualifying Individual (QI) 

A QI 1s an individual who: 

* is entitled to Part A, 

* has income that is at least 120 percent FPL, but 
less than 135 percent FPL, 

* has resources that do not exceed twice the SSI 
limit, and 

* is not otherwise eligible for Medicaid. 

A QI 1s similar to an SLMB in that the only benefit 

available is Medicaid payment of the Medicare Part B 
premium; however, expenditures for any QI are 100 

percent federally funded and the total expenditures are 

limited by statute. 

Full Benefit Dual Eligible (FBDE) 

An FBDE is an individual who: 

« is eligible for Medicaid either categorically 

or through optional coverage groups, such as 

Medicare Part C Cost-Sharing Chart 

Part C Premium for 

Basic Medicare Part 

A and Part B Benefits 

and Mandatory 

Dual Eligible 

Beneficiary Group 

  
Supplemental Benefits 

Medically Needy or special income levels for 

institutionalized or home and community-based 

waivers, but 

+ does not meet the income 

or resource criteria for a 

QMB or an SLMB. 

Qualified Disabled and 

Working Individual (QDWI) 

A QDWI is an individual who: 

+ lost Medicare Part A 

benefits due to returning 

to work, but is eligible & 

to enroll in and purchase \ 
Medicare Part A, \ 

* does not have an income 

that exceeds 200 percent FPL, 

+ does not have resources that exceed twice the 
SSI limit, and 

+ may not be otherwise eligible for Medicaid. 

A QDWI is only eligible for Medicaid payment of Part 
A premiums. 

Medicaid Liability for Medicare Part C 
Cost-Sharing for a Dual Eligible 

To properly determine Medicaid liability for 

Medicare Part C cost-sharing for a dual eligible, it 

is necessary to determine the individual’s Medicaid 

coverage group and the type of Medicare Part C 

cost-sharing. The following chart identifies the 

Medicaid liability by coverage group and type of Part 
C cost-sharing. 

; =) 

. = ) a 

AY 

Medicare Deductible, 

Coinsurance, 

and Copayment 

(except Part D)* 

Part C Premium for 

Optional 

Supplemental Benefits 

  

QMB Only Optional Not allowed Required 
  

QMB Plus Optional Optional Required 
  

SLMB Only Not allowed Not allowed | Not allowed 
  

SLMB Plus Not allowed Optional Conditional 
  

QI | Not allowed Not allowed Not allowed 
  

Other FBDE Not allowed Optional Conditional 
    QDWI Notallowed   | Not allowed   | Not allowed 

*The SSA specifies that Federal Financial Protection is not available for the coverage of Part D drugs for Part D 
eligible individuals.  
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Capitation for Medicare Cost-Sharing in 
MA Plans 

When States choose to capitate payments to MA 

plans for their Medicare cost-sharing obligations, the 

capitation rate must take into account the limitations 

on the States’ payments as specified in the SSA. This 

means that the State’s capitation rate for Medicare 
cost-sharing must be consistent with the payment 

levels specified in the State Medicaid plan and the 

methodology for the computation of the capitation rate 

must be part of the approved State Medicaid plan. An 
MA plan that does not wish to accept the capitation 

payment is not obligated to do so, but since MA claims 

do not automatically “cross-over” to Medicaid, plan 

providers must be able to submit valid claims to the 

State Medicaid Program in order to obtain the payment 
for the Medicaid cost-sharing obligation. 

Balance Billing a QMB 

For a QMB, Medicaid is responsible for deductible, 

coinsurance, and copayment amounts for Medicare 
Part A and B covered services. Providers may not bill 

a QMB for either the balance of the Medicare rate 
or the provider’s customary charges for Part A or B 

services. The QMB is protected from liability for Part 

A and B charges, even when the amounts the provider 

receives from Medicare and Medicaid are less than the 

Medicare rate or less than the provider’s customary 
charges as specified in the Balanced Budget Act of 

1997 (BBA). Providers who bill a QMB for amounts 

above the Medicare and Medicaid payments (even 

when Medicaid pays nothing) are subject to sanctions. 
Providers may not accept QMB patients as “private 

pay” in order to bill the patient directly and providers 
must accept Medicare assignment for all Medicaid 

patients, including a QMB. 

Ccnrs/ 
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Additional Resources 

* The “Medicare Learning Network (MLN)” 

The “Medicare Learning Network (MLN)” is the 
brand name for official CMS educational products 

and information for Medicare fee-for-service 

providers. For additional information visit the 
Medicare Learning Network’s web page at http:// 

www.cms.hhs.gov/MLNGenInfo on the 

CMS website. 

For more information about Medicare and 
Medicaid, visit http://www.cms.hhs.gov on the 

CMS website. 

For additional information on the 

Medicare — Medicaid Relationship, visit http:// 

www.cms.hhs.gov/MLNProducts/downloads/ 

Relationship Brochure.pdf on the CMS website. 

For additional information on dual eligibility, visit 

http://www.cms.hhs.gov/DualEligible/01 Overview. 

asp on the CMS website. 
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This fact sheet was prepared as a service to the public and is not intended to grant rights or impose obligations. 
This fact sheet may contain references or links to statutes, regulations, or other policy materials. The information 

provided is only intended to be a general summary. It is not intended to take the place of either the written law or 

regulations. We encourage readers to review the specific statutes, regulations, and other interpretive materials for 

a full and accurate statement of their contents. 
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i Jeni. Care is an elected benefit covered 
under Medicare Part A for a beneficiary 

who meets all of the following requirements: 

m The individual is eligible for Part A; 

m The individual is certified as having a 
terminal illness with a prognosis of six 
months or less if the illness runs its 
normal course; 

The individual receives care from a 
Medicare-approved hospice program and; 

The individual signs a statement 
indicating that he or she elects the 
hospice benefit and waives all other 
rights to Medicare payments for 
services for the terminal illness and 
related conditions. In addition to 
covered hospice services, Medicare will 
continue to pay for covered benefits 
that are not related to the terminal illness. 

Hospice is not a basic 
benefit under the Medicare 
Advantage (MA) Program 
and MA Plans are not 
required to provide a 
hospice benefit. Enrollees 
in MA Plans receive the 
hospice benefit under 
Original Medicare. Upon enrollment, and annually 
thereafter, MA Plans must inform enrollees of the 
availability of the Medicare hospice option and any 
approved hospices in the MA Plan’s service area 
including those that the MA organization owns, controls, 
or in which it has a financial interest. 

COVERAGE OF HOSPICE SERVICES 
  

The Medicare hospice benefit includes the following 
hospice services for the terminal illness and related 
conditions: 

m Physician services furnished by hospice- 
employed physicians and nurse practitioners (NP) 
or by other physicians under arrangement with 
the hospice; 

Nursing care; 

Medical equipment; 

Medical supplies; 

Drugs for symptom control and pain relief; 

Hospice aide and homemaker services; 
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Physical therapy; 

Occupational therapy; 

Speech-language pathology services; 

Social worker services; 

Dietary counseling; 

Spiritual counseling; 

Grief and loss counseling for the individual and 
his or her family; 

Short-term inpatient care for pain control and 
symptom management and for respite care; and 

Any other services as identified by the hospice 
interdisciplinary group. 

Medicare will NOT pay for the following services when 
hospice care is chosen: 

m Hospice care furnished by a hospice other than 
the hospice designated by the individual (unless 
furnished under arrangement by the designated 
hospice); and 

Any Medicare services that are related to 
treatment of the terminal illness or a related 
condition for which hospice care was elected or 
that are equivalent to hospice care, with the 
exception of the following: 

Care furnished by the designated hospice; 

Care furnished by another hospice under 
arrangements made by the designated 
hospice; or 

Care furnished by the individual's attend- 
ing physician who is not an employee of 
the designated hospice or receiving 
compensation from the hospice under 
arrangement for those services. 

Room and board if hospice care is provided in 
the home, in a nursing home, or in a hospice 
residential facility. However, room and board are 
allowable services under the Medicare hospice 
benefit for short-term inpatient care that the 
hospice arranges; and 

Care in an emergency room, inpatient facility 
care, outpatient services, or ambulance transpor- 

tation, unless these services are either arranged 
by the hospice medical team or are unrelated to 
the terminal illness. 

CERTIFICATION REQUIREMENTS 

For the first 90-day period of hospice coverage, the 
hospice must obtain a certification of the terminal illness 
by the medical director of the hospice or the physician 
member of the hospice interdisciplinary group and 
the individual's attending physician (if he or she has 
an attending physician) no later than two calendar days 
after hospice care is initiated. Only a medical doctor or 

  

   



a doctor of osteopathy can certify or recertify a terminal 
illness. An attending physician is a doctor of medicine or 
osteopathy or a NP who is identified by the beneficiary, 
at the time he or she elects to receive hospice care, as 

Qi the most significant role in the determination 
and delivery of his or her medical care. However, a NP 
may not certify the terminal illness pursuant to Section 
1814(a)(7)(A)i)(I) of the Social Security Act. 

Written certification must be on file in the beneficiary's 
clinical record prior to submission of a claim to the 
Fiscal Intermediary or A/B Medicare Administrative 
Contractor and must include: 

m A statement that the individual is certified as 
having a terminal illness with a prognosis of six 
months or less if the terminal illness runs its 
normal course; and 

Specific clinical findings and other documen- 
tation that support a life expectancy of six 
months or less; and 

A brief narrative explanation of the clinical 
findings, composed by the physician, that 
supports a life expectancy of six months or 
less; and 

m Signature(s) of the physician(s). 

ELECTION PERIODS 
  

Hospice care is available for 2 periods of 90 days and an 
limited number of subsequent 60-day periods. 

The election statement includes the following information: 

m Identification of the particular hospice that will 
furnish care to the individual; 

The individual or representative’s (if applicable) 
acknowledgement that he or she has been given 
a full understanding of hospice care; 

The individual or representative’s (if applicable) 
acknowledgement that he or she understands 
that certain Medicare services are waived by the 
election; 

m Effective date of the election; and 

m Signature of the individual or representative. 

An individual or representative may revoke the election 
of hospice care at any time. It is the individual's or 
representative’s choice to revoke the election of hospice 
care, without undue influence from the hospice. In order 
to revoke the election, the individual must file a document 
with the hospice that includes a signed statement that 
he or she revokes the election of hospice care for the 
remainder of that election period and the effective date of 
that revocation. The individual forfeits any remaining days 
in that election period and his or her Medicare coverage of 
the benefits previously waived is resumed. 

An individual may change the designation of the 
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hospice from which he or she 
elects to receive hospice care 
once in each election period. In 
order to change the designated 
hospice, the individual must file 
a signed statement with both the 
hospice from which he or she 
has received care and with the 
newly designated hospice. The 
statement includes the following 
information: 

m The name of the hospice 
from which he or she has received care; 

m The name of the hospice from which he or she 
plans to receive care; and 

m Date the change is to be effective. 

HOW PAYMENT RATES ARE SET 

Medicare pays hospice agencies a daily rate for each 
day a beneficiary is enrolled in the hospice benefit. The 
daily payments are made regardless of the amount of 
services furnished on a given day and are intended to 
cover costs that the hospice incurs in furnishing services 
identified in the beneficiary’s plan of care. Payments 
are made based on the level of care required to meet 
beneficiary and family needs: 

  

Routine home care; 

Continuous home care; " 

m Inpatient respite care; and 

n General inpatient care. 

The daily hospice payment rates are adjusted to account 
for differences in wage rates among markets. Each 
category of care’s base rate has a labor share and a 
nonlabor share. The labor share of the base payment 
amount is adjusted by the hospice wage index. Base 
rates are updated annually based on the hospital market 
basket index. 

The fiscal year 2010 payment rates for the period 
October 1, 2009 through September 30, 2010 
increased by 2.1 percentage points of the 2009 payment 
rates, as depicted in the chart on page 4. 

PATIENT COINSURANCE PAYMENTS 

m Prescription drugs or biologicals— 
Hospices may bill Medicare hospice patients a 
coinsurance payment for each palliative drug 
or biological prescription. The coinsurance for 
each prescription approximates 5 percent of its 
cost to the hospice, determined in accordance 
with the drug copayment schedule established 
by the hospice, except that the amount of 
coinsurance for each prescription may not 

exceed $5.00. 

  

   



Respite care—Hospices may bill Medicare 
hospice patients for coinsurance for each respite 
care day, equal to 5 percent of the payment 
made by Medicare for a respite care day. The 
amount of an individual's coinsurance liability for 
respite care during a hospice coinsurance period 
may not exceed the inpatient hospital deductible 
applicable for the year in which the hospice 
coinsurance period began. 

CAPS ON HOSPICE PAYMENTS 

There are two caps that apply to the hospice benefit: 

  

1) The number of days of inpatient care the 
hospice may furnish is limited to not more 
than 20 percent of total patient care days (the 
inpatient cap); and 

An aggregate payment amount that a Medicare 
hospice provider may receive in Medicare 
payments for services provided in the cap 
year is limited to the cap amount times 
the number of beneficiaries who initially elected 
the benefit in that period (the aggregate cap). 

The hospice aggregate cap is adjusted annually by the 
medical expenditure category of the Consumer Price 
Index for all Urban Consumers. For the cap year ending 
October 31, 2009, the cap amount is $23,014.50. 

ADDITIONAL REPORTING 
REQUIRED ON HOSPICE CLAIMS 

For claims with dates of service on or after January 1, 
2007, hospices must report on claims the site where 

  

services are provided. For claims with dates of service 
on or after January 1, 2008, hospices must report on 
claims the Core Based Statistical Area for the location 
where services are furnished for all levels of hospice 
care. For claims with dates of service on or after ££ 
July 1, 2009, hospices must report visit data for 
nurses, aides, and social workers. For claims with dates 
of service on or after January 1, 2010, hospices must 
report visit data including length of visits (number of 
15-minute increments) for nurses, aides, social workers, 
physical therapists, occupational therapists, and 
speech-language therapists. 

To find additional information about the hospice 
benefit, see the Hospice Center Web Page located at 
http://www.cms.hhs.gov/center/hospice.asp. 
This web page also contains a link to hospice program 
transmittals and hospice manual information (Chapter 9 
of the Medicare Benefit Policy Manual, 
Pub. 100-02, and Chapter 11 of the Medicare 
Claims Processing Manual, Pub. 100-04). 

Fiscal Year 2010 Hospice Payment Rates 

DIT GT dl] Wage Component Non-Weighted 
Subject to Index Amount 

651 Routine Home Care $142.91 $98.19 $44.72 
  

652 Continuous Home Care $834.10 

Full Rate = 24 hours of care 

$34.75 hourly rate 

$573.11 $260.99 

  

655 Inpatient Respite Care $147.83 $80.02 $67.81 
  

656 $635.74 General Inpatient Care       $228.80 $406.94         

This fact sheet was prepared as a service to the public and is not intended to grant rights or impose obligations. This fact sheet may contain references or 
links to statutes, regulations, or other policy materials. The information provided is only intended to be a general summary. It is not intended to take the 
place of either the written law or regulations. We encourage readers to review the specific statutes, regulations, and other interpretive materials for a full and 
accurate statement of their contents. 

The Medicare Learning Network (MLN) is the brand name for official CMS educational products and information for Medicare fee-for-service providers. 

ICN: 006817 

For additional information visit the Medicare Learning Network's web page at http://www.cms.hhs.gov/MLNGenInfo on the CMS website. 

November 2009 
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“Medicare Coverage of Skilled Nursing Facility Care’ is prepared by the ent rs for 
Medicare & Medicaid Services (CMS). CMS and States oversee the quality of Skilled 
Nursing Facilities (SNFs). State and Federal government agencies certify SNFs. 

“Medicare Coverage of Skilled Nursing Facility Care” isn’t a legal document. Official 
Medicare Program legal guidance is contained in the relevant statutes, regulations, 

and rulings. 

The information in this booklet was correct when it was printed. Changes may occur 
after printing. For the most up-to-date version, visit www.medicare.gov on the web. 
Under “Search Tools,” select “Find a Medicare Publication.” Or, call 1-800-MEDICARE 
(1-800-633-4227). A customer service representative can tell you if the information 
has been updated. TTY users should call 1-877-486-2048.  
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Important note: Before you read this booklet, it is important to know how you get 
your Medicare health care. Most people with Medicare get their 

health care through the Original Medicare Plan. The information 

in this booklet explains SNF coverage in the Original Medicare 

Plan. 

If you get your health care from a Medicare Advantage Plan (like 
an HMO or PPO), Medicare Preferred Provider Organization, or a 

Medicare Private Fee-for-Service Plan, you must get at least the 

same coverage as the Original Medicare Plan provides. Look for 

special notes throughout this booklet that explain how your SNF 

benefits, choice of facility, costs, coverage, and/or rights and 
protections may be different in a Medicare Advantage Plan. Read 
your plan materials or check with your plan for specific information.  



  

“I didn’t know what 

to expect when I 

needed skilled care. 

Then the social 

worker at the 

hospital gave me this 

booklet to read. I'm 

so glad she did.” 
  

  

Words in blue 

are defined on 

pages 43-45.       

Introduction 

If you or someone you care for needs Skilled Nursing Facility 
(SNF) care, read this booklet so you will know the following 
information: 

* What Medicare covers and what you pay for services 

* How to find and compare skilled nursing facilities 

* How your care is planned 

* Your rights and protections 

* Where you can get help 

Skilled care is health care given when you need skilled nursing or 

rehabilitation staff to manage, observe, and evaluate your care. 
Examples of skilled care include intravenous injections and 

physical therapy. Medicare will only cover skilled care when you 

meet certain conditions (see page 13). 

A Skilled Nursing Facility could be part of a nursing home or 

hospital. Medicare certifies these facilities if they have the staff 
and equipment to give skilled nursing care and/or skilled 

rehabilitation services, and other related health services. 

Medicare doesn’t cover custodial care if it is the only kind of 

care you need. Custodial care is care that helps you with usual 
daily activities like getting in and out of bed, eating, bathing, 

dressing, and using the bathroom. It may also include care that 

most people do themselves, like using eye drops, oxygen, and 
taking care of colostomy or bladder catheters. Custodial care is 
often given in a nursing facility. See page 20 for ways to get help 

paying for custodial care. 

Generally, skilled care is available only for a short time after a 
hospitalization. Custodial care may be needed for a much longer 
period of time.  



 



® Section 1 The Basics 

A quick look at Medicare coverage 
of skilled care 
This page gives you a quick look at Medicare covered care in a 
Skilled Nursing Facility (SNF). It helps you find answers to 
questions you may have if you, or someone you care for, needs 
skilled care. The rest of the booklet gives more detail. 

How do | find and choose a facility that gives 
skilled care? 

1. Read the list of contacts on page 7. 

2. Compare the quality of the SNFs you are interested in. 

3. Call or visit the SNFs you are interested in. 

4. Choose the SNF that best meets your needs. 

When and how long does Medicare cover care 
in a skilled nursing facility? 

Up to 100 days if you continue to meet Medicare's requirements 
(see page 14). 

How much is covered by the Original Medicare 
Plan (see page 19)? 

For Days Medicare Pays For You Pay For 
Covered Services Covered Services 
  

1=20 Full Cost Nothing 
  

21-100 All but a daily A daily 
copayment™® copayment® 
  

Beyond 100 Nothing Full Cost       

  

Words in blue 

are defined on 

pages 43-45.       

* The copayment (your share) is up to $128 per day in the year 
2008. It can change each year. If you have a Medigap (Medicare 
Supplement Insurance) policy with the Original Medicare Plan, 
or are in a Medicare Advantage Plan, your costs may be different 

or you may have additional coverage.  
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Words in blue 

are defined on 

pages 43-45.     

A quick look at Medicare coverage of skilled 
care (continued) 

Where can | get help or more information? 

* For free booklets on Medicare and related topics, see page 39. 

* For telephone numbers of local organizations that can help you, 
see pages 40—42. 

What is skilled care? 

Skilled care is health care given when you need skilled nursing or 
rehabilitation staff to treat, manage, observe, and evaluate your 

care. Examples of skilled care include intravenous injections and 

physical therapy. It is given in a Skilled Nursing Facility (SNF). 
Care that can be given by non-professional staff isn’t considered 

skilled care. People don’t usually stay in a SNF until they are 

completely recovered. Medicare covers certain skilled care services 
that are needed daily on a short-term basis (up to 100 days). 

Skilled care requires the involvement of skilled nursing or 

rehabilitative staff in order to be given safely and effectively. 

Skilled nursing and rehabilitation staff includes 

* registered nurses, 

* licensed practical and vocational nurses, 

* physical and occupational therapists, 

* speech-language pathologists, and 

audiologists. 
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Why would I need skilled nursing or 
rehabilitation care? 
You get skilled nursing care to 

* help improve your condition, or 

* maintain your current condition and prevent it from getting 
worse. 

