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ASSEMBLYMAN GRORGE J. OTLOWSKI (Chaimman): We are going to
call this hearing to order. My name is George Otlowski. I am the
Cnairman of the Assemply Corrections, Health & Human Services
Committee. I have a very brief statement that I am going to read:

The purpose of this hearing is to review the problem of
providing adequate reimbursement to nursing homes in New Jersey which
are participating in the Medicaid Program, and particularly to the
county operated nursing homes.

This Committee is concerned with the issue of quality care
for nursing home residents and the question of higher reimbursement to
provide this care to severely ill patients in all nursing facilities.

The counties nave argued that they have higher operating
costs for their nursing homes than other nursing homes and are hoping
to gain higher reimburseiient rates through a peer grouping system.

I am sure that tne individuals speaking today will have a
great deal to say about these issues and proposed solutions to this
problem. The Committee hopes that the testimony presented today will
provide a better perspective on the problems involved in this important
policy area, and that it will help us to petter see all of the
dimensions of the subject.

As usual, I would like to ask the witnesses to keep their
testimony brief. Additionally, although I aid not request any
information fram the Departments of Health and Human Services and the
Office of the Ombudsman for the Institutionalized Elaerly on the status
of recommendations maage to the Governor as & result of the Bel Air
inciaent, I would like each bepartinent to address, to the best of their
knowledge, what has been done to implement these recommendations.

I would also regquest that each Department submit, in writing,
an update of their efforts to the Committee.

That is a brief outline of the pill ana the purpose for this
hearing. We are going to begin with Comrissioner Albanese.
Commissioner, we are ready.

COMMISSIONER GEORGE J. ALBANESE: Thanx you, Mr. Chairman. I have Tom
Russo, the Director of Medical Assistance and Health Services with me,
and Rick Speranza, a memoer of our rate setting staff. I do not have

any prepared remarks. Basically, I will talx from an outline.



I came here today to support peer grouping for our county
nursing homes. I think it is important and éssential in sustaining our
nursing home industry in the State of New Jersey. I also feel peer
grouping, as it is being proposea, can be used to expand and strengthen
the system, particularly in the area of community care, which is
becoming more of the answer for our elderly population than an
alternative.
winiiz zimply using the $:. mililion for the nursing homes
would pe, one might say, politically expedient, I do not think it is
necessarily the answer to the long-term problem. of the State of New
Jersey. It is my opinion that a portion of that money should be
utilized througn the Board of Chosen Freeholders for the development
and expansion of commnunity care for our elderly population.

I think we have to recognize something in the State of New
Jersey, if not in this country: We do have a changing health care
system, particularly with DRGs. We are experiencing a change in the
patients in our long-term care system, and we are beginning to look at
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of DRGs on anuther system, which is long-term

U

Lel:
care.

We have already recommended the merging of the ICF A&B rates,
which would increase nursing services. That was recommended to this
body at the previous hearing, and it was also recommendea at the Joint
Appropriations Committee meeting. We feel that is an appropriate way
of increasing the level of care in our facilities, wnlle reaucing the
administrative cost at the State level.

I think, basea in empirical data that will pe aeveloped in
the future not only by the Department but by the nursing nome industry,
we will also be making recommendations on the heavy care cost of
patients in the private nursing home industry in the State of New
Jersey. I think there is a change; we are experiencing more heavy care
patients throughout the entire nursing system in the State of New
Jersey.

nowever, I woula like to caution everyone in the State of New
Jersey apout having a xnee—jer< reactlon to any particular problem. I

recall that at the Bel Air Nursing Home hearings, Senator Hagedorn



immediately said that we should increase Medicaid rates; that was one
of the reasons wny we had the Bel Air Nursing Home problem. That was
not based on empirical data, nor a systematic review.

We took a look at Bel Air. Let me Jjust read to you an
analysis of Bel Air, as it relates to the conditions that exist there.
we found that there was no correlation between the amount of Medicaid
reimbursement and the quality of care. In fact, in critical
categories, such as food service, nursing care, special patient care,
ana general services, Bel Air consistently spent under the Medicaid
reimbursement ceiling.

Had the management spent more on these critical care
categories, they would have received adaitional reimbursement. The one
area wnere Bel Air exceeded allowable limited was in compensation for
its administrator and assistant administrator —- the husband ard wife
who are 100% owners of the facility.

So, as you can see, they were not even spending up to the
allowable Medicaid 1limits. So, what I recommend today is, one, to
support peer grouping for the county nursing homes. I think it is
necessary to sustain their operations. It also can be used to expand
a long term care system — particularly cammunity care -- by using the
Boards of Chosen Freeholders ana the Human Services Advisory Council as
a mechanism.

I think there should be a review of heavy care in private
industry. I am sure there are facilities that are experiencing heavy
costs that should be aadressed by the State of New Jersey. 1 think
this should be done on a systematic basis with empirical data so that
we can comfortably back to your Committee, and through your Committee
to the Legislature, to make any necessary changes.

Finally, let's not have a knee-jerk reaction because as I
have clearly shown, in Bel Air the Medicaid rate did not cause any of
the problems at the Bel Air Nursing Home. I thank you very much for
your attention.

Tecnnical guestions will be answered by Mr. Russo, or if they

relate to rate setting they will pe answerea by Mr. Speranza.



ASSEMBLYMAN OTLOWSKI: Commissioner, the only question I have
to ask relates to your suggestion about an initial review — a camplete
review,

COMMISSIONER ALBANESE: I think we can go ahead with peer
grouping as it relates to the county facilities. However, in all
fairness to the private sector — private nursing homes -- I think a
similar review should ne aone to determine heavy care costs and what
Ralews woo2G, .Stments snoula pe made by the State of New Jersey to
recognize, particularly, the changing character of the patients in the
nursing home industry because of the changing conditions in the acute
care system. I think they can be taken separate and apart.

ASSEMBLYMAN OTLOWSKI: Commissioner; what other states have

already undertaken this very program we are talking about.
THOMAS RUSSO: It is my understanding that two states have attempted to
address the heavy care patient 1ssue, and they are Maryland and
Massachusetts. They are the only two states I know of that have any
kind of special consideration in their rate reimpursement system.

T~ reimbursement system, as asiignec. aoes compensate for
levels of care. 1In other words, the more nursing care a patient needs,
the higher the reimbursement to the nursing home will be. As you know,
there are three levels of care reimpursement in Medicaid: Intermediate
A, B, and the skilled level. Each of these levels require a higher
nunper of nurses.

ASSEMBLYMAN  OTLOWNSKI: Excuse me. Freeholder-birector
Capestro, may I Jjust talk to you for a moment? (At which time
Assemplyman Otlowski confers with Freeholder Capestro).

I'm sorry, Mr. Russo, please continue.

MR. RUSSO: Mr. Chairman, I was saying that the Medicaid
reimbursement system does recognize different levels of care. It does
provide a higher reimbursement for the sicker patient. I think the
issue the Commissioner is raising is the fact that in the hospitals we
now have the DRG Program; we have a squeezing of hospitals to get the
patients out faster, and we have a squeezing on hospital admissions so
that they cannot even admit some patients wno were admnitted in the
past. A lot of these patients are finding their way into nursing

homes, and they are 1n a more acute state than they were in the past.



I think nursing homes are presently getting some heavier care
patients than had existed in the past. These are the kinds of issues
we should be looking into, as the Commissioner mentioned.

We are seeing a gradual change in the health care system. In
the past, some patients were taken care of as inpatients in hospitals,
but they are not getting into hospitals as inpatients today. They are
possibly going to nursing homes, or they are being discharged from the
hospitals faster and then they are being put into a nursing home.

So, I think we really have to look at these types of patients
in terms of reimbursement.

ASSEMBLYMAN OTLOWSKI: Of course, one of the things we are
going to be confronted with -- and this will propably be developed
during testimony today, but I think we ought to open this door now —
is, how can the Department of Human Services ask counties to use their
savings from the peer grouping system in order to expand certain
services, when the counties may have to discontinue certain services
because of the elimination of revenue sharing?

COMMISSIONER ALBANESE: Wwell, the peer grouping concept was
brought about prior to any real statement of reducing revenue sharing.
I personally think that the concept of peer grouping has its merit in
sustaining the operation.

However, the State of New Jersey, as well as the counties in
New Jersey, 1is probably facing one of the most critical areas of
government: How are we going to deal with our elderly population? The
reason we have put a need to share some of those savings with community
care into the proposal is, if New Jersey simply continues with building
nursing home beds, by the year 2000 some people estimate that the
Medicaid portion of the reimbursement for nursing homes will amount to
around $1 billion alone. SO, we see community care, or community
services —- keeping the elderly at home — as an ability to do what the
senior citizens and the elderly want in the State of New Jersey, and
that is to provide home health care, which is cheaper. We have a
demonstration program right now which will provide that. It is cheaper
and we can serve more people in the State of New Jersey.



ASSEMBLYMAN OTLOWSKI: Commissioner, I have one other
question I wanted to ask you. Does the home care program that you are
talking about fit into the total approach, and into the different
classifications of illness which will take place?

COMMISSIONER ALBANESE: It will not necessarily fit into a
study of the rates in nursing homes. You see, I no longer talk about
nursing homes as being the only answer for the elderly. I talk about a
contimmy ¢ oove ord an array of sarvices that stavted, in fact, in
Middlesex County witn tne Channeling Program. Not every senior citizen
has to go fram his home to a nursing home. ‘There is a variety of
services that can keep an elderly person at home with the family.

As we said yesterday, a person can move through a system
prior to being put in a nursing home. This might include a residential
health care facility with a lesser degree of nursing care.

So, what we are trying to provide in the State of New Jersey
is this continuum in order to give people what used to be called an
alternative. I think that is the answer. I think, based on the
rimmnves aas saged on the Anllsvz o = ssTeses o~ thig Gtate, and
all the stzl s in this countiy have 0 gel inis community care so that
they can more effectively use the nursing home bed.

I know for a fact, from my service in county government --— I
am sure we can point this out in many other areas -—- that there are
people in nursing homes today because there was no community care
alternative that would allow them to stay at home 10 years ago. There
was no other alternative.

Now, if one has a community care program in his particular
county or Jjurisdiction, he might be able to get supervision,
medication, or certain kinfs of assistance that will allow him to stay
in the community. That will do something for the entire system. We
probably have something like 25% of the people in nursing homes who do
not belong there. Once they "attrit" out of the system, the nursing
home beds in the State of New Jersey will increase for those people who
really need nursing home beds. We have to be very conscious of that
fact.



We can no longer afford to allow someone to just use a
nursing home bed because there is no other alternative; we have to
provide the alternatives.

ASSEMBLYMAN OTLOWSKI: Commissioner, if counties wish to
expend their services with their savings from peer grouping, should
that decision be made by the elected Freenolders? The question arises,
why should non-elected people decide how funds are expended? What is
your reaction to that?

COMMISSIONER ALBANESE: We use the same process that we use
with the Human Service Advisory Council's system in the State of New
Jersey. It is in existence in all 21 counties. The Human Service
Advisory Council provides recommendations to the Board of Chosen
Freeholders. The Board of Chosen Freeholders has the final say in the
utilization of the money, but, in fact, they are getting community
input as to what the need in Middlesex County is, for example, and how
we should allocate our dollars. It is then up to the Board of Chosen
Freeholders; they have the final say in that matter.

ASSEMBLYMAN  OTLOWSKI: Commissioner, unless you have
something else to add, I think we can now go to the Freeholder from
Mercer County in order to look at it fram that aspect. I know you have
to be in court and I do not what to hold you here unnecessarily.

COMMISSIONER ALBANESE: We have staff here to answer any
guestions you might have as a result of other testimony. Thank you
very much.

ASSEMBLYMAN OTLOWSKI: Thank you, Commissioner.

Assemblyman Paul Cuprowskil is entering the room. He is on my

left. On my right is the Freeholder-Director of Middlesex County,
Steve Capestro, who is our host today.
FREEHOLDER ANTHONY CIMINO: Good morning, Mr. Chairman and members of
the Committee. My name is Anthony Cimino, and I am a Freeholder from
Mercer County. I also serve as the Chairman of the NJAC Human Services
Committee. I am delighted to be here today to testify on behalf of the
New Jersey Association of Counties with regard to a subject that has
received considerable attention within our Association.



Let me begin by stating our very strong support for the
establishment of peer grouping for county operated nursing homes. We
believe that a separate class allowing county operated nursing homes to
bDe rated against each other rather than against private facilities is
justifiably needed. County operated nursing homes have higher
operating costs than either proprietary facilities or non-profit
nursing homes for a number of factors including the age of our physical
facilities, wne nunbec oF ioni-iire amnlaovess, and the fact that county
nursing homes are acrmaiiy “facilities of last resort," accepting
patients that no other nursing homes will admit, such as heavy-care
patients, individuals with behavior problems, and multiply-disabled
persons.

Because the current rate setting system does not reflect
tnese higher costs, county governments have pbeen forced to appropriate
local property tax dollars to imake up the difference. The end result
is that our already overburdened property taxpayers are footing a $20
million bill that could instead be paid with increased Federal Medicaid
SunTeoavaiizti: o Uoliu peer ... T " peer grouping for
Courn: y operated nursliy homes is critically neegev and long overdue.

I would now like to brietly discuss the specific conditions
attached to the peer grouping proposal as set forth by the Department
of Human Services. County governments recognize the neea for the State
of New Jersey to be held harmless for the 50% match of Federal Medicaid
funds ana are willing to allocate county funas to araw down these
Feaeral dollars. We accept this provision without gquestion. As the
0ld saying goes, "Half a loaf is better than none."

The much more aqifficult question for our Association is
whether a quarter of a loaf 1is petter tnan none. I am referring, of
course, to the stipulation that counties be reguired to allocate 50% of
their net savings on the expansion of community-pasea long term care
programs. From a purely philosophical position, we would argue that
the counties should be free to use these savings in any manner they so
choose, whether it bpe for funding needea programs or providing for
property tax relief. It seems reasonable to argue that counties shoula
be free of any State dictate in this area, since it will be county not

State dollars tnat will pe usea to matcn Feaeral funds.



However, from a more pragmatic point of view, oounty
governments understand the need for expanded community based care and
other social service programs, and we are sympathetic to the objectives
of the Department's stated policy regarding the allocation of county
savings. The New Jersey Association of Counties, through its Human
Services Committee, reviewed the Department's original proposal and
requested certain modifications. The Department's response was
generally favorable although it did not go quite as far as we might
have hoped. Nonetheless, the Board of Directors of the New Jersey
Association of Counties voted to endorse the peer grouping proposal
with the modifications agreed to by the Department of Human Services.
The important point to understand about this exchange petween the
Department and our Association is that both the Department and the
counties demonstrated a willingness and an ability to work together to
achieve common goals.

What all of this tells us is that there is absolutely no need
for legislation that would mandate a fixed percentage of county savings
be used for expanded community-based programs. A statutory mandate
would be counter-productive, and may, in fact, aoom the entire proposal
to failure. Rather, what is needed is a policy that will allow for
maximum flexibiiity so that the allocation of these funds can be
tailored to inaiviaual county's neeas.

The plain and simple truth is that some counties can live
with a quarter of a loaf, while others can not and shoula not be forced
to. We have too much at stake in peer grouping to let it fall victim
to rigid requirements ana artificial percentages. Therefore, the New
Jersey Association of Counties strongly recommends that the expansion
of community-based, long-term care and other human service programs be
left to negotiation between the Department of Human Services and the
individual counties.

In closing, I woula like to express our Association's
appreciation to Commissioner George Alpanese and his staff for their
very fine cooperation in advancing the peer group initiative. I would
also like to take the opportunity to thank this Committee for allowing
us to come before you to comment on this very important suoject. Thank

you very much, Assemplyman.



ASSEMBLYMAN OTLOWSKI: Thank you. Just to bring this into
focus, you are saying that your position is that no legislation is
needeu in this area at all? The only thing that is needed is for the
Commissioner to devise the necessary regulations; the legislation
already exists, is that what you are saying?

FREEHOLDER CIMINO: Assemblyman, we are saying that other
than the legislation, we would understand that it is necessary to hold
the State harmiecs. We do not feel there is any necessity for
additional mandates to counties. The counties, go through their own
Human Services Advisory Commissions — which are basically made up of
the service providers -- to the Boards of Freeholders, and they are
cognizant of what their problems are with the specific counties.

Additionally, the Human Services Advisory Commissions' list
of priorities — for instance, in the case of Mercer -- aoes outline,
within the specific priorities in initial protective service, adult
care, and respite care, some of the very critical needs. So, we feel
that individual counties, through negotiation with the Commissioner,
Cay 20ide ur w7 D2 appropriate answers.

ASSEMBLYMAN OTLOWSK1: Thank you very much.

FREEHOLDER CIMINO: Thank you.

ASSEMBLYMAN OTLOWSKI: Assempblyman Cuprowski, aid you have a

guestion?

ASSEMBLYMAN CUPROWSKI: Not at this moment.

ASSEMBLYMAN OTLOWSKI: May we have Freenolder walter Luger of
morris County? Good morning, Freeholder.

FRERHOLDER WALTER LUGER: How are you? Good morning, Mr. Chairman,
ladies ana gentlemen: My namne is Wwalter Luger, and I am a member of
the Board of Chosen Freeholders of Morris County. I am here today as a
representative of my Board.

I also come wearing two more hats for I am the Freeholder
liaison for Human Services anc my Board's representative to the New
Jersey Association of Counties, where I sit on the Legislative
Committee.

I want to convey my Board's strong endorsement of the peer
grouping concept, and our willingness to see that innovative approach

to help solve some of our social proolems becoms a reality,
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We would also 1like to extend our thanks to the State
Department of Human Services for coming up with the peer grouping
concept, for it is another landmark in the working relationships
between the State and counties.

I must convey to you our belief that this Committee should
draft legislation to institutionalize the peer grouping concept, even
as we caution against fixing any amounts by law, since our needs are so
varied.

We are very aware that under the initial proposals the
anticipated savings to Morris County come to more than $2.3 million,
and using a target of 50% means that Morris County could be funding new
programs worth more than $1.15 million.

I think the Comprehensive Human Services Plan for Morris
County, which I have submitted in support of our testimony, gives you
somne idea of how far-reaching our concerns are, and how relieved we
will be if some of the scarce dollars we will need come fram the peer
grouping plan.

what is not in the plan are the human equations that make up
the varied services the county intends to supply, not only for the
elderly and disabled, but all those who need our help because they
cannot help themselves.

Let me give you some statistics to round out the picture:
According to updated information from the 1980 census, we estimate
there are now 53,000 elderly resiaents in Morris County.

That is a 23% increase in those over age 60 since the 1970
census, and the estimated 3,700 of them living at the poverty level
constitute the primary at-risk population. This is truly the greying
of America, and Morris County, like the other counties, is showing its
age.

We also have about 7,000 persons who are developmentally
disabled and at least 150 of them are older than 65.

The ranks of the handicapped also continue to swell, for
Morris County has 1,251 adults who are legally blind and more than
1,800 children who are visually impaired. _

We count almost 9,000 frail aged who are living alone.