You get skilled rehabilitation care to 

* help improve your condition within a 
predetermined time period, or 

* set up a maintenance program designed to maintain your 

current condition and prevent it from getting worse. 

Skilled care helps you get better, function more independently, 
and/or learn to take care of your health needs. You and your 
family will be able to take part in setting your health goal. See 
pages 21-22. 

 



Section 1 The Basics 

  

  

Words in blue 

are defined on 

pages 43-45.     

How do | find and choose a Skilled 

Nursing Facility (SNF)? 
Choosing a SNF is an important decision. Only you can decide 
which SNF is the right choice for you. There are steps you can take 
to find the SNF that is best for you. It’s important to plan ahead. 
Planning ahead will help you make a SNF choice that meets your 
needs and gives you good quality care. Finding the right SNF is 
important because it may be your home for a short or long period of 
time. You want to be comfortable, secure, and cared for properly. 

If the hospital you are in has its own SNF, and a bed is available, you 

may choose to stay there. If not, you may need to find an available 
bed at a separate facility. Deciding where to get skilled care is an 

important decision. 

If you are in 

* the Original Medicare Plan, you can go to any Medicare-certified 
SNF if a bed is available. 

* a Medicare Preferred Provider Organization, you can go to any 

Medicare-certified SNF if a bed is available, but it may be less 

expensive if you go to a SNF that belongs to your plan. 

* a Medicare Private Fee-for-Service Plan, you can go to any 
Medicare-certified SNF if a bed is available, but you must let the 

plan know you need SNF care before you are admitted to the SNE 
If you don't tell your plan before you are admitted, you may have 
to pay more, or for all of your SNF care. 

* a Medicare Advantage Plan, you may have to get your SNF care 
from a SNF that belongs to your plan. Call your plan to see which 
SNFs belong to your plan. However, if certain conditions are met, 

you may be able to get your SNF care from a SNF that doesn’t 
belong to your plan. 

At your request, your plan may be able to arrange your SNF care 
from 

J a nursing home or the nursing home in your continuing 

care retirement community (that gives SNF care) where 

you lived right before you went to the hospital, or 

J a SNF where your spouse lives when you get out of 
the hospital.  
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How do | find and choose a Skilled Nursing 
Facility (SNF)? (continued) 

The steps to choosing a SNF are below: 

1. Find out about the SNFs in your area (see below). 

2. Find out how SNFs compare in quality of care (see page 8). 

3. Visit the SNFs you are interested in, or have someone visit for you 
(see pages 9-11). 

4. Choose the SNF that best meets your needs (see page 11). 

Step 1: Find out about the SNFs in your area. 

* Look at www.medicare.gov on the web. Under “Search Tools,” 

select “Nursing Home Compare.” You can find a list of all the 

nursing homes in your area and general information about every 
Medicare- and Medicaid-certified nursing home in the country. It 
includes nursing home inspection results, the number of nursing 

staff, and resident information. Call the nursing home to find out 

if it provides skilled care. If you don’t have a computer, your local 
library or senior center may be able to help you. 

If you are in the hospital, ask the hospital's discharge planner or 
social worker for a list of local nursing homes. They may help you 
find an available bed. 

Visit or call your local social service agency or hospital. Ask to 
speak to a social worker or case manager who can help you find a 

SNF in your area. 

Ask people you trust, like your doctor, family, friends, neighbors, 
or clergy if they have had personal experience with SNFs. They 
may be able to give you the name of a SNF with which they had a 
good experience. 

Call your Area Agency on Aging. Their telephone number should 

be listed in your local telephone book. This agency can give you 

information about the SNFs in your area. You can get the 

telephone number of your local Area Agency on Aging by visiting 
www.aoa.gov on the web. Select “Elders and Families.” Then select 

“State and Area Agencies on Aging.” 

Call the Eldercare Locator at 1-800-677-1116 (weekdays 

9:00 a.m. to 8:00 p.m. Eastern time) for information about SNFs 
in your area. Or, visit www.eldercare.gov on the web. 

7  
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Words in blue 

are defined on 

pages 43-45.     

Step 2: Find out how SNFs compare in 
quality of care. 

Quality of care means doing the right thing, at the right time, in 

the right way for the right person, and having the best possible 
results. SNFs are certified to make sure they meet certain Federal 
health and safety requirements. To find out how SNFs compare 
in quality in your area, visit “Nursing Home Compare” at 
www.medicare.gov on the web. Under “Search Tools,” select 
“Compare Nursing Homes in Your Area.” You can compare the 
State inspection reports of the SNFs in your area and look at 
other information, like quality measures, resident characteristics, 

and staffing levels. 

Other ways to find out about SNF quality of care 

* Ask friends and other people you know if they are or were 
satisfied with the quality of care. 

* Call the local office of consumer affairs for your state. Ask if 
they have information on the quality of SNFs (look in the blue 

pages of your telephone book for their telephone number). 

Call your State health department. Ask if they have 
information on the quality of SNFs (look in the blue pages of 
your telephone book for their telephone number). 

* Call your Long-Term Care Ombudsman, see pages 40—42. The 

Ombudsman program helps residents of SNFs solve problems 
by acting on their behalf. Ombudsmen visit SNFs and speak 
with residents throughout the year to make sure residents’ rights 
are protected. They are a very good source of general 
information about SNFs and can work to solve problems with 
your care, including financial issues. They may be able to help 
you compare the SNF’s strengths and weaknesses. Ask them 
questions like how many complaints they have gotten about a 
SNE what kind of complaints they were, and if the problems 
were resolved.  
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Take the Skilled 

Nursing Facility 
Checklist on 

pages 33-37 

with you when 

you visit. Fill it 
out and compare 

the SNFs in 

your arca.     

Step 3: Visit the SNFs you are interested in, 
or have someone visit for you. 

Before you make a decision, visit the SNFs you are interested in. 
A visit gives you the chance to see the residents, staff, and facility. 

It also allows you to talk with SNF staff, and with the people who 
live and get care at the SNF and their family members. Be sure to 
call and make an appointment to tour the SNF before you visit. 

If you can't visit the SNF yourself, you may want to get a family 
member or friend to visit for you. If a family member or friend 
can’t visit for you, you can call for information. However, a visit 
gives you a better way to see the quality of care and life the 
residents get. 

When You Visit 

Review Information 

* Before your visit, review any information you have already 
gathered. 

Take a Formal Tour 

* Make an appointment with the SNF before you visit. 

e Take a formal tour with a SNF staff member. 

* Ask questions during your tour, including questions about the 
quality measures from “Nursing Home Compare,” at 
www.medicare.gov on the web. Under “Search Tools,” select 

“Compare Nursing Homes in Your Area.” 

* Ask the staff to show you the information they are required to 
post about the number of licensed and unlicensed nursing staff. 

* Look around to get a better picture of the services, activities, 
and quality of care and life for the residents. 

* The SNF must have the results of the most recent survey of the 
facility done by the Federal or State surveyors available for you 
to look at.  
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Step 3: Visit the SNFs you are interested in, or 
have someone visit for you. (continued) 

Visit Again 
* Revisit the SNF on a different day and at a different time of the 

day than when you first visited. Staffing can be different at 
different times of the day, and on weekends. 

* Try to visit during the late morning or midday. This allows you 
to see the residents when they are out of bed, eating, and going 

to activities. 

Go to Resident/Family Council Meetings 

Ask a SNF staff member if you can get permission from the 
residents or resident’s families to attend a meeting of the 

nursing home's resident council and/or family council meeting. 

These councils are usually organized and managed by the 
residents’ families to improve the quality of care and life for the 

residents, and to address concerns. 

Ask Questions 
Use the Skilled Nursing Facility Checklist 

* Ask questions from the Skilled Nursing Facility Checklist. See 

pages 33-37. The checklist can help you to know what to look 

for and what questions to ask so you can compare SNFs. This 
checklist has questions about basic information, resident 

appearance, living spaces, staff, residents’ rooms, hallways, 

stairs, lounges, bathrooms, menus and food, activities, and 

safety and care. For example 

[J Is the SNF certified by Medicare and Medicaid? 

Ad Is there a bed available? (Is there a waiting list?) 

A Is the SNF easy to visit for family and friends? 

Ask to see a copy of the SNF’s most recent inspection report. If 
any deficiencies were found, ask if they have been corrected and 

ask to see the correction plan.  
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Step 3: Visit the SNFs you are interested in, or 
have someone visit for you. (continued) 

Ask about Satisfaction 

* Talk to staff, residents, and family members if you can. Ask 
them if they are satisfied with the care at the SNF and its 

services. 

Other Questions 

* Write down any questions you still have about the SNF or how 
the SNF will meet your needs. 

* Ask the staff about the quality information from “Nursing 
Home Compare,” at www.medicare.gov on the web. Under 
“Search Tools,” select “Compare Nursing Homes in Your Area.” 

This may help you compare SNFs. 

* Ask the staff to explain anything you see and hear that you 
dont understand. For example, a person may be calling out. It 
may be because he or she is confused, not because they are 
being hurt or neglected. Don't be afraid to ask questions. 

Don’t go into resident rooms or care areas without checking with 

the resident and SNF staff first. Residents have a right to privacy. 

Step 4: Choose the SNF that best meets 
your needs. 

If you find more than one facility with a skilled bed available, use 

all the information you get to compare them. Trust your senses. 
If you don’t like what you see on a visit, if the facility doesn’t 

smell clean, or if you aren't comfortable talking to the staff at the 

facility, you may want to choose another SNE If you feel that the 
residents are treated well, the facility is clean, and the staff is 

helpful, you may feel better about your decision. Once you have 
made your decision, you can make your arrangements with the SNE  
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* If you aren't 
sure if you have 

Part A, look on 

your red, white, 

and blue 

Medicare card. It 

will show 

“Hospital (Part A)” 

on the lower left 

corner of the 

card. You can also 

find out if you 

have Part A if you 

call your local 

Social Security 
office, or call 

Social Security at 
1-800-772-1213.     

When will Medicare cover skilled care? 

Medicare will cover skilled care only if all of the following 
are true: 

L 

2. 

You have Medicare Part A* (Hospital Insurance) and have days 

left in your benefit period (see next page) available to use. 

You have a qualifying hospital stay. This means an inpatient 
hospital stay of 3 consecutive days or more, starting with the 
day the hospital admits you as an inpatient, but not including 
the day you leave the hospital**. You must enter the Skilled 
Nursing Facility (SNF) within a short period of time (generally 

30 days) of leaving the hospital. See item 5 on page 14. After 
you leave the SNE if you re-enter the same or another SNF 
within 30 days, you may not need another 3-day qualifying 
hospital stay to get additional SNF benefits. See item 5 on 
page 14. This is also true if you stop getting skilled care while 
in the SNF and then start getting skilled care again within 30 
days. 

. Your doctor has ordered the services you need for SNF care, 
which require the skills of professional personnel such as 

registered nurses, licensed practical nurses, physical therapists, 

occupational therapists, speech-language pathologists or 

audiologists, and are furnished by, or under the supervision of, 

these skilled personnel. 

. You require the skilled care on a daily basis and the services 
must be ones that, as a practical matter, can only be provided 

in a SNF on an inpatient basis. If you are in a SNF for skilled 
rehabilitation services only, your care is considered daily care 

even if the therapy services are offered just 5 or 6 days a week. 

Time you are being observed in a hospital before you are admitted 
doesn't count toward the 3-day qualifying inpatient hospital stay.  
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When will Medicare cover skilled care? 

(continued) 
5. You need these skilled services for a medical condition that 

* was treated during a qualifying 3-day hospital stay, or 

* started while you were getting SNF care for a medical 
condition that was treated during a qualifying 3-day 
hospital stay. For example, if you are in a SNF because you 
broke your hip and then have a stroke, Medicare may cover 
rehabilitation services for the stroke, even if you no longer 
need rehabilitation for your hip. 

6. The skilled services must be reasonable and necessary for the 

diagnosis or treatment of your condition. 

7. You get these skilled services in a SNF that is certified by 
Medicare. 

How long does Medicare cover my 
Skilled Nursing Facility (SNF) care? 
Medicare uses a period of time called a benefit period to keep 

track of how many days of SNF benefits you use, and how many 
are still available. A benefit period begins on the day you start 

using hospital or SNF benefits under Part A of Medicare. You can 

get up to 100 days of SNF coverage in a benefit period. Once you 
use those 100 days, your current benefit period must end before 
you can renew your SNF benefits. 

Your benefit period ends 

* when you have not been in a SNF or a hospital for at least 60 
days in a row, OR 

e if you remain in a SNE when you haven't received skilled care 

there for at least 60 days in a row. 

There is no limit to the number of benefit periods you 
can have. However, once a benefit period ends, you must have 
another 3-day qualifying hospital stay and meet the Medicare 
requirements as listed on page 13 before you can get up to = 
another 100 days of SNF benefits.  
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What if | stop getting skilled care in the Skilled 

Nursing Facility (SNF), or leave the SNF 

altogether? How does this affect Medicare SNF 

coverage if | need more skilled care in a SNF 
later on? 

This depends on how long your break in SNF care lasts. 

If your break in SNF care lasts for 
Less | *° You don't need a new 3-day hospital stay to qualify for coverage 
than of additional SNF care (see item 2 on page 13). 

Since your break in SNF care lasted for less than 60 days in a 
30 row, your current benefit period would continue. This means 

days that the maximum coverage available would be the number of 

unused SNF benefit days remaining in your current benefit 
period. 

At least Medicare won't cover additional SNF care unless you have a 
30 but new 3-day qualifying hospital stay. The new hospital stay 

need not be for the same condition that you were treated for 
less than during your previous stay. 

60 days Since your break in SNF care lasted for less than 60 days in a 

row, your current benefit period would continue. This means 
that the maximum coverage available would be the number of 
unused SNF benefit days remaining in your current benefit 
period. 

Medicare won't cover additional SNF care unless you have a 
new 3-day qualifying hospital stay. The new hospital stay 
need not be for the same condition that you were treated for 
during your previous stay. 

Since your break in skilled care lasted for at least 60 days in a 
row, this would end your current benefit period and renew your 
SNF benefits. This means that the maximum coverage available 
would be up to 100 days of SNF benefits.    
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Examples of Medicare SNF Coverage 
In the following examples (1-3), assume the patients met all the 

qualifications for Medicare coverage of Skilled Nursing Facility 
(SNF) care listed on page 13, including the 3-day qualifying 
hospital stay. They are then admitted to a SNF because they need 

skilled care, and are then discharged from the SNF before their 

benefit period ends. 

Example 1—Out of the SNF for less than 30 days 

Mrs. Perkins received 10 days of Medicare-covered SNF care after 
she was hospitalized when she broke her leg. Her Medicare 

coverage ended when she stopped needing skilled care. She chose 

to go home rather than pay for custodial care. After 10 days, her 
doctor decided she needed more skilled care for her broken leg 

and she was readmitted to the SNE Medicare will cover this SNF 

stay. She has 90 days of coverage left in her benefit period. 

Example 2—O0ut of the SNF for at least 30 but 

less than 60 days 

Mr. Jones received 20 days of Medicare-covered SNF care after he 
was hospitalized when he had a stroke. His Medicare coverage 
ended when he stopped needing skilled care. He chose to stay in 
the SNF and pay for 2 days of custodial care. He then went 
home. After 34 days, his doctor readmitted him to the hospital 
for 4 more days because of his stroke. He was then admitted to a 
SNF because he needed skilled care. Even though Mr. Jones was 
out of the SNF for more than 30 days, since he then had a new 
qualifying hospital stay, Medicare will cover this SNF stay. He has 
80 days of coverage left in this benefit period. 
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Example 3—Out of the SNF for at least 60 days 

Mrs. Smith received 20 days of Medicare-covered Skilled Nursing 
Facility (SNF) care after she was hospitalized when she had back 
surgery. Her Medicare coverage ended when she no longer needed 
skilled care. She chose to go home rather than pay for custodial 
care. After 65 days, she was hospitalized for 3 days due to a fall. 
She was then admitted to a SNF because she needed skilled care. 
Since she was out of the SNF for more than 60 days, her benefit 

period ended. Her new 3-day qualifying hospital stay starts a new 
benefit period. Medicare will cover up to 100 days of SNF care in 
this new benefit period. 

If | am in a SNF but must be readmitted to the 

hospital, will the SNF hold my bed for me? 

There may be no guarantee that a bed will be available for you at 
the same SNF if you need more skilled care after your hospital 
stay. You may have to go to another SNF if no bed is available. 
Ask the SNF if it will hold a bed for you if you must go back to 

the hospital. Also ask if there is a cost to hold the bed for you. 

Note: See pages 23-24 for information about what happens 

when your SNF coverage ends. 
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Words in blue 

are defined on 

pages 43-45.     

What does Medicare cover when | 

qualify for SNF (Skilled Nursing 
Facility) care? 

Medicare Services Covered 
  

Semi-private Room 
(a room you share with other patients) 
  

Meals 
  

Skilled Nursing Care 
  

Physical Therapy* 
  

Occupational Therapy* 
  

Speech-Language Pathology Services* 
  

  

Medical Social Services 

Medications 
  

Medical Supplies and Equipment Used in Facility R
I
S
 
I
S
 
I
S
I
S
 
E
N
 
IS
 
E
S
S
 

  

Ambulance Transportation (when other 

transportation endangers health) to the nearest 
supplier of needed services that aren't available at 

the SNF 
  

Dietary Counseling     

* Medicare covers these services if they are needed to meet your 

health goal.  
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* Note: Your 

SNF costs may 
be different if 

you are in a 

Medicare 

Advantage Plan. 

Check with your 

plan.   

What do | pay for Skilled Nursing 
Facility (SNF) care in 2008? 
In the Original Medicare Plan, for each benefit period in the 

calendar year 2008 you pay: 

For Days You Pay For Medicare Pays For 
Covered Services Covered Services 

1-20 Nothing Full Cost 

  

  

21-100 Up to $128 per day All but $128 per day 
  

Beyond 100 Full Cost Nothing       

You must also pay all additional charges not covered by Medicare 
(like telephone charges and laundry fees). 

Payment Example 1—SNF Stay 1-20 Days: 

Mr. Anderson is in the hospital for 5 days and is then admitted to 

a SNF (within 30 days of leaving the hospital). He is in the SNF 

for 12 days. Mr. Anderson won't have to pay anything for this 
Medicare-covered SNF care. 

Days in Days in Mr. Anderson Pays 
Hospital SNF for SNF Care 
  

5 12 $0 for covered services*       

    

Payment Example 2—SNF Stay 21-100 Days: 

Mrs. Baker is in the hospital for 5 days. She is then admitted to a 
SNF (within 30 days of leaving the hospital). She is in the SNF for 

30 days. Mrs. Baker will have to pay up to $1,280 (the $128 a day 
coinsurance for days 21-30) for her Medicare-covered SNF care. 

Days in Days in | Mrs. Baker Pays for 
Hospital SNF SNF Care 

5 30 Up to $1,280* for covered 

services ($128 per day 
for days 21-30) 
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Words in blue 

are defined on 

pages 43-45.     

Ways to get help paying for skilled care 

and other health care costs 
There are ways to get help paying for skilled care and other health 
care costs. 

Help From Your State: If your income and resources are limited, you 
may be able to get help to pay for skilled and/or custodial care, or other 

health care costs. If you qualify for both Medicare and Medicaid, most 
health care costs are covered. You may also qualify for the Medicaid 

nursing home benefit or the Programs of All-inclusive Care for the 

Elderly (PACE). Call your State Medical Assistance (Medicaid) Office 

for more information. See pages 40-42. 

Employer or Union Coverage: If you have coverage from an 
employer or union, check with your benefits administrator to see 
what health care is covered. 

Medigap Policy: If you are in the Original Medicare Plan, you may 
have a Medigap policy to fill gaps in your coverage. Some Medigap 
policies pay the Skilled Nursing Facility (SNF) coinsurance for days 
21-100. For more information about Medigap policies, call 
1-800-MEDICARE (1-800-633-4227) and ask for a free copy of the 

“Choosing a Medigap Policy: A Guide to Health Insurance for 
People with Medicare.” TTY users should call 1-877-486-2048. You 
can also visit www.medicare.gov on the web. Under “Search Tools,” 
select “Compare Health Plans and Medigap Policies in Your Area.” 

Long-term Care Insurance: If you have long-term care insurance, 

check your policy or call the insurance company to find out if skilled 
or custodial care is covered. If you are shopping for long-term care 
insurance, find out which types of long-term care services the 

different policies cover. For more information about long-term care 

insurance, call to get a copy of “The Shopper's Guide to Long-Term 

Care Insurance” from your State Insurance Department, or ask for 

one, in writing, from the National Association of Insurance 

Commissioners, 2301 McGee Street, Suite 800, Kansas City, MO 

64108-2662. 

For more information about help paying for health care, call your 

State Health Insurance Assistance Program. See pages 40-42.  



Section 4 Your Care in a SNF 

The care you get in a Skilled Nursing Facility (SNF) 

* is based on vour daily assessments (see below). y ¥ 

* is planned to meet your needs (see “care plan” on page 22). 

What is an assessment? 

When you go to a SNE a team of staff from different medical 

fields (depending on your health needs) plans your care. Your 

SNF care is based on your doctor’s orders and information the 
team gathers when they do daily assessments of your condition. 
Your doctor and the SNF staff (with your input) use the 

assessments to decide what services you need and your health goal 
or goals. A health goal is the expected result of your treatment, 
like being able to walk a certain distance or to climb stairs. 

  

Your daily assessments and skilled care start the day you arrive at 
the SNE Medicare requires that your assessments be recorded 
periodically. The first recorded assessment must be within the first 
8 days of your SNF stay, known as the 5-day assessment. 
Medicare also requires the SNF to record assessments done on 
days 14, 30, 60, and 90 of your covered stay (until you are 

discharged or you have used all 100 days of SNF coverage in your 
benefit period). 

Your assessments 

determine how 

much Medicare 

pays the SNE 
based on the 

services and 

resources you 

need.       An assessment includes gathering information about 

* your current physical and mental condition; 

* your medical history; 

* medications you are taking; 

* how well you can do activities of daily living like bathing, 

dressing, eating, getting in and out of bed or a chair, moving 

around, and using the bathroom; 

* your speech; 

* your decision-making ability; and 

* physical limitations (like problems with your hearing or vision, 
paralysis after a stroke, balance problems, etc.).  
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Take an active 

role in the 

planning of your 
care. It helps 

you know what 

to expect.     

What is a care plan? 
When your health condition is assessed, Skilled Nursing Facility 
(SNF) staff prepares or updates your care plan. You (if you are able) 

and/or your family, or someone acting on your behalf, have the right 
to take part in planning your care together with the SNF staff. Let 
the staff know if you want to take part. This helps keep you aware of 
how the care you get will help you reach your health care goals. 

Your care plan may include 

what kind of services you need, 

* what type of health care professional should give you the services, 

* how often you will need the services, 

what kind of equipment or supplies you need (like a wheelchair or 

feeding tube), 

if you need a special diet, and 

your health goal (or goals), and how your care plan will help you 
reach your goal. 

Your Medicare coverage Your Medicare coverage 
continues if ends if 
  

* you have used less than * you have used all 100 days 
100 days of coverage in of coverage in the benefit 
this benefit period, and period, or 

* you still need inpatient * you no longer need skilled 

skilled care on a daily care. 

basis, and 

* the skilled services are 
reasonable and necessary 
for your condition.     

Note: If you refuse your daily skilled care or therapy, you may lose 
your Medicare SNF coverage. If your condition won't allow you to 
get skilled care (for instance if you get the flu), you may be able to 
continue to receive Medicare coverage temporarily.  



Section 5 When Your Medicare Coverage Ends 

  

  

Words in blue 

are defined on 

pages 43-45.     

How will | know when my Medicare 
Skilled Nursing Facility (SNF) 

coverage is ending? 
If you are in the Original Medicare Plan and no longer qualify for 
Medicare coverage, you must be given a written “Skilled Nursing 
Facility Advance Beneficiary Notice of Non-Coverage.” The 
purpose of this notice is to let you know that the SNF believes 
you no longer qualify for SNF services paid by Medicare. If 
someone is acting on your behalf, the facility must notify him or 

her in writing. Medicare coverage ends the day after you get the 
notice. 

The Notice of Medicare Non-Coverage must tell you 

* the date your Medicare coverage will end (and you must start 
to pay). 

* why your stay isn’t (or is no longer) covered. 

* the estimated cost of the noncovered care. 

* your right to request that the SNF submit a claim to Medicare 
so that you can receive an official payment decision from 
Medicare—this type of claim is sometimes called a “demand 
bill.” 

* that, if you request to have a claim submitted, you arent 
required to pay for your SNF stay until you are informed of 
Medicare’s decision* (you do have to pay any coinsurance 
charged, and for services and supplies not covered by 
Medicare). 

* where you (or someone acting on your behalf’) should sign to 
show you got the notice 

Note: If you are in a Medicare Advantage Plan (like an HMO or 

PPO), check with your plan to find out how they will let you know 
your Medicare coverage is ending. You can ask for advance notice 
of non-coverage from the plan or the SNE If you don’t agree with 
the decision, you can then file an appeal, see page 24. 

* You will be responsible for the cost of the stay if Medicare 
determines you didnt meet Medicare's criteria.  



Section 5 When Your Medicare Coverage Ends 

  

  

If Medicare 

decides your 
care is no 

longer covered, 

you are 

responsible for 
the cost of the 

care you got 

while you were 
waiting for the 

decision.     

What if 1 think I still need Skilled 

Nursing Facility (SNF) care? 
If you are getting Medicare-covered services from a skilled nursing 
facility, you may have the right to a fast appeal (also called an 
expedited review or an immediate appeal) if you think your 
Medicare-covered services are ending too soon. During a fast 
appeal, an independent reviewer called a Quality Improvement 
Organization looks at your case and decides if your health care 
needs to be continued. 

Your health care provider will give you a notice that will tell you 
when your Medicare covered services will end and how to contact 
the Quality Improvement Organization to ask for a fast appeal. If 
you don’t get this notice, ask for it. 

If you decide to ask for a fast appeal, you should call the Quality 
Improvement Organization within the timeframe listed on the 
notice. After you request a fast appeal, you will receive a second & 
notice with more information about why your care is ending. The 
Quality Improvement Organization may ask you questions about 

your case. 

To help your case, you may ask your doctor for information, and 
you may submit other evidence to the Quality Improvement 
Organization. Find out if you have other appeal rights if you miss 
the timeframe for filing a fast appeal. 

* If you are in the Original Medicare Plan, call your local Quality 
Improvement Organization. Visit www.medicare.gov on the web 

or call 1-800-MEDICARE (1-800-633-4227) to get the 

telephone number. 

* If you are in a Medicare Advantage Plan (like an HMO or PPO), 

call your plan to find out if a service or item will be covered. Look 

in your plan materials to get the telephone number. 

If you have any questions about fast appeals in these health care 
settings, call the Quality Improvement Organization at the 
number listed on the notice or your State Health Insurance 
Assistance Program. See page 40-42. &  



Section 5 When Your Medicare Coverage Ends 

What if | think | still need Skilled Nursing 
Facility (SNF) care? (continued) 
You can choose to pay for skilled care yourself when your SNF 
care coverage ends. Check with the SNF to see how much it 
costs. Long-term care can be very expensive. See page 20 for 
information on ways you may get help to pay skilled and 
custodial nursing care costs. 

Plan Ahead 
  

IT IS IMPORTANT TO PLAN AHEAD 

Try to plan ahead for any services you may need when you 
leave the SNE. If you will be going home, you may need help 
with grocery shopping, bathing and dressing, or 
transportation. Or, you may need to think about home health 
care. See page 39. 

If you need custodial care in a nursing facility after you are 

discharged from the SNF, you may want to start thinking 
about where you want to go. If the SNF you are in has a bed 
available, and you are happy with the care you have had so far, 

you may wish to stay there. 

Remember, Medicare doesn’t cover custodial care if that is 

the only kind of care you need.       

 



Notes 
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Section 6 Your Rights and Protections 

  

  

Words in blue 

are defined on 

pages 43—45.     

What are my rights in a Skilled 
Nursing Facility (SNF)? 
As a resident of a SNE you have all the same rights and 
protections as all United States citizens. SNF residents have 
certain rights and protections under the law. They can vary by 
State. The SNF must provide you with a written description of 
your legal rights. Keep the information you get about your rights, 
admission and transfer policies, and any other information you 
get from the SNF in case you need to look at them later. 

At a minimum, Federal law specifies that a SNF’s resident’s 

rights include 

* Freedom from Discrimination—SNFs don’t have to accept all 
applicants, but they must comply with Civil Rights laws that don’t 
allow discrimination based on race, color, national origin, disability, 
age, or religion under certain conditions. If you believe you have 
been discriminated against, call the Department of Health and 
Human Services, Office for Civil Rights at 1-800-368-1019. 
TTY users should call 1-800-587-7697. 

* Respect—You have the right to be treated with dignity and 
respect. As long as it fits your care plan, you have the right to 
make your own schedule, including when you go to bed, rise in 

the morning, and eat your meals. You have the right to choose 
the activities you want to go to. 

* Freedom from Abuse and Neglect—You have the right to be free 

from verbal, sexual, physical, and mental abuse, involuntary 

seclusion, and misappropriation of your property by anyone. This 
includes, but isn’t limited to, SNF staff, other residents, 

consultants, volunteers, staff from other agencies, family members 

or legal guardians, friends, or other individuals. If you feel you 

have been abused or neglected (your needs not met), report this to 
the SNE your family, your local Long-Term Care Ombudsman, or 
your State Survey Agency. See pages 40—42. It may be appropriate 
to report the incident of abuse to local law enforcement or the 

Medicaid Fraud Control Unit (their telephone number should be 
posted in the SNF).  



Section 6 Your Rights and Protections 

What are my rights in a Skilled Nursing Facility 
(SNF)? (continued) 

At a minimum, Federal law specifies that a SNF resident’s 
rights include (continued) 

* Freedom from Restraints—Physical restraints are any manual 
method, or physical or mechanical device, material, or 

equipment attached to or near your body so that you can’t 
remove the restraint easily. Physical restraints prevent freedom 
of movement or normal access to one’s own body. A chemical 
restraint is a drug that is used for discipline or convenience and 
isn't needed to treat your medical symptoms. 

It is against the law for a Skilled Nursing Facility (SNF) to use 

physical or chemical restraints, unless it is necessary to treat 

your medical symptoms. Restraints may not be used to punish 
nor for the convenience of the SNF staff. You have the right to 

refuse restraint use except if you are at risk of harming yourself 
or others. 

Information on Services and Fees—You must be informed in 

writing about services and fees before you move into the SNE 

The SNF can't require a minimum entrance fee as a condition 

of residence. 

Money—You have the right to manage your own money or to 
choose someone you trust to do this for you. If you ask the 
SNF to manage your personal funds, you must sign a written 

statement that allows the SNF to do this for you. However, the 
SNF must allow you access to your bank accounts, cash, and 
other financial records. Your money (over $50) must be placed 
by the SNF in an account that will provide interest. They must 
give you quarterly statements. The SNF must protect your 
funds from any loss by buying a bond or providing other 
similar protections.  



Section 6 Your Rights and Protections 

What are my rights in a Skilled Nursing Facility 
(SNF)? (continued) 

At a minimum, Federal law specifies that a SNF resident’s 
rights include (continued) 

* Privacy, Property, and Living Arrangements—You have the 
right to privacy, and to keep and use your personal belongings 
and property as long as they don't interfere with the rights, 
health, or safety of others. SNF staff should never open your 

mail unless you allow it. You have the right to use a telephone 

and talk privately. The SNF must protect your property from 

theft. This may include a safe in the facility or cabinets with 

locked doors in resident rooms. If you and your spouse live in 

the same SNE you are entitled to share a room (if you both 
agree to do so). 

Medical Care—You have the right to be informed about your 
medical condition, medications, and to see your own doctor. 
You also have the right to refuse medications and treatments 
(but this could be harmful to your health). You have the right 
to take part in developing your care plan. Care plans are 
explained on page 22. You have the right to look at your 
medical records and reports when you ask. 

* Visitors—You have the right to spend private time with visitors 

at any reasonable hour. The SNF must permit your family to 
visit you at any time, as long as you wish to see them. You don’t 

have to see any visitor you don’t wish to see. Any person who 
Words in blue gives you help with your health or legal services may see you at 
are defined on any reasonable time. This includes your doctor, representative 

pages 43-45. from the health department, and your Long-Term Care 

Ombudsman, among others. 

  

      

Social Services—The SNF must provide you with any needed 
medically-related social services, including counseling, help 

solving problems with other residents, help in contacting legal 
and financial professionals, and discharge planning.  



Section 6 Your Rights and Protections 

What are my rights in a Skilled Nursing Facility 
(SNF)? (continued) 

At a minimum, Federal law specifies that a SNF resident’s 
rights include (continued) 

* Complaints—You have the right to make a complaint to the staff 

of the SNE, or any other person, without fear of punishment. The 

SNF must resolve the issue promptly. See “How can I report and 

resolve problems?” on page 31. 

* Protection Against Unfair Transfer or Discharge—You can't be 

sent to another SNE or made to leave the SNF unless 

* it is necessary for the welfare, health, or safety of you or 
others, 

* your health has declined to the point that the SNF can't 
meet your care needs, 

e your health has improved to the point that SNF care is no 
longer necessary, 

* you don’t pay for the services you are responsible for, or 

e the SNF closes. 

A SNF can’t make you leave if you are waiting to get Medicaid. 
See page 20. The SNF should work with other state agencies to get 
payment if a family member or other individual is holding 

Note: If you are your money. 

in a Medicare Your Family and Friends—Family members and legal guardians 
Advantage Plan, may meet with the families of other residents and may participate 
check with the in family councils. 
plan to learn 

about your 
protections. 

  

By law, SNFs must develop a plan of care (care plan) for each 
resident. Care plans are explained on page 22. You have the 
right to take part in this process, and family members can help 
with your care plan with your permission. If your relative is 
your legal guardian, he or she has the right to look at all 
medical records about you and has the right to make important 
decisions on your behalf. 

      

Family and friends can help make sure you get good quality care. 
They can visit and get to know the staff and the SNF’s rules.  



Section 6 Your Rights and Protections 

  

  

Words in blue 

are defined on 

pages 43-45.     

How can | report and resolve 
problems? 
If you have a problem at the Skilled Nursing Facility (SNF), talk 
to the staff involved. For example, if you have a problem with 

your care, talk to the nurse or Certified Nurse Assistant (CNA). 
The staff may not know there is a problem unless you tell them. 

If the problem isnt resolved, ask to talk with the supervisor, the 

social worker, the Director of Nursing, or your doctor. 

The facility must have a grievance procedure for complaints. 

If your problem isn't resolved, follow the facility’s grievance 

procedure. You may also want to bring the problem to the 
resident or family council. 

The SNF must post the name, address, and telephone number of 

state groups, such as the State Survey Agency, the State Licensure 
Office, the State Ombudsman Program, the Protection and 

Advocacy Network, and the Medicaid Fraud Control Unit. 

If you feel you need outside help to resolve your problem, call the 
Long-Term Care Ombudsman or the State Survey Agency for 
your state. See pages 36-38. 

What if 1 think my SNF charges are 
wrong? 

If you are in the Original Medicare Plan, you will get a Medicare 
Summary Notice from a company that handles Medicare bills for 
all your SNF charges. If you think these charges are wrong, call 
the phone number on the notice for the company that sent the 
notice to you. 

Note: If you are in a Medicare Advantage Plan, call your plan if 

you have questions about your bills.  



Notes 
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Section 7 Skilled Nursing Facility Checklist 

The checklist on the following pages can help you look at and 
compare the SNFs (Skilled Nursing Facilities) that you visit. 

Look at the checklist before you go on your visit or tour. This 
will give you an idea about the kinds of questions to ask and 
what you should look for as you tour the facility and see the staff 

and the residents. Some of these questions may be more 

personally important to you and your family, and some are more 
important for finding out about the quality of care the residents 

get. Use a new checklist for each SNF you visit. 

Use your completed checklist with the quality of care 
information from www.medicare.gov to help you compare the 

SNFs you are interested in. You can find this information by 
visiting www.medicare.gov on the web. Under “Search Tools,” 

select “Compare Nursing Homes in Your Area.” 

“Nursing Home Compare” at www.medicare.gov on the web 

includes information such as 

* the number of beds at the facility, and how many are being 
used (occupied). 

nursing staff hours per resident per day. 

SNF inspection summary results. 

deficiency and complaint information. 

quality measures for each nursing home. 

If you don’t have a computer, your local library or senior center 
may be able to help you find this information on their computer. 
Or, call 1-800-MEDICARE (1-800-633-4227) and a customer 

service representative will read this information to you. TTY 
users should call 1-877-486-2048. 

 



Section 7 Skilled Nursing Facility Checklist 

Name of Skilled Nursing Facility: Date of Visit: 

|Yes | No | Comments 
  

Basic Information 

The SNF is Medicare-certified. 

The SNF is Medicaid-certified. 

The SNF provides the skilled care you need, 
and a bed is available. 

  

  

  

  

The SNF has special services if needed in a 

separate unit (e.g. dementia, ventilator, or 
rehabilitation), and a bed is available. 

The SNF is located close enough for friends 

and family to visit. 

          

Resident Appearance 
  

Residents are clean, appropriately dressed for 
the season or time of day, and well groomed.         

Living Spaces 
  

The SNF is free from overwhelming 

unpleasant odors. 
  

The SNF appears clean and well kept. 
  

The temperature in the SNF is comfortable for 

residents. 

The SNF has good lighting. 

  

  

Noise levels in the dining room and other 

common areas are comfortable. 
  

Smoking isn't allowed or may be restricted to 
certain areas of the SNE 
  

Furnishings are sturdy, yet comfortable and 

attractive.          



Section 7 Skilled Nursing Facility Checklist 

|Yes | No | Comments 
  

Staff 
  

The relationship between the staff and the 
residents appears to be warm, polite, and 
respectful. 
  

All staff wear name tags. 
  

Staff knock on the door before entering a 
resident’s room and refer to residents by name. 
  

The SNF offers a training and continuing 

education program for all staff. 

The SNF does background checks on all staff. 

  

  

The guide on your tour knows the residents 
by name and is recognized by them. 

There is a full-time Registered Nurse (RN) 

in the SNF at all times, other than the 

Administrator or Director of Nursing. 

  

  

The same team of nurses and Certified Nursing 

Assistants (CNAs) work with the same resident 

4 to 5 days per week. 
  

CNAs work with a reasonable number of residents. 
  

CNAs are involved in care planning meetings. 
  

There is a full-time social worker on staff. 
  

There is a licensed doctor on staff. Is he or she 

there daily? Can he or she be reached at all times? 
  

The SNF’s management team has worked 

together for at least one year.       
   



Section 7 Skilled Nursing Facility Checklist 

|Yes | No | Comments 
  

Residents’ Rooms 
  

Residents may have personal belongings and/or 
furniture in their rooms. 
  

Each resident has storage space (closet and 

drawers) in his or her room. 
  

Each resident has a window in his or her bedroom. 
  

Residents have access to a personal telephone 

and television. 
  

Residents have a choice of roommates. 
  

Water pitchers can be reached by residents. 
  

There are policies and procedures to protect 
residents’ possessions.         

Hallways, Stairs, Lounges, 
and Bathrooms 
  

Exits are clearly marked. 
  

There are quiet areas where residents can 

visit with friends and family. 
  

The SNF has smoke detectors and sprinklers. 
  

All common areas, resident rooms, and 

doorways are designed for wheelchair use. 
  

There are handrails in the hallways and 
grab bars in the bathrooms.          



Section 7 Skilled Nursing Facility Checklist 

| Yes | No | Comments 
  

Menus and Food 
  

Residents have a choice of food items at each 

meal. (Ask if your favorite foods are served.) 
  

Nutritious snacks are available upon request. 
  

Staff help residents eat and drink at mealtimes 

if help is needed.         

Activities 
  

Residents, including those who are unable to 
leave their rooms, may choose to take part in a 
variety of activities. 
  

The SNF has outdoor areas for resident use and 

staff help residents go outside. 
        The SNF has an active volunteer program. 
  

Safety and Care 
  

The SNF has an emergency evacuation plan 
and holds regular fire drills. 
  

Residents get preventive care, like a yearly 

flu shot, to help keep them healthy. 
  

Residents may still see their personal doctors. 
  

The SNF has an arrangement with a nearby 
hospital for emergencies. 
  

Care plan meetings are held with residents and 
family members at times that are convenient 
whenever possible. 

The SNF has corrected all deficiencies (failure 

to meet one or more Federal or State 

requirements) on its last state inspection report. 

           



  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

   



® Section 8 For More Information 

Other Medicare booklets and 

related topics 
Medicare has other booklets available that may be helpful. 
To read or print a copy of these booklets, visit 
www.medicare.gov on the web. Under “Search Tools,” select 

“Find a Medicare Publication.” You can also call 

1-800-MEDICARE (1-800-633-4227) to find out if these 

booklets are available in print. TTY users should call 
1-877-486-2048. 

e “Guide to Choosing a Nursing Home” — This booklet gives 

in-depth information on choosing a nursing home and other 

long-term care choices. 

“Medicare & You” — This handbook gives basic information 

about Medicare coverage and benefits, health plan choices, 

rights and protections, and more. 