1M



These numbers may not be impressive when compared to those
found in urban centers, but examined against a total population of
slightly more than 400,000, you can begin to see the dimensions of the
problems that must be addressed.

Right now, Morris County is appointing an informal cammittee
to do the study planning for the peer group initiative and using the
Comprehensive Human Service Plan for our foundation, we believe we will
pe able to achieve most of our goals.

With me is John Merrigan, Administrator of Morris View, our
county nursing facility. If there are any guestions, we will attempt
to answer them,

I would also like to take this opportunity to thank the
Committee again for its time and kindness in listening to me.

ASSEMBLYMAN OTLOWSKI: Thank you very much, Freeholder. I
see that on your first page, probably in the sixth or seventh
paragraph, you say: "I must convey to you our belief that this
Committee should draft legislation to institutionalize the peer
g lmeeaiy .ooz.o., 2VE0L QS We cautlon agaLnst l.iinyg any amounts by law
since our needs are so varied." We have a bill before us, A-3811,
is one that I am sponsoring and it does precisely that. Are'you saying
that you are in agreement with that bill?

FREEHOLDER LUGER: Yes.

ASSEMBLYMAN OTLOWSKI: You cited figures ooncerning the
growth and expansion of the whole elderly population. Do you think in
view of that, that comprehensive legislation is needed? Should it also
be so flexible that it will provide for the variations in the different
counties and areas involved?

FREEHOLUDER LUGER: That is basically what we are saying. We
are in agreement with peer grouping, pbut I think the counties have to
realize what their problems are. We have our own master plan. I think
we can work with that master plan by using that money.

Really, I think we are in agreement; we are saying that
flexibility is the thing we are looking for.

ASSEMBLYMAN OTLOWSKI: Frankly, that is the same thing I want

tc acaieve. I woula hope that you and the other Freeholders take a

12



good look at that bill. I want to make sure that the flexibility we
are talking about is in that ©0ill, and that you are not locked-in so
tightly by law that you cannot recognize the variations of the
different areas, or even in different institutions.

Wwould you do me the kindness to have your nursing home people
take a good look at that bill?

FREEHOLDER LUGER: I have Mr. Merrigan with me, and I am sure
he alreaay had a good look at it before we prepared this testimony, but
I would be happy to have him address it.

ASSEMBLYMAN OTLOWSKI: In your opinion, Mr. Merrigan, does
this bill meet the needs we are talking about?

MR. MERRIGAN: Yes, it does. In my estimation it does.

ASSEMBLYMAN OTLOWSKI: So from your testimony, it appears as
though we are on the right track.

FREEHOLDER LUGER: Absolutely.

ASSEMBLYMAN OTLOWSKI: Thank you very much.

FREEHOLDER LUGER: Thank you very much, Assemblyman,

ASSEMBLYMAN OTLOWSKI: Excuse e, Freeholder, Assemblyman
Cuprowski has a question.

ASSEMBLYMAN CUPROWSKI: Freeholder, I believe you said you
haa 53,000 institutionalized elderly within your county, is that
correct?

FREEHOLDER LUGER: We sala we have 53,000 elderly residents
in the county.

ASSEMBLYMAN CUPROWSKhI: Elderly residents in the County?

FREEHOLDER LUGEK: Yes,

ASSEMBLYMAN CUPROWSKI : dow many of these residents are
institutionalized? Do you have any figures on that?

FREEHOLDER LUGER: I don't know how many we have at Morris
View,

MR. MERRIGAN: Three hundred and seventy-one.

FREEHOLDER LUGER: We have 371, and we also have a number of
people at Greystone. I would say there are at least 300 or 400 people
who really do not pelong in Greystone but they are there because there

is no place else for them. They really shoula be in nursing homes.



ASSEMBLYMAN OTLOWSKI: Assemblyman, are you asking for the
total figure? -

ASSEMBLYMAN CUPROWSKI: Well, I believe he mentioned there
were 53,000 seniors in the county. I am just trying to get a figure on
how many are actually institutionalized, or need institutionalization,
if you will.

FREEHOLDER LUGER: What we are saying is, we have that many
in the county. We are aisn saying 3.700 of these people are living at
the poverty level. So, they are certainly going to need some support,
whether it be community based service or institutionalization. They
are going to need support, and this is why we are looking for as much
flexibility as we can possibly get. We can then direct those dollars
toward the people who really need them, whether it means
institutionalizing them, providing for them in private nursing homes,
or whatever. We woula like to have the ability to help them.

ASSEMBLYMAN CUPROWSKI: Mr. Chairman, one thing that should
pe pointed out -- if it needs pointing out -- is that nursing homes do
"t ome. toLiTL nean only e elderly.  They are, in fact, for the
chronically ill, people who are not senior citizens, comatose patients,
etc.

FREEHOLDER LUGER: I think we nad a good example of that in
our county just recently. Fortunately, it has come to a blessed end.

ASSEMBLYMAN CUPROWSKI: The Karen Ann Quinlan situation?

FREEHOLDER LUGER: Yes, exactly. wWe are certainly well aware
of your interest in that, ana it appreciate it.

ASSEMBLYMAN CUPROWSKI: Thank you very much.

ASSEMBLYMAN OTLOWSKI: Thank you very much.

May we now hear from John Fay, the former Ombudsman?

JOHN FAY: Good morning, George. I am here as a former Ombudsman and
legislator who sat in on the long-term care study many years ago. From
my 10 vyear's experience, one of my strongest conclusions was that
long-term care is an area which is sadly neglected, under-funded, and
too often used as tne place where only the very poorest and the very
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I think the Freeholder from Morris County, a somewhat
wealthier county within the 21 counties in New Jersey, pointed out
their very real problems. We can escalate that as we move around our
State, especially into our urban counties where there are larger
numbers of poor, elderly sick people.

This problem is getting worse; it is not going to get
better. Every statistic tells us about the population explosion among
the eladerly. Ten years ago, when we started working on this problem we
were talking apout 60- and 70-year-olds; however, the 1980 census
shows us that the tfastest growing age group is now 80- and
90-year-olds.

ASSEMBLYMAN OTLAOWSKI: Thank cod for that, Jack.

MK. FAY: Yes, if one is well and has a family. However, the
population that the county hospitals and some of the boarding homes are
ending up with consists of very ola, sick people who are outliving
their families. They most certainly do not have the $20 thousand per
year for private-pay contracts. They most certainly are not in the
position to make that kind of contripution to get into nursing homes.

So, what we are left with are horrible alternatives: People
who do not get into a county hospital. The waiting list for every
county hospital is growing longer and longer. If one is alone because
he has outlived his family, he is all by himself and he does not know
where to turn.

As most of us here know, we are dealing with a opureaucratic
maze on any given day. This 1s a major bill. You are talking about a
major breakthrough. The county hospitals do deserve recognition
because they are the only ones in the State that I know of-- They are
the long-term care pbed of last resort.

No one knows better than Freeholder Capestro from Middlesex
County that when Middlesex made a major contribution by adding
long-term care beds to the county hospitals, they were faced with the
reality that there were not enough dollars to go along with this county
operation.

I agree with Commnissioner Albanese, that we need a broad
picture. I agree that tnere shoula be flexibility in oraer to start

pouring funas into well-planned ana well-operatea nome health programs.
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By the way, Union County has an excellent program that can be
used as a model.

What you are doing today is most significant and needed. If
this was not done, if this bill was not here, if this recognition and
awareness was not given, I insist that we would be building toward a
major State human disaster because of this growing population.

ASSEMBLYMAN OTLOWSKI: Jack, so your position is that you are
strongiy ia favor of this ©111?

MR. FAY: Absolutely. It is long overdue.

ASSEMBLYMAN OTLOWSKI: Just off the top of your head, we
released a lot of bills yesterday; this fits into that whole pattern
and package, doesn't it? Wouldn't you say we are actually gearing up
the whole State for better care?

MR. FAY: You know, we are speaking as a State, but, really,
we should be speaking as a nation. Everything we discovered in New
Jersey, and the nursing home scandals in New York, Texas, and
California, plus the boarding nome tragedies, was not localized to the
SL200 O BNEw weeod, . e Lo -ei.y DOMEless population is all part of a
broad, frightening picture. Where do you think the homeless are coming
from? Tney are coning from Greystone and Marlboro; they are coming
from neighborhoods that can't or won't handle them; they are coming
from families they have either outlived, or wnho, for a variety of other
reasons, have left them by themselves.

I think we are one of the few states in the Union that is
taking this step forward, insofar as planning a statewide programn is
concerned. When we talk about the elaerly, we think about the
retirement communities in Ocean, Monmouth, and Middlesex Counties. We
are talking about a relatively healthy and well-off group. However, at
$20 thousand, plus, per year in a nursing home, it does not take long
for middle class people wno have worked and savea money all their lives
to go from middle-class to Medicaia-eligible if the husband dies, or if
the wife breaks her hip or gets very sick. So, what you did yesterday
was to make a major commitment on the ooaraing home level. The nursing

home area is an altogether aifferent world.



I am saying that within this whole picture, especially in New
Jersey, the county hnospitals have played a major role, and they
absolutely neea the recognition you and your Committee are giving them
by what you are doing. You are saying, "Yes, this is a major area.
No, it does not have anybody wno lobbies for it. It doesn't have
anyone, outside of the Freeholders, to recognize it. It doesn't have
the constituency to lobby for it." Without this step, the whole State
plan is remiss. wWithout this major commitweent, a) to the county
hospitals, and, b) to home health care, it is a faulty plan.

So, I am glaa, after all these years and all the tragedies
and horrors we have gone through, that we are at least getting to the
point of having a consistent, comprenensive, humane State plan.

ASSEMBLYMAN OTLOwsSKI: Thanx you. Assemplyman Cuprowski?

ASSEMBLYMAN CUPROWSnI: Mr. Fay, to your knowledge, do all 21
counties nave county-run, long-term care facilities?

MR. FAY: I believe 20 of the 21 counties have varying
operations. 1 can't think of the one county that does not have it, but
to the pest of my knowledge, 20 of the 21 counties do have this type of
operation.

ASSEMBLYMAN CUPROWSKI: Thank you.

ASSEMBLYMAN OTLOWSKI: Jack, just one thing. David called
this to my attention and ne suggested I ask you this question, based
upon your experience as a legislator, a Freeholder, and, finally, as an
Ombudsman. This is in line witn the savings that could take place for
the counties. Are you of the opinion that the counties shoula be free
to use the funds in any way they see fit, or shoula the funds go for
property tax relief? Can you answer that, off tne top of your heard?

MR. FAY: George, off the top of my head, I believe that the
money should be committed to a form of long-term care, with the top
priority being home-health care. I think this is an area that, when we
talk of long-term care, has been sadly neglected.

ASSEMBLYMAN OTLOWSKI: You see that as a big development?

MR. FAY: I think of it as a major development. They have
never been funded properly. wWe have a few model programs that are

working well.



I would not just leave any of the savings that come out of
this to the county budget. I think you have made a commitment to
county hospitals, to the people they serve; and to the people they
could be serving in communities, in homes, and in senior citizen
housing, for example. Why not a clinic program? Why not a team of
visiting nurses and health professionals who would move around and go
to the areas where the people live, for instance in Perth Amboy. Why
not move around the neignoornoods one day a week and offer preventive
healtn as weil as diagnostic care?

ASSEMBLYMAN OTLOWSKI: I would like to make one more request
of you, if it is possible. Would you remain? After this is over, I
would like to talk to you about several areas regarding this. By that
time we should have tne penefit of the testimony given by people who
are here, Will you do that?

MR. FAY: Of course.

ASSEMBLYMAN OTLOWSKI: Thank you very much.

May we now hear from Mr. Janes Cunningham? Jim, please tell

oW St mes 3o~ cdhad ~emanigarion you represent.
JAMESL E. CUNNINGHAM: [ am Jim Cunningham, President of the New Jersey
Health Care Facilities. Thank you for the opportunity to testify
pefore you on the very vital subjects of the adequacy of Medicaid
reimbursement ana the examination of peer grouping for county nursing
homes.

First, let me deal witn the peer grouping issue. The
counties say tney deserve special treatment because their facilities
house many seriously ill Medicaid patients, and the cost of medical and
nursing services for these so-called "heavy-care" patients exceeds
current Medicaid reimbursements.

Our Association, which represents bpoth proprietary and
non-profit private nursing homes, agrees that Medicaid rates are
inadequate for heavy-care patients. Any nursing home with a large
percentage of seriously ill patients finds it very aifficult today to
provide, at Medicaia reimbursement rates, the staffing necessary for

the quality care these patients reguire and deserve.
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In addition, New Jersey's diagnostic-related group hospital
rate-setting system has shortened the length of an average patient's
hospital stay. A result has been to increase the number of nursing
home patients requiring more costly care. The situation will only
worsen as State health officials project the number of New Jersey
residents over the age of 85 will increase from 72,231 in 1980 to
158,100 by the year 2000.

We can't fault county facilities and county officials for
seeking a more appropriate reimbursement level for severely ill
patients. But peer grouping, which would discriminate against patients
in private nursing homes with large Medicaid, and heavy-care
populations, is an unjust solution, especially since our facilities —
unlike county nursing homes -- cannot rely on tax subsidies to offset
losses. If you apply the peer grouping situation, you run the real
risk of hurting many patients in heavy-care facilities while not
necessarily improving care in government operated nursing homes.

A claim similar to that being made by county governments in
New Jersey was made by hospital units in Maryland, two years ago. The
result was that the Maryland Legislature did increase rates to
hospital-based, long-term care units, supposedly due to the fact that
they have heavier care populations than nursing homes. In the
meantime, however, the Marylana Legislature commissioned a study to
determine whether that, in fact, was true. The results of that study
indicate that these units and the nursing homes have the same type of
patients, and the increased reimbursement to the hospital units was
rescinded. The Maryland study —— a copy of which is included in my
material as "Appendix A" -- was an impartial study. We question
whether the New Jersey study, done by an accounting firm which, as I
understand it, does work for the county facilities, could be classified
as equally objective.

Recent newspaper articles, also attached as part of "Appendix
A," seem to indicate that management reports of county nursing hames,
done by consulting groups retainea by the counties themselves, show
over-staffing, high cost, and waste. Tnis is similar to the findings

of the Maryland study.
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A better approach would be to follow the example of the
States of Massachusetts and Marylénd. They were mentioned earlier
today. Both have established a separate and more realistic
reimbursement rate fof heavy-care patients, whether they reside in
public or private nursing homes. We urge the New Jersey Legislature to
reach the same solution. You can easily do so by passage of an amended
version of A-3494, sponsored by Assemblyman Felice and the other
mambhers of this Tommittee.

This bill calls for the implementation of one level of ICF
care at 2.5 hours of nursing care per patient per day, as recommended
by an impartial study completed by Applied Management Sciences in
1983. Our Association recommehéé that this legislation be amended to
increase skilled care to three hours, and to also add a heavy-care
category at three hours per patient, per day. This would solve the
county nursing homes' problems if they are truly burdened by heavy-care
cases. The increased staffing at all levels would go a long way toward
eliminating the marginal type nursing home which has distressed not
.. .0 4.0 tne Legislature, but our Asscciation as well., /

The second subject, adequate reimbursement, was at least
partially dealt with in the foregoing. Other trouple spots are in
estaplishing high, medium, or low nursing personnel salary regions by
Medicaid. 1hese catgories unjustly penalize many nursing homes and
make staff recruitment adifficult. Also, another problem is the fact
that the Director of Nursing is not reimpursed under a separate line
item. Since last November, we have been discussing changes in these
areas with Meaicaiad.

Again, I thank you for the opportunity to testify. This
appears to be one of the lengthier statements we have delivered to
you; however, it was necessitated by the very critical topics at hand.
I would be very happy to answer any guestions you may have.

ASSEMBLYMAN OTLOWSKI: Jim, the thrust of your testimony and
approach 1is the fact that you are opposed to this proposed method; you
feel it should be bpased upon the intensity of the illness, am I

correct? Does that summarize your position?



MR. CUNNINGHAM: Yes, heavy care. In fact, Utah has now
taken the same approach that Massachusetts and Maryland has, and their
Legislature —— because there the Legislature does reimpursement, unlike
New Jersey —— has established heavy-care payment also.

What we are saying is, "Sure, we agree with the counties.
There is heavy care and they need the money, but this will give it to
them; however, it will give it to everybody, fairly and equally, and
not in an unjust manner."

ASSEMBLYMAN OTLOWSKI: Would there be a difference in the
cost?

MR. CUNNINGHAM: Absolutely. There will be an increase in—-

ASSEMBLYMAN OTLOWSKI: How much, off the top of your head?

MR. CUNNINGHAM: I couldn't even guess. The stuay of two and
one-half hours in the one level of ICF, wnich was completed two years
ago, would cost -- at that point the figure was $7.2 million. So, you
are looking at probably $15 or $20 million.

ASSEMBLYMAN OTLOWSKI: On top of what we are proposing?

MR. CUNNINGHAM: What we are saying is, do this instead.

ASSEMBLYMAN OTLOWSKI: Do what you are saying, but tnhen your
plan would be $40 million, rather than absorbing the $20 million we are
talking about.

MR. CUNNINGHAM: No, it would have a Federal match.

ASSEMBLYMAN OTLOWSKI: But, the overall cost would be
increased by $20 million.

MR. CUNNINGHAM: The Federal government will match the State
py $10 million, and that type of thing. I am sure Meailcaid could do
the workups. The workup on the one level of ICF was completed.

ASSEMBLYMAN OTLOWSKI: And that is developed in the appendix
to your testimony?

MR. CUNNINGHArM: Right. That is the thickest document.

ASSEMBLYMA OTLOWSKI: I think Assemblyman Cuprowski has some
questions he would like to ask.

ASSEMBLYMAN CUPROWSKI: Yes. Mr. Cunningham, would you agree
with the statement, or at least a part of the statement in the bill

whicn says, "Operating costs at government operatea nursing nomes tend
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to be higher than either proprietary or voluntary %acilities due to the
factors of aging buildings, a greater number of long-term employees..."
in addition to the highest percentage of heavy-care and Medicaid
patients that you were talking about before?

MR. CUNNINGHAM: I agree that their costs are definitely
higher. Some of them probably have aging plants. Same of our people
have 2ging plarn*s tco. Some of our pecple have lengthy employees and
the addex wosts +wou aat 1n tne counties alsc. The government benefits
are probably higher for counties than they are for the private market.

However, when you read the Maryland study, there are higher
costs. The Maryland study says, , "absolutely," the care is no
different, there are just higher cost places. But, they do need the
nursing money. I am not quarreling with that. Patients in nursing
homes today are totally different than they were in the old aays, and
there is a lot of heavy care that you not only do not get paid for but
if you do it with the minimal staff that was in before, you cannot do a
decent 10i, Wz 4o not want any margin~l facility to be permitted to be
out theve op:cat:-nNg ar I35< kinds of levels becauss 1t hurts the
entire industry when something blows up and reaches the media.

ASSEMBLYMAN CUPROWSKI: I have another question. Your
statement indicated that the New Jersey DRG rate-setting system for
hospitals has shortened the length of hospital stay for a patient. The
result has been an increase in nursing home patients who require more
costly care. Are there any studies to that effect? Do you have any
documentation on that?