“Medicare and Home Health Care” — This booklet explains 

Medicare coverage of home health care. 

“Medicare Hospice Benefits” — This booklet explains Medicare 

coverage of hospice care for people who have a terminal illness. 

 



Section 8 For More Information 

State Medical 

Assistance 

(Medicaid) 

Office— Call for 

more information 

State Health 

Insurance 

Long-Term Care 

Ombudsman— 

Call for 

information about 

a SNF or nursing 

State Survey 
Agency — Call 
with questions or Assistance 

Program — Call 

for free counseling 

about Medicare, 

insurance and 

complaints about 
the quality of 
care, or the 

quality of life in a 

home, or about on state programs 

problems with that help pay 
your carc. SNF or nursing 

home. 

health care costs. health plan 

decisions, and 

your rights. 

  

Alabama (877) 425-2243 (800) 356-9596 (800) 362-1504 (800) 243-5463 
  

Alaska (800) 730-6393 (888) 387-9387 (800) 780-9972 (800) 478-6065 
  

American Samoa (888) 875-9229 (808) 692-7420 (808) 587-3521 (888) 875-9229 
  

Arizona (800) 432-4040 (602) 364-2690 (800) 523-0231 (800) 432-4040 
  

Arkansas (501) 682-2441 (800) 582-4887 (800) 482-5431 (800) 224-6330 
  

California (800) 231-4024 (800) 236-9747 (916) 636-1980 (800) 434-0222 
  

Colorado (800) 288-1376 (800) 886-7689 (800) 221-3943 (888) 696-7213 
  

Connecticut (860) 424-5200 (860) 509-7400 (800) 842-1508 (800) 994-9422 
  

Delaware (800) 223-9074 (877) 453-0012 (800) 372-2022 (800) 336-9500 
  

Florida   (888) 831-0404   (888) 419-3456   (866) 762-2237   (800) 963-5337 
  

Note: At the time of printing, telephone numbers listed were correct. To get the most up-to-date 

telephone numbers, visit www.medicare.gov on the web. Under “Search Tools,” select “Helpful 
Contacts.” Or, call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048. 

 



Section 8 For More Information 

Long-Term Care 

Ombudsman 

State Survey 

Agency 
State Medical 

Assistance 

(Medicaid) Office 

State Health 

Insurance Assistance 

Program 

  

Georgia (888) 454-5826 (800) 878-6442 (866) 322-4260 (800) 669-8387 
  

Guam (888) 875-9229 (808) 692-7420 Number not available (671) 735-7382 
  

Hawaii (888) 875-9229 (808) 692-7420 (808) 587-3521 (888) 875-9229 
  

Idaho (877) 471-2777 (208) 334-6626 (877) 200-5441 (800) 247-4422 
  

Illinois (800) 252-8966 (800) 252-4343 (866) 468-7543 (800) 548-9034 
  

Indiana (800) 545-7763 (800) 246-8909 (800) 889-9949 (800) 452-4800 
  

Towa (800) 532-3213 (877) 686-0027 (800) 338-8366 (800) 351-4664 
  

Kansas (877) 662-8362 (800) 432-3535 (800) 766-9012 (800) 860-5260 
  

Kentucky (800) 372-2973 (502) 564-7963 (800) 635-2570 (877) 293-7447 
  

Louisiana (800) 259-4990 (888) 810-1819 (888) 342-6207 (800) 259-5301 
  

Maine (800) 499-0229 (800) 383-2441 (800) 977-6740 (877) 353-3771 
  

Maryland (800) 243-3425 (877) 402-8219 (800) 492-5231 (800) 243-3425 
  

Massachusetts (800) 243-4636 (800) 462-5540 (800) 325-5231 (800) 243-4636 
  

Michigan (866) 485-9393 (800) 882-6006 (800) 642-3195 (800) 803-7174 
  

Minnesota (800) 657-3591 (800) 369-7994 (800) 657-3739 (800) 333-2433 
  

Mississippi (601) 359-4927 (800) 227-7308 (800) 421-2408 (800) 948-3090 
  

Missouri (800) 309-3282 (800) 392-0210 (800) 392-2161 (573) 817-8320 
  

Montana (800) 332-2272 (406) 444-2099 (800) 362-8312 (800) 551-3191 
  

Nebraska (800) 942-7830 (402) 471-3324 (800) 430-3244 (800) 234-7119 
  

Nevada (800) 243-3638 (800) 225-3414 (800) 992-0900 (800) 307-4444 
  

New Hampshire (800) 442-5640 (800) 852-3345 (800) 852-3345 (866) 634-9412 
  

New Jersey (877) 582-6995 (800) 792-9770 (800) 356-1561 (800) 792-8820 
  

New Mexico (866) 842-9230 (800) 752-8649 (888) 997-2583 (800) 432-2080 
  

New York (800) 342-9871 (888) 201-4563 (800) 541-2831 (800) 701-0501 
  

North Carolina   (919) 733-8395   (800) 672-3071   (800) 662-7030   (800) 443-9354 
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Long-Term Care 

Ombudsman 

State Survey 

Agency 
State Medical 

Assistance 

(Medicaid) Office 

State Health 

Insurance Assistance 

Program 

  

North Dakota (800) 451-8693 (701) 328-2352 (800) 755-2604 (888) 575-6611 
  

Northern 

Mariana Islands (888) 875-9229 (808) 692-7420 (808) 587-3521 (888) 875-9229 
  

Ohio (800) 282-1206 (800) 342-0553 (800) 324-8680 (800) 686-1578 
  

Oklahoma (800) 211-2116 (800) 522-0203 (800) 522-0310 (800) 763-2828 
  

Oregon (800) 522-2602 (800) 232-3020 (800) 527-5772 (800) 722-4134 
  

Pennsylvania (717) 783-1550 (800) 254-5164 (800) 692-7462 (800) 783-7067 
  

Puerto Rico (800) 981-6015 (787) 721-3461 (877) 725-4300 (877) 725-4300 
  

Rhode Island (401) 785-3340 (401) 222-2566 (800) 984-8989 (401) 462-4444 
  

South Carolina (800) 868-9095 (800) 922-6735 (888) 549-0820 (800) 868-9095 
  

South Dakota (866) 854-5465 (605) 773-3356 (800) 452-7691 (800) 536-8197 
  

Tennessee (877) 236-0013 (800) 778-4504 (866) 311-4287 (877) 801-0044 
  

Texas (800) 252-2412 (800) 458-9858 (877) 541-7905 (800) 252-9240 
  

Utah (800) 541-7735 (800) 662-4157 (800) 662-9651 (800) 541-7735 
  

Vermont (800) 889-2047 (802) 241-2345 (800) 250-8427 (800) 642-5119 
  

Virgin Islands (800) 981-6015 not available (877) 725-4300 (340) 772-7368 
  

Virginia (800) 938-8885 (800) 955-1819 (804) 786-7933 (800) 552-3402 
  

Washington (800) 562-6028 (800) 422-3263 (800) 562-3022 (800) 562-9600 
  

Washington DC (800) 424-2277 (202) 442-5833 (888) 557-1116 (202) 739-0668 
  

West Virginia (304) 558-3317 (800) 442-2888 (304) 558-1700 (877) 987-4463 
  

Wisconsin (800) 815-0015 (800) 642-6552 (800) 362-3002 (800) 242-1060 
  

Wyoming   (307) 322-5553   (800) 548-1367   (307) 777-7531   (800) 856-4398 
   



® Section 9 Words to Know 

Appeal —A special kind of complaint you make if you disagree with a 
coverage or payment decision made by Medicare, your Medicare health plan, 
or your Medicare Prescription Drug Plan. You can appeal if you request a 
health care service, supply, or prescription that you think you should be able 
to get, or if you request payment for health care you already got, and 
Medicare or your plan denies the request. You can also appeal if you are 
already getting coverage and Medicare or the plan stops paying, 

Benefit Period —The way that the Original Medicare Plan measures 
your use of hospital and skilled nursing facility (SNF) services. A benefit 
period begins the day you go to a hospital or skilled nursing facility. The 
benefit period ends when you haven't received any inpatient hospital care (or 
skilled care in a SNF) for 60 days in a row. If you go into a hospital or a 

skilled nursing facility after one benefit period has ended, a new benefit 

period begins. You must pay the inpatient hospital deductible for each 
benefit period. There is no limit to the number of benefit periods, although 
inpatient mental health care in a psychiatric hospital is limited to 190 days in 
a lifetime. 

Coinsurance —An amount you may be required to pay for services after 
you pay any plan deductibles. In the Original Medicare Plan, this is a 
percentage (like 20%) of the Medicare-approved amount. You have to pay 

this amount after you pay the Part A and/or Part B deductible. In a Medicare 
Prescription Drug Plan, the coinsurance will vary by plan and will depend on 
how much you have spent. 

Custodial Care —Nonskilled personal care, such as help with activities 

of daily living like bathing, dressing, eating, getting in or out of a bed or 

chair, moving around, and using the bathroom. It may also include care that 

most people do themselves, like using eye drops. In most cases, Medicare 
doesn’t pay for custodial care. 

Long-term Care Ombudsman —An independent advocate 
(supporter) for nursing home and assisted living residents who works to 
solve problems between residents and nursing homes or assisted living 
facilities. 

Medicaid —A joint federal and state program that helps with medical 
costs for some people with limited incomes and resources. Medicaid 
programs vary from state to state, but most health care costs are covered if 
you qualify for both Medicare and Medicaid.  
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Medicare Advantage Plan —A type of Medicare health plan 
offered by a private company that contracts with Medicare to provide you 
with all your Medicare Part A and Part B benefits. Also called 
“Part C,” Medicare Advantage Plans include Health Maintenance 

Organizations, Preferred Provider Organizations, Private Fee-for-Service 

Plans, Special Needs Plans, and Medicare Medical Savings Account Plans. 
If you are enrolled in a Medicare Advantage Plan, Medicare services are 
covered through the plan, and arent paid for under the Original 
Medicare Plan. Most Medicare Advantage Plans offer prescription drug 

coverage. 

Medicare Part A (Hospital Insurance) — Hospital insurance 
that pays for inpatient hospital stays, care in a skilled nursing facility, 
hospice care, and some home health care. 

Medicare Preferred Provider Organization (PPOs)—A type 
of Medicare Advantage Plan (Part C) available in a local or regional area in 
which you pay less if you use doctors, hospitals, and providers that belong 
to the network. You can use doctors, hospitals, and providers outside of the 
network for an additional cost. Many Medicare Advantage Plans are PPOs. = 

Medicare Private Fee-for-Service Plan —A type of Medicare 
Advantage Plan (Part C) in which you may go to any Medicare-approved doctor 
or hospital that accepts the plan's payment. The insurance plan, rather than the 
Medicare Program, decides how much it will pay and what you pay for the 
services you get. You may pay more or less for Medicare-covered benefits. You 
may have extra benefits the Original Medicare Plan doesn cover. 

Medicare Summary Notice (IMISN) —A notice you get after the 
doctor or provider files a claim for Part A and Part B services in the Original 
Medicare Plan. It explains what the provider billed for, the Medicare-approved 
amount, how much Medicare paid, and what you must pay. 

Medigap Policy — Medicare Supplement Insurance sold by private 
insurance companies to fill “gaps” in Original Medicare Plan coverage. 

Occupational Therapy — Services given to help you return to usual 

activities (such as bathing, preparing meals, housekeeping) after illness 

either on an inpatient or outpatient basis. 

Original Medicare Plan —The Original Medicare Plan has two 
parts: Part A (Hospital Insurance) and Part B (Medical Insurance). It's a = 
fee-for-service health plan. You must pay the deductible. Medicare pays its 
share of the Medicare-approved amount, and you pay your share 
(coinsurance and deductibles).  
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Physical Therapy — Treatment of injury and disease by 
mechanical means, such as heat, light, exercise, and massage. 

Programs of All-inclusive Care for the Elderly 
(PACE)—A program that combines medical, social, and 

long-term care services to help frail people stay independent and 
living in their community as long as possible, while getting the 
high-quality care they need. PACE is available only in states that 
have chosen to offer it under Medicaid. 

Skilled Nursing Facility Care—This is a level of care that 
requires the daily involvement of skilled nursing or rehabilitation 
staff. Examples of skilled nursing facility care include intravenous 
injections and physical therapy. The need for custodial care (such 
as help with activities of daily living, like bathing and dressing) 

cannot qualify you for Medicare coverage in a skilled nursing 
facility if that’s the only care you need. However, if you qualify for 
coverage based on your need for skilled nursing care or 
rehabilitation, Medicare will cover all of your care needs in the 
facility, including help with activities of daily living. 

Speech-Language Pathology Services—The study, 
examination, and treatment of defects and diseases of the voice, 

speech, and spoken and written language, as well as the use of 

appropriate substitutional devices and treatment. 

State Health Insurance Assistance Program 
(SHIP)—A state program that gets money from the Federal 
government to give free health insurance counseling to people 

with Medicare. 

State Survey Agency—The State Agency that oversees 
health care providers that participate in the Medicare and/or 
Medicaid programs. The State Survey Agency inspects health care 

providers and investigates complaints to ensure that health and 

safety standards are met.  
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Office of Inspector General 
http://oig.hhs.gov 
  

The mission of the Office of Inspector General (OIG), as mandated by Public Law 95-452, as 

amended, is to protect the integrity of the Department of Health and Human Services 

(HHS) programs, as well as the health and welfare of beneficiaries served by those 

programs. This statutory mission is carried out through a nationwide network of audits, 

investigations, and inspections conducted by the following operating components: 

Office of Audit Services 

The Office of Audit Services (OAS) provides auditing services for HHS, either by conducting 

audits with its own audit resources or by overseeing audit work done by others. Audits 

examine the performance of HHS programs and/or its grantees and contractors in carrying 

out their respective responsibilities and are intended to provide independent assessments of 

HHS programs and operations. These assessments help reduce waste, abuse, and 

mismanagement and promote economy and efficiency throughout HHS. 

Office of Evaluation and Inspections 

The Office of Evaluation and Inspections (OEI) conducts national evaluations to provide 

HHS, Congress, and the public with timely, useful, and reliable information on significant 

issues. These evaluations focus on preventing fraud, waste, or abuse and promoting 

economy, efficiency, and effectiveness of departmental programs. To promote impact, OEI 

reports also present practical recommendations for improving program operations. 

Office of Investigations 

The Office of Investigations (OI) conducts criminal, civil, and administrative investigations 

of fraud and misconduct related to HHS programs, operations, and beneficiaries. With 

investigators working in all 50 States and the District of Columbia, OI utilizes its resources 

by actively coordinating with the Department of Justice and other Federal, State, and local 

law enforcement authorities. The investigative efforts of OI often lead to criminal 

convictions, administrative sanctions, and/or civil monetary penalties. 

Office of Counsel to the Inspector General 

The Office of Counsel to the Inspector General (OCIG) provides general legal services to 

OIG, rendering advice and opinions on HHS programs and operations and providing all 

legal support for OIG’s internal operations. OCIG represents OIG in all civil and 

administrative fraud and abuse cases involving HHS programs, including False Claims Act, 

program exclusion, and civil monetary penalty cases. In connection with these cases, OCIG 

also negotiates and monitors corporate integrity agreements. OCIG renders advisory 

opinions, issues compliance program guidance, publishes fraud alerts, and provides other 

guidance to the health care industry concerning the anti-kickback statute and other OIG 

enforcement authorities. 
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OBJECTIVE 

To determine the extent of inappropriate Medicare Part B payments for 

durable medical equipment (DME) provided to nursing home residents 

during non-Part A stays in 2006. 

  

BACKGROUND 

Medicare Part A covers nursing home care for a beneficiary’s stay of up 

to 100 days in a skilled nursing facility (SNF). If nursing home care is 

still needed after the 100 days or the beneficiary did not qualify for a 

Part A SNF stay, Medicare Part B may provide coverage for certain 

medical and other health care services. However, Part B does not pay 

for DME provided during a nursing home stay unless the nursing home 

qualifies as a beneficiary’s home. A nursing home qualifies as a 

beneficiary’s home only if it does not provide primarily skilled care or 

rehabilitation. Only a small number of nursing homes that are certified 

Medicaid-only, called nursing facilities (NF), or distinct parts of nursing 

homes (hereafter referred to as distinct part nursing homes) may 

qualify as a beneficiary’s home. In contrast, no SNFs or dually certified 

nursing homes (those certified for both Medicare and Medicaid) qualify 

as a beneficiary’s home because they provide primarily skilled care or 

rehabilitation. To identify inappropriate payments for DME, we used 

resident assessment data from the Centers for Medicare & Medicaid 

Services (CMS) to determine all nursing home stays nationwide during 

2006. We then analyzed related Medicare claims data for any DME 

payments during these stays. 

  

FINDINGS 

Medicare Part B allowed inappropriate payments of $30 million in 

2006 for DME provided during non-Part A stays in Medicare-certified 

SNFs. Medicare paid 77 percent ($23.4 million) of these claims, and the 

remaining 23 percent ($7.1 million) was paid by or on behalf of 

beneficiaries (i.e., by Medicaid, supplemental insurance, or private 

resources). For 98 percent of these claims, suppliers incorrectly 

indicated that the DME was for use in the beneficiary’s home. 

Wheelchairs and oxygen accounted for 72 percent ($22 million) of the 

inappropriately allowed DME payments. Suppliers also indicated on 

claims whether the DME was purchased or rented by the beneficiary. 

We found that the inappropriately allowed DME payments were mostly 

PART B SERVICES DURING NON-PART A NURSING HOME STAYS: DURABLE MEDICAL EQUIPMENT  



OEI-06-07-00100 

rentals (76 percent or $22.9 million) for which there are payment 

limitations upon a beneficiary’s nursing home admission. 

Nearly all of the additional $11.9 million Medicare allowed for DME 

provided during non-Part A stays in Medicaid NFs and distinct part 

nursing homes was inappropriate. This conclusion is based on our 

survey of a sample of 84 NFs and distinct part nursing homes to 

determine the extent to which they provide primarily a skilled level of 

care or rehabilitation. Survey results indicate that nearly all of these 

nursing homes provide primarily skilled care or rehabilitation. 

Consequently, we concluded that nearly all $11.9 million in DME 

payments for Medicare beneficiaries in these nursing homes was 

inappropriately allowed. As with stays in SNFs and dually certified 

SNF/NFs, the inappropriately allowed DME was nearly always billed 

identifying the place of service as the beneficiary’s home (97 percent), 

mostly for wheelchairs and oxygen (72 percent), and made up mostly of 

rentals (78 percent). 

CMS and States do not maintain a primary level of care designation 

for nursing homes that could facilitate accurate claim submission 

by suppliers and proper claim adjudication by payment contractors. 

When suppliers prepare DME claims or claims are processed for 

payment by Medicare Administrative Contractors (MAC), it is 

important that the appropriate place of service code be utilized. If a 

beneficiary resides in a NF or distinct part nursing home that does not 

provide primarily a skilled level of care or rehabilitation, the supplier 

should identify “home” as the place of service. However, suppliers that 

code place of service and MACs that adjudicate claims do not have ready 

access to the primary level of care status of NFs and distinct part 

nursing homes unless this information is provided directly by these 

facilities. They lack access to this information because CMS or States 

did not make these determinations and maintain results in an 

accessible database. However, CMS reported that it does not maintain 

information regarding primary level of care for NFs and distinct parts 

and indicated that States have the responsibility for maintaining this 

information. We contacted all State agencies in an attempt to 

determine the primary level of care provided by NFs and distinct part 

nursing homes. State agency representatives in 21 States reported that 

nursing homes that are licensed in their States must provide primarily 

skilled care or rehabilitation. Of these 21 States, 13 have statutes that 

specifically require this level of care for State licensure. In the 

remaining 29 States, there may be nursing homes that do not provide 
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primarily skilled care or rehabilitation or include a distinct part that 

does not provide primarily skilled care or rehabilitation. 

  

RECOMMENDATIONS 

When setting DME payment policy, Congress recognized the 

responsibility of institutions to meet patients’ medical needs, regardless 

of the primary payer for the stays (i.e., Medicare, Medicaid, or private 

resources). Consequently, each nursing home must provide DME as an 

integral part of its basic daily rate unless it is not providing primarily 

skilled care or rehabilitation. Yet, very few nursing homes provide care 

lower than skilled. Although payment contractors routinely deny DME 

payment for claims submitted with a nursing home place of service 

designation, an incorrect place of service designation (i.e., home) results 

in inappropriate payment. Past OIG studies have highlighted this 

1ssue; however, payment controls are still insufficient to stop 

inappropriate DME payments. 

Given the extent of inappropriate DME payments, we recommend that 

CMS: 

Use electronic resident assessment data contained in the Minimum Data 

Set (MDS) to establish a routine process to periodically (e.g., annually) 

generate a list of non-Part A beneficiary stays in nursing homes that 

provide primarily skilled care or rehabilitation. CMS should then direct 

contractors to identify and recover inappropriate DME payments. 

Further, CMS should direct contractors to identify suppliers that 

repeatedly submit incorrect place of service on DME claims and forward 

such information to the OIG Office of Investigations. 

Implement a process or processes to identify patients entering nursing 

homes with rented DME. Nursing homes could use this information to 

alert suppliers of the beneficiary’s change of address. 

Determine which NFs and distinct part nursing homes provide primarily 

skilled care, thus not qualifying as a beneficiary’s home for DME payment 

purposes. State Medicaid agencies and CMS do not evaluate and 

maintain this information. At a minimum, CMS could require State 

Medicaid agencies to make the determination using the available CMS 

administrative criteria. This designation should then be available to 

claims processors, nursing homes, and suppliers. 
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Direct contractors to recoup the inappropriate payments identified in this 

report. We will forward claim-specific information to CMS under 

separate cover. 

  

AGENCY COMMENTS AND OFFICE OF INSPECTOR GENERAL 
RESPONSE 

CMS concurred with our recommendations to establish a routine 

process to periodically identify non-Part A stays using MDS and to 

recover inappropriate payments identified in this study. The draft 

report also recommended that CMS (1) expand the resident assessment 

process to identify whether the patient entered the nursing home with 

DME and (2) use the Online Survey Certification and Reporting system 

to determine and report which NF's and distinct part nursing homes 

qualify as beneficiary homes for DME payment purposes. Although 

agreeing with the underlying objectives of these two recommendations, 

CMS suggesed alternative approaches using claims processing edits to 

address them. In this final report, we defer to CMS on the appropriate 

methods to use to address these recommendations. However, we ask 

that CMS provide specific information on these alternative approaches 

in its final management decision. 

For the full text of CMS’s comments, see Appendix D. 
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OBJECTIVE 

To determine the extent of inappropriate Medicare Part B payments for 

durable medical equipment (DME) provided to nursing home residents 

during non-Part A stays in 2006. 

  

BACKGROUND 

Medicare and Medicaid Programs 

Nursing homes offer daily living assistance to elderly and disabled 

individuals who are either physically or mentally unable to live 

independently. Nursing home patients receive a wide array of services 

ranging from medical treatment to meals and from skilled to custodial 

care. Of the available public programs that pay for nursing home care, 

Medicare and Medicaid represent the largest. 

Medicare. Medicare, a Federal health insurance program, covers most 

people 65 years or older, people under age 65 with certain disabilities, 

and people of any age diagnosed with end-stage renal disease. It 

provides a wide range of benefits from institutional care (e.g., nursing 

home stays) to medical products and supplies (e.g., wheelchairs). 

Medicare is administered by the Centers for Medicare & Medicaid 

Services (CMS), which contracts with entities called Medicare 

Administrative Contractors (MAC) to process and pay claims for covered 

services. Medicare-covered services most frequently fall under Parts A 

and B. 

Part A (hospital insurance) helps cover skilled or rehabilitative care 

during beneficiary stays in skilled nursing facilities (SNF); these 

stays are called “Part A stays.” Medicare Part A! was the primary 

payer for 13 percent of the nursing home residents in 2006.2 During 

a Part A stay in a SNF, Medicare Part A pays for the beneficiary’s 

services in the facility using a consolidated daily rate. This daily 

rate covers many routine services provided by SNFs, including room 

  

1 Medicare Part A pays for up to 100 days in a SNF benefit period, also known as spell of 

illness, if a beneficiary meets certain conditions, such as a prior hospitalization. The SNF 

benefit period begins the day a beneficiary enters the SNF and ends when the beneficiary 

has not received any subsequent hospital or SNF care for 60 consecutive days. 

2c. Harrington, H. Carrillo, and B. W. Blank, “Nursing, Facilities, Staffing, Patients, and 

Facility Deficiencies, 2000 Through 2006,” p. 18. Department of Social and Behavioral 

Sciences, University of California, San Francisco. Available online at 

© http://[www.ncenhr.org/uploads/Partl-PagesfromHarringtonOSCARcomplete2006.pdf. 

Accessed in March 2008. 
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and board, skilled care, and rehabilitative care. Examples of skilled 

care include changing sterile dressings and administering prescribed 

medications; examples of rehabilitative care include physical, 

speech, or occupational therapies. 

When a beneficiary exhausts the 100 days of care allowed under the 

Part A benefit (or did not otherwise qualify for a SNF stay) and 

continues to reside in the SNF, the subsequent days then constitute 

a “non-Part A stay.” During a non-Part A stay, Medicare no longer 

pays for the stay; however, Part B may pay for therapy and supplies 

previously included in the daily rate paid to the SNF. 

Part B (medical insurance) helps cover a wide range of medical 

services and supplies. These services include physician services and 

medical equipment and supplies, including DME. 

Durable Medical Equipment. DME is generally defined as 

equipment that can withstand repeated use, serves primarily a 

medical purpose, is not generally useful to a person in the absence of 

an illness, and is appropriate for use in a resident’s home.3 

Examples of DME include oxygen and respiratory equipment and 

supplies, wheelchairs, hospital beds, walkers, commodes, and blood 

glucose monitors. In most instances, Medicare will pay for rented or 

purchased DME, 4 as well as cover repairs of purchased equipment 

and necessary related supplies (e.g., glucose test strips and 

oxygen).5 

In 2006, Medicare Part B benefits totaled $166 billion for 40 million 

beneficiaries.® Of this amount, approximately $11.7 billion was for 

DME. 

Part B Supplier Billing and Payment. Medicare-enrolled suppliers 

provide DME to Medicare beneficiaries and then submit claims to 

one of four regional MACs, called DME MACs. Section 1842(s) of 

the Act authorizes a fee schedule for many Part B services, including 

  

3 CMS, “Medicare Benefit Policy Manual” (MBPM). Available online at Medicare Benefit 

Policy Manual, Chapter 15, § 110.1. Accessed in June 2008. 

4 Social Security Act (the Act), § 1861(n). See also 42 CFR 410.38 (a). 

5 CMS, “Medicare Claims Processing Manual.” Available online at Medicare Claims 

Processing Manual, Chapter 20, § 10.2. Accessed in June 2008. 

6 CMS, “Brief Summaries of Medicare & Medicaid,” November 1, 2007. Available online at 

http://www.cms.hhs.gov/MedicareProgramRatesStats/downloads/MedicareMedicaidSummar 

1es2007.pdf. Accessed in June 2008. 
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certain equipment and supplies, which Medicare contractors use to 

reimburse claims.” Generally, Medicare pays 80 percent of the 

allowed amount, and the beneficiary is responsible for the remaining 

20 percent. For reimbursement purposes, suppliers must identify 

the DME item for which they are billing using a specific code from 

the Healthcare Common Procedure Coding System (HCPCS). 

Home Use Provision. In addition to medical necessity and coding 

accuracy requirements, Medicare payment determinations for DME 

provided to residents of nursing homes are driven by whether the 

nursing home provides primarily skilled care or rehabilitation. 

(See Appendix A.) If the nursing home provides primarily skilled 

care or rehabilitation, DME is not covered. This noncoverage stems 

from the legal requirement that DME be used in a beneficiary’s 

home or an institution that can be considered a home. Section 

1861(n) of the Act states that any nursing home meeting the basic 

definition of a SNF in § 1819(a)(1) of the Act may not be considered 

a patient’s home for this purpose. Thus, only when a nursing home 

provides primarily a nonskilled level of care and few rehabilitation 

services can it be considered a beneficiary’s home and qualify for 

DME payment. 

Exceptions to Home Use Provision. Under two exceptions, Medicare 

pays for DME provided in nursing homes that do not qualify as a 

beneficiary’s home: 

(1) The DME was initially provided to the beneficiary at his/her 

home prior to admittance to a nursing home. If this occurs, the 

beneficiary may have rented the DME during the month in 

which he/she enters a nursing home. Medicare will pay for the 

DME rental for the remainder of the monthly rental period 

that overlaps the nursing home admission. DME MACs will 

direct the billing supplier to submit its bill indicating home as 

the place of service.® 

  

7 Fee schedule implemented on January 1, 2002, and updated annually. 

8 CMS, Medicare Learning Network Matters Article #SE0745, October 25, 2007. Available 

online at 

http://www.cms.hhs.gov/MLLNMattersArticles/2007TMMAN/itemdetail.asp?filterType=none& 

filterByDID=99&sortByDID=8&sortOrder=ascending&itemID=CMS1204646&intNumPerP 

age=10. Accessed on May 6, 2008. 

9 CMS, MBPM, chapter 15 § 110.5. Available online at 
http://www.cms.hhs.gov/manuals/Downloads/bp102¢15.pdf. Accessed in June 2008. 
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The DME was provided to the beneficiary in anticipation of a 

discharge from a nursing home to his/her home. In this 

instance, Medicare will allow the DME payment for the 

beneficiary up to 2 days prior to a nursing home discharge 

when the DME is intended for home use. DME MACs will 

direct the billing supplier to use the discharge date for the 

service date and indicate home as the place of service. 

Medicaid. Medicaid was the primary payer for 65 percent of nursing 

home stays during 2006.19 All of these stays were non-Part A stays 

because Medicare did not pay for them. Unlike Medicare, Medicaid is a 

joint State-Federal program administered by the States. Within broad 

Federal guidelines, States establish their own eligibility standards 

encompassing Federal requirements and available options; thus, every 

State operates its Medicaid program differently. However, all State 

Medicaid programs include routine DME as a service covered under the 

facility daily rate.!! 12 To ensure that Medicaid recipients with 

Medicare eligibility receive Part B benefits during their nursing facility 

(NF) stays and to facilitate payment by Part B, State Medicaid 

programs routinely pay Part B premiums for qualified beneficiaries. 

Related Payment Legislation 

Congress has recognized the responsibility of nursing homes to meet the 

medical needs of patients, regardless of the primary payer of the stay 

(i.e., Medicare, Medicaid, or private resources). Statutes such as the 

Omnibus Budget Reconciliation Act of 1987 (OBRA 1987) laid the 

foundation for identifying needed patient care through resident 

assessments.!> The OBRA 1987 further required that nursing homes 

provide the necessary care to assist residents in attaining their highest 

practicable level of physical, mental, and psychosocial well-being. 

Congress also enacted legislation such as the Balanced Budget Act of 

1997 (BBA)!4 and the Medicare, Medicaid, and SCHIP Benefits 

  

10 ¢, Harrington, et al., loc. cit. 

11 The Henry J. Kaiser Family Foundation, “Medicaid Benefits: Online Database.” 
Available online at 

http://www. kff.org/medicaid/benefits/index.isp? CFID=32790568& CFTOKEN=15412220. 

Accessed in June 2008. 

12 49 CFR § 488.301. 

13 p LL. No. 100-203. 

14 p 1, No. 105-33. 
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Improvement and Protection Act of 2000 (BIPA)15 to further define 

Medicare payment criteria for nursing homes. 

The BBA established a prospective payment system for Part A stays 

and required nursing homes to arrange for and consolidate into a single 

Medicare bill the Part B services that are needed by a resident during 

his or her nursing home stay.'6 Prior to the BBA, suppliers and 

providers of Part B services for nursing home residents (e.g., physical 

therapists) billed Medicare directly for their services. Implementation 

of consolidated billing first occurred only for Part A stays. In 2000, 

before the BBA was implemented for non-Part A stays, Congress 

enacted the BIPA. The BIPA maintained consolidated billing for Part A 

stays and therapy services but repealed consolidated billing 

requirements for non-Part A stays. Therefore, claims for beneficiaries 

during non-Part A stays continue to be individually submitted by 

suppliers and providers. 

Mandate for the Office of Inspector General To Monitor Part B Payments 

In repealing the BBA’s consolidated billing provisions for non-Part A 

nursing home stays, Congress anticipated the need to monitor Medicare 

Part B payments during these stays. In section 313 of the BIPA, 

Congress specifically directed the Office of Inspector General (OIG) to 

perform such monitoring. This DME evaluation revisits the study 

entitled “Durable Medical Equipment Payments in Nursing Homes” 

(OEI-06-92-00862), in which OIG identified inappropriate payments of 

$35 million for DME provided during nursing home stays in 1992, much 

of which occurred during non-Part A stays. Several additional studies 

will address other, previously identified, vulnerable Part B payment 

areas (e.g., enteral nutrition therapy and psychotherapy). 

Primary Level of Care and Certification of Nursing Homes 

The Act established minimum health and safety standards!” that must 

be met by suppliers and providers of services participating in the 

Medicare and Medicaid programs. To receive payment under either of 

these programs, nursing homes must comply with the standards set 

forth in 42 CFR pt. 483, subpart B. CMS has oversight over both 

  

15 p 1.. No. 106-554. 

16 BBA, § 4432. 

17 The Act, §§ 1819 and 1919, establish requirements for nursing homes to participate in 

Medicare and Medicaid. See also 42 CFR §§ 483 and 488. 
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programs but contracts with States to perform surveys that ensure 

nursing home compliance. 

In 2006, 3.2 million individuals received nursing home care in 

16,121 nursing homes certified for Medicare or Medicaid.'® Of these 

nursing homes, States surveyed 15,294 in 2006. Based on specific 

survey criteria, a nursing home may be certified as a Medicare SNF, a 

Medicaid NF, a dually certified SNF/NF, or a distinct part SNF or NF. 

However, defining a nursing home’s primary level of care is not a 

specific component of certification surveys. Although the certification of 

a SNF or dually certified SNF/NF for Medicare clearly indicates that a 

nursing home provides primarily a skilled level of care or rehabilitation, 

certification as a NF may not be used as the sole indicator of the 

primary level of care provided. 

Medicare skilled nursing facility. Both SNF and dually certified SNF/NF 

certification criteria require sufficiently high nurse staffing levels that 

such nursing homes are clearly providing primarily skilled care or 

rehabilitation. (See Appendix A for CMS policy defining DME coverage 

in nursing homes.) Dual certification as a SNF/NF results in the same 

outcome: the facility provides primarily skilled care. Between 2002 and 

2006, the number of SNF's decreased by just over 18 percent from 1,058 

to 864, accounting for 5 percent of certified nursing homes. During the 

same time period, the number of dually certified SNF/NFs increased by 

2 percent, from 14,013 to 14,298, and accounted for nearly 89 percent of 

certified nursing homes. 19 

Medicaid nursing facility. Between 2002 and 2006, the number of NFs 

decreased by nearly 50 percent, from 1,913 to only 959 (5 percent of 

certified nursing homes).20 Medicaid certification requirements for NFs 

are virtually the same as those for Medicare certification of SNFs. For 

payment purposes, DME MAC policies state that billing for DME for a 

patient in a SNF or a NF will be denied, in effect taking the stand that 

both SNFs and NFs provide skilled care or rehabilitative services. 

However, this payment policy does not take into account that, unlike 

Medicare certification, Medicaid certification of a NF can provide for a 

nonskilled level of care. This level of care would allow a NF to be 

considered as a beneficiary’s home for DME coverage purposes. Thus, 

  

18 CMS, “Nursing Home Data Compendium,” 2007 Edition. 

19 Ibid. 

20 Thid. 
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as a certification class, NFs cannot be assumed to be providing 

primarily skilled care or rehabilitation for DME payment purposes. 

CMS or States would need to evaluate each NF using specific 

administrative criteria to determine whether the NF provides primarily 

skilled care or a level of care below skilled. If the latter, the NF could be 

considered a home.2! Only for beneficiaries in these facilities should 

DME suppliers indicate home as the place of service on submitted 

claims. 

Distinct part nursing home. Generally, CMS and States evaluate a nursing 

home’s certification as a single unit, rather than by separately 

evaluating and classifying individual areas or beds within the 

institution. However, some States allow a nursing home to designate a 

particular portion of its nursing home, known as a “distinct part,” 

separately from the rest of the nursing home.22 Medicare and Medicaid 

regulations define a distinct part as a separate, physically identifiable 

unit consisting of all the beds in a particular building, floor, wing, or 

ward.23 Using the CMS Online Survey Certification and Reporting 

system (OSCAR), we identified 2,725 distinct part nursing homes. 24 

However, OSCAR did not identify whether the distinct part was a SNF 

or a NF, a critical designation for determining DME payment. As with 

a SNF, a distinct part SNF providing primarily skilled care or 

rehabilitation would not have DME coverage.2> However, if the 

remainder of that nursing home provides a nonskilled level of care, it 

could have DME coverage. The opposite situation would allow DME 

coverage for a beneficiary residing in a distinct part NF not providing 

primarily a skilled level of care, but not in the remainder of the nursing 

home providing primarily skilled or rehabilitative care. 

  

21 Administrative criteria to identify NF's or distinct part nursing homes that meet the 

basic SNF definition may be used by State agencies conducting certification surveys. These 

criteria appear in CMS’s “State Operations Manual” (SOM), chapter 2, § 2166. Available 

online at http!//www.cms.hhs.gov/manuals/downloads/som107c¢02.pdf. Accessed in June 

2008. 

22 CMS, SOM, chapter 2 § 2762B(4). Available online at 
http!//www.cms.hhs.gov/manuals/downloads/som107¢02.pdf. Accessed in June 2008. 

23 42 CFR § 483.5(b). 

24 Data extracted from OSCAR by OIG on April 1, 2007. 

25 CMS, MBPM. Available online at 
http://www.cms.hhs.gov/manuals/Downloads/bp102¢15.pdf. Accessed in June 2008. 
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Suppliers and Place of Service Coding 

Suppliers must designate the physical location of the beneficiary, called 

place of service, on submitted claims. For billing purposes, CMS utilizes 

place of service codes ranging from 01 through 99. A DME claim 

submitted with a place of service code for a SNF or NF will be denied.26 

An electronic claims-processing system edit adjudicates each claim and 

generates a denial when a SNF or NF place of service has been coded. 

However, if the NF provides a level of care below skilled or 

rehabilitative, it can be considered the beneficiary’s home for billing 

purposes. In such situations, the supplier should appropriately 

designate home, not a NF, as the place of service on the claim. 

However, it becomes more difficult for a supplier to accurately identify 

the place of service for a beneficiary who moves from his or her home to 

a nursing home. This is particularly problematic for payment purposes 

when the beneficiary has rented DME prior to the nursing home 

admission. 

Following the monthly rental period during which the beneficiary 

moved to a nursing home that may not be considered his or her home, 

the DME claim should show the actual place of service as a SNF or NF, 

which would result in a denial of payment by the DME MAC. If the 

patient resides in a NF or distinct part nursing home that may be 

considered a beneficiary’s home, the claim may still indicate home as 

the place of service. Yet, CMS, DME MACs, and States do not inform 

suppliers that a beneficiary has relocated to a nursing home. CMS 

policies require that suppliers submit accurate claims, but do not 

provide guidance on how or how frequently they must ensure the 

accuracy of the beneficiary’s place of service. Ultimately, suppliers 

depend on the beneficiary or his/her responsible parties to tell them 

when a beneficiary moves into a nursing home. There is no way for 

suppliers to ensure that the beneficiaries do so. Nor do CMS or DME 

MACs have the means to notify a nursing home when a beneficiary has 

rental DME at the time of admittance; claims processing systems 

currently are inadequate for such a purpose. Further, nursing homes 

have not been directed by CMS to obtain this information from 

beneficiaries at the time of admittance. 

  

26 Noridian, DME MAC, “Supplier Manual,” chapter 5. Available online at 

https//www.noridianmedicare.com/dme/mews/manual/chapter5.html#inpatient. Accessed in 

February 2008. 
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METHODOLOGY 

Scope 

This study identifies inappropriately allowed Part B payments for DME 

during non-Part A nursing home stays in 2006. A non-Part A nursing 

home stay is any Medicare beneficiary’s nursing home stay which is not 

paid for under the Medicare Part A SNF benefit. If a beneficiary's stay 

started under the Part A SNF benefit and continued after exhausting 

this benefit, only DME delivered during the latter portion of the stay is 

considered. 

Identification of DME During a Nursing Home Stay 

We utilized several databases obtained from CMS to identify Part B 

payments for DME during non-Part A nursing home stays. These 

databases included the Minimum Data Set (MDS), OSCAR, the 

Enrollment Database (EDB), and National Claims History (NCH). 

Minimum Data Sef. We used the MDS to identify the nursing home 

residents, related nursing homes, and nursing home stays. The MDS, a 

component of the resident assessment instrument, includes information 

about each resident’s health, physical functioning, mental status, and 

general well-being.2?” However, assessments do not capture whether a 

beneficiary is renting DME at the time of nursing home admission. 