MR. CUNNINGHAM: Within two weeks we will be able to submit
to you another study done by a non-vested group. Oddly enough, this
one will again be done by the research group out of Maryland. An
unbiased study was completed. The documentation is being fed into the
computers, as they do now.

The impact of the DRG system on long-term care in New Jersey
will be completed within the next two or three weeks, and we will see
that you get a copy of that study.

The Health Insurance Program, or HIP, in Washington is very

interested in it because down there they are looking at the prospect of
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a reimbursement system for Medicare, and some of the big issues are:
Are they getting sicker people? Are they dumping them out of the
hospital too early? Do the facilities have to staff up to take care of
them, or can they take care of them? And, is there a need for
heavy-care payment under Medicare also?

So, that study will propably be completed in about three
weeks.

ASSEMBLYMAN CUPROWSKI: But, the study is going to include--

MR. CUNNINGHAM: It will show the impact of the DRG system —-—
the hospital DRG system — on long-term care.

ASSEMBLYMAN CUPROWSKI: In what geographical location are we
talking about?

MR. CUNNINGHAM: The entire State of New Jersey.

ASSEMBLYMAN CUPROWSKI: The entire State of New Jersey?

MR. CUNNINGHAM: It was going to be used nationally, but they
used New Jersey instead. It was fairly easy to do this in New Jersey
since the DRG system was already here, doing the pre-DRG and post—-DRG
by calling up records of "pefore" and "after." I think they do their
statistical numbers in the sample., It has to be a qualified sample,
probably certified. If I recall, 57 of the facilities in this State
are in that sample,

ASSEMBLYMAN CUPROWSKI: I apologize, but who commissioned
that particular stuay?

MR. CUNNINGHAM: We are paying for it as an Association. We
are not involved in it pecause if we were, people would look at it with
a slanted eye. If it was done by government, we would look at it with
a slanted eye. So, it was necessary for it to pbe done by a totally
unbiased, outside group. We are paying for part of it. The American
Health Care Association in Washington is funding the balance of it.

ASSEMBLYMAN CUPROWSKI: Thank you.

ASSEMBLYMAN OTLOWSKI: Thank you very much. You are going to
make that available to us, aren't you?

MR. CUNNINGHAM: Apsolutely., (see appendix, page 1X)

ASSEMBLYMAN OTLAOWSKI: Thank you.

I would like to call Tom Russo back to the microphone again

for a moment. Mr. Russo, will you come up here, please?
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Tom, you are the big expert on Medicaid. You heard the
testimony of Jim Cunningham. He makes no bones about the fact that
what he is advocating is more costly. After dealing with Medicaid all
these years, from your point of view what is your immediate reaction to
his proposal?

MR. RUSSO: What Mr. Cunningham is proposing is to require
additional hours of nursing care for (the levels we now have. His
oroposal iz to increase intermediate care levels to 2.5 hours, skilled
nursing levels to 3 hours, and to add a new category of heavy care at 3
hours. Now, that would provide nursing facilities at all levels, the
county, the proprietary, and the non-profit level, with the ability to
provide additional nurses to care for patients at all levels.

However, his proposal -- as was mentioned -- does have a
price tag on it. I would guess a price tag of about $10 million in
additional State funaing is a fair ball park estimate, as opposed to
peer grouping, which has no cost to the State at all. But, peer
grouping addresses only the county facilities.

33Tl oo JTLOWSKI: I uonink you pat your finger right on
the nub when you said that peer grouping has no cost to the State at
all.

MR. RUSSO: That's correct.

ASSEMBLYMAN OTLOWNSKI: His plan could cost the State anywhere
from $10 million to maybe even $20 million.

MR. RUSSO: Well, the total cost would probaply be about $20
million. One-half of that would come fromn the Federal governiment and
the other half would come from the State government.

ASSEMBLYMAN OTLOWSKI: Of course, he is going to make more
information availapble to us, but from your knowledge do you know if
the system he is advocating is working anyplace at the present time?

MR. RUSSO: Well, every state is different. If you look at
the 50 states that participate in the Medicaid program, and if you look
at their reimbursement systems and their standards for nursing homes,
they are totally different. Each state provides different rates; they
all have different systems; they have different regquirements for

nursing coverage; and, it 1is aifficult to compare one state with
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another. However, at this time I do not think too many states, based
upon the information we heard toaay -- we were talking about Maryland
and Massachusetts and Mr. Cunningham mentioned Utah -- three out of 50
states are apparently addressing the heavy-care issue problem, which,
to my knowledge, leaves 45 states that are not addressing it at this
time.

ASSEMBLYMAN OTLOWSKI: Of course, my bill was designed
primarily to pe of help to the counties because of some of the
financial problems they are facing. Do you see what Jim is advancing
and advocating as a separate issue? Do you see us dealing with the
county problem because the county has immediate problems. Of course,
Jim would tell you that they also have immediate problems in the
nursing homes.

In any event, if we deal with this problem in the counties,
we can then deal with what he is talking about separately.

MR. RUSSO: I completely agree with you, Mr. Chairman. 1
think this is a two-problem approach. The issue of peer grouping is
definitely neeaed., I think the concept is sound, and it will
agefinitely benefit counties. It will help them with their
reimbursement problem; it will help them with their budget issues; ard,
it will enable us to provide additional community and home care, over
and above what is not now being proviaea.

Mr. Chairman, peer grouping as it is being proposed, and as
it is supported by the Department of Human Services, should definitely
be supportea. However, I ao not think we can ignore the issue ot the
heavy-care patients.

ASSEMBLYMAN OTLOWSKI: But that should be treated separately.

MR. RUSSO: I think that should be a separate issue, and we
can deal with that separately.

ASSEMBLYMAN OTLOWSKI: Thank you very much.

MR. RUSSO: You're welcome.

ASSEMBLYMAN OTLOWSKI: You are going to stay here, aren't
you? I may neea YOd, 11 right?

MR. RUSSO: 1'll pe here,

ASSEMBLYMAN OTLOWSWI: Tnanx you very much.
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Oh, Tom, one other thing, please. Is the budget for 1986
adequate to handle any significant enhancement of nursing hame
standards? ‘

MR. RUSSO: Not really, Mr. Chairman. The budget is a
continuation budget. It takes into consideration the inflation factor,
and the addition of new beds that are coming on 1line next year.
However, it is essentially a continuation budget. If we talk about

dding somsrnisg, suan °5 sursing how  requirements and  combining
the two ICF levels into one level, we will need additional tunds for
that purpose. It is not in the budget.

ASSEMBLYMAN OTLOWSKI: Thank you.

Commissioner Goldstein, I do not want to nhold you up. If you
are ready to speak, we are ready to hear you.

Commissioner, I would like to make a preliminary statement.
Yesterday we dealt with a very comprehensive package on nursing homes,
ooarding homes, and residential nomes. I would just like to tell you
that we are very grateful to you and to your Department for all the
wower em ioee e e = ot Of staff work went into that; it was not
just a matter of legislative effort, and it made sense when it came
before the Committee yesterday. As a matter of fact, that made it a
whole lot easier for the Committee to deal with.

As I said yesterday, I want to compliment the Commissioner of
Human Services and, by the same token, I want to compliment you for the
wonderful attituce you had; you were helpful, cooperative, and you
looked for solutions. As a matter of fact, I tnink over the years I
have chaired this Committee, yesteruay was really a good moment for all
of us because I saw all of us pulling together. I just wanted to say
this, and it was very difficult for me to say it as a partisan
Democrat. But, in any event, a really noble, nonpartisan effort put
this package together, and I just want to tell you I appreciate all
your help.

I told this to Commissioner Albanese, and I am not telling
you the same thing. I hope we will continue in this same vein.

Now, to get to the problem at hand, Commissioner, we are

ready for your statement.



COMMISSIONER J. RICHARD GOLDSTEIN: First, thank you for the kind
words. Let me just say that we appreciate the Committee's interest,
and your interest in particular, in helping us to resolve the problems
we have been having in this area.

It is my understanding that the focus of this hearing is on
two issues, primnarily peer grouping, and whether or not the number of
nursing care hours is or is not adequate.

As part of the Department's efforts to improve the quality of
care in nursing homes, we recommended to the Governor in the initial
report you have seen, that facility 1licensing standards be
comprehensively rewritten, and we requested money in our budget to do
so.

The facility standards are separate and apart from staffing
standards, which we also feel should be reexamined. The Department
supports this reexamination, as does QOmbudsman Jack D'Ambrosio, and
Commissioner Albanese.

The original study was performed several years ago. I
understand it was fundea by the nursing home industry, but it was
performed jointly between an independent consultant ana the Department
of Human Services. The purpose of a reassessment study would be to
assess the severity of illness of a statistical sample of patients and
to determine the optimum mix of caretakers necessary to deliver quality
care to the ill, elaerly population.

I snould point out, critically, that we support merging the
ICF A&B rates now, and the study snould follow as soon as possible. We
do not want the study to hold up the merging of the ICF A&B rates.

I would also like to give the Committee a short update on the
overall nursing home situation since my last testimony. The Department
conducted two weekend blitzes, completely unannounced. Our inspectors
met in set locations and were told explicitly at that time where they
would be inspecting. The list of homes we inspected was drawn up fram
a list provided by Human Services, the Ompudsman, and the Health
Department, so we would hit the nomes that haad the poorest track

records.
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A total of approximately 50 homes were inspected in those two
weekend blitzes. Of these, minor violations were found in many of the
homes, but of those with vioclations only two were serious enough for
the Department to curtail admissions. Although I am profoundly
concerned about these violations, when put into perspective, only two
homes out of a selected 1list of 50 were unsatisfactory. Two
unsatisfactory homes out of a statewide total of approximately 300
Drovide soue reassurance to the public that wnat we have is a
proplem and not a crisis.

We are prepared -- I have people with me -— to update you on
these areas, should you be interested in them.

» In terms of the peer grouping situation, the Department does
Support peer grouping.

ASSEMBLYMAN OTLOWSKI: Commissioner, David Just called my
attention to tne fact that one of the recommendations made was to
expand the centralized computer bank for the Department of Health. Are
you working on that?

i eanliITIROGOLDSTEIN: Oh, yes. we zrve working guite
heavily on that. There is about a 300- or 400-page computer printout,
which I haven't gone through yet. It is on my desk.

Ted, can you make a more specific comment on that computer

effort?
THEODORE SEAMANS: Yes, 1 can. Tne computer printout that the
Commissioner is referring to is a printout of all violations in all
agencies since 1981, wnich were returned to the agencies for their
critique. After these violations are compiled, they will be made
available to tne three agencies -- as was in our directive. We will
now cull from that a method by which we can make appropriate periodic
reports for the public to evaluate the nursing home agencies. So, we
are in the midst of this very ambitious project and we are moving along
very quickly on it.

ASSEMBLYMAN OTLOWSKI: Let me ask you this: when this is
finally finished, will a member of the puplic pe able to call your
Department to get information on a specific nursing home?

MR, SEAMANS: That information 1is available to the public

‘rignt now.



ASSEMBLYMAN OTLOWSKI: Thank you very much.

COMMISSIONER GOLDSTEIN: But, in addition to that, the
Department is going ahead and developing a consumer oriented report on
each nursing home in this State. We haven't yet done that. It is
complex. We are trying to find ways to tell people meaningful
information without pointing out that the lawn wasn't cut -- you know,
without having them read a summary total of minor violations and
reaching the wrong conclusion.

So, we are trying to cast a report that will be meaningful to
the consumer, and put the nursing home in good perspective.

ASSEMBLYMAN OTLOWSKI: Commissioner, in that same area, do
you remember we said the Office of the Ombudsman for Institutionalized
Elderly would use undercover agents to review patent abuses? Is that
working out?

COMMISSIONER GOLDSTEIN: You will have to ask the Ombudsman
that question.

ASSEMBLYMAN OTLOWSKI: I believe he came in with you. We
will ask him that in a moment.

COMMISSIONER GOLDSTEIN: We have recommended in at least one
situation that he provide an undercover agent for a complaint we had.

ASSEMBLYMAN OTLOWSKI: Commissioner, is it your position that
peer grouping would be helpful to the counties, and that you support
that position?

COMMISSIONER GOLDSTEIN: Yes.

ASSEMBLYMAN  OTLOWSKI: Everybody has an opinion about
saving, but no one does anything about it. Commissioner, there is same
debate about the savings that will result from this. How should the
counties use those savings?

COMMISSIONER GOLDSTEIN: Uncompensated care, obviously. Put
it in an uncompensated care pool.

ASSEMBLYMAN  OTLOWSKI: That answers that question.
Assemblyman Cuprowski?

ASSEMBLYMAN CUPROWSKI: Commissioner, I have a question in
reference to the two nursing homes you closed to new admissions as a

result of the blitz inspections. Other than closing them what was--



There was a reason for closing them to new admissions, but what was
done in addition to closing them to new admissions?

COMMISSIONER GOLDSTEIN: Curtailment of admissions is the way
we currently tell a nursing home we do not like their operation. That
hurts them financially. We tell them exactly what the violations are.
We find the violations, and they have a period of time to correct
them. After they correct the violations, we go back to reinspect in
nrder o make Certain than thev are now in compliance 2o that they can
readmit patients.

ASSEMBLYMAN CUPROWSKI: As you probably know, there are
several bills in the Legislature, as you probably know, which deal with
some additional authority — for example, with the Medicaid funds —
when there are life-threatening types of violations. In addition,
there are other bills in the Legislature tnat basically came out of the
hearings relative to the Bel Air situation.

COMMISSIONER GOLDSTEIN: I can't comment on any of the bills
right now, except to say, philosophically, the Department has asked for
: 2%  F the block of just

curtailing admissions. We would like to take more action. We would

- - [ W1 s ~ P - S~
et e mew ... ¢ capabllitice, in ocoir o

like to take faster action, where it is possible.

Let me also point out the situation with Bel Air, where the
. Department was successful in taking action. Again, that was voluntary
action which the owner agreea to. It was not a court-ordered action.
The owner was under such public pressure that he decided to comply with
the Health Department's request. A receiver was assigned. The
receiver did a good joo. The facility is in campliance. The
curtailments have been 1lifted. The owner has submitted a list of
perspective buyers to the Department, and we are currently reviewing
the list to see if one of those buyers meets with our approval. So,
that situation has been turned arouna.

Again, that was done on a voluntary basis, with media
attention. We want to pe in a situation where we can put a home in
receivership much more quickly than we have been able to; however, the
current way 1t works is that tne facility goes back to the original

owner once the violations ars corrected. We feel this just does not
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accomplish anything. So, that is the main thing we are looking for:
The requirement that it has to be sold.

ASSEMBLYMAN OTLOWSKI: Commissioner, I do not have anything
else.

COMMISSIONER GOLDSTEIN: Your Committee did submit several
questions to us, and Charlie Buttaci has prepared testimony. He can
read it, or he can submit it to you. It deals with the care formulas.
Basically, we think the formula is fine. We think the way hospitals
get priced for their services is fine. So, the only issue is whether
or not we require the right number of nursing care hours, and, given
whatever the number we say the formula is, is it oorrect when
translating that into dollars and payment schedules. We do not think
the formula needs attention, but we do think the reappraisal of nursing
care hours should be conducted. It probably should be done every three
or four years anyway. As the population in our nursing homes ages, and
as treatment changes over a period of time, we think that has to be
constantly looked at.

ASSEMBLYMAN OTLOWSKI: Rather than reading those, could you
just summarize them so they can become part of the record, please?
CHARLES BUTTACHI: VYes. In accordance with the Chairman's June 17th
request of Commissioner Goldstein, the Department would like to submit
the following information for the Committee's review.

COMMISSIONER GOLDSTEIN: This is the summary?

MR. BUTTACHI: Yes.

COMMISSIONER GOLDSTEIN: Okay.

MR. BUTTACHI: Number one, the care guidelines which describe
the methodology used to establish nursing homes rates.

Number two, the means and reasonableness limits which were
used for rate-setting purposes to compute the 1983, 1984, and 1985
rates.

Number three, the median runs as of December 31, 1982, 1983,

and 1984, which reflect data for each nursing home as to their costs on
the variables used to determine nursing home rates for 1982, 1983,
1934, and 1985.
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In point of fact, Human Services would do their inspections,
and we would do ours. They were separate and distinct. Serious
problems would be reported both ways. But, basically, both
organizations were dealing with problems in their own fashion. We
basically had the facility portion of the problem. We basically had
the patient portion. So, we had process; they had outcome.

We are now getting much closer together. This month, as a

demongtyarion -= we have dons this in three homes so far -— we have
combined the exit interviews to the nursing home -- that is, Human
Services staff and Health Department staff are there, and they
collectively report the findings, violations, and concerns we have to
the nursing home. That has proved to be much more productive.

I would also like to point out that money may at times be a
problem for some nursing homes, the key problem does not appear to be
financial. I think that is indicative of the fact that Bel Air was
under the screens. In other words, they could have been getting more
money in their rates. For whatever their reason was, they elected not

Voo, o :..lZ_4lz., pProo.... .zov.i=s less expensively than the
system would allow them to charge. So, this is one case where throwing
more money at a problem doesn't seem to relate to the problem.

Whether or not our patients need more nursing care hours is
of concern, and I think we are going to have to 1look at this
carefully. We are also anticipating several thousand more nursing home
beds coming on-line, and we have to recognize the cost impact of that
while still maintaining a sufficient level of care for our elderly
population.

ASSEMBLYMAN OTLOWSKI: I would like to thank the Commissioner
and his staff for their contribution to this complex subject. As a
matter of fact, I want to express our deep appreciation for your
cooperation and your help on this once again. Thank you very much.

May we hear from the Ombudsman, please? Rather than making a
statement-- Are you going to insist on making a statement?

JACK R. D'AMBROSIO, JR.: I will not insist on anything you do not

want, Mr. Chairman.
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ASSEMBLYMAN OTLOWSKI: Then you are a friend. I want to ask
you if at the present time you have increased some of your operations
by disguising people in order for them to investigate complaints? Will
you just tell us what you have done with that?

OMBUDSMAN D'AMBROSIO: Yes, Assemblyman. What we are
preparing to do is to request additional staff. I am hoping, since the
budget went through yesterday, we will get that additional staff.

After the fiscal year begins, we are prepared to start
zeroing in on certain facilities that are exhibiting
pattern—and-practice type problems, so we can use undercover agents in
those facilities.

For the first time, I think we will also be in a position to
not only react to complaints received, but we will be able to take a
more aggressive position and start developing our own list of both the
facilities which show deficiencies and repeated violations, and the
facilities which may be adhering to State minimums but are not
providing the care they should, according to those minimums.

ASSEMBLYMAN OTLOWSKI: So, indeea, your approach has become
more intensive,

OMBUDSMAN D'AMBROSIO: It will, yes.

ASSEMBLYMAN OTLOWSKI: It will?

OMBUDSMAN D'AMBROSIO: Yes, it will as--

ASSEMBLYMAN OTLOWSKI: You are setting that up now?

OMBUDSMAN D'AMBROSIO: Yes, we are trying to organize now so
that we will have more of an effect.

ASSEMBLYMAN OTLOWSKI: After it is set up, will you do me the
kindness of getting in touch witn one of our staff mempers and inform
us that it is set up? Wwe will then pbe able to call you and review it.