Resident assessments are reported electronically by each certified 

nursing home for each person upon admission and are updated at least 

quarterly.2® The MDS includes nursing home admission and discharge 

dates. States receive assessments from nursing homes and transmit the 

data to CMS. Using the MDS data, we identified all assessed residents 

and their Social Security numbers (SSN). To determine stay dates, we 

extracted all nursing home admission and discharge dates for each 

resident. 

We used assessment dates as proxies for missing admission or discharge 

dates according to the following assumptions: 

e If the resident was in the nursing home on January 1, 2006 

(determined from subsequent assessments that were conducted by 

the nursing homes), we used the date of the first assessment 

conducted in 2005 as the admission date. 

  

27 OBRA 1987. 

28 More frequent assessments are required for stays paid under the Part A SNF benefit. 
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e In the case of a missing discharge date, we defined the date of the 

last assessment (received through March 2007) as the date of 

discharge. 

OSCAR. To obtain information about the nursing home (e.g., facility 

name, address, number of beds, and SNF and NF certification status), 

we linked the MDS facility identification number with the facility 

number maintained in the OSCAR. The OSCAR contains survey results 

from certification and complaint surveys. 

Enrollment Database. We used the EDB to identify Medicare 

beneficiaries. This database includes beneficiary-level data (i.e., name, 

SSN, and Medicare Health Insurance Claim Number (HICN)). Using 

this database, we crosswalked SSNs contained in the MDS file to SSNs 

in the EDB to identify Medicare beneficiaries and their associated 

HICNs. We excluded beneficiaries having no matching SSN from 

further analysis. 

National Claims History. We identified DME claims and payments using 

the NCH. We used the HICNs from the EDB to crosswalk to HICNs in 

the NCH to identify all DME claims billed and allowed for Medicare 

beneficiaries during the nursing home stays previously identified using 

the MDS. We then dropped all DME billed for beneficiaries during 

Part A paid nursing home or inpatient hospital stays.2? (See 

Appendix B for a list of the DME HCPCS codes utilized for this study.) 

Finally, we excluded DME during exception time periods. We identified 

and excluded DME claims occurring during the two allowed exception 

time periods—rental payment for the month overlapping any admission 

to a nursing home from home and DME provided within 2 days of a 

beneficiary’s discharge from the nursing home. To be conservative, we 

determined that claims with nursing home admissions between the 

“from” and “through” dates for DME met the exception period, 

regardless of claim length. Additionally, if the claim “through” date was 

the same as the discharge date from the nursing home, we determined 

that the claim met the exception period. Medicare policy stipulates that 

DME claims for items provided 2 or less days prior to a nursing home 

discharge to home are appropriate if the claim date and the discharge 

date are the same. We also took a conservative approach to possible 

  

29 01G’s Office of Audit Services routinely conducts audits relating to the issue of 

inappropriate Part B payments occurring during Part A stays. As such, we excluded these 

from our review. 
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discharge locations by defining all discharges as home discharges and 

excluding these claims from analysis. 

For the resulting identified 2006 DME claims allowed for Medicare 

beneficiaries during nursing home stays, we used OSCAR data to 

determine possible trends across the inappropriately allowed DME. 

Data utilized for trends included State, profit/nonprofit status, and the 

number of beds in nursing homes. 

Sampling To Verify Stay Date Accuracy and To Identify Level of Care for 

NFs and Distinct Part Nursing Homes 

To test the validity of the identified stay dates using the MDS and to 

identify primary level of care, we randomly selected a sample of 

300 beneficiaries from the 299,851 beneficiaries identified as having 

DME during non-Part A nursing home stays. Cumulatively, these 

300 beneficiaries had 378 nursing home stays, received medical care in 

311 different nursing homes,3° and had 2,001 DME claims totaling 

approximately $280,896 allowed and $220,242 reimbursed by Medicare. 

The remaining dollars were paid by or on behalf of beneficiaries by third 

parties (i.e., Medicaid, supplemental insurance, or private resources). 

Using this sample, we surveyed the associated NFs and distinct part 

nursing homes to determine the proportion of each actually providing 

primarily a skilled level of care. This sample allowed us to project to the 

universe of DME provided during a NF or distinct part nursing home 

stay. 

Stay date accuracy. We verified stay dates from the MDS by requesting 

admission and discharge date documentation directly from the nursing 

homes. The 378 stay dates determined from the MDS were nearly 

always accurate, with only 5 percent (21) of the reviewed stays having 

wrong or incomplete information. 

Level of care in NFs and distinct part nursing homes. A NF or distinct part 

nursing home may qualify as a beneficiary’s home if it provides a level 

of care less than skilled. CMS reported that it does not maintain 

information regarding primary level of care for NF's or distinct parts 

and indicated that States have the responsibility for maintaining this 

information. We subsequently contacted all State agencies in an 

attempt to determine the primary level of care provided by NF's. 

  

30 Of the sampled nursing homes, 216 were dually certified SNF/NFs, 9 were certified as 

SNFs, 21 as NFs, and 65 as having a distinct part. 
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To determine the degree to which NFs and distinct part nursing homes 

provide primarily skilled care, we used OSCAR to identify the nursing 

homes in the previously described sample of 311 nursing homes that 

were NF's or distinct part nursing homes. There were 86 such nursing 

homes (21 NFs and 65 distinct part nursing homes). We asked nursing 

home administrators to respond to questions directly related to the 

administrative requirements for defining a skilled level of care.3! (See 

Appendix C.) We received responses from 78 of the 86 nursing homes 

(91 percent). 

Of the 14 responding NF's, 12 (86 percent) indicated that they provide 

primarily a skilled level of care; 63 of 64 (98 percent) responding distinct 

part nursing homes indicated that they provide primarily a skilled level 

of care. Based on this sample, NFs and distinct part nursing homes 

rarely (0.04 percent of the time) qualify as a beneficiary’s home for DME 

payment purposes. Using this point estimate and sample statistics, we 

projected the dollars paid inappropriately to the universe of payments 

for DME during these stays. 

Reporting of Inappropriate DME Payments 

For the findings of this report, we calculated inappropriately allowed 

DME using all of the 2006 DME claims submitted for Medicare 

beneficiaries during non-Part A nursing home stays. Specifically, the 

report findings are not adjusted to account for the small amount of 

errors resulting from our use of the MDS to determine nursing home 

stay dates. As mentioned previously, the results of our verification for a 

sample of stay dates during which DME was provided indicates that 

inaccuracies in the MDS stay date determinations rarely resulted in our 

misclassification of a DME claim during a nursing home stay as 

inappropriately allowed. 

Standards 

This study was conducted in accordance with the “Quality Standards for 

Inspections” issued by the President’s Council on Integrity and 

Efficiency and the Executive Council on Integrity and Efficiency (now 

Council of the Inspectors General on Integrity and Efficiency). 

  

31 CMS, SOM, chapter 2, § 2166; four specific criteria must be met fully to be considered 

engaged in providing primarily skilled care. 
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Medicare Part B inappropriately allowed Suppliers received payments 

$30 million in 2006 for DME provided totaling $30,485,842 for the 
during non-Part A stays in 309,626 DME claims allowed for 

Medicare-certified SNFs Medicare bengficlnies Suring 

non-Part A stays in nursing homes 

certified as SNFs or dually certified as SNF/NFs. These claims were 

spread across 11,702 nursing homes. Since these nursing homes were 

providing primarily skilled care or rehabilitation, they could not be 

considered the beneficiaries’ homes, a prerequisite for DME coverage. 

Medicare paid 77 percent ($23.4 million) of the allowed amount; the 

remaining 23 percent ($7.1 million) was paid by or on behalf of 

beneficiaries (i.e., Medicaid, supplemental insurance, or private 

resources). 

For 98 percent of the inappropriately allowed claims, suppliers incorrectly 

indicated that the DME provided during nursing home stays was for use in 

beneficiaries’ homes 

For other claims, the places of service indicated by the suppliers were 

custodial homes (1.1 percent) or other places (1.2 percent), such as assisted 

living (0.8 percent), facilities for mentally retarded persons (0.3 percent), 

group homes (0.02 percent), and homeless shelters (0.01 percent). 

Wheelchairs and oxygen accounted for 72 percent ($22 million) of the 

inappropriately allowed DME payments 

The category of wheelchairs and related accessories represents the highest 

expense for inappropriately allowed DME (37 percent). (See Table 1 on 

the following page.) The category of oxygen and respiratory equipment 

and supplies accounts for the second-highest expense (35 percent). 

Rentals accounted for 76 percent of the total inappropriately allowed DME 

payments 

Additionally, oxygen, wheelchairs, and their related components accounted 

for $17.8 million (78 percent) of the $22.9 million inappropriately allowed 

for rentals and 191,805 of the 231,606 related claims. Hospital beds (and 

their related accessories) and decubitus care equipment accounted for 12 

percent and 8 percent of the inappropriately allowed rental amount, 

respectively. In nearly all cases, an ongoing rental had been established 

prior to the nursing home stay. The resulting inappropriately paid 

amount occurred because the supplier failed to identify on submitted 

claims that the beneficiary had relocated to a nursing home and/or failed 

to change subsequent billing using the correct place of service code. We 

did not determine whether the beneficiary had provided the supplier with 

the information about the move to a nursing home. 
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Table 1: Inappropriately Allowed Durable Medical Equipment 

Payments by Category 

Wheelchairs and related accessories $11,395,901 

and and $10,562,263 

beds and related accessories $3,910,113 

Decubitus care equi t $2,122,838 

lifts $828,853 

Other DME $517,306 

Transcutaneous and/or neuromuscular electrical $486,851 
nerve stimulators 

Walkers $411,843 

Bath/commodes $249,875 

Source: OIG analysis of DME payments in non-Part A stays during 2006. 

*Percentages do not equal 100 percent because of rounding. 

Medicare allowed more than $1 million for each of seven separate 

HCPCS codes. (See Table 2.) Together, these items account for 

73 percent ($22.2 million) of the total inappropriately allowed amount. 

The HCPCS E1390 accounts for the single highest inappropriately paid 

code, representing nearly 26 percent of the total inappropriately allowed 

amount. As indicated, most inappropriately allowed DME claims were 

made for routine medical equipment (e.g., oxygen, beds, and 

wheelchairs) that nursing homes could provide to their patients as part 

of their daily rate. 

Table 2: HCPCS With More Than $1 Million Inappropriately Allowed 

E1390 concentrator $7,816,906 

E0260 bed, semielectric $3,536,488 

K0011 Standard weight-frame motorized/power $3,184,235 
wheelchair 

K0001 Standard wheelchair $2,191,881 

K0004 wheelchair $2,112,417 

E0277 Power re-red air mattress $1,773,773 

K0003 wheelchair $1,542,635 

Source: OIG analysis of DME payments in non-Part A stays during 2006. 
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Nearly all of the additional $11.9 million that 

Medicare allowed for DME provided during 

non-Part A stays in Medicaid-certified NFs and 

The average inappropriate allowed amount associated with nursing homes was 

$2,605 with a median of $1,456. Of the 11,702 nursing homes associated 

with beneficiaries having inappropriate DME payments, 3,637 

(81 percent) exceeded the average. Further, 179 of these nursing homes 

were three or more standard deviations above the average, with the two 

highest totaling $102,875 and $73,227. 

The average inappropriate allowed amount for suppliers was $2,712 with a 

median of $906. Of the 11,243 suppliers associated with inappropriate 

DME payments, 2,873 (26 percent) exceeded the average. Further, 

137 of these suppliers were three or more standard deviations above the 

average, with the two highest totaling $248,340 and $200,382. 

We analyzed the inappropriate allowed DME payments across several 

variables (e.g., geographic location, nursing home characteristics) and 

found no correlations between high payments and these variables. For 

example, 42 percent of the inappropriately allowed DME payments were 

made to suppliers in those States with a similar proportion of certified 

nursing home beds—California, Florida, New York, Ohio, Pennsylvania, 

and Texas. 

In 2006, suppliers received 

payments totaling $11.9 million 

for the 107,928 DME claims 

allowed for Medicare 

distinct part nursing homes was inappropriate beneficiaries during stays in 

OEI-06-07-00100 

3,373 nursing homes identified 

as NFs or as distinct part nursing homes. Medicare paid $9.2 million; 

the remaining $2.7 million was paid by or on behalf of beneficiaries 

(i.e., Medicaid, supplemental insurance, or private resources). Most 

DME claims (83 percent of the 107,928 claims) were made for 

beneficiaries residing in distinct part nursing homes. 

Our conclusion that nearly all of the $11.9 million was paid 

inappropriately is based on the survey of a sample of these nursing 

homes to determine the extent to which they provide primarily skilled 

levels of care or rehabilitation services. Results indicate that nearly all 

of the sampled nursing homes provide primarily skilled care or 

rehabilitation. 

Of the 78 nursing homes responding to our survey, 96 percent do not 

qualify as beneficiaries’ homes for DME payment purposes. Specifically, 
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12 of 14 NFs and 63 of 64 distinct part nursing homes provide primarily 

skilled care or rehabilitation. Utilizing this sample, the projected 

amount inappropriately paid was $11.2 million. The 95-percent 

confidence interval ranged from a low of $8.0 million to a high of 

$14.3 million. 

As with non-Part A stays in SNFs and dually certified SNF/NFs, the 

inappropriately allowed DME in NFs and distinct part nursing homes 

were typically billed identifying the places of service as the 

beneficiaries’ homes (97 percent), mostly for wheelchairs and oxygen 

(72 percent), and consisted mostly of rentals (78 percent). 

Wh li DME 
CMS and States do not maintain a primary level of SA SUPDASIS probate 

dos] ion f : claims or claims are processed for 
care designation for nursing homes that could poyrient hy DME MACs, it is 

facilitate accurate claim submission by suppliers important that the appropriate 

and proper claim adjudication by payment place of service codes be utilized. 

contractors However, suppliers that code 

place of service and MACs that 

adjudicate claims do not have ready access to the primary level of care 

status of NF's and distinct part nursing homes unless this information is 

provided directly by these facilities. The lack of access to this 

information results from CMS or States not making these 

determinations and maintaining results in an accessible database. 

CMS reported that it does not maintain information regarding primary 

level of care for NFs and distinct parts and indicated that States have 

the responsibility for maintaining this information. We contacted all 

State agencies in an attempt to determine the primary level of care 

provided by NFs and distinct part nursing homes. Twenty-one States 

require that nursing homes licensed in their States provide primarily 

skilled care or rehabilitation. Of these 21 States, 13 have statutes that 

specifically require this level of care for State licensure. In the 

remaining 29 States, there may be nursing homes that do not provide 

primarily skilled care or rehabilitation, or include a distinct part that 

does not provide primarily skilled care or rehabilitation. 
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When setting DME payment policy, Congress recognized the 

responsibility of institutions to meet patients’ medical needs, regardless 

of the primary payer for the stays (i.e., Medicare, Medicaid, or private 

resources). Consequently, each nursing home must provide DME as an 

integral part of its basic daily rate unless it is not providing primarily 

skilled care or rehabilitation. Yet, very few nursing homes provide care 

lower than skilled. Although payment contractors routinely deny DME 

payment for claims submitted with a nursing home place of service 

designation, an incorrect place of service designation (i.e., home) results 

in inappropriate payment. Past OIG studies have highlighted this 

1ssue; however, payment controls are still insufficient to stop 

inappropriate DME payments. 

To address inappropriate payments, we recommend that CMS: 

Use electronic resident assessment data contained in the MDS to 

establish a routine process to periodically (e.g., annually) generate a list 

of non-Part A beneficiary stays in nursing homes that provide primarily 

skilled care or rehabilitation. CMS should then direct contractors to 

identify and recover inappropriate DME payments. Further, CMS 

should direct contractors to identify suppliers that repeatedly submit 

incorrect place of service on DME claims and forward such information 

to the OIG Office of Investigations. 

Implement a process or processes to identify patients entering nursing 

homes with rented DME. Nursing homes could use this information to 

alert suppliers of the beneficiary's change of address. 

Determine which NFs and distinct part nursing homes provide primarily 

skilled care, thus not qualifying as a beneficiary’s home for DME payment 

purposes. State Medicaid agencies and CMS do not evaluate and 

maintain this information. At a minimum, CMS could require State 

Medicaid agencies to make the determination using the available CMS 

administrative criteria. This designation should then be available to 

claims processors, nursing homes, and suppliers. 

Direct contractors to recoup the inappropriate payments identified in this 

report. We will forward claim-specific information to CMS under 

separate cover. 
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AGENCY COMMENTS AND OFFICE OF INSPECTOR GENERAL 
RESPONSE 

CMS concurred with our recommendations to establish a routine 

process to periodically identify non-Part A stays using MDS and to 

recover inappropriate payments identified in this study. The draft 

report also recommended that CMS (1) expand the resident 

assessment process to identify whether the patient entered the 

nursing home with DME and (2) use the Online Survey Certification 

and Reporting system (OSCAR) to determine and report which NFs 

and distinct part nursing homes qualify as beneficiary homes for 

DME payment purposes. Although agreeing with the underlying 

objectives of these two recommendations, CMS suggesed alternative 

approaches using claims processing edits to address them. 

We agree that other methods may achieve the same objectives, so we 

have made changes to the recommendations. Rather than prescribe the 

needs assessment as the tool for identifying DME, this final report 

recommends only that CMS implement a process or processes for this 

purpose. Also, we removed reference to OSCAR as the method that 

CMS should use to determine and disseminate information on the home 

status of NFs and distinct part nursing homes. 

We defer to CMS on the appropriate methods to address these 

recommendations. In the comments on the draft report, CMS suggests 

that claims processing edits could address the recommendations, but no 

details were provided on how such edits would work. We ask that CMS 

provide this information in its final management decision. 

For the full text of CMS’s comments, see Appendix D. 
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MEDICARE LEARNING NETWORK MATTERS 

ARTICLE SE0745 REPRINTED* 

Skilled Nursing Facility Definition Used To Determine Durable Medical 

Equipment Coverage and in Ending a Benefit Period or Spell of 

lliness32 

*Italics in document added for emphasis; abbreviations used to save space. 

Coverage of a beneficiary’s skilled nursing facility (SNF) stay under 

Part A (the Original Medicare plan’s hospital insurance program) 

encompasses the overall package of institutional care that the SNF 

furnishes during the course of the beneficiary’s Medicare-covered stay. 

This comprehensive Part A coverage includes durable medical 

equipment (DME) under the heading of . . . drugs, biologicals, supplies, 

appliances, and equipment . ..” as stated in § 1861(h)(5) of the Social 

Security Act (the Act).33 

When a beneficiary’s SNF stay does not qualify for Part A coverage 

(no qualifying three-day hospital stay, SNF level of care not met, etc.), 

Part B (the supplementary medical insurance program) generally can 

still provide limited coverage for certain individual “medical and other 

health services” described in § 1861(s) of the Act. However, as 

explained below, the scope of coverage under the Part B benefit for DME 

(§ 1861(s)(6) of the Act) specifically excludes items that are furnished for 

use in the SNF setting. 

e Section 1861(n) of the Act limits Part B coverage under the DME 

benefit to those items that are furnished for use in a beneficiary’s 

home. This provision further specifies that any institution 

meeting the basic definition of a hospital in § 1861(e)(1) of the Act, 

or of an SNF in § 1819(a)(1) of the Act, cannot be considered a 

patient's “home” for this purpose. Section 1819(a)(1) of the Act 

(formerly § 1861(G)(1) of the Act), in turn, defines a “SNF” broadly 

as any institution that is engaged primarily in providing skilled 

  

32 Centers for Medicare & Medicaid Services (CMS), “Medicare Learning Network Matters, 

Article #SE0745,” October 25, 2007. Available online at 

http://www.cms.hhs.gov/MLNMattersArticles/2007MM AN/itemdetail. asp? filter Type=none&filterBy DID 

=99&sortByDID=8&sortOrder=ascending&itemID=CMS 1204646 &intNumPerPage=10. Accessed on 

May 6, 2008. 

33 The Act can be accessed online at http://www.ssa.gov/OP_Home/ssact/ssact-toc.htm. 

Accessed in June 2008. 
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nursing (clause (A)) or rehabilitation services (clause (B)) to its 

residents. 

This expansive SNF definition omits the specific, more restrictive 

elements contained in the remainder of §§ 1819(a)-(d) of the Act, 

which list the detailed requirements that an institution must 

meet in order to participate in the Medicare program as a certified 

SNF. Thus, in excluding Part B coverage for DMF furnished in 

‘SNFs” as defined broadly in § 1819(a)(1) of the Act, Congress 

intended for this exclusion to encompass not only all Medicare- 

participating SNFs, but also any other institutions which, though 

not participating in Medicare, do provide the type of care 

described in that section of the law.34 

The blanket prohibition that Congress imposed on any separate 

Part B payment for DME furnished in this setting (see § 144(d) of 

the Social Security Amendments of 1967, P.L. No. 90-248) would 

appear to reflect the view that any institution whose primary 

function is to provide skilled care to its residents would have an 

inherent responsibility to dispense DME, when needed. This 

would mean that payment for such items is already an integral 

part of the skilled facility’s basic inpatient rate. Accordingly, any 

separate, additional DME payment under Part B in this situation 

would be redundant. Modifying or eliminating the statutory 

prohibition on Part B payment for DME furnished in this setting 

would require legislation to amend the law itself. 