OMBUDSMAN D'AMBROSIO: Yes.

ASSEMBLYMAN OTLOWSKI: One other question regarding peer
grouping being helpful to the counties. What is your position on that?

OMBUDSMAN D'AMBROSIO: We apsolutely favor and support the
peer grouping stuady. We have felt this way about the Medicaid
reimbursement issue as a whole for a long time. We have both sides

telling us things. One says 1t is sufficient, and one says it is not
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sufficient. We have always supported a general study of the rate as a
whole, and we still support that. We certainly support the peer
grouping study.

ASSEMBLYMAN OTLOWSKI: In the present case we are dealing
with peer grouping in county hospitals, and you are in favor of that.
Are you of the opinion that the other subject Jim Cunningham was
talking about should be treated separately and not be confused with the
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OMBUDSMAN D'AMBROSIO: I would like to see the issue as a
whole studied. I certainly would not want to put one off for the
other because I think we neea to address the issue as quickly as
possible,

ASSEMBLYMAN  OTLOWSKI: when you submit some of your
supplementary material, Jim, I hope you make it available to the
Ombudsman and to the Cormmissioner of Health.

MR. CUNNINGHAM: Yes, we have already promised to do that.

ASSEMBLYMAN OTLOWSKI: Good. Thank you, Mr. D'Ambrosio.

~ N D'AMBROS:D:  Thanx you very much.

ASSEMBLYMAN OTLOWSKI: Can we hear from Mary Kirschman, the

Assistant Administrator of Roosevelt Hospital?
MARY KAY KIRSCHMAN: Good morning. I am Mary Kay Kirschman, and I am
the Assistant Administrator for Nursing here at Roosevelt Hospital. I
was pleased to be asked by the New Jersey State Nurses Association to
present testimony today concerning the concept of peer grouping. I do
plan to leave the issues of the adeguacy of Meaicaid rates to the
financial people; instead, I will concentrate on the results of
reimbursement rates, and the adequacy of nursing care hours, which are
reimbursed by Medicaid. My testimony will be brief.

Under the Medicaid program, a patient with the greatest need
for care in a nursing hone 1is entitlea a skilled patient -- Medicaia
Level 3. If he were any sicker, he would have to be in a general
hospital for acute care. I think someone brought up the concept of
DRGs this morning, which 1is creating the situation wnere sicker
patients are arriving at nursing homeé.

In a 24-nour perioa, Medicaid will pay for only two hours and

forty-five minutes.



ASSEMBLYMAN OTLOWSKI: Mary, excuse me. I would never take
you to a political convention. Would you speak a little louder,
please?

MS. KIRSCHMAN: Certainly. I apologize. Let me just repeat
one issue. Under the Medicaid program, a patient with the greatest
need for care in a nursing home is entitled a skilled patient —
Medicaid Level 3. 1If this patient were any sicker, he would be in a
general hospital, receiving acute care. The issue of DRGs has caused
the sicker patients to arrive at the doors of nursing homes in recent
months,

As an example-—-

ASSEMBLYMAN OTLOWSKI: Are you saying that nursing homes now
have a bigger problem as a result of DRGs?

MS. KIRSCHMAN: Absolutely. We are receiving more patients
who need more nursing care -- indeed, they are in need of medical care
when they come to our facilities.

However, for this kind of patient in a 24-hour period,
Medicaid would reimburse for two hours ana forty-five minutes of
nursing care, and that is round the clock in that 24-hour period.

On a 50-bed unit -- which is a common thing in a large ocounty
institution -- that would translate into 19-1/2 nursing staff members
for that Z24-hour period, or six and one-half people on a given shift.
That would not take into account a staff member's illness, days off, or
vacations.

ASSEMBLYMAN OTLOWSKI:  Mary, what point are you trying to
make?

MS. KIRSCHMAN: Well, in short, what is reimbursable for this
very sick =— if you will — skilled nursing care patient is a limited
number of staff, and of that limited number, a very small number are
registered nurses.

ASSEMBLYMAN OTLOWSKI:  would the peer grouping legislation
provide an opportunity to increase staff?

MS. KIRSCHMAN: Well, I believe the peer grouping concept
would address the issue that the large county nursing homes face. We

have to take care of these patients, and indeed we do admit them and
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provide the nursing care they require. Sometimes the private nursing
homes do not admit them at the rate we do. Thus, we are left to
provide the care and also to absorpb the cost of that care. I think
peer grouping would address that discrepancy and assist the county
nursing homes in meeting that patient care requirement.

ASSEMBLYMAN OTLOWSKI: Fram where you sit, and fram your
experience, what do you think of this peer grouping approach?

ME. KIRSCHEMAN:  ®Paraocally and professionally, I think it is
a godsend because it finally addresses the difficult type patient that
only the county nursing homes take in such great numbers. It certainly
adaresses the need for the care I said we have been providing, but we
have been providing that care at great expense ama at great difficulty.

ASSEMBLYMAN OTLOWSKI: So, your position is strongly in favor
of peer grouping?

MS. KIRSCHMAN: Yes.

ASSEMBLYMAN OTLOWSKI: Do you see the peer grouping program

as interfering or jeopardizing nursing homes and their treatment of the

P,

Ms. KIRSCHMAN: No, I do not, for a few reasons. Many of the
families of the patients who come to Roosevelt Hospital tell us that
private nursing homes are very often unwilling to accept family members
into their facility because the care is so complex; they cannot provide
it, given the current reimpursement. So, those patients continue to
come to us rather than to the private nursing homes.

For examnple, we have patients who need every single piece of
skilled nursing care that 1s available. In other words, their care
requires tracheostomies, tubes, medicines, and this includes cancer
patients -- everything that could possibly be considered “skilled"
often comes to our doors in the shape of one patient who needs it all.

ASSEMBLYMAN OTLOWSKI : Mary, do you think this peer grouping
bill should be enacted separate from the proposition that Jim
Cunningham presented? Do you see this as two separate issues?

MS. KIRSCHMAN: I would think they should be treated
separately, yes, since this does address a greater problem; it is a
problem that needs to pbe addressed rapidly.

(see appendix, page 92x for Ms. Kirscnman's written statement)
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ASSEMBLYMAN OTLOWSKI: While you are sitting there, is Doris
Horenkamp present? (affirmative reply) Doris, do you want to came up
here, please?

Doris, you heard the testimony Mary gave. Fram your

position, what do you have to add to that?
DORIS HORENKAMP: Well, I was also asked by the New Jersey State
Nurses Association to address the issue of raising the number of hours
of reimbursement for the Medicaid Level 4B patient, which is the lowest
level ot care provided.

ASSEMBLYMAN OTLOWSKI: And, you are advocating that the level
of nursing care should be increased?

MS. HORENKAMP: Definitely.

ASSEMBLYMAN OTLOWSKI: Wwhy are you advocating that nursing
care should be increasea?

MS. HORENKAMP: Well, the current level of reimbursement for
the 4B patient translates into 21 minutes of direct care per patient,
per eight-hour shift. If you are familiar with the Medicaid guidelines
for nursing care documentation, you are aware that the scope of the
nursing care nurses are required to provide to the patients goes beyond
physical care. We are expected to address all the needs of the
patients:  Psychosocial teaching, family counseling, evaluation, and
all aspects of patient care, plus medication reactions. Yet, we are
only allowed 21 minutes per patient in which to do that.

Raising the level of reimbursement hours would certainly not
allow us to address all the needs of the patients, but it would
afford us a better opportunity to adaress those neeas.

ASSEMBLYMAN  OTLOWSKI : From where you sit, with the
experience you have, and fram the tale of woe that you heard fram the
Freeholders, are you in favor of peer grouping?

MS. HORENKAMP: I ar in favor of raising the 1level of
reimbursement for all skilled patients, based on the care they require.

ASSEMBLYMAN OTLOWSKI: You aon't seem to be enthusiastic.

MS. HORENKAMP: Oh, I am enthusiastic about it.

ASSEMBLYMAN OTLOWSKI: There is no question in your mind that
it would be helpful?
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MS. HORENKAMP: Very defihitely. If we are talking abouf
quality of care; quality requires time.

ASSEMBLYMAN OTLOWSKI: It woula increase the quality of care
in your opinion?

MS. HORENKAMP: Absolutely.

(see appendix, page 94x for Ms. Horenkamp's written statement)

ASSEMBLYMAN OTLOWSKI: Girls, thank you very much.

mMay we near fram frofessor Meyer Schreipber? Professor, 1 was

going to hold you for last so you would be able to summarize some of
the things that were said; however, I want to put you on now because
from here on in, I am going to push hard to try to conclude this
hearing by 1:00.
PROFESSOR MEYER SCHREIBER: I am glad you qQid not save me until last
because I believe I represent a viewpoint that has not been expressed
at all, It has peen very dismaying to see the omission of this
viewpoint.

I have a very short statement I would like to read. My name
is Meyer¢ Bepreiber, [ nave the pleasure to serve as President of New
Jersey's Coalition for NWursing Home Reform. This organization is made
up of relatives, friends, and professionals interested in the quality
of life of nursing home reéidents. It developed about four months ago
as a successor group to the New Jersey Coalition Banning Nursing Home
Discrimination.

As relatives and citizens, we seek constructive and
substantial participation in the aevelopment of a nursing hame system
which will be truly responsive to the needs of those it serves.

The nursing home system in New Jersey suffers fram a major
imbalance of power between the nursing home industry which provides the
services, and the actual ana potential consumers who are given, need,
or want services. This near monopoly of power by the nursing home
people, planners, and regulators results fram tneir special knowledge,
organization, and control of puonlic information, as well as the moneys
they have at their disposal to influence legislation and regulation.
This manner of operating naras services by alloWing providers to use
their power to favor themselves ana to seex 1érge profits, thus making

tnose who need services morse depenaent on thean,
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As representatives of citizens and consumers advocating for
needed services and care, we are concerned about assessing ‘and
evaluating the services returned to the community for the government
dollar. We feel we have a responsibility to speak out for those 3700
or more people who are in nursing homes who can't do so for themselves.

We plan to evaluate programs, to indicate inequities and
problems, and to bring such information to the Committee's attention,
as well as to the attention of the public.

We believe such consumer involvement is an excellent way for
citizens and consumers to regain some control over the programs which
affect nursing home residents. Thus, for example, the reimbursement
system for Medicaid costs is more tailored to meet the nursing hame
operators' objectives than patients' need for quality care.

Medicaid reimbursement covers lots of items that the general
public is not aware of, such as depreciation. The major problem here
is accountability. The public does not have any information on what
costs are, or what audit records are, as they are not available to the
public., There is no assurance that the public dollar bears a direct
relationship to the quality of care.

The State Department of Health is responsiple for reviewing
cost reports and setting a nursing home's rate, which then goes to the
Department of Human Services. This has become a very technical
process. If Medicaid accepts such recommendations, the rate becomes
fixed in place for a year. The facility can appeal, ana recently, in
one year, 40% dia so.

The Department of Health also licenses nursing haoes. To
become knowledgeable about the costs involved, one would have to buy
manuals fram the Department of Health at a cost of $106.50. These are
purchased by accountants, lawyers, and facility owners. They are not
accessible to the general public; thus, this practically prohibits the
puplic's right to know.

Therefore, our group sees economics rather than humanity
governing the programs of nursing homes, where there seems to be a high
relationship between patient care and high profits. Knowledge of this
frightens many of us who are older and who feel we might end our lives

in institutions like nursing homes.



Certainly, under such circumstances, the institutionalized
older person may be viewed as being in double jeopardy. Regulation is
not always a panacea either, as recent responses to the Bel Air
situation have shown. Indeed, this indicates the continuing nature of
problems in the nursing home industry.

| There are cries for new laws and regulations, but we find the
regulations are not always enforced. Nursing homes indulge in all

sorte of practices,

share a few examples of things I have personally
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experienced. My mother-in-law is in a nursing home which calls itself
a "model nursing home." We pay through the nose for a private—-pay
contract. The nursing home also asked for private-pay for the first
three months while she was on Medicaid. We asked for our money back.
The nursing home did not want to give it to us until we threatened a
law suit. We indicated that it would be based on the claim that they
could not double the bill. However, in speaking to many other people,
we find that they have been double billed. No one, from the Ombudsman
T e s et T b e horses"  has  ever  told,
eaucatea, or nelped people to understand that they have recourse and
they can get their money back.

A few weeks ago, while visiting the nursing home where my
mother-in-law is, there was a third person in the room. I called a
social worker who said they had permission from Medicaid to put a third
bed in the room. 1 called the Department of Health and they went to
investigate; they said the home did not have permission. Tnis "model
home" has done this frequently.

Another example: While Bel Air was very much in the news,
where were the regulatory agencies who should have been suing Bel Air
to get back the money that Medicaid paid, through the nose, for care
that was not care and for quality which was not there?

I look with a little skepticism as some of the things we
heard this morning. The Record in Hackensack summed up its recent
superb series on Bel Air with the headline:  "Impotent Bureaucracy
Fails Elderly." Their series, called "Nightmare of Neglect," said, "We

cannot wait, as this series shows, for years until the Departinent of
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Human Services, the Department of Health, and the Ombudsman get their
acts together. It is sad that people who say they represent themselves
as guardians of the public safety have failed. We have to hold these
people as much responsible as the nursing homes themselves."

Americans have turned over responsibility for older people
who are sick and poor to the State. What happens to older people is
not determined by families but by bureaucracies. The nursing home
industry, although privately owned for the most part, is dependent upon
vast infusions of public funds. Lack of effective public pressure is,
of course, the basic reason for the failure of legislation and
regulation. The primary victims, the residents and patients, are
unable to protest against their lot.

Many patients do not have concerned relatives, or if they do
have truly concerned relatives, there is a concern that the nursing
home patient is a hostage. That does not facilitate an effective lobby
for needed changes.

The financial victims, the taxpayers, are no more effectively
organized to combat this form of waste than the others. Older people
and their senior citizens organizations who are strong lobbyists on
some issues such as Social Security, have not had much of an impact on
nursing home policy.

What we as a new citizens' coalition seek includes:

One, the consumer shoula have access to quality nursing home
care without hardship or humiliation.

Two, consudmers should have a voice in now the care is planned
and how it is provided.

Three, any board or group set up to develop policy or advise
on policy matters should include consumers, to protect ana present the
needs of the consumer in matters such as rate setting or oversight
regulation,

Four, accountability for tax dollars received by providers of
such long-term care is a major concern which we hope will pe overcame
through reimbursement systems which focus on the quality of care. This
is a major objective of our group's activity.

Five, effective regulation enforcement of nursing home

standards is needed to enhance the quality of care.



Six, cooperation between citizens, consumers, health care
providers, and State officials is needed. We feel that some of this
cooperation can be accomplished in the following ways:

We feel any reports by regulatory agencies of a nursing hame
should be available in clear, concise, English at the nursing home, and
it should be available for families to review.

We feel that when a nursing home has not adhered to

bt

standards. rthere should oe a puplic co=ning that the nursing hame's
license is in Jjeopardy, or that it 1is not adhering to the standards
they are supposed to.

We feel that any complaints about any nursing home should be
logged by the agencies involved.

We feel that Medicaid discrimination should be eliminated.

Mr. Chairman, I would 1like to thank you on behalf of
consumers and relatives for this opportunity to present another point
of view which we think is sorely needed in this total picture.

ASSEMBLYMAN OTLOWSKI: Professor, I Jjust asked our staff
CELILE oL weer aurn . et Do ogo s o2 bllls that were released
yesterday because, frankly, I think the bills we released yesterday
deal with some of the problem you mentioned.

When you get the opportunity — which I hope will be in the
very near future —-- our staff people will have all of that ready for
you so you can go over it. I am sure you will find that we will be
able to answer some of these problems you talked about.

PROFESSOR SCHREIBER: Mr, Chairman, I would just like to
persist and consider, for a moment, the whole guestion of rate
setting. There is a very fine technical group of people in the State
Department of Health. Some of the people involved are here. If you
have $106.50 and you buy the manuals, even if you have a doctorate
they are impossible to read because they are geared to the level of an
accountant-economist, or someone who 1s very bureaucratically
oriented. Merely setting a rate is no assurance of quality care.

We would like to ask the Committee to consider, while you are
dealing with the issue of county nursing homes and legislation, how

consumers can be included and be allowed to comment on what a decent
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rate is, because we must educate ourselves. We are going to know as
much as the Cunninghams and all the others about what goes into this
kind of material.

The public has no chance to comment. If I feel my gas bill
is not right, I can write to an agency and get some action. If I have
questions regarding other matters of public policy, as a consumer my
views are welcome. Insofar as nursing homes are concerned right now,
the only thing I can do is to write a letter to a particular
Commissioner or call their staff -- who are often very cooperative —-
but there is no built—-in way for the consumer to be acknowledged.

You heard the Ombudsman speak about having undercover
people. Some of us have some very deep concerns. We have "over-cover"
people. We have people, such as myself, who go to nursing homes two or
three times a week. We can tell people about what is happening. None
of the three agencies has ever asked relatives to tell them what is
going on; in fact, they ignore us. We are there Sunday when staff is
reduced; we are there Saturday; we are there in the evening; we are
there in the morning. We relatives can tell Mr. D'Ambrosio and all the
others about what goes on.

Now, unless there is some acknowledgement of this, we are
going to persist and cling to the issues so we bring about some concern
about quality of care. As Mr. Albanese indicated, there is no
relationship between the rate and what we vaguely call quality care.
Unless the Legislature is going to get interested in this, we are up
against it because, Mr. Chairman, as you said, we don't know when we
may need one of these facilities. For our own sakes, we must make sure
that we protect those who are there presently and those who,
regretably, will be going there in the future.

ASSEMBLYMAN OTLOWSKI: Thank you very much, Professor.

PROFESSOR SCHREIBER: Thank you.

ASSEMBLYMAN OTLOWSKI: May we hear from Dennis Hett, please?
DENNIS R. HETT: Thank you, Mr. Chairman. I will be brief. For the
record, I am Dennis Hett, Executive Director of the New Jersey
Association of Non-Profit Homes for the Aging, which represents 102

not-for-profit facilities, among which are ten of the county homes.
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ASSEMBLYMAN OTLOWSKI: Excuse me, before you begin, are these
non-profit organizations building new facilities? Are they building
any new facilities at the present time?

MKR. HETT: Yes.

ASSEMBLYMAN OTLOWSKI: There are?

MR. HETT: There are some new facilities being built. Same
expansion is going on.

ASSEMRT.YVAN OTLOWSKI: Off the top of your head, how many are
being built?

MR. HETT: Do you mean in the non-profit sector alone, or in
the sector as a whole?

ASSEMBLYMAN OTLOWSKI: Is there anyone here fram the
Department of Community Affairs? (no response) Do me a favor, David
(speaking to staff aide) get in touch with the Department of Cammunity
Affairs tomorrow.

PROFESSOR SCHREIBER: Mr. Chairman, they have no relatives in
nursing homes.

TTLONSKI:  Excuse me, Professor?

PROFESSOR SCHREIBER: In terms of nursing homes, Community
Affairs has no relevance to nursing homes.