Additional Considerations for DME Furnished in Medicaid-Only Nursing 

Facilities 

Additional considerations apply in determining whether a Medicaid- 

only nursing facility (NF) would meet the basic SNF definition in this 

context. Medicaid NFs were created when the Omnibus Budget 

Reconciliation Act of 1987 (OBRA 1987) enacted nursing home reform 

legislation that combined the previously separate Medicaid categories of 

SNFs and intermediate care facilities (ICF) into a single category. Prior 

to the OBRA 1987 changes, Medicaid SNFs were always considered to 

meet the law’s basic definition of a SNF, while pursuant to a U.S. 

District Court decision in Kron v. Heckler (E.D. La., October 17, 1983), 

  

34 This policy is also reflected in the regulations in title 42 CFR § 410.38(b) and in CMS’s 
“Medicare Benefit Policy Manual,” chapter 15, § 110.1.D. Available online at 

http://www.cms.hhs.gov/manuals/iom/list.asp. Accessed in June 2008. 
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those facilities licensed or certified solely as ICFs were never considered 

to meet the basic SNF definition. 

e The parallel Medicare SNF and Medicaid NF definitions that 

OBRA 1987 established in §§ 1819(a)(1) and 1919(a)(1) of the Act, 

respectively, both turn on the type of care that the facility is 

engaged primarily in furnishing. However, while the NF 

definition in § 1919(a)(1) of the Act contains a clause (A) for 

skilled nursing and a clause (B) for rehabilitation services that are 

identical to their SNF counterparts in § 1819(a)(1) of the Act, it 

also contains an additional clause (C) for health-related 

institutional care above the level of room and board (comparable 

to the type of care furnished by intermediate care facilities (ICF) 

prior to OBRA 1987), which is not found in the SNF definition. 

Thus, if a Medicaid NF is engaged primarily in furnishing skilled 

care under either clauses (4) or (B) of § 1919(a)(1) of the Act, it 

would meet the basic SNF definition and cannot be considered a 

“home” for purposes of DME coverage under Part B. 

Alternatively, if the NF is engaged primarily in furnishing 

essentially ICF-level care under clause (C) of this provision, it 

would not meet the basic SNF definition and can be considered a 

home for DME coverage purposes. Thus, because some NFs meet 

the basic SNF definition while others do not, NFs cannot, as a 

class, automatically be regarded as either qualifying or not 

qualifying as a “home” for DME coverage purposes and, therefore, 

must be evaluated individually under the administrative criteria 

discussed below. 

Administrative Criteria 

Administrative criteria to identify those institutions that meet the 

basic SNF definition are used by each of the State agencies that 

survey the individual institutions within their jurisdictions.3® These 

criteria also were published in the Federal Register as Health Care 

Financing Administration Rulings 83-2 (47 FR 54551, December 3, 

1982) and 83-3 (49 FR 10710, March 22, 1984). Historically, it has 

been the State survey agency’s responsibility to evaluate an 

institution in terms of these criteria. This evaluation reflects the type 

of care that the institution provides to its residents generally (rather 

  

35 OMS, “State Operations Manual” (SOM), chapter 2, § 2166. Available online at 

http://www.cms.hhs.gov/manuals/downloads/som107¢02.pdf. Accessed in June 2008. 
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than the type of care that an individual resident may be receiving at a 

given point in time), because the requirements of the law relate to the 

type of care that an institution is engaged primarily in providing to its 

overall resident population. 

e Further, States can choose to incorporate the requirements of 

§ 1819(a)(1) of the Act directly into their own facility licensure 

standards as seen in CMS’s SOM, chapter 2, § 2164. In a State 

that elects to adopt this approach, simply ascertaining that a 

particular nursing home is licensed under the applicable facility 

category of State law can also serve to confirm that the facility 

meets the basic SNF definition in § 1819(a)(1) of the Act. 

Applying the Criteria in Institutions That Contain a Participating “Distinct 

Part” 

e Generally, the determination of whether an institution meets the 

basic SNF definition is made by evaluating it as a single unit 

rather than by separately evaluating and classifying individual 

areas within the institution. In order to categorize a particular 

portion of an institution separately from the remainder of that 

institution, it is necessary for that portion to constitute a “distinct 

part” (e.g., a separate, physically identifiable unit consisting of all 

the beds in a particular building, floor, wing, or ward). (See the 

regulations at 42 CFR 483.5(b).) 

In this situation, if the participating distinct part of an institution 

meets the basic SNF definition and the remainder of the 

institution does not, DME payment would be available under 

Part B only in the portion of the institution that qualifies as a 

“home” for DME coverage purposes by virtue of not meeting the 

basic SNF definition. Part B payment would not be available for 

DME furnished in any part of the institution that is identified as 

meeting the basic SNF definition, regardless of the type of care 

that a particular resident may be receiving there. 

A more detailed discussion of situations in which part of an institution 

meets the basic SNF definition and part of it does not appears in 

chapter 5, § 1 of the “Medicare Program Integrity Manual,” also 

available online at http://www.cms.hhs.gov/manuals/iom/list.asp on the 

CMS Web site. This is the same material that originally appeared in 

§ 4105.1 of the “Medicare Carriers Manual,” Part 3 (CMS Publication 

14-3), 
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DURABLE MEDICAL EQUIPMENT BILLING CODES 

INCLUDED IN THE EVALUATION 

  

HCPCS Codes* Categories 
  

  

E0100-E0105 

E0110-E0118, E0153 

E0130-E0159 

E0160-E0175, E0240-E0249, E0968 

E0180-E0199, E0277, E0370-E0373 

E0200-E0239, E0249 

E0250-E0373, E0462 

E0424-E0601, E0605, E0618-E0619, 
E1353-E1406, KO730-K0738 

E0607 

E0610-E0620 

K0606-K0609 

E0621-E0642 

E0650-E0675 

E0720-E0769 

E0776 (without BA modifier)-E0791, K0455, 
E1520, K0552, K0601-K0605 

E0830-E0900 

E0910-E0948, E0951-E0952 

E0955-E1298, K codes 

E1340 

E1700-E1702   

Canes 

Crutches and related accessories 

Walkers 

Bath/commode and related accessories 

Decubitus care equipment 

Hot/cold applications 

Hospital beds and related accessories 

Oxygen and respiratory equipment and supplies 

Blood glucose monitor 

Pacemaker monitor and defibrillator 

Defibrillator accessories 

Patient lifts, standing devices/lifts 

Pneumatic compressor and appliances 

Transcutaneous and/or neuromuscular electrical nerve 

stimulators 

Infusion pump for medications and related supplies 

Traction equipment 

Trapeze equipment, fracture frame, other orthopedic 

devices 

Wheelchairs and related accessories 

Repairs and replacements 

Jaw motion rehabilitation system and accessories 

  

OEI-06-07-00100 

* Healthcare Common Procedure Coding System (HCPCS) codes listed within ranges are in specified 
categories, except as specified elsewhere. 
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DEFINING PRIMARY LEVEL OF CARE 

To identify the primary level of care provided by nursing facilities (NF) 

and nursing homes with distinct parts, we utilized our sample of 

311 nursing homes. Of the 311 nursing homes, 65 were identified 

through CMS’s Online Survey, Certification, and Reporting system as 

distinct part nursing homes and 21 were certified as NFs. We contacted 

these 86 nursing homes to determine the primary level of care that they 

provided, independent of their certification status; 78 responded. We 

asked each nursing home to tell us whether it met the following four 

criteria identified in the “State Operations Manual” (SOM) maintained 

by the Centers for Medicare & Medicaid Services (CMS): 

e One or more nurses (registered nurses or licensed practical or 

vocational nurses) direct or supervise nursing services without 

regard to whether the facility has the nurse staffing requirement 

“waived.” (SOM § 2166A.) 

Nursing personnel are on duty 24 hours a day. (SOM § 2166B.) 

The number of full-time-equivalent nursing personnel to the number 

of beds 1s at least an average ratio of 1 to 15 per shift. 

(SOM § 2166C.) 

Other services (e.g., bed and board) are provided to inpatients in 

connection with the furnishing of nursing care, plus one or more 

medically related health services (e.g., physician’s services; 

physical, occupational, or speech therapy; diagnostic and 

laboratory services; and administration of medication). 

(SOM § 2166D.) 

If a nursing home indicated in all four instances that it met the criteria, 

we determined that the facility engaged primarily in providing a skilled 

level of care. 

These four criteria are those identified as CMS’s “Administrative 

Criteria for Identifying Facilities That Meet 1819(a)(1).”36 Section 

1819(a)(1) of the Act discusses nursing services. This section also 

contains the statutory definition of a skilled nursing facility (SNF), 

which is the basis for Medicare certification requirements of SNFs in 

42 CFR 483, subpart B. In many States, licensing laws for all nursing 

  

36 CMS, SOM. Available online at 
http://www.cms.hhs.gov/manuals/downloads/som107¢02.pdf. Accessed in June 2008. 
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homes have incorporated the requirements of § 1819(a) or § 1919(a) of 

the Act or the criteria contained in § 2166. When this is the case, any 

nursing home licensed in such States cannot be considered a resident’s 

home for purposes of spell of illness, durable medical equipment, 

ambulance, and home health benefits. In other States, it may be 

necessary for the State agency to make § 1861(e)(1) or § 1819(a)(1) 

certifications. As indicated, SNFs meet § 1819(a)(1) requirements, as do 

long-term-care nursing homes in States where licensure laws require it. 

In other situations, a facility or a part of a facility meets the standard 

set forth in § 1819(a)(1) of the Act for purposes of determining skilled 

level of care if the nursing home meets each of the four criteria listed on 

the previous page. 
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AGENCY COMMENTS 

RIMENT OF HEALTH & HUMAN SERVIC Corday or Maficars & Mecioaid Sevvines 

  

DATE: 

Tn Daniel BR. Levinson 
Inspector General 

* . 

FROM: Charen [zee 

Acting Administrator 

SUBJECT: Office of Inspector General (OIC) Draft Report: “Part | 8 During 
Non-Part A Nursing Home Stays: Durable Medical Equipment” OEL-06- 
(7.00100 

Thank vou for the opportunity 10 review and comment on the above-referem 
rem. 

the ey does not gual lify for Port A SNF stay, Medicare P wt 3 may provide 

coverage for certain medical and other health services. However, Part B does not pay for 
durable medical equipment {DME} provided during a nursing or, re stay unless the 
nursing home qualifies as a beneficiary's home. 

The OIG found that Medicare Part B allowed inappropriate payments of $30 million in 
2006 for DME provided during non-Part A stays in Medicare-certilied SNFs, Medicare 
Part B inappropriately allowed payment of $23.4 million in 2006 for DME provided 
during non-Part A stays in Medicare-certified SNFs and $7.1 million was paid by or on 
behalf of beneficiaries (i.e, Medicaid, supplemental insurance or private resources). For 
98 percent of the claims in the OIG sample, Sohpliers incorrectly indicated that DME was 
for use in the beneficiury’s home. Of the $23.4 million in inappropriate payments, $22.9 
million of the DME paviments were for rentals tor which there are payment Britations 
upon a beneficiary™s nursing home admissic 

the following recommendations: 

Minimum Dat 
stabiish a routine prog at iy {ey an wal] ee ate a dist of sore Far A 

beneficiary stays in nursing | homes that prov ide primarily skilled care or rehabilitation. 
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Response 
We concur with the recommendation. CMS will seek 10 provide Medicare Recovery 

Audit Contractors access to the MDS data for the purpose of periodically checking 
hether beneficiaries who received Part B DME services were residents of nursing 

horses that do not qualify as a beneficiary's home, 

OIG Recommendation 

Expand the resident assessment process to identify whether the patient entered the 
nursing home with the DME and whether it is owned or rented by the beneficiary, 

MS Response 

We agree with the underlying objective of increasing the available data on DME usage in 

nursing homes. However, we do not concur with this recommendation as it is current! ¥ 

structured. We are concerned that the recommended approach essentially proposes to 
achieve this objective through a clinical vehicle that is not well-suited to this purpose. 
The MDS is a clinfcallv-based assessment tool used to determine patients’ health, 
physical functioning, and medical conditions. In addition, the MDS is completed by an 
interdisciplinary clinical team whose primary focus is care planning, As a result, we do 

not see the MDS as an effective mechanism for the accurate collection of an inventory of 
the patients” DME, including status id ownership. Instead, CMS will explore the 

sility of creating a hal process 3 edit that would prevent improper 
payments for DME furnished to beneficiaries during a non-Part A nursing home stay. 

01 Recommendation 

Determine which nursing facilities {NFs) and distinct part nursing homes qualify as a 
beneficiary’s home for DME payment purposes and maintain this designation in Online 
Survey, Certification, and Reporting (OSCAR) system. 

CMS Response 

We agree with the underlying objective to explore ways to determine whether a nursing 
home serves as a resident's home for the purposes of making proper DME payments; 
however, we do not concur with this recommendation. OIG"s recommendation seeks to 

2 the Osc AR system as a way to designate § NPs sor distinct part nursing homes that 
{ # fundamental purpose is directed 

ton. The determination of Sf whether 
% he Te i5 ndhiqunlis 

CERES gration of 

v's home may not be best located in 

"AR. However, consistent with the rationale offered in our response fo 
Recommendation 2, there may be alternative approaches considered by CMS for a claims 
processing edit to prevent improper DME payments,   
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O10 Recommendation 

Direct contractors to recoup the inappropriate payments identified in this report. 

CMS Response 

gree that the inappropriate payments {subject to verification by the Medicare 
ars} should be recovered. ( plans to recover the overpayments identified 

consistent with the Agency’s policies and procedures. 

The OIG will be required to furnish, for cach overpayment or potential overpayment, the 

data necessary (Medicare contractor numbers, provider numbers, claims information 

including the paid date, HIC numbers, ote.) to initiate and complete recovery action. In 

addition, Medicare contractor-specific data should be written to separate CD-ROMs or 

separate bardoopy worksheets in order to better facilitate the transfer of information io 

the appropriste contraciors, 
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PPS RUG RATES 
ops . Rate Total Urban 

Rehabilitative (78.8%) ADL SCORE CaS etic Total Rural Rate 

  

e Tx 720 minutes/week minimum 

eo At least 2 disciplines, 1st at least 5 days/week; 

2nd at least 3 days/week   

  Very High 

e Tx 500 minutes/week minimum 

e At least 1 discipline for 5 days/week 

  
® Tx 325 minutes/week minimum 

e At least 1 discipline for 5 days/week 

"Ye 
  

e Tx 150 minutes/week minimum 

e 5 days across 3 disciplines 

  

      ® Tx 45 minutes/week min 

e 3 days across 3 disciplines 

e Nursing Rehab 6 days/week, 2 activities   
Extensive Services (6.9%) 

    

  0.77 341.28 
e |V feeding in last 7 days 3 RE 7 2 $a5 $ 

# In last 14 days, IV medications suctioning =~ 7 ~ i SE2 © | $291.07 

e Tracheostomy Care, Ventilator/Respirator + Feed SE $259.86 

    

                  

Specin Care (6.6%) 

  

e MS, Quad, or CP with ADLsum >=10,Resp. Ther=7 days - ~ SS 5261.29 $255.79 

» Tube fed and aphasic; Radiation tx; Rec'g tx for surgical wounds/lessions or SB 5247.09 $242.22 
ulcers (2= sites, any stg; 1 site stg; 3 or 4) © SSA $242.82 $238.15 

e Fever with Dehy,Pneu, Vomit, Weight Loss, or Tube Fed 

    

      

                  

Clinically Complex (6.0%) 

  
  

= Burns, Coma, Septicemia, Pneumonia, 

Footwounds, Internal BLD, Dehyd, Tube Fed 

(minimum 501 ml. fl, 26% cals) Oxygen, 

Transfusions 
« Hemiplegia with ADL sum >= 10 Chemotherapy, 

Dialysis | 

  

  

    

  
« # of days in last 14-Phys. Visits>=1 and : 
changes.>=4 and order change>=2 or visit=2 and | 

change>=2 | 
= Diabetes with injection 7 days/week 

Impaired Cognition (0.4%) 

  

e Score on MDS 2.0 Cognitive 
e Performance Scale >=3 

  e Score of "6" will be Clin. Comp.or PE2-PD1 

Belmvicr Only (0%) 

  

® Code on MDS 2.0 Cognitive 

® 4 + days a week 

e Wandering, Physical or Verbal Abuse 
® Inappropriate behavior or resists care or 
hallucinations or delusions 

Physical Function Reduced (1.3%) 

  

® NUISINg ReNao ACUVITES™=Z, dal Teast 

days/week 
= Passive or Active ROM, Amputation Care Splint 

Care 
e 1raining In aressing or grooming, ealung or 

swallowing 
@ |ransrer, pea mooiity or waiking, 

communication, scheduled toileting program or 

bladder retrainng   
Corporate Headquarters 

7540 N 19th Avenue, Suite 200 
1.888.873.4221 Compliments of Synertx Rehabilitation Phoenix, AZ 85021  



Pre-Admission RUG-IIl 53-Group Estimator Worksheet 
OO MDS items refer back in time from this point. ) 

    
Resident Hama Te | Age Sax | Hospital Admission Dats 

  

  
Primary Diagnosis ? DAG 

Assessment Reference Date: This dato refers to spacific endpaint in the MDS assessment [Proposed ARD: | 
process. The date sets the designated sndpoint of the common observation period, and all 

    
Section 3 - Extensive Services 

Resident has ADL Score of = 7 
  

In the 7-day period ending with the Assessment Reference Date, did the resident receive: 
  

a Hospital Phone - ‘Medicare Daye Used [oe Days Used 
  

tet on | Proposed Admission Data = Sonia TT 

Directions: 

RUG-III Classification using the 53-Group model can be hierarchical or index maximizing. This worksheet focuses 
on the hierarchical approach, but can be adapted to the index maximizing approach. To begin this process it is 

important to know the resident's ADL Score. To estimate the resident's ADL Score, go to Section 6 — Functional 

Physical Performance. 

Hierarchical Classification 
Using information gathered from the resident's clinical record, complete Sections 1 through 5 in sequence. Once 
the resident's assessment indicates a “YES” answer in a Section you do not need to complete the remaining 
sections. Skip to Section 7 — RUG-Iil Classification 53-Group Mode! to determine the resident's specific group. 

Fo
rm
 
#
C
P
T
0
0
T
 

R
e
w
 
0
0
6
 

Index Maximizing Classification 
Using information gathered from the resident's clinical record, complete ALL Sections 1 through 5 in sequence. 

Go to Section 7 — RUG-1I Classification 53-Group Model to determine all possible groups for this resident. Index 

maximizing classification allows you to look at all groups for which a resident qualifies, and select the group with 
the highest Case Mix Index (CMI). 

Section 1 - Rehabilitation Plus Extensive Services A C5) 

Resident has ADL Score of=7 

43 minutes or more of therapy {total of P1b [a, b, c]}. OR expected to receive 75 minutes 
of therapy (total at T1c) on a Medicare 5-Day or Readmission/Return Assessment as 
outlined in Section 2 
{Document appropriate level of therapy in Section 2} rd 

Resident received one or more of the following Extensive Services: 
= ParenterallV = IV Medication * Suctioning 
» Tracheostomy Care * Ventilator or Respirator \ 

if YES is indicated for all three statements above, the resident's BUG 53 cat y is probably 
REHABILITATION PLUS EXTENSIVE SERVICES. Proceed to Section doc@ment Therapy 

nutes and determine Intensity level, and Section 3 to docum sive Servi 

  

  

  

80
0-
43
8-
88
84
 

    
    5

8
 

e
w
 

ile Hel + 3 * 

uring the first 7-day period in the facility, the residen} will hafR/receiv 

720 minutes or more (lotal} of therapy (P1b Al) per Week in 1 t two di (nes, 
for at least 5 days, AND a second for at 3 day} (Ultr3 High IftegaAity) OR 

500 minutes or more (otal) of they {Pib[a, 
least 5 days (Very High Intensi OR 

325 minutes or more of thera pe i e discipline for at least 
5 days (High Intensity) OR if thi | ion/Return Assessment, 
then the following may apply: 

Ordered Therapies (T1b) is che 

™m 
Wy

 

  

    

R
e
o
r
d
e
r
 
Fr
om
: 

  

  
re of therapy (P1b (a, b, c]) AND 

a of therapy (T1d) is expecied AND 

Rehabilitation therapy services (T1ckare a; a on 8 or mors days. 

150 minutes or more of therapy (P18 Ta, [a. b, c]} per week in any combination of the 3 disciplines 
for at least 5 days (Medium Intensity) OR if this is a Medicare 5-day or a Readmission/Return 
Assesament, then the following may apply: 

Ordered Therapies (T1h) is checked AND 

in the first 15 days from admission 240 minutes or mors of therapy (T1d) iz expadied AND 

Rehabifitation therapy services {T1c) expected on 8 or more days. 

45 minutes or more of therapy (P1b a, b, cf} per week in any combination of the three disciplines 
for at least 3 days {Low Intensity) and two or more nursing rehabilitation services/raining/skill 
practice” received for at least 15 minutes each with each administered for 8 or more days, OR 

it this is a Medicare 5-day or a Readmission/Return Assessment, then the following may apply: 

Ordered Therapies (T1b) is checked AND 

In the first 15 days from admission 75 minutes or more of therapy (T1d) Is expected AND 

2 or more nursing rehabilitation servicasfraining/skilt practica* (H3 and P3) recaived for at least 15 minutes 

each with each administered for 2 or mors days. 

*Murging Rehabilitation Services * Training and Skill Practice 

» Any scheduled toileting program (Haa) or » Bed mobility and/or walking training {(H32a, bj! 
bladder retraining program {Hab)t « Transfer training {P3s) 

+ Passive and/or active ROM (P3a, bi! » Dressing or grooming training (P3g) 

» Splint or brace assistance (Pac) = Eating or swallowing training (P3h) 

+ Amputation/prosthesis care (Pai) 
Count as 1 service even if both provided » Communication raining (P3j} 

if resident did not qualify under Rehabilitation Plus Extensive Services, but YES is indicated in this 
2 section, the resident's RUG 53 category Is probably REHABILITATION. 
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Parenteral / 1¥ (K8a) 
  

In the 14-d riod ending with the Assessment 
Reference Dale, did the ih Re receive: Last Date | Location of Record 
  

  
_ Suctioning (P1ai} 
-1¥ Medication (does not include fluids without medication) (Ptacy | ~~ | =~ © 

  

      Ventilator or ‘Respirator P1 al) 
  

To determine specific “Extensive Services” RUG Grouper (i.e. SE1, SE2, SEZ) assign one (1) paint for the following: 
Parenteral / 1V (K5a) # Points 
1¥ Medication (P1ac) 

* 

* 

+ Criteria met in “Special Cars” section (max of 1 pt) 
+ Criteria met in “Clinically Complex” section {max of 1 pf) 
« [i resident meets the criteria of being cognitively impaire fer to CogNitive Performance Scale) 

  

      
  

\_ !f YES is indicated in this section, the resident's 53 categgpyr?s pyobably EXTENSIVE SERVICES. 

Section 4 - Special Care 

J 

  
  
Multiple Sclerosis and ADL 10 (Ivy   
Quadriplegla ap#fDLN\10Yi1z) 
  

-Sisbg Aperfirst 7-day p ioM in Rd Ag ieit will havelreceived treatment for:   
+¥ites over all staged with 2 or more skin treatments {Mita Mib, 

5c, , Mba, , M5h) 

e ulckr wip? or more skin treatments 
? M5d, Mee, M5g, Msh) 

    

  

{K5b, K&a, Kb) -Vomiting i -Dehydration (Jic) 
(ize) i   
  

Spiratory therapy for 7 days in the facility (Piba) 
  

in the Ad day rid ending with the Assessment 
Reference did the resident receive: =     

    Radiation therapy (P1ah] or implant 
    Meets criteria In Extensive Services, but has ADL Score < 6, then resident classifies Special Care (SSA). 
  

If YES Is indicated in this section, the resident's RUG 53 category Is probably SPECIAL CARE. 

Section 5 - Clinically Complex 

Does the resident currently have: 
  

Comatose (B1) and not awake (N1) and completely ADL dependent (G1aAGTbAGThAGIIA) | 
  

Hemiplegia/Hemiparesis {I1v} and ADL = 10   
 Freuonarze am 

es Mellitus (11a) and injections for 7 days (O3) and at 2 or more days with MD order changes (P8)| . 
  

In the 14-day period ending with the Assessment : 
Reference Date, did the resident receive: Last Date Location of Record   

| Chemotherapy (P1aa) 
Dialysis (P1ab) 

; _ Oxygen Therapy P1 ag) 

  
  

  Transfusions (P1ak) 
      
During the last 14-day period {or since admission if less than 14 days ago) did the resident receive:   
  

"2 or more days with MD order changes (P8) and at least 2 visits (P7) 

4 or more days with MD order changes (P8) and 1 or more visit (P7) a 1 

  

  During the first 7-day period in the facility, the resident will “have/received treatment for: 

Dehydration (J1c) 

Tube Feeding? {K8b} 

~ Burns {second or third degree) (M4b) 
    Infection of foot (M6b) or open lesions on foot (M6c) and application of dressing foot (M6f) | 
  

Meets criteria in Special Care, but has an ADL Score <8. 
    \ ff YES Is indicated in this section, the resident's RUG 53 category is probably CLINICALLY COMPLEX. 

2Count as one treatment even if both provided 
3Tube Feeding classification oa « K8a is 51% or mors calories OR 

* K6a Is 26-50% calories and KBb Is = 501 co/day fluid 
enteral intake in the last 7 days 

   



  

Comments = (In addition to the RUG-lII estimation, consider the dally cost of a resident's drug therapy and other ancillary services.) 

    
  

  

Nursing Home Residents 

INSTRUCTIONS: 1. Complete this section to ESTIMATE THE ADL SCORE VALUE for RUGS ESTIMATION only. 
2. Estimation based on functional self-performance during the hospital stay. 

NOTE: An ADL Score of 57 is required for a resident io be placed in Extensive Services 
  

ADL SCORING 
G.1.a. BED MOBILITY Supervision or Independent 
How residant mows 1o and from ting 3 : 
position, tims ids to skis, and positions Limited Assist 
bist hike In bad 

  

  

    

    
Extensive Assist   
Dependent 

G.1.b. TRANSFER Supervision or Independent Flotation 
How rezldem mows babaaen Surfaces - Pt . 

to/from bed, chalr, whesichair, standing Limited Assist 
pesition {EXCLUDE foram balhviolist 

  
  

  
Extensive Assist 

    
Dependent 

G.1.h. EATING Su ison or 
How razidend eats and drinks (ragaTtiass pa . 

of SKIN). Hnciueles Intake of Nourishment Lim ited Adsist 
by other means {e.g., Tube Toading, total x . 
paraiilaral mutrtion) rk Clinically 

= = =} Complex 

_ - z zz _ Fe — [vepresses | 

G.1.i. TOILET USE SupByvision prifdependent : 
Ho's rasidant uses tha tollet room Bp i A 51a 
{or commis, bedpan, urinal; transfers mited ist : = 

oRvotf totiat, clasnses, changes pad, p " Nursing 
1Barages ostomy of catheter, adjusts ExtetfGive Assist 5 —r eB 

      

  
      

  

  

  
Dependent ye 

= Z = = 2 SEnavior ] 

ce : Problems . — ~~ 45 

Estimated ADL Value 

ADL SELF-PERFORMANCE SCORING GUIDE: 

INDEPENDENT - Mo help or oversight Reduced 
SUPERVISION - Owersight, ercoursgement of cusing provided ic 

LBAITED ASSIST  - Resident highly involved In activity; received physical help in guided manewssring of limbs or other Functions 
nonweight-bearing assistance. 

EXTENSIVE ASSIST - While resident performed part of activity, help of following typeis) wers provided: 

» Weight-bearing support = Full staff performance 

DEPENDENT - Full staff performance of activity 

      
    
  

  

DISCLAIMER: The information contained hereln is designed to serve only as an estimation Pre-Admission RUG-lII Classification 
guide. The criteria presented Is correct to the best of the knowledge of the developers. The 
developers are not responsible for discrepancies in estimated versus actual post assessment a ag 2 i 

a. rates. =» P Pre-Admission RUG-1Il Estimation 

  

   



RESIDENT ADMISSION RECOMMENDATION FORM 

Referral received from: 
  

Reviewed by:   

Info sent to facility for review — Time: 

  

  

Referral source needs to know by: 

  

  

  

PATIENT NAME: 
  

DOB:   Nationality: 

  

ADMITTING DIAGNOSIS: 
  

COMORBIDITIES: 
  

  

  

SPECIAL NEEDS: 
  

  

  

  

ACCEPT REFERRAL 

In my opinion this referral would be a 

good fit for the facility. We will be able 
to meet their needs in the following 
areas: 

Nursing services 
Dietary services 
Social services 

Medication 

Psych Services 
Other:   

  

  

  

      

  

DECLINE REFERRAL 

In my opinion this resident would not be 

a good fit for the facility. We will have 
the following risk areas: 

1. Behavior issues 
2. Non compliance issues that put the 

resident and facility at risk 
3. Social issues that will put the facility 

at risk — i.e. drug abuse, ETOH 

abuse untreated and at risk for 

withdrawal 

Financial risk 

Non compliance in psych 

medications, treatment orders, etc 

Potential for elopement 
Potential for violent behavior that 
will put our resident and staff at risk 
Has required physical restraints 
over the last 48 hours or a 1:1 sitter 

in the hospital 

9. Requires vent or medical care that is 

not within the facilities norm 
10. Other:   

  

  

        

  

Reviewed by the DON: ADMINISTRATOR:   

By our signatures above we agree jointly to Accept 

  

  

Decline this admission. 

     



YOUR FACILITY 

Do You Believe in MAGIC? 
Customer Service Training 

MAGIC Customer Service Standards 

Our MAGIC Standards are the foundation of the YOUR FACILITY. They encompass the 
customer focus philosophy by which we operate and include: 

“ The Credo 

¥ The Five Steps to Service MAGIC 

“Service Values 

“* MAGIC Customer Service Standards 

¥ The Employee Oath 

The Credo 

YOUR FACILITY is a place where quality of care, safety, and comfort for our residents is our 
highest mission. 

 



YOUR FACILITY 

@ Service Values — I am Proud to be a YOUR FACILITY Employee 
because: 

1. I build strong relationships and create YOUR FACILITY customers for life 

2. I am always responsive to the expressed and unexpressed wishes and needs of our 
customers 

. I am empowered to create a unique, memorable, healing experience for our residents 
and their families 

. I understand my role in providing excellent customer service 

. I seek opportunities to innovate and improve our customer's experience at YOUR 
FACILITY 

. I own and immediately resolve customer problems 

. I create and support a work environment of teamwork and service where I strive to meet 
residents needs, physicians needs, and, as importantly, provide ‘lateral service’ and meet 
the needs of my workplace colleagues 

8. I always strive to learn and grow 

9. I am involved in planning the work that affects me 

10.1 am proud of and maintain a professional appearance, language and behavior 

11.1 protect the privacy and security of our customers, my fellow employees and the YOUR 
FACILITY 

12.1 am responsible for uncompromising levels of cleanliness and creating a safe and 
accident free environment of care 

Five Steps of Service MAGIC 

M = Make it personal —treat each customer like family 

A = Anticipate and fulfill each customer's needs 

& G = Greet customers by their name and with a smile 

I = Immediately resolve customer problems  



YOUR FACILITY 

C- Communication, compassion and caring are the three C's to success in 

8 meeting all customer's needs 

YOUR FACILITY MAGIC in Practice: Customer Service Standards 

1. Be visible and approachable 
a. Smile, make eye contact, acknowledge and greet everyone you meet or anyone that visits 

your unit or department 
b. Introduce yourself when appropriate. Give your name and your role in the healthcare 

team 

c. Wear your ID badge at all times. ID badge must be worn where it is easily seen 

. Treat others with courtesy and respect. Be compassionate. Show genuine interest in people. 
Address people by their name when appropriate. 

Demonstrate a positive attitude in everything you say and do 

Escort customers rather than pointing out directions to another area of the YOUR FACILITY 

. Anticipate and fulfill customers identified and unidentified needs 

. At the end of every encounter, ask “Is there any thing else I can do for you?” 

. Communicate often about any expected or unexpected delays 

. Acknowledge and respond promptly to requests for assistance from all customers — residents, 
physicians, fellow employees & volunteers 

Speak in a manner that others understand 
a. Avoid the use of medical terminology when speaking to residents & family members 
b. Speak English in all work areas 

. Call lights are answered within 3 minutes. Answering call lights is everyones responsibility 

. Personal conversations should be held in break rooms and other areas where residents and 

families cannot hear them. Cell phones and music players should not be used while you are at 
work 

12. Use Correct Phone Etiquette: 
a. Answer phones within 6 rings. Answer phone by stating: 

= The Unit or Department name 
= Your name and then ‘how may I help you’? 

b. When calling another department: 
= Pleasantly greet the person on the other end 
= State your name and your department 

& = Politely state the reason for your call 
c. When transferring a call: 

= Provide the caller with the number you are transferring them to  



YOUR FACILITY 

= Announce the caller and the nature of the call to the person you are transferring 
as them to 

In Nursing Units: 

1. Always knock before you enter the room 

2. Introduce your self and your role in the healthcare team 

. When appropriate, sit down at Resident's bedside 

. Before leaving the room, tell the residents when they can expect 
d. To see you back 
e. To see their nurse or CNA again 

. Before you leave the Resident's room, ask “Is there anything else you need before I 
leave the room?” 

. RN's will round with physicians 

. RN Supervisors will round on all residents in their unit twice each shift 

. RN's participate in Team Report 

. Use white boards in rooms to write primary nurse's name and title, aide’s name, and title 
and the date 

10. When residents are admitted, transferred or returning from a procedure, the primary 
nurse/designee will be present to receive the patient 

Employee Oath 

I understand that all YOUR FACILITY employees, including me, are here to serve our . 4 3 

customers, who are our residents, our physicians, and all my fellow employees and : ? 8 
volunteers. I will follow YOUR FACILITY’s MAGIC Customer Service Standards at ~~ / 

. Sa /y # 

all times, and proudly be of service to all customers at YOUR FACILITY.  



YOUR FACILITY 

MAGIC Customer Service Standards 

Employee Oath 

I understand that all YOUR FACILITY employees, including me, are here to serve 
our customers, who are our residents, our physicians, and all my fellow 

employees and volunteers. I will follow YOUR FACILITY’s MAGIC Customer Service 
Standards at all times, and proudly be of service to all customers at YOUR FACILITY. 

Name: 
  

# Signature: 
  

Date: 
  

Employee #: 
  

Department: 
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Quick reference to admit 

QUICK REFERENCE FOR DECISION TO ADMIT/NOT ADMIT 
IF THERE ARE ANY QUESTIONS REGARDING THE APPROPRIATENESS OF AN 

ADMISSION, CONTACT THE DON/ADMINISTRATOR 

*#*ANY ADMISSION THAT THE FACILITY WANTS TO DECLINE MUST BE DISCUSSED 

WITH A CORPORATE MEMBER ##%#3% 

  

RED FLAG 
(Most likely NO — Contact 

DON/ADMINISTRATOR for verification 

YELLOW FLAG 
(Need more info: Ask pertinent questions to 

determine how you will meet the needs of the 

potential resident — refer to YELLOW FALG 
POINTS TO CONSIDER SHEET) 

Documented physical harm to self or 
  

. Active TB 1. 

. Titrated medications others 

. ventilators/ 24 hour life sustaining 2. Diagnosis of MR/MI 

. hemodynamically unstable 3. Documented drug/alcohol abuse within 

\ Swan Ganz the last 30 days 

VArterial Lines . Closed head injury 
\ Telemetry . Elopement risk (yellow flag only if you 

. Pregnant patient requiring fetal do not have a secured unit. If you have 
monitoring a secured unit, it is an automatic yes.) 

. Heparin/ Insulin drips 

. Resident with weight over 450 pounds 

. Patient currently incarcerated 

. Resident 17 years old or younger         

Fax ALL ADMISSIONS ARE SUBJECT TO PAYOR SOURCE VERIFICATION **%* 

  

* EXPECTED ADMISSION 
PROCESS 24 HOURS PER 

DAY, 7 DAYS PER WEEK: 

**PATIENT TRIGGERS 
RED FLAG 

*XPATIENT TRIGGERS 
YELLOW FLAG 

MOST LIKELY NO, VERIFY 

WITH DON or 

ADMINISTRATOR 

» CALL 

DON/ADMINISTRATOR 
» TELL THE REFERRAL 

Inquiry comes in and you 
immediately determine.... 

  
Patient does not trigger RED or 
YELLOW flag 

*#* ACCEPT THE PATIENT   
SOURCE YOU WILL HAVE 

AN ANSWER IN AN HOUR 
» DO NOT tell the referral 

source you are unable to 

accept the patient.     

xk WE MUST BE CREATIVE WITH BED MANAGEMENT IN ORDER TO 
TAKE A NEW ADMISSION #s#s% 

  

IF YOU HAVE NOT DETERMINED HOW TO ACCEPT THE PATIENT WITHIN 20 
MINUTES OF REFERRAL CONTACT YOUR FACILITY ADMINISTRATOR 

    
  

 



YELLOW FLAG POINTS TO CONSIDER 

QUESTIONS TO ANSWER WHEN GATHERING FURTHER INFORMATION 

(NOT ALL INCLUSIVE) 

  

ISSUES IMPORTANT CONSIDERATIONS 
  

DOCUMENTED PHYSICAL 
HARM TO SELF OR 
OTHERS 

. Type of incident (S) 

Impact that a nursing facility environment may have (i.e. roommate, 
dining, activities, noise) 

. Date of last incident 

. Triggers to incident(s), if known 

. Current treatment plan to manage potential issues, Success and/or 
compliance with this plan 

Safety concerns for other residents & Staff 
  

DIAGNOSIS OF MR/MI . Verify resident has a need for skilled nursing services 
. Behavior management plan 

Contact state mental health authority and/or DD board to determine 
r/p requirement for active treatment during stay. 
How has current illness/surgery etc. affected resident ability to 
function? 

. Consider number of residents with MR/MI currently in facility and 
facility ability to provide care. 

. Ability to function in a nursing facility environment (i.e. roommate, 
dining, activities, noise, etc.) 

. Discharge plan 

Safety concerns for other residents/staff. 
  

DOCUMENTED DRUG OR 

ALCOHOL ABUSE WITHIN 
PAST 30 DAYS 

. Drug/ Chemical of choice 

Key persons/ contacts related to abuse patterns 

. Current treatment plan & compliance with plan 

. Ability to function in a nursing environment (i.e. roommate, dining, 
activities, noise, etc.) 

Key behaviors that indicate resident is using 
Safety concerns for other residents/staff 

  

CLOSED HEAD INJURY . Date of injury 

Special equipment needed 

Recovery process 

. Ability to function in a nursing facility environment (i.e. roommate, 
dining, noise, activities, etc.) 

Safety concerns for other residents/staff 
    ELOPEMENT RISK   . Is resident currently able to be independently mobile & cognitively 

impaired 

. Recent # of attempts 

. Purpose of attempts (Known or suspected) 

Consider referring to nearest EHSI facility with a special care unit as 
applicable. 

. Ability to redirect 

   



  

HEPARIN DRIP Plan for D/C of infusion 

Stability of INR 

Diagnosis 

Frequency of labs 

Stability of infusion site 
  

INSULIN DRIP Plan for D/C of drip 

Blood glucose stability 

Dietary intake — compliance 
Frequency of blood glucose monitoring 

Stability of infusion site 
  

RESIDENT OVER 450 

POUNDS 
Physical function (ability to transfer, ambulate) 

Compliance with treatment\ 

Special equipment needs 
Staffing requirements 
  

PATIENT CURRENTLY 
INCARCERATED 

Offense (Violent or non-violent 

Security needs (i.e. guards, handcuffs, shackles) 

Ability to place in facility 
Other residents/family concerns 

Safety concerns of other staff/residents 
  

  
RESIDENT 17 YEARS OLD 
OR YOUNGER 

  00
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Approved per state requirements 
Age 

Level of consciousness 
Weight 

Medication types and dosing 
Anticipated LOS 

Special equipment needs 
Facility ability to meet needs for growth & development & age 

appropriate activities 
  

 



COSTING OUT THE CARE: 

J Validate Payer Source 

J Medicare 

J Medicaid 

[3 Private 

(3 Third Party Payer — Private Insurance 

[J Determine per diem rate 

(3 All Inclusive 

(3 Al La Cart 

(J Medications 

  

  

  

3 Supplies 

  

  

  

(J Rehabilitation Services 

  

  

  

O Equipment 

  

  

  

Team discussion: 

RUG Category:   

Concerns: 
  

  

  

O ACCEPT OJ DECLINE OJ REFER 

Upon agreeing to accept the patient the DON, Social Worker and Administrator are to maximize bed 
management in order to accept the patient.  