ASSEMBLYMAN OTLOWSKI: This 1is something else. This
triggerea off something that I was supposed to do yesterday, and I did
not do it.

David, will you get in touch with Commissioner Renna's office
and tell him -- ana I am sure I am speaking fOr the other Committee
memoers -- that we will sponsor a method of financing. The present
method of financing nursing homes does not work. Let them come up with
a workable scheme and we will sponsor the legislation.

MR, HETI: If I may go along on that tangent, we would like
to be able to participate in that because many of our facilities have
reported having trouple with getting their ponds rated.

ASSEMBLYMAN OTLOWSKI: Great. That is very important. When
we get that memorandum, and when we refer it to Legislative Services to
draw up the bill, we will call upon you for your help. In that way we
will get a working bill. |

MR. HETT: Oxay,

P

fine., Tnanx you.
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As I was saying, the Association represents 10 of the county
homes, and we are in full support of peer grouping. We have been in
support of this concept for some time. We have litigated the issue
in the case of Twin Oaks versus the Commissioner of Human Services,
which was decided in 1982, At that point, it was suggested that
legislation be sought, so we have consistently supported this concept.

ASSEMBLYMAN OTLOWSKI: Dennis, let me ask you another
question.

MR, HETT: Certainly.

ASSEMBLYMAN OTLOWSKI: I want to speed this up a little bit.
What is your position on peer grouping?

MR. HETT: We support peer grouping on the basis that it
helps the counties in the support of their homes. The counties, just
because of the nature of county hones -- civil service, longevity,
inefficiencies of layout, and not so mucn the age of the plant as the
way the plant is laid out because there are very small units and,
therefore, they are inefficient -- some other treatment. Applying the
costs of voluntaries and proprietaries is not the way to do it.

ASSEMBLYMAN OTLOWSKI: So, from where you sit, you are in
favor of peer grouping?

MR. HETT: Yes, we are.

ASSEMBLYMAN OTLOWSKI: Did you want to add something else to
your testimony, Dennis?

MR. HETT: Yes, 1 just wanted to say we should not confuse
the issue of heavy-care with this. Tnere is some overlap but—-

ASSEMBLYMAN OTLOWSKI: Are vyou saying that 1t snould be
treated separately?

MR. HETT: Yes, it should be.

ASSEMBLYMAN OTLOWSKI: I agree.

MR. HETT: Let me give you a little more fuel for that.
We are seeing more and more of the rising prevalence of dementia, such
as Alzheimer's Disease, as a trigger for institutionalization. That is
a whole different pall game. It requires more nursing personnel -- not

just nurses but aides as well.
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In addition to that, the nursing home population is becoming
sicker, not just because of DRGs, but because of the beefing up of the
boarding home industry you are promoting through yesterday's
legislation, and because of better case management as well.

We will see a heavier reliance on nursing homes in the
future, and we are also going to have other alternatives.

Finally, on the issue of home and community-based services,
you shouild =zswisosly considsr working op = "nursing hame without walls"
program to supplement this. Currently, most homes and community-based
services are provided by organizations that do not necessarily have
expertise in geriatric care; whereas, some qualified nursing homes
could serve as providers in that instance.

I would direct you to tne New York State Nursing Homes
Without Walls Program as an example. I would recommend that program to
you very hignly.

ASSEMBLYMAN OTLOWSKI: I hope that you will stay with us
because we are going to be developing new legislation. I hope you will
cE e 3l L0 222y Ge L. 220 .2 of help to us.

MR. HETT: I certainly will.

ASSEMBLYMAN OTLOWSKI: Dennis, thank you very much,

MR. HETT: Thank you, sir.

(see appendix, page 96x for bMr. nett's written statement)

ASSEMBLYMAN OTLOWSKI: May we hear from Victor Kattak,
please?

VICTOR KATTAK: Mr. Cnairman, in the interest of brevity I will keep
it kind of--

ASSEMBLYMAN OTLOWSKI: Victor, in the interest of brevity and
in the interest of time, I need your help. Rather than read your
statement, will you just summarize it, please?

MR. KATTAK: Yes. I am also wearing two hats today. I am
the Executive Director of a long-term care facility in Passaic County,
and I am the Chairman of the New Jersey Nursing Home Association.

We aeveloped this program in the early '80s with the help of

Samuel Klein Associates. pmr. Honig, Mr. wWalters, and Mr. Potkin set

the guidelines for putting together the information and data we needea



to present to the State Department of Health. Thanks to Mr. Russo, who
directed us, we put together this data in the interest of getting the
information they needed to pursue peer grouping.

Basically, everyone has said just about all that has to be
said.

ASSEMBLYMAN OTLOWSKI: Are you in favor of it, from where you
sit?

MR. KATTAK: I am in tavor of it, and I direct my statements
to Mr. Fay, who saw just about everything he could see in county
homes. 1 say as an administrator that this peer grouping is a must in
order for us to keep progressing in the long-term care field. In order
to maintain a steady pace with the DRGs and the change in the delivery
of health care services in the State of New Jersey, we need help fram
the counties for us to continue to gilve better gquality care to our
patients.

ASSEMBLYMAN OTLOWSKI: Do you agree with some of the things
that have been said here? For instance, it has been said by the
nursing home people that peer grouping should be treated separately,
and that very sick patients are a separate issue. Should that be
treated separately, in your opinion?

MR. KATTAK: Absolutely. I believe it is a different concept
and it should be treated as such.

ASSEMBLYMAN OTLOWSKI: Is there anything else you want to
add?

MR. KATTAK: No. Many of the administrators are here today
‘and I want to thank them for coming to add their support. I hope this
becomes a reality because we have been working on it for a long time.

ASSEMBLYMAN OTLOWSKI: I am glad you mentioned that. I just
want to point out something the Professor said. You know, we are all
in this together. I think we have reached the point where we are all
working together. If we can keep this pace up, I think we will really
have something here in the State of New Jersey.

Victor, thank you very mach.

MR. KATTAK: Thank you very mucn,

(see appendix, page Y8x for Mr. Kattak's written statement)
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ASSEMBLYMAN OTLOWSKI: May we hear from James Jordan? Jim,
do you want to tell us who you are and what organization you represent?
JAMES W. JORDAN, JR.: Thank you, Mr. Chairman. I am James Jordan. I
am the Director of the Department of Health and Rehabilitation in Essex
County. I will also make my comments very brief. I would just like
to—-

ASSEMBLYMAN OTLOWSKI: Thank you very much.

nery v k!
filel

JORDAN: I understand the bime constraints,

ASSEMBLYMAN OTLOWSKI: (Uf course, in your case there will be
special allowances made because of the size of your county. But,
nevertheless, thank you very much.

MR. JORDAN: I think most of the comments in support of peer
grouping have been made. We strongly support this concept.

ASSEMBLYMAN OTLOWSKI: Do you think it is going to be very
helpful to you?

MR. JORDAN: Definitely; it will be. The original concept,
which has been negotiatea over a four-year period, was to provide

Dotet omo Ut nursing nomes - - o) vecognize that county nursing
homes have a higher operating cost.

ASSEMBLYMAN OTLOWSKI: Do you also think that the Freeholders
should be the ones who determine how the money should be used —— you
know, the savings?

MR. JORDAN: We feel very strongly about this point. We
think the Freeholders should determine how the additional revenues
should be expended. In the original negotiations, the counties agreed
to forgive the State of its 50% share in additional reimbursements. Wwe
feel the State Department of Human Services should not be in the
position of determining how the Federal dollars -- the new revenues
coming to counties -- should be expended.

ASSEMBLYMAN  OTLOWSKI: That should be 1left to the
Freeholders?

MR. JORDAN: That should pe for the Freeholders, and in my
form of government, the County Executive.

ASSEMBLYMAN VISOTCKY: Without limitation? Shoula they have

the discretion to use it for any purpose they want?



MR. JORDAN: The original concept was to provide relief to
counties because they have higher operating costs when running these
nursing homes. Now this concept has been expanded at the 11th hour to
include providing community-baseda services.

Now, we recognize there 1is a need for additional
community-based services; everyone recognizes that. However, we are
trying to maintain the services we are currently providing. We think
these dollars should be used for that purpose. That is what peer
grouping is all about.

An additional use of Federal dollars, which should be caming
to counties for community-based services, is not the intended purpose.

ASSEMBLYMAN OTIAWSKI: Jim, we were talking about one other
thing. My bill is flexible in the whole area of how the money should
be used. Do you want it to remain that way?

MR. JORDAN: Yes, I do. I think that would help most of the
counties.

ASSEMBLYMAN OTLOWSKI: Is there anything else you want to add
at this point, Jim?

MR. JORDAN: No, I would just like to support the comments of
the Professor. I think he mace some very important comments. In Essex
County, we have a very active Relatives Association, and we include
them in the budget process. We think that an active organization, such
as this one, only helps to improve the guality of services given.

ASSEMBLYMAN OTLOWSKI: Just to amplify that remark, obviously
tne Professor is talking as someone who 1s greatly concerned; he is now
experiencing this personally. We want to taxe that roaa. I think we
took a giant step yesterday. Hopefully, we will get to some of those
problems by the end of the year.

MR. JORDAN: I think that major progress was made yesterday
by this Committee. We would not like to see the issue confused because
peer grouping 1is important to oounties, ana it will provide some
relief, although the reimbursement rate 1is not the major factor;
quality of care is the major factor. This will certainly provide
relief. It will help counties to continue to maintain these services.

ASSEMBLYMAN OTLOWSKI: Assemplyman, ao you have a guestion?



ASSEMBLYMAN VISOTCKY: Do you know how much of a savings this
would actually bring to Essex County?

MR. JORDAN: We estimate approximately -- based on last
year's rates — $2 million. That is a significant amount.

ASSEMBLYMAN VISOTCKY: Thank you.

ASSEMBLYMAN OTLOWSKI: Jim, thank you very much.

MR. JORDAN: Thank you.

(see aprandiv. nage iCix <o Mr, Jordan's written statement)

ASSEMBLYMAN OTLOWSKI: May we hear from Robert B. Knapp,
please?

ROBERT B. KNAPP: Thank you, Mr. Chairman and ladies and gentlemen of
the Committee, I also, for the sake of brevity, will submit my
statement to the members.

ASSEMBLYMAN OTLOWSKI: May we have one, please?

MR. KNAPP: Absolutely, sir.

I will attempt to glean the important issues that we in
Hudson County feel ought to be put on record today.

..,  nal .. Z2cobert Knapp, and I am Assistant to
William J. Jones, Director of the Hudson County Department of Health
and Social Services. In this capacity, I have been requested to
testify here today in his behalf, and also in behalf of Edward F.
Clark, Hudson County Executive.

We agree with our colleagues in the nursing home field that
peer grouping and your legislation is necessary and vital. It is a
vital piece of legislation which will penefit the county's citizens.
However, it is important for us to add a caveat to this: We strongly
object to the method the State has chosen to permit the funding of peer
grouping and Medicaid payments.

It is our understanding that for a peer grouping payment to
be made under the Medicaid Program, the counties would be required to
pay a 50% State share of tne Medicald dollars in order to draw down the
50% in Federal dollars.

We strongly object to the State's subterfuge and effort to
put tne counties into the Meaicaid payment business.

As you know, statisticse show that Hudson County has the

lowest per capita inoome it tne State of New Jersey,



Once pefore, the State Department of Human Services and the
ICF/MR Program misled the State Legislature by creating a program
whereby the ICF Program was created under the subterfuge of bringing in
Federal dollars. However, a review of that Program will clearly show
that while some Federal dollars were brought into the State of New
Jersey, counties were still billed additional moneys for the care of
patients and there was no reduction in the cost of operations, making
it appear as though no Federal moneys were received.

In effect, while some moneys were brought into the State,
these moneys did not reduce the cost of operations to the counties nor
to the taxpayers. Consequently, we are concerned that the suggested
method of paying for the legislation through Medicaid will become
another "monkey trap" and the counties will once again be put in a
position of paying for Medicaid when, clearly, the enabling legislation
for Medicaid demanded that Medicaid be a State/Federal program,
without county participation -- and we stress "without county
participation,"

The announcement for this public hearing made reference to
"other State legislation." In representing Mr. Clark, Director Jones,
and myself, I would like to say that we feel very strongly about the
proposed piece of legislation with regard to deficiencies and the
withholding of Medicaid moneys which has been publicized in the local
papers. We object strongly to any legislation which would withhold
Medicaid moneys for a litany of deficiencies, as promulgated either by
the Department of Health or Medicaid personnel.

We feel there is a complete misunderstanding regarding the
use of deficiency reports and the meaning of deficiencies, or, in fact,
the fairness of deficiencies.

Many deficiencies have to do with the geographic architecture
of the facilities. Consequently, Hudson County's facilities, because
of their nature, are subject to deficiencies and criticism. We would
obviously object to the withholding of Medicaid funds until a new
structure is built.

We also object to the interpretation of the 514 standards

that are not subjected to uniform interpretation. If one inspector



ASSEMBLYMAN CUPROWSKI : Okay. The bill basically says,
"...to correct life-threatening violations." Are you opposed to that?

MR. KNAPP: Absolutely not. What we are opposed to—

ASSEMBLYMAN CUPROWSKI: That's what the bill says; that is
why I am asking.

MR. KNAPP: No, we are in favor of correcting every
deficiency, from life safety to the most minor deficiency involving
patient cars 277 ohysical plant. However, in our opinion, the
withholding of Medicaid moneys is not the answer; it 1S not the type of
procedure which should be followed. ‘

ASSEMBLYMAN CUPROWSKI: Even in life threatening situations?

MR. KNAPP: Depending on the situation.

ASSEMBLYMAN CUPROWSKI: Well, I am telling you what the bill
says now, as of yesterday. The bill says that they will not be able to
withhold the money; we used the co-signer procedure. The Commissioner
of the Department of Human Services would have to co-sign where there
are life-threatening situations, and they would have to be corrected.
memt ig wnam vt o0 ] e

ZQSEMBLY. AN CTLOWSKI: Assemblyman, 1 think it would be
beneficial for you to make the bill with the amendments available so
that Mr. Knapp can get a complete understanding of the bill. As you
pointed out, the amendments change some of the things he was
complaining about in his testimony. Am I correct about that?

ASSEMBLYMAN CUPROWSKI: The intent of that bill was never,
ever to withhold the Medicaid money simply because three light bulbs
were out. That was never the intent of the bill, regardless of how
some people might have interpreted it.

To clarify the bill, we made amendments, Mr. Chairman. It
would only be done under "life-threatening conditions and violations."
Then, and only then would that part of the bill be exercised by the
Commissioner on a co-signing basis.

ASSEMBLYMAN OTLOWSKI: I would suggest that the bill, with
the amendments, be maae available to Mr. Knapp. All right?

MR. KNAPP: Thank you, sir. _

ASSEMBLYMAN OTLOWSKI: Just one thing: You are in favor of

peer grouping for the counties, aren't you?



MR. KNAPP: Yes, except in the area of requiring counties to
produce 50% of the money in order to draw down the Federal end of it.
In fact, our position is that if there is any draw-down, or any
advancement, the State snhould proviae that 50%.

ASSEMBLYMAN OTLOWSKI: I'm pretty sure that has been worked
out with the counties. You will not pe hurt by that. Again, one of
the groups we were working with was the county officials, and I think
there is an understanding regarding that issue. I suggest you talk to
the Freeholders' Association because I think we have a complete
understanding about that.

The anxiety that you express is no longer there. Will you
talk to them about that?

MR. KNAPP: Will that be a part of the bill, sir?

ASSEMBLYMAN OTLOWSKI: Yes.

ASSEMBLYMAN CUPROWSKI: Mr. Chairman?

ASSEMBLYMAN OTLOWSKI: Yes?

ASSEMBLYMAN CUPROWSKI: Can we have staff indicate what the
potential savings would be for dudson County under this particular
legislation?

ASSEMBLYMAN OTLOWSKI: Yes. David Price, will you get
someone 1in Legislative Services to work that up so it can be made
available to Assemblyman Cuprowski? In turn, he can make it available
to Hudson County.

MR. PRICE: It is $7 million dollars.

ASSEMBLYMAN CUPROWSK1: Half of that is $3-1/2 million.

ASSEMBLYMAN OTLOWSKI: What is the figure for hudason County?
Will you say that again?

MEMBER OF AUDIENCE: It is $7 million Federal and State;
$3-1/2 million is the State portion.

ASSEMBLYMAN OTLOWSKI: Assemblyman, are you satisfied with
that?

ASSEMBLYMAN CUPROWSKI: Knowing those numbers, I just want to
know what the position of the county is at this point. I assume the
county will support and welcome this pill,
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MR. KNAPP: Absolutely. That was in my statement. However,
our reservation was the requirement for the county to advance the 50%.
That was our concern.

ASSEMBLYMAN OTLOWSKI: Again, I would suggest, Assemblyman——

ASSEMBLYMAN CUPROWSKI: Mr. Knapp, I just wanted to--

ASSEMBLYMAN OTLOWSKI: Excuse me. You know, Assemblyman, the
testimony made here has been worked out with the Counties' Association.

RS .m0 CUNEGRERI: 1 understana that.

ASSEMBLYMAN OTLOWSKI: I think you should check with them
to see if Huason County has any differences with the Association.

MR. KNAPP: I'm sorry. The Association of--

ASSEMBLYMAN OTLOWSKI: Of Counties.

MK. KNAPP: That is the Freenholder--

ASSEMBLYMAN OTLOWSKI: Right.

MR. KNAPP: Well, they didn't make it Known.

ASSEMBLYMAN OTLOWSKI: They were the group we called upon
when working this whole thing up. All right?

G557 BLYMAN CU0 L l: 0 Towniak the guestion remains whether
we are talking about saving $3-1/2 million or $7 million; is that the
position you are taking?

MR. KNAPP: No. Again, we are in favor of peer grouping.
However, the one caveat we wanted to bring to your attention was the
requirement for the counties to come up with that 50%. The Chairman
has now indicated that this has been worked out.

ASSEMBLYMAN OTLOWSKI: Withh the counties.

MR. KNAPP: With the counties.

ASSEMBLYMAN OTLOWSKI: Yes, and they are satisfied.

MR. KNAPP: We were not aware of that.

ASSEMBLYMAN OTLOWSKI: I don't know if Hudson County has any
objection to this in view of tne fact that it was worked out by the
counties.

ASSEMBLYMAN CUPROWSKI: I assume they would have some input
into the county organization that is supposed to represent them.

MR. KNAPP: Neither the County ExXecutive nor the Departiment

head was informed of any type of--

56



ASSEMBLYMAN OTLOWSKI: I suggest you take that up with them,
and if there is any difference then talk with your Assemblyman, all
rignt?

MR. KNAPP: Thank you very much.

ASSEMBLYMAN OTLOWSKI: Thank you.

May we hear from Nathan Honig, please?

ASSEMBLYMAN CUPROWSKI: Mr. Chairman, while Mr. Honig is
sitting down, would the representative fram the counties like to
comment on Mr. Knapp's concern regarding input from Hudson County?

MR. KATTAK: The counties have all received a letter
stating—-—

ASSEMBLYMAN OTLOWSKI: Wait a minute. Please come up to the
front so we can get your comments on the record. These girls are good,
but they are not that good. Will you give us your name, please?

MR. KATTAK: Yes. I am Victor Kattak.

ASSEMBLYMAN OTLOWSKI: Assemplyman, what is your question?

ASSEMBLYMAN CUPROWSKI : Based on the comments made by Mr.
Knapp about the lack of input from Hudson County into the County
Association, I thought the Association would like to comment on or at
least clarify that matter.

MR. KATTAK: I woula like to clarify that if the gentleman
has not been privy to the information. We have all received this
information through the NJAC, plus a caveat or a stipulation that 50%
of the funds were to be used by the county for community based
programs.

We are working with tne Department of numan services to come
up with programs where we would use 50% of the funds allocated
according to the figures given to us by the Departiient of Health, for
the community-based programs; that is what we are all doing now. This
information has gone to the Freeholders of each county through the
Association.

ASSEMBLYMAN OTLOWSKI: SO, Mr. Knapp should go back to his
Freeholder representative?

MR. KATTAK: I believe so. I believe everyone has that
information. We are working very hard to try and get this in before

July 31. Thank you.

57



ASSEMBLYMAN OTLOWSKI: 1Is that all right, Assemblyman?
ASSEMBLYMAN CUPROWSKI: Yes. Thank you.
(see appendix, page 106x for Mr. Kattak's written statement)
ASSEMBLYMAN OTLOWSKI: Mr. Honig?
NATHAN HONIG: Mr. Chairman and Assemblymen, my name is Nathan Honig.
I am a partner in the firm of Samuel Klein and Company, Certified
Public Accountants of Newark, New Jersey. Our firm has been engaged by
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the  countles wnich Cgperate nursing homes. If I go any
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deeper into descripbing our engagement, I will be accused of giving a
conmercial. .

ASSEMBLYMAN OTLOWSKI: Excuse me. Let me ask you a question
SO we know what you have submitted here. First of all, you gave us
statement.,

MR. HONIG: That's right, sir.

ASSEMBLYMAN OTLOWSKI: Attached to your statement is the
Medicaid Reimbursement Position Paper: "The Indispensable Need for a

Peer Groupiig for County Operated Nursing Homes in the State of New
JSive, . who. is thac?

MR. HONIG: That was prepared for the County Nursing Home
Administrators' Association, to provide them with technical assistance
in connection with the peer grouping program, and the need for the peer
grouping program. So, there is a lot of technical information in that
document presented to the County Administrators' Association.

ASSEMBLYMAN OTLOWSKI: Thank you very much.

MR. HONIG: Most of the points I make in my short statement
have alreaay been covered by previous speakers. However, I would like
to mention one thing that I closed my statement with: The case for
peer grouping is documented in our report -- the one you just referred
to, Mr. Chairman -- and the Governor, in his State of the State
Message, recommended the adoption of peer grouping.

Of course, I urge the Committee and the Legislature to adopt
the legislation that was discussed here today.

ASSEMBLYMAN OTLOWSKI: You are in favor of the legislation,

and you are speaking for what group?



MR. HONIG: I am speaking as a member of a firm which is
working with the County Nursing Home Administrators' Association, and
also as a member of the firm that represents 14 of the 18 counties
which operate nursing homes in the peer grouping effort.

ASSEMBLYMAN OTLOWSKI: So, you are speaking for a wide range
of groups?

MR. HONIG: Yes, sir.

ASSEMBLYMAN OTLOWSKI: And, those groups, through you, are in
favor of peer grouping?

MR. HONIG: All 14 of the 18 counties are in favor of peer
grouping. I assume those we do not represent are also in favor of the
concept.

ASSEMBLYMAN OTLOWSKI: You want the bill to remain as it is
so the counties have the flexibility to use discretion when using that
money?

MR. HONIG: In our opinion, the County Freeholders, who are
closest to their constituents, should have the authority, as elected
officials, to use those funds to the pest of their apility and
determination.

ASSEMBLYMAN OTLOWSKI: Let me ask you this: You sat here--
Thank you for your patience because with the exception of people who
submitted their names this morning in order to be heard, you are the
last of the people to be heard. I want to express my appreciation for
your patience.

From what you heard today, do you have anytning special to
add for the record?

MR. HONIG: No, I do not. I think what had to be said on
this topic has already been said by the previous speakers. I can only
urge adoption of the legislation.

ASSEMBLYMAN OTLOWSKI: Speaking for the Committee, I want to
thank you for your comprehensive approach to this matter. I am sure
this will be of great importance to our staff people, and also to the
ultimate design of the bill when it is implementated.

MR. HONIG: Thank you, Mr. Chairman. I have some letters
here that were received on this matter.

ASSEMBLYMAN OI'LOWSKI: May I have them, sir?
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MR. HONIG: You many have this, and I think it would be
interesting forithé Committée to have this information.

ASSEMBLYMAN OTLOWSKI: Yes. Are you giving us the whole
thing?

MR. HONIG: Yes.

ASSEMBLYMAN OTLOWSKI: For the purpose of the record, Mr.
Honig 1is submitting letters which were sent to the Department of
Ti. sstiers Sdeal with this entire subject.

MR. HONIG: Yes, sir.

ASSEMBLYMAN OTLOWSKI: As a matter of fact, they are also
supplemented with statistical data.

ASSEMBLYMAN OTLOWSKI: Yes, statistical data regarding the

Community seovicez.

amount of distribution the counties may expect.

ASSEMBLYMAN OTLOWSKI: What 1is this model letter of intent
for peer grouping? |

MR. HONIG: It is a letter of intent that was requested by
the Department of Human Services. It is to have the counties which
Speraly tu Llng ez | anit themselves . zgarding some of the matters
discussed 1in the letter. I do not know the extent to which those
commitments have been made.

ASSEMBLYMAN OTLOWSKI: Thank you very much.

MR. HONIG: Thank you. I appreciate the opportunity to
appear before the Committee.

ASSEMBLYMAN CUPROWSKI: Mr. Chairman, one quick gquestion:
Mr. Honig, I believe your study includes the Hudson County Hospitals
—— Pollack Hospital and Meadowview Hospital — is that correct?

MR, HONIG: Yes.

ASSEMBLYMAN CUPROWSKI: Thank you.

ASSEMBLYMAN OTLOWSKI: Does it include Roosevelt Hospital?

MR. HONIG: No, it does not. I believe that the Freeholders
may be acting on a resolution to have it included.

ASSEMBLYMAN OTLOWSKI: How about Essex and Union Counties?

MR. HONIG: Yes, Essex and Union Counties as well.

ASSEMBLYMAN OTLOWSKI:  Just as a gratuity, why don't you
write to Freeholder-Director Capestro and tell nim what you have done

with the other counties?

60



MR. HONIG: Yes. We have been in touch with--

ASSEMBLYMAN OTLOWSKI: Because I think you have done a very
thorough job.

MR. HONIG: Thank you, sir.

(see appendix, page 114x for Mr. Honig's written statement)

ASSEMBLYMAN OTLOWSKI: Thank you very much.

May we hear from Robert J. Collins, Monmouth County?

ROBERT J. COLLINS: In the interest of time, Mr. Chairman—-

ASSEMBLYMAN OTLOWSKI: I notice you are doing that now by
talking while you are walking. (laughter)

MR. COLLINS: I didn't know if I would be able to attend
today, so I sent you a letter. It should be in your office right now.

ASSEMBLYMAN OTLOWSKI: Robert, will you give us your name and
tell us who you are representing?

MR. COLLINS: I am Ropert J. Collins. I am the County
Administrator of Monmouth County. We are one of the 18 eligible
counties; however, we did not retain Samuel Klein. I just met with
them, and we support what they have done.

I was asked specifically to come before your Committee to let
the other counties know that although we have not been as active as
sbme, we do support peer grouping.

ASSEMBLYMAN OTLOWSKI: You are speaking for Monmouth County,
and Monmouth County supports it?

MR. COLLINS: Yes, we do. We would prefer flexibility; it
should be the Freeholders' decision on how the funds would pe--

ASSEMBLYMAN OTLOWSKI: I an sure the pill is going to stand
that way. That is the general consensus. I do not think that there
will be any change in that.

Thank you very much, Robert.

MR. COLLINS: Thank you.

ASSEMBLYMAN OTLOWSKI: May we now hear from Ann Miner? Ann,
thank you for all your help this morning.

Senator Fay just reminded me that I have to be somewhere else
at 1:00. If I do not get the chance to wrap this hearing up —— and I

hope I do -— I an going to ask Asseblyman Cuprowski to wrap it up.
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Ann, will you give us your name and tell us who you
represent, please?
ANN MINER: I am Ann Miner. I am the Director of Human Services for
Mercer County. I am speaking on behalf of County Executive, Bill
Mathesius. You have our letter. We support peer grouping. We sent a
letter to the State, stating that we support peer grouping.
The County Executive is concerned. He feels that elected
-— the County Executives and ithe Boards of Freeholders --
should be allowed to have the flexibility not only to expand but also
to shore up. One of the issues we have raised on several occasions is,
we have nursing homes, home-health programs, and a variety of other
comnunity-based programs in our county that need shoring up. Rather
than simply expand, we need the flexipility and the ability to keep our
base solia, without building on top of it.

That is basically what the County Executive's letter says.
In Mercer County, we do not feel that we are mandated to any particular
amount. From what I understand, and from what has been said today,

L oot ...hweould not mandate a specific amtunt. We agree. We do
not need a mandate, either fram the Legislature or fram the Department
of Human Services.

We have worked very closely with the Department throughout
this process. One of our Freeholder-bDirectors spoke with you earlier
this morning. He has been heavily involved with the NJAC position, and
we are supportive of having maximum flexibility.

If you have any questions, I will be glaa to answer them.

ASSEMBLYMAN OTLOWSKI: Ann, thank you for all your help this
morning. I really appreciate it. If we need anything, I am sure we
can call on you.

MS. MINER: Dave always knows how to reach me.

ASSEMBLYMAN OTLOWSKI: Thank you very much.

MS. MINER: You are welcome.

(see appendix, page 159x for County Executive Bill Mathesius' letter)

ASSEMBLYMANN OLLOWSKI: May we hear from Patricia Devaney?
Patricia, do you want to give us your name and tell us who you

represent? You have come a long way -—- from Cape May.



PATRICIA A. DAVANEY: Yes. I am Pat Davaney, and I am the Human
Services Administrator for Cape May County. I did travel two and
one-half hours to make this meeting; and, yes, it was hard to leave.

In light of the distance I had to travel, I would like to
read the statement my Freeholder-Director, Gerald Thornton, who also
oversees the Department of Human Services, would like me to read to you
today.

ASSEMBLYMAN OTLOWSKI: How many pages is it?

MS. MINER: Two.

ASSEMBLYMAN OUTLOWSKI: Please be brief.

MS. MINER: It will be the briefest thing you have ever
heard.

ASSEMBLYMAN OTLOWSKI: Okay, read it. Anyone who comes fram
Cape May has a right to read "Gone With the Wind." (laughter)

MS. MINER: First and foremost, we are in support of peer
grouping. We think it is a recognition of the cost assumed by county
facilities in providing nursing home care to a population not served by
the private sector.

Although we do recognize the right of county government to
control its resources, we also recognize the county's responsibility to
provide a cammunity care system that is rational ana responsive to the
long-term care needs of its residents. So, we appreciate the fact that
there will be moneys directed into Human Services, or cammunity-based
services, and, as I understand from the legislation, there will be no
specific amount establishea for that purpose.

In addition, we think one of the benefits of the compramise
worked out between NJAC and the Department of Human Services regarding
the philosophical and the practical aspects of peer grouping is the
introduction of and dependence upon the Human Services Advisory
Councils, which can bring a community perspective into the advocacy and
service development portion of this plan.

Accordingly, we would like to see the negotiation aspect of
this continued. This would serve to prevent legislation fram
addressing or requiring that specific criteria be placed on the

counties. It woula allow us to use maximun participation and



flexibility in whatever decisions the counties make, in terms of where
services should be developed. ‘ ' "

ASSEMBLYMAN OTLOWSKI: Let me ask you this: Your Board of
Freeholders favors peer grouping? '

MS. MINER: Absolutely.

ASSEMBLYMAN OTLOWSKI: They favor the discretionary aspects
that are in this bill?

MS. ®INER:  Yes. ohev do.

ASSEMBLYMAN CTLOWSKI: They want the Freeholders to have the
ultimate authority in how the savings can be used?

MS. MINER: Yes.

ASSEMBLYMAN OTLOWSKI: Is there anything else you want to
add?

MS. MINER: No, there isn't; not at this time

ASSEMBLYMAN OTLOWSKI: I want to thank you very much for
coming here, Patricia, and for the distance you traveled and the
patience you have exhibited by staying with us throughout this hearing.

A S@i. Ly Sesh oL o T - TTave woury “Tis hearing up
today. I am very pleased with the hearing. I think we received a lot
of benefit from it. As a matter of fact, when the record is analyzed
by our staff people, I think we are going to learn a lot.

I am particularly pleased by the fact that there was a great
sense of harmony thoughout this hearing. I can't believe the luck we
are having with some of these hearings in the past few days.

I would 1like to thank everyone who has done his or her
homework, and for being so helpful to us. You will be kept posted as
this issue develops. Thank you very, very much. The hearing is now
concluded.

64



APPENDIX






APPENDIX "A"



—

—

! rD/ A’ ot 10400 Connecticut Avenue, Suite 300
Annacels Legisiative o mims

CTEER :-::f 2zivimore iine: 7924837
L. imelcolm 3cdrian, C.ALE.

Rep Or‘t | ~ Executive Director
from the “HEalth Facilitiés Association of Marytand |

April, 1985 FINAL REPORT: 1985 Session:

HFAM, IN BEHALF OF ITS NURSING HOME MEMBERSHIP, LOGS A

NEAR-PERFECT SESSION: BUDGET FUNDS MEDICAID REIHBURSEHENT

SYSTEM,..CCST CONTAINMENT MEASURES DO NOT PENALIZE NURSING HOMES.

PURTTIVE BILLS, INCLUDING CASH FINE MEASURE, ALL DEFEATLD

HEDIC& 1D BuDcEy, rY Ro:  =ras Jounc conuinued Legisiative support for the State's

’2i:il22‘b9gﬂ;_ﬁL£_¢0£%€6$Tﬂg—+%e¢ﬁ—9~£i£Sw{O~adequate\y serve heavy speC4al patlents.

Medicaid nursing home payment formula...as the budget committees of the Legislature
accepted without cuts the Governor's budget to fund the program through the fiscal
year which begins next July lIst, HFAM's analysis of the program, contained in a
widely-circulated White Paper, showed occupancy statewide averaging 96.9%, with
Hedicaid patients gaining access to nursing hane care. Our data showed hospital
lengths of stay for heavy care patients continue to drop, as nursing homes are
encouraged to admit these patients. And, contrary to some claims, we proved that

— L. -
~ .
~

END OF PRIVILEGED STATUS FOR é HOSPITAL-BASED NURSING HOMES: As expected, the N
Legislature declined to extend the special reimbursement status for these homes,
and voted anssead to puase them into the nursing home reimbursement system over a

F ol cmmm i e D Tl e s e amiend teal A e b ,lodnompnt that these fac|‘|t'es

maT To3ts EnoTaEoma@tziy JRh mignar fnen frzz-zcancing facilities, despite their :

delivery of about the same level of care. In related action, the Legislature

rejected a move by the Hehrew Home of Montgomery County for special reimbursement

based upon the fact that it maintains a fulltime in-house medical staff, —”///// N
e e e e

GOVERNGR'S PACKAGE OF HEALTH-COST CONTAINMENT MEASURES: As you know from our

Newsletters, HFAHM has been tracking this project since last August, and testified
before the Governor's Commission last October, showing that it was poor economics
and contrary to patients' interests to convert empty hospital facilities to nursing
home care. As a result, the report of the Commission and the legislation to
implement these recommendations anitted such recommendations. Instead, hospitals
arc encouraged to merge, consolidate or close unused facilities, or convert them

to non-health uses.

Having won that argument, even before the Legislative session began, HFAM next
turned to the unfavorable impact @ proposed moratorium on new CON awards would
have on our field. We found most legislators sympathetic to our pleas for more
nursing home beds, based upon their experiences with constituents who cannot find
a nursing home with vacancies to permit admissions. As a result, the temporary
moratorium on CON awards, from now thru October lst, 1985, exempts nursing homes.
Further, the Legislature rejected the Governor's proposal for authority to impose -
moratoriums in the future, in cases of excess capacity.

The State's health plannine agency, anc its cumbersome and restrive Certificate-

of-tieed process, have come in for bitter Legislative criticism. The abrupt firing

of its fxecutive Director early in the Sessicn, and its inegbility to convince
lecisiators of its validity, have co-poundec its gretlerms, The Senate Finance
Committee has scheduled a major review of the entire health planninc law during

.o \
(Cersince?)
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Eackground Report: December, 1984,

PREFERENTIAL REIMBURSEMENT FOR 6 HOSPJTAL-BASED NURSING HOMES:
SHOULD THIS AUTHORITY BE EXTENDED BY THE 1965 LEGISLATURE?

KNO...is emphatic conclusion of state-comnissioned Consultant, who recommends
they be included in our Nursing Home Medicaid Reimbursement system with only
''very slight modifications'...plus a L-year phase-in to ease the financial shock.

The Maryland General Assembly, at its 1985 Session, must consider the issue of
special Medicaid reimbursement for 6 hospital-based nursing homes. New legislation
will be required to retein the system of paying these facilities the rates set by
the Health Services Cost Review Commission.

Under mandate from the Legislature, the Dept. of Health & Mental Hygiene awarded a
contract to the prestigeous Cambridge, Mass. consulting firm, Abt Associates, Inc.
to compere hospital-based (HB) and free-stancing (FS) comprehensive care facilities
in Maryland, to enable the Department to advise the Legislature. The report of the
consultant was made public on November 28, 1984,

Abt Associates, Inc. recommended that hospital-based facilities be included in a
very slightly modified version of the free-standing system, even though this 'will
cavse a drastic rate decrease for these facilities"

The consultant reviewed the patient mix of each of the HB facilities, and compared
the data with a similar sample of 20 FS facilities. It also reviewed their cost
reports and appraised their buildings. The state's patient classification instru-
ment was modified to collect additional information on patient condition. The
consultant found ''enormous differences in costs' between HB and FS facilities =~
with HB facilities experiencing costs about 75% higher than FS facilities.

Basis for the consultant's recommendation: ''The basis of our recommendation is that
the enormous differences in costs between HB and FS facilities are only slightly
based on patient differences, and those differences are in fact addressed through
the current FS system. Differences in costs between HB and FS facilities are
primarily differences in philosoohy, mission, and amenity level."

Abt Associates continued: ''Maintaining a separate system for HB facilities is to
maintain a separate system for them primarily because they are more expensive.,'' It
szid "in the long run this is inecuitable to facilities providing similar services
and to patients who have similar conditions but did not have the cocd fortune to be
In these more expensive facilities with a higher amenity level."

Turning to the question of a patient mix of heavier-care patients &s justificaticn

for receiving hicher rates, the consultant saic: '"With recard to patiert mix, we found
thet, overall, the patient mix of these (KE) facilities was not materially different
‘rom that found in FS facilities. lt noted that the existing FS reimbursement
formula, Sased on ar estimate of the a~cunt of rursirg time recuired by individual
sztierts, would nave tanen care ¢f the recuire-ents of Loof the © 5B facilities
rcassnmatly accurately, with slicht rodifications.
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(<FaM teme=olic Trlort - Leo. 16884 rreferencial Hedicaid Payments for K Facilities)-2.

The consultant notec that nursing hours for two of the HB facilities remained
ccnsicerably higher than predicted by patient condition, The consultant found

HE facilities to have wages rates generally hicher than FS facilities, much

hicher employee benefit expenditures and higher supply costs. Additionally, it
found HB costs increased by greater use than FS facilities of ovcrtime. shift
differentials and other salary costs not considered in the state's payment formula.

Reaqarding routine costs, HB facilities are more expensive in every respect, the
consultant found. Further, the vast bulk of costs is re'ated to non-patient
condiiliar: sucn 2z Rizher mousalizepiag costs, higher belefit costs and higher
plant cperation. it found that HE facilities have 48% more square feet per bed
than FS facilities. When compared on a equal, square foot basis, it costs 18%
more to heat HE facilities than FS ones.

Administrative costs are more than 605 higher than FS facilities. Although there
is no overall difference in salary for administrators, other office salaries are
126 ¢ higher than in FS facilities. Property costs are more than 100% greater.

Thus, the state-financed study reveals that '"'enormously more expensive' costs of
hospital-based nursing homes are ''only partially related to patient differences
and those differences are predicted by the existing FS (reimbursement) system."

The consultant therefore felt ''‘compelled to recommend' including hospital-based
Famtitetan Lo Tamlidad 1o thL ~amrant :rao-cfanr‘iﬂo faCi]i*‘:' reimbursement system,
W TR GeY o moranT TOT T IZ3II0RG . Jere this in effect this fiscal year, the report
noted, the state would save about Sh-million. However, were it in effect, the
hospital-based facilities would experience decreased rates by an average of more

25%, with even larger decreases in some facilities.

Because of the cherity of these potential rate decreases to the 6 affected facil-
ities, the state's consultant has recommended a four-year phase-in of major “changes.
Had such a phase-in process started this year, the consultant said, it would have
"reduced rates in hespital-based facilities an average of 7%, with resultant savings
to the state Medicaid budget of about S1.2-million.

What Happens How?

Since the Abt Associates, lInc. report has just been delivered to the Dept. of

Health & Mental Hygiene...it is still under study by that agency, prior to being
forwarded to tne Legisliature. in view of the emphatic nature of Abt Associates,
Inc.'s conclusions, we believe the Department will have no option but to endorse it.

Likewise, leaders in the Legislature who have championed special treatment for the
six hospital-based nursing homes will be hard pressed to defend an extension of their
preferential treatment, in the face of the Abt Associates’' stucy. Higch-cost free-
ctanding nursing facilities, which in past sessions have clancred for special rates,
will heve new justification to rerew their claims.

Fowever the issue resolves itself for t-e rospital-based facilities. the Abt Associates'
stucy cives HFAM, and the free-standirs facilities we recrecert, new preof tHat our
mavTent system is workinT..,we are provicding cuality care unfer that sveter.,.and that
creatirc more hospital-tased nursinc homes is contrary to the rublic interest
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EXECUTIVE SUMMARY

Medical Assistance reimbursement for Mary.land's six hcspital-based
nursing homes is cn.a different basis than reimbursement for other Maryland
nursing homes. This report has been undertaken because the Secretary of
Health and Mental Hygiene has been mandated by the General Assembly to
recommend on or bfore February 1, 1985 whether these facilities should remain
in that separate system, should e included in the FS system, or should be

included in & modified version of the FS system. These six hospital-based
greater than

(Y3} nurs g homes ecparience Zostz zopreximzzeiv T2 oszr ocsnc
those & by free-standing (F3) facilities. {(Exhibit 1l.1)

In compiling this report, we reviewed the patient mix of each of HB
facility (and a similar sample of twenty FS facilities), we reviewed their
cost reports and we appraised their buildings. Because of the importance of
the patient appraisal to this study, the existing instrument for measuring
patient cdifferences in M 'yland nursing homes was modified to collect
additional information on patient condition. These modifications were made at
the suggescicn of and after consultation with KB facilities.

After data collection, cost ccmparisons were made between FS and HB
facilities in each major cost areas. Our recommendazion is that HZ facilities
be included in a very slightly modified version of the FS system, even though
£3zilizies., The basis of
rz TR cu 2s 1n I25Cs between HB and FS
ilities are only slightly based on patient diffe'ences, and those
erences are in fact addressed through the current FS system. Differences
n costs between KB and FS facilities zre primarily differences in philosophy,

mission, and amenity level.
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With regard to patient mix, we found that, overall, the patient mix
of these facilities was not materially different from that found in FS
facilities. (Exhibit 2.3) Three cf the six HB facilities did indeed have a
more severe patient population than most FS facilities, but the existing FS
formula--which is based on estimating the amount of nursing time required by
individual patients--was able to estimate, &nd include in reimbursement, the
additional time required by patients in these facilities. In fact, with
slight modifications, the existing formula estimated time required in four of
the six facilities reasonably accurately. Exhibit 2.9) Nursing hours for
th2 other two facilities remained considerably higher than predicted by
patient condition,

The more significant factors in predicting nursing costs were wage
rates generally higher than FS facilities (Exhibit 2.13), much higher employee
benefit expenditures (Exhibit 2.17), and higher supply costs (Exhibit 2.19).
Additionally, HB costs are increased by greater use than FS facilities of
overtime, shift cdifferentials, and cther salary costs which ere nct considered

in the state's reimbursemen: formula.

With regard to routine ccsts., EE facilities are more expensive |
every aspect., (Exhibic 4.}) It is posscible thet & small amcunt ¢f this s
related to petient conditicn, but the vast bulk is related to non-petient
concitions, such as higher hcusereefring coste, higher benefit costs, and
higher plent operation. Higher maintenence and operaticn, perticuLarly



utility costs, is directly related to the larger building size: HB facilities
have 48 percent more square feet per bed than FS facilities. Even so, the
cost of heating in these facilities is 1B per cent greater per square foot.
(Exhibit 4.4)

Administrative costs are more than 60 per cent higher than FS
facilities. Although there is no overall difference in salary for the
administrator, other office salaries are 136 per cent higher than FS
fecilities. (Exhibit 4.5). Property costs are ziso more than 100 per cent
higher for HB facilities than for FS facilities. * (Exhibit 5.1)

From our review of patients and costs, we conclude that while EB are
enormously more expensive, those costs are only partially related to patient
diferences and those differences are predicted by the existing FS system. If,
in fact, EB facilities were included under the current reimbursement, they
would have reimbursements which range from six to thirty-one percent higher
than the average FS facility, and the differences are clea*ly related to
cifferences in patient case mix. We believe that the existing FS system
generally compensates for case mix differences, per se.

We therefore feel compelled to recommend that HB facilities be
included in the current FS standing--with the slight modifications which we
have proposed Mainteining a separate system for HB facilities is to maintain
& separacte sys:em for them primarily because they are more expensive. In the
long run this is inequitable to facilities providing similar services and to
patients who have similar conditions but did not have the good fortune to be
in these more expensive facilities with a higher ammenity levl.

Placing the BB facilities under the FS system, howvever, is a very
difficult recommendation since the resulting rates would be dramatically less
than rates currently being received by HB facilities. If our recommendation
were in place for the current fiscal year, it would decrease rates by an
average of more than 25 per cent, with even larger decreases for some
facilities. (Exhibit 6.l1). These decreases would, however, have reduced
state expenditures by about $4 million had they been in place during the
current year. (Exhibit 6.2) Because of the severity of these decreases, we
believe it will be necessary to phase-in gradually any major changes. We have
shown the impact on facilities and on state spending of phasing-in HB
facilities over four years. Had such a phase-in process started this year, it
would have reduced facility rates an average of seven percent, but resulted in
state savings of about §1.2 million. Exhibit 6.7)



COMPARISON OF COFEZRATINAG COST
AVIZRAGE FREE STANDING NURSING HCYE VERSUS
LOWIST CCST HCSPITAL BASED
Source - AET Study
rree Standing Lcwest Cost

Cest Center Mean Ccst Hespital Diflerence Hespital Schedule
warsing Costs

Supplies .53 1.08 {.55) Keswick 2.4

Otrer .23 * .01 .22 PG 2.4
Nursing Hours 2.6 2.67 f.11) Mason Lord 2.5
Pt. Predicted Hours 2.4¢ 2.35 N Levindale 2.9

Average 2.69 (.23)
Average Hourly Wage

DoN 10,44 13.25 (2.81) Deaton 2.22

RN 8.41 8.15) .26 Deaton 2.22

Loy 7.23 £.85] .34 Ezston 2.22

iide 4,32 4,760 (.34) Keswick 2.22
- - - =~ FaRar™S T~ e =1 h72 plo) -4 N Za - -~
Zmolcyse Zenefit Ratio 2l.2% 22.5% {(10.0% Ezston 2.51
Niursinzg Supplies .6 1.18 (.52) Yeswick 2.35
Przrzacy .29 .06 .23 Dezton 3.2
Raw Food 2.75 3.03_ (.2k) Levindale  3.20

coizl Servizes e L2h? .C5 Deaton 2.20
Jarious (recreztion etc) 1.4 1.21 .07 PG 3.20
Dietary 3.30 2.97 {.67) Keswic 5,20
Launiry .G% .EE .10 Levindale 4,20
ZSouszsxe2ping 2.C3 1.6E .37 Zzston 4,20
Operations 2.99 3.61 (.92) Easton .20
Beneflits .98 .83 .15 Mazson Lord 4,20
Housekeeping € Cost 1.68 1.08 .90 Mascn Lord 4.80
Housekeeping & Cost 1.73 1.85 (.15) Mason Lord 4.90
Adz. Salaries 1.01 1.10" (.09)  Mason Lord L.11
Office & Otner Salaries 1.16 1.38 1.22) Mascn Lord’ 4,11
Benefits JU3 .58 (.15) Mason Lord 4.11

ther 2.33 1.25, 1.08 Mason Lord 4.11
Interest .46 l.OZL (.56) Mason Lord 5.20
Insurance .05 .03 .02 Mason Lord 5.20
Depreciation RE 2.19 2,944 (.75) Mason Lord 5.20

'Below 75th percentile reimbursezent level

2 tatistic too low

3Mignt be high



Consultant
finos Pines
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By Michele Fuetsch
Statt Woter

Bergen Pines County Hospital is dirty, mismanaged, overstaffed with
nurses, and wastes millions of dollars, says a report produced by the private
praragument firm that county oflicials have picked to operate the public
[acility.

The grim profile of the hospital emerges from a 140-page study done by
National Medical Enterprises Inc. (NME), a California-based health-care
conglomerate that is promising, for a fee of about $1 million a yehr, to turn
over a now leaf at Bergen Pines

In February, as part of its effort to win the management contract, NME
sent 18 persons to spend three days appraising day-to-day operations at the
>aramus medical center. The study team - which included dictary, nurs-
ing. finance, architectural, and information-systems experts — poked into
closets and pored over records, evaluating hospital services and manage-
ment.

Among the findings:

@ There has been virtually no preventive maintenance by the hospital’s
98-mermber maintenance department.

© The housekeeping department is not only top-heavy with supervisors,
1t does a poor job. Almiost all the public areas and many of the patient areas
throughout the hospital were “frankly dirty.”

@ The hospital's operating deficit, which Is covered by funds from county
taxpayers, rose from $3 million in 1977 lo a projected $24 million in 1985.
Millions of dollars can be saved with such basic measures as keeping track
of portions of food intended for patients and using computers for billing,
which is still being done manually, sometimes with as many as six bilis
typed for one patient.

© Millions more can be saved by
applying management systems that
capture revenues the hospital is cur-
rently losing. Nurses and doctors,
for instance, are making code errors
in diagnostic information that goes
on patient charts. The errors cost
money because diagnosis deter-
mines how much private insurance
companies and government pro-
grams pay the hospital.

@ All the files on doctors lacked
evaluations of their performance
during their provisional period.
Many files lacked documentation re-
garding reappointment and licenses.

What may be the most controver-
sial finding put forth in the NME
study is that the hospital's nursing
‘staff is too expensive because of
‘overstaffing. The information came
las a surprise to county officials who
‘have agreed in recent yecars to in-
‘crease the nursing ranks as a way of
‘improving the hospital.

In the hospital's general-medicine
unit, says the report, “nursing hours
per patient day in 1983 were 6.3,
compared to the industry norm of
3.5 to 4.8 for hospitals of similar size
and complexity.” In the long-term
care unit, says NME, nursing staff
hours per patient day are 3.5, even
though the state code calls for a
range between 1.25 and 2.75, de-
pending on the level of care required
by _the nursing-home patients.

Besides pointing out problem
areas, the NME report makes a se-
ries of recommendations, the most
dramatic of which is to close the hos-
pital's 209-bed general-medical unit,
which offers acute medical care and
surgery.

The unit has a deficit of about $5
million this year and an occupancy
rate of 54 percent, much lower than
the 73-percent rate quoted reccntly
by hospital officials, or the 90-per-
cent rate considered efficient by
hospital planners. In addition, somé
two thirds of the patients in the unit
belong in nursing homes, not in an
expensive hospital setting, the re-
port said.

In the current competitive and
regulatory climate, the unit can nev-
er reach optimal efficiency and
quality of care, says NME's report,
which recommends the unit be
phased out and lalks begun with
area hospitals to develop contracts
to provide acute care for the pa-
tients who would have been treated
at Bergen Pines.

With the closing of the acute-care
unit, the report says, the hospital
ought to cut back its teaching func-
tion, reducing a staff of 55 interns
and residents in various specialities
to 12 residents in psychiatry.

The NME report portrays the
present management at the hospital,
both overall and in specific depart-
ments, as a piecemeal, burcaucratic
labyrinth in which follow-up and ac-
countability disappear and hospital
necds go unmet.

The maintenance department, for
example, is generally regarded
throughout the hospital as being “in-
capable of providing basic serv-
ices,” the report says.

As a result of the maintenance de-
partment's ineptitude, NME points
out, the hospital has not yet flagged
as a significant problem the asbestos
in ceiling materials and in much of
the insulation-in pipe tunnels.

The report cited the billing de-
partment and the credit and collec-
tion department as an example of
piecemeal management. The billing
department makes up patient bills
and also is responsible for collecting

q X

payments {rom those patients who
have insurance, the report said. The
credit and collection department,
meanwhile, is responsible for col-
lecting money from patients who
are considered self-paying. '

NME findings also indicate that
sometimes the hospital's left hand
doesn’t know what its right hand is
doing. :

For example, more and more at-
tention is being focused publicly and
privately on the possibility of clos-
ing the hospital’s half-empty acute-
care unit. Yet the hospital is about to
purchase a $1.3-million computer
system that, NME says, is “heavily
oriented toward an acute-care hospi-
tal environment and is, as such, ex-
ceedingly expensive.”

In some cases, NME found man-
agement tripping over itself. The
housekeeping department, the re-
port says, has “an associate director
under the daily control of a director
operating through an assistant di-
rector, who dirccts three building
supervisors, who oversee the work
of nine assistant building supervi-
sors, who are directing 25 senior
team leaders, each of whom super-
vises two or three housekeepers.”

At top administrative levels of the
hospital, the NME report says, no
managerpent systems are in place,
meaning ‘there's little accountabil-
ity.

“A management plan, with prior-
ity objectives, tasks, staff responsi-
bility, intermediate products, target
dates, and evaluation process was
not in evidence.”

Some documents showing the sta-
tus of a project or an assignment
could be found, said the report, but
evidence of follow-up and comple-
tion of assignments was not there.

The NME report noted arother .

management problem at the top. It

said that “a revicw of minutes of the”

board of managers [meetings] re-
veals an unusual degree of involve-
ment by the board in the day-to-day
operations of the hospital. Authority
to administer and manage the hospi-
tal is not fully delegated to the ex-
ecutive director.”

At least one area of the hospital —
its medical department — appears
to have been left to operate indepen-
dently, or at least without much in-
tegration into overall hospital oper-
ations, the NME report indicates.
NME counted 265 medical staff
members, divided into various disci-
plines from 26 in podiatry to 21 ac-
tive staf members and 17 “courte-
sy” stafl members for psychiatry.

“In reviewing the specific mem-
bership in the medical staff with the
medical staff secretary, it was ap-
parent that many of the staff mem-
bers have never really been active
either as a source of palients or as
contributors to the medical educa-
tion programs,” says the report.

Although tie report dwells on
management problems, it does not
cite any instances in which paticnts
directly suffered because of them.
The impact on patients is indirect
instead. For cxample. the report
says the laundry department is only
just beginning to get the right
amount of linen to cach patient;
some wards lack good bathing facili-
ties, a deficiency that can lead to
skin problems: and patient-care
evaluations are deficient in such
arcas as surgical review, antibiotic
use, and infection control.

NME does recommend two major
innovations in patient care: Within
long-term care, 1t sayx that special
units should be established for 80 to
100 multiple sclerosis patients and
for victims of Alzleimer's disease.

¥
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Firm to present

operating plan
tor Homestead

By \HR{‘.ARET McGARRITY
Staff Writer

FRANKFORD — The Sussex
County Welfare Board is not -
pushing™' privatization of the
county’'s Homestead nuremg home
but will invite lp_‘leres Tea-ntmi "o
propose taking oVer the manage-
ment or full operation of the 98-bed
Medicaid facility.

Although officials at several local
hospitals and nursing homes say thdy
were unaware such proposals would
be sought. Freeholder Director Ed-
mund Zukowski reported that at
least two other companies have
shown an interest.

Townco Management Associates -

of Lakewood. which submitted a par-
tial efficiency study on The
Homestead to the Welfare Board on
Wednesday. will make a proposal.

AND ZUKOWSKI said he had *-
been contacted at a social function™
by the owner of the Andover Nursing
Center about possibly building a
wing there to take The Homestead's
patients.

The Andover facility's owner, Jer-
ry Turco. could not be reached for
comment. .

Whether The Homestead is run ef-
ficiently and whether the county-
funded share of its operating costs,
now about $800.000 annually,
cessive are perennial guestions at
Welfare Board meetings.

Zukowski said that 1986 cuts in
federal revenue sharing, which may
cost the county about $1 million,
make the questions even more press-
ing. ‘‘Revenue sharing is down the
‘drain.”” he said. ."and we have to
start looking as to where we can con-
serve and cut back. I think the opera-
tion of The Homestead has got a lot
of deficiencies.™ -

The Townco study is one of several
recent attempts to find answers to
those questions. and the idea of turn-
ing over the home to private
management is not a new one.

Officials at Newton Memorial
Hospital. which was mentioned last
vear as a possible pr:vate operator
or purchaser of the home. as well as
at Wallkiil Vallev Hospital and the
Barnhiil Nursing Home 1n Newtor
said thev will have to give the ides
rmore thought

Zukowsk) and Welfare Board Vice
. William Nestor both said
urivatization 1s still only an option
and whetner the county would sull
wave to fund a share of Homestead
costs would depend on what specific
proposals are recc;\'ed
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Care business

is ex- |

WELFARE BOARD member
Nicholas Masi. the GOP candidate in
the November freeholder race, said
the. board is just ‘‘looking to
streamline our operation dollarwise

. If the options don’'t show us any
great difference, 1 would as soon
stay as we are.”

According to Townco Ad-
ministrative Consultant Steven A.
Goldberg. Townco runs about 10

other nursing homes and is “expert“-

in long-term care. *‘I don't imagine
the people who control The
Homestead are experts to the extent
we are.”" he said.

Townco plans to submit various
alternatives to the Welfare Board,
he said. including a ‘‘management
contract where we would rent (The
Homestead) and they would pay us a
fixed fee” or a fee based on what
savings the company can generate.

Although Townco has done only a
brief studv centering largely on
nursing costs. Goldberg said he is -

.confident we can save them between

£300.000 and $500.000
harming patient care."’

without

The Townco report submitted

© Wednesday applauds The Homestead
nursing

for providing ‘“‘excellent’
care and an “outstandmg quality of
life for its patients.

But the report contends nursing

hours could be cut from the current .

3.9 hours per patient to 2.85 hours,
creating a savings county auditors
have estimated at $111,263.
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ALSO ACCORDING to the study,
which Masi said was based on a
‘'one-day very superficial analysis,”™
the number of nurses varies marked-

Iy on each shift: there appears to be

overstaffing in the office, in
housekeeping. and in nursing ad-
ministration, and nursing wages are
inconsistent or inadequate.

Goldberg said those wages are
‘‘very cockeved — aides are making
too much. LPN's (licensed practical
nurses) are in the middle and RN's
(registered nurses) are getting 100
hitle ™

He <a.74 there are also two beds
kept unnecessarily empty to provide
emerzency isclation. which figures
show could represent an about
€37.000 annual loss of revenue

The Towneo report also disagrees
wiih the argument made by
Homestead administrators that the
hume’'s costs are higher than private
nu'v'.” home s costs because county

“rdicaid facilites tend to get
palients necdm; more cire
sai6 Towneo wiil submit
s within & mamh but

¢ reserve




Firms show inierest
in running facility

By P.L.WYCKOFF. .
Advance Staff Writer

Two area firms have expressed an
interest in taking over the job done
by the Sussex County nursing home,
Freeholder Director Edmund
Zukowskisaid Wednesday.

Newton Memorial Hospital has
indicated it might want to run the
9%-bed Homestead. while the An-
dover Nursing Center has said it
would be willing to build a 120-bed
addition to its facility, and take all
of the Homestead's patients,
Zukowski said.

Zukowski made the statement at
Wednesday's county Welfare Board
meeting. Officials at the two institu-
tions could not be reached for
comment, but Zukowski and other
board members said they are inter-
ested in exploring any avenues
which might reduce the yearly
$800,000 cost to the county of running
the horne.

Officials of a Lakewood manage-
ment consulting firm also expressed
an interest at the meeting in running
the Homestead for the county.

Stephen Goldberg of Townco
Management Associates said ‘his
firm would lease the facility from
the county for one dollar a vear, and
would charge a fee which would be
low enough to allow the county to cut
its present COSts.

The leaseback arrangement would
allow Townco to run the home as a
private business not covered by the
Homestead _workers' present civil
service contract, he said.

Zukowski said the county is inter-

ested in exploring any way of
economizing at the facility. The
county expects 10 lose about 8
million in federa! ng
forls rextvesr v
forthe county e suaidy

‘employees of all types,

Board members asked Towr.co to
submit a formal proposal for a study
of the home’s management, and also
to seek management study pro-
posals from other consulting firms.

Goldberg also used the meeting to

explain the conclusions of a
“‘cursorv”’ one-day study of the
Homestead which Townco con-
ducted in February.

The nursing home is overstaffed,
which helps keep the county subsidy
of the facility high, he said. The
home also keeps two of its 98 teds
empty at &l times, resulting in a
yearly revenue loss of about $30,000,
he said.

Goldberg and an assistant, Nancy
Lessard, told members of the board
that the quality of care at the home
is “‘outstanding,” but that inconsis-
tent staffing of nurses and aides
results in more workers than neces-
sary during the week and fewer on
weekends. ’

. Lessard said the staff could be
trimmed without lowering the quali- _
ty of care. She said that the |
Homestead has a four-member of- |

- fice staff, one more than is usual for

nursing homes with 120 beds.

I

“‘There is an ‘nordinate amount of !
" she said.
“A bit of economizing could be
done” which would help lower the
$800,000 vearly county subsidy of the
home.

Board members Nichelas Masi
and Joseph Zidek expressed concern
that no cuts be made unless it is
certain the quality of care will not
be jeopardized.

Zukowski and the other board
members stressed that no changes

in menagemen: ecure weold

be made fcr quite some tme. ard
hat 2l sticns o0 firoarg
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State of New Jersey
SEPARTMENT OF HUMAN SERVICES

CAPITAL PLACE ONE
GEORSE J, ALEANESE 222 SOUTH WARREN STREETY
Commissicher TRENTON, NEW JERSEY 08623

MR

The Honorable Laurence S. Weiss, Chairman
Joint Appropriations Committee

tate House
Trenton, New Jersey 08625

Dear Mr. Weiss:

I &m pleased to present this report, which has been prepared by .
the Divisicn of Medicel Assistence and Hezlth Services, Department
~of Human Services, in keeping with Resoluticn #3, P.L. 1982, C. 49,
the State Appropriations Act for FY 1683. As you will recall,

Resolution £3 stated:

“The Division of Medical Assistance and Hezlth Services
shall by danuery 1, 1983 prepare and submit a report to
the Joint Appropriations Committee concerning the
feasibility of consolidating the two existing levels of
intermediate care into a new, single level of intermediate
ceare. The report shall indicate the number of nursing
hours per day the new level will require and shall also

estimate any savings to be realized in the inspections,
rate setting end assessment process."

As you will also recall, an extension on the submission of the
report was previously requested (Appendix 1) and approved. I hope
the information contained in this report will be helpful to the
Joint Appropriations Committee.

Sincerely yours,
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INTRODUCTION

A

At present, there is en Intermeciate Care level A which requires 2.50
nursing hours of patient care per dey and an Intermediate Care level B
which requires 1.25 nursing hours of patient care per day. Different
tedicaid per diem rates are esteblished for each level at each long
term care facility participating in the State Medicaid program.

The initial meetings to consider the feasibility of consolidating the
two existing levels of intermediate care services in long term care
facilities were held with various members of the Division of Medical
Assistance and Health Services. . This incluced administrative, fiscal,
medical and nursing staff.

Following the initial meetings, it was decided that it would be

necessary to involve representatives of the New Jersey State Department

of Health and the long term care industry, i.e., The New Jersey Association
of Health Care Facilities and the New Jersey Association of Homes for the
Aged.

Several combined meetings of this work group followed. The Department

of Health representatives indicated 1ittle concern with the proposed
consolidation from their perspective and expressed a desire to have only
one level of care combining both the skilled and intermediate levels.

The Department of Health did not attend further meetings.

During the course of further meetings, the Executive Directors of the

two long term care industry Associations proposed that a survey be done

in the form of a time/motion study in order to have a more accurate-and
scientific basis upon which to set hours and rates for a merged inter-
mediate level of care. Several states had conducted such studies,

including I1linois, Ohio and Maryland. These studies were used to establish
a basis for reimbursement in those states. This approach was agreed upon.

For use in the New Jersey program, the work group considered the Maryland
study to be the most appropriate and was the most recent of the three
State studies (Appendix 2). The consulting firm was Applied Management
Sciences, Inc., of Silver Springs, Md., and, with the agreement of the
Division, was engaged by the industry to conduct a study in New Jersey.

METHODOLOGY

The procedure used in the Marylend study by Appliec Management Sciences
wes that their steff, with a teem of nurses, recorced time worked by the
- nursing staff at selected facilities during the 7 A.M. - 3 P.M. and the
3 P.M. - 11 P.ML shifts. In order to tiZe rursing care, the Tirzl result

was weighted to cover care provicad to petlienis on a Z4-hour bzsis.



A nursing procedure was consicersd to include four espects - preparation,
travel, clean-up and administretion. The administraticn portion of the
nursing function was categorized as procedure and the non-zdministration
portion was categorized &s non-procedure.

A ratio of 60% of the time for each specific nursing function was allotted
for actual hands on care, and 40% of the time was zllotted for non-
procedural functions, such as charting, meetings, wlanning, making schedules,
clean-ups, talking to patients and coffee breaks. As a result of the study,
average time allottments were set for nursing functions.

For the study in New Jersey, elements of the Maryland study methed were
adapted. Since time/motion studies had already been completed across the
county and were fairly consistent (i.e., the time needed to give an enema

or bathe different types of patients were the same wherever it was observed),
it was felt that to do another time/motion study of these elements would be
unnecessary.

Therefore, for the New Jersey study, it was only necessary to observe and
report the procedures being given to patients and to then apply the times
to the recorded procedures. The form used in Maryland was modified for
use by a team of regional staff nurses from the Division (Appendix 3).

A random sample of facilities across the State was selected by the
Division's statistical section (Appendix 4) and included proprietary, non-
profit and govermmental representation.

Within the selected facilities, the sampling of intermediate care patients
(levels A and B) was completed by the regional staff nurses as instructed

by Applied Management Sciences and the statistical section of the Division.

The entire sampling procedure was established by the Division with consultation
from Applied Management Sciences.

A Patient Assessment Form was checked relative to dependency and independency
as applied to patient capabilities, such as bathing, dressing, feeding and
ambulation. Other areas were checked "Yes" or "No" regarding the need for
injections, medication, restraints, positioning, decubitus care, suctioning,
feeding needs, etc.

The collected data was then submitted to Applied Managemsnt Sciences where
the actual time for fiursing functions was decoded and applied to the care
requirements noted by the regional staff nurses (Appendix 5). It must be
noted that the New Jersey State Department of Health licensing Manual of
Standards for Long Term Care Facilities was achered to regarding the cate-
gorization of patient levels and need for all aspects of care.
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The repcrt submitted to the Division by Applied lMznagement Sciences
contained raw data on the length of time required for each patient theat
was selected in a statistically valid sample. The average hours of
nursing care required for an IGF patient was determined to be 2.39 hours.
The time study developed by Applied Management Sciences specified the
amount of nursing care that appeared to be needed to satisfy all patient
care needs as set forth by the State of New Jersey, based upon research
2t nursing homes throughout the country.

It should be noted that, according to this study, the minimum amount of
time felt necessary to service the most independent patient is 86.39
minutes, or 1.44 hours. This is over the presen; State standard of
1.25 hours for ICF-B level patients.

DIVISION EVALUATION

tilizing the Applied Management Sciences data, the combined time for the
care of Intermediate Level A and B patients was analyzed by the Division's
statistical section. Based on this analysis, the amount of time required
per patient-per day is 2.39 hours (2 hours, 23 minutes) (Appendix 6).

The Division also conducted an analysis of time utilizing current Medicaid
and State licensing standards. This analysis was based upon a weighted
average of the existing minimum number of hours required for both the
Intermediate A and B levels of ceare. The findings of this analysis ‘indicate
that under a consolidation, the minimum hours required would be 2.14 hours
(2 hours, 8.4 minutes) per patient per day (Appendix 7).

The 2.39 hours of care as determined by the Applied Management Sciences
cata represents a 12% increase over the 2.14 weighted average number of
hours which the Division currently utilizes for reimbursement purposes.

ADVANTAGES OF CONSOLIDATION

he Division, in its evaluation, has icdentifiec a significent number of
dvantages for the consolidation of thes existing tro levels of interrediate
zre into one level of Inter-adizte Care. hzss edventages are applicadle
o the Department of Human Szrvices, the Depar‘*or* c‘ uoa1th, and the
cng term care fecilities which provice Inte '
Mzdicaid program.
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The advantages listed balow affect staff time, p
nrocedures. Moreover, the eadvantagss do not cetr ro
of patient care. It is cdiviicult to cquantify the cdoller aﬂount o‘
acdministrative savings thet would be realized because of the impact
on many difierent secments of the program. The acvantages are:
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1. Savings would be realiged through the reduction of
administrative appeals and hearings before an
Administrative Lew Judge on intermediate level of
care assessments and the establishment of per diem
rates.

2. One intermediate level of care would facilitate the
authorization and reauthorization of care by Division
nursing staff &nd would result in increassd admin-
istrative savings and in professional starr time since
team conference time would bs limited <5 skilled cases,
possible denials or problem cases.

3. The rate setting process by the Hezlth Economics section
of the Department of Health would be simplified with
innerent savings of staff time.

4. The payment and adjustment of per diem rates to facilities
by the Division's Bureau aof Claims and Accounts would be
expedited.

5. There would be a decrease in the Division's administrative
and professional staff time regarding changes of level
requests within the Intermediate Care range.

6. The inspection and evaluation process by the Department
of Health licensing unit would be less cumbersome because
of the consolidation of licensure requirements.

7. There would be a decrease in administrative time involving
the change of levels of care on the MCNH 7 form in the
Medicaid District Offices.

8. Administrative time in preparation of cases for conferencing
and scheduling would be minimized and professional staff
would be able to devote more-time to areas requiring
increased attention, such as transportation, medical equipment,
home health care and other community hezlth services.

9. The process of post audit recalculation of rates as a result
of audit findings and the computation of overpzyments .for
recovery of funds would be simplified and expedited.
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The problem of classifying

private patient

The entire audit process would be facilitz

perting of date end expenditures for fiscal and
2ry purposes would be less cumtersore.

the Intermacdicte Cere level

cays would be eliminated.

ted since

intermediate levels of care would not have to be tested.

The review of proposed per diem rates re
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DISADVANTAGES OF CONSOLIDATION

"ﬂnendod to the
Division by the Department of Health would be simplified.

disedvantages of consolidaticn are ou;we1oh°d by the advantages and
listed below:

1.

Administrative time and eff

implement the various regulatory changes needed,
licensing, inspection,

standards,

ort would be required by the
Department of Health and the Division to prepare and

cost reporting, rate setting, etc.

patient

such as

assessment,

A Medicaid State Plan Amendment would nsed to be submitted
to and approved by the Federal Hsalth Care Financing
Administration prior to implementation.

Long term care facilities in the State that provide
Intermedizte Care services would need
the changes and provided with a period to adjust to the
fing patterns.

revised nurse staf

to be informed of

There may be an incentive provided to long term care
facilities to grddually adjust their case mix to maximize
the number of patients who need the least amount of
intermediate level care and to avoid the more intensive
intermediate care patient in ordar to increase income from

the one level per diem rate.

This could make placement of

the patient requiring a higher level of intermediate care

more diffigult.

Administrative tim

SAVINGS FOR LCNG TERM CARZ FACILITIES
ime for the discharge and re-
from one Intermzcdiete Care levs)

patients
be eliminated.

U

mission of

to another would

would

ath be simplified.



scticr would be required tc consicar only
ar2 upon admission - skilled or intermadiate.

4. It would be easier for facilities to stafi for onz leva)
because of a simplified staffing pattern.

5. A facility would have mere .1ex1b111;y ir;edjusting nursing
care hours to the facility's case mix.

6. The submission of annual cost reports would be simplified
concerning nursing hours.

SAVINGS FOR STATE

The Division is of the opinion that definite administrative staff and collar
savings in &1l areas would accrue to the State with the adoption of one
level of intermediate care, but that such savings will not be identifiable
until the change has bsen operational for 2 period of time. For example,
the simplification of audit rate recalculations and the acceleration of
money recoveries would be realized in gradual future increments.

As 2 result, no specific dollar or staff savings are able to be identified
this time. It is suggested that, if the change is adopted, a follow- up

s»udy be conducted cne year ro]]ow1ng its implementation for the specific

purpose of identifying and quantifying both staff and dollar savings.

EFFECT ON STATE LICENSING

The minimum hours of care for the licensing of long term care facilities
are a responsibility under the jurisdiction of the State Department of
Health. The per patient per day hours required for Intermediate Care
levels A and B are currently contained in the State Administrative Code
as a licensing stanceta. Therefore, in order to consolidate and utilize
one level of intermediate care, it will be necessary for the State
Department of Health to consider and promulgate a change in the licensing
standards as & requirement for all long term care facilities in the State,
irrespective of whether or not they participate in the Medicaid program.
This would require review by the Health Care Administration Bcard in the
Health Department and the publicaticn and adcpiion of a revised rule in
the h=w Jersay Registar :

21X



EFFECT ON MEDICAID PROGRAN

lhe consolidation of intermadia=> care into one level would 2lso require
the publication and adcption of a rule change in the New Jersey Register
along with & change in the Medicaid State Plan. Any change in the State
Pian for this purpose would require the approve)l o+ the Federal Health
Care Financing Administration prior to implemsntation.

SUMMARY

Based upon the information containesd in this study, the Division is

of the opinion trhat the consolidetion of the intermediate levels of

care into one level is feasible using a stendard of 2.29 hours of care
per patient dey and will save money administratively, but is estimated
to incur a cost of approximately $7.2 million (State and Federal share).
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DEPARTMENT OF HUMAN SERVICES
] CAPITAL PLACE ONE
CEORSE J. ALEANESE 222 SOUTH WARREN STREZT
Co’ﬂﬂ“\ﬂl'c’-ﬁ TRENTON: NEW JERSEY 04623

MEMORANDUNM

November 8, 1932

T0: Honorable Laurence S. Weiss
Chairman, Joint Appropriations Cecrmittee

SUBJECT: Joint Appropriations Cocmmittse Resolution #3
on Singie Intermediate Care Facility Level

- As you know, the above Resolution requires the Division of
w2dical Assistance and Health Services to prepare and submit
a report to the Joint Appropriations Committee by January 1,
1283 concerning the feasibility of consolidating the two
existing levels of intermediate care into a new single tevel
of intermediate care.

The Resolution further requires that the report indicate the
number of nursing hours per day for the new level, aleng with
an estimate of any savings to be realized in the inspections,
rate setting and assessment process.

The Division is working closely with the New Jersey Association
of Health Care Facilities on the study and is currently engaged
in a detailed analysis of nursing tasks and the time required to
perform the task for ICF patients in such facilities.

It is possible that this study may not.be fully completed for
submission by January 1, 1983 and I am, therefors, requesting a
two-month extension for the submission of the report to the Joint
Appropriations Cemmittee. Your favorable considaration of this
request will be most appreciated.

George J. Albanese
Commissioner _.

A2

c. Larry J. Lockhart
Thomas M. Russo
James E. Cunninghanm
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The Patient Assessment Form

The patient assessment form has besn designed to abstract a finite
set of patient-specific characteristics for which Maryland nursing hcme
providars will be reimbursed. This assessment form provides the Stete
with the requisite data to detsrmine reimbursemznt retes for nursing
costs based on a patient's depencency in the Activities of Deily Living,
the need for three specific special services (i.e., tube Teeding,
necrotic ulcer caré, turning and positioning), end seven ather categories
of additional—services.

Assessments will periodically be perfcrmed on all Medical Assistance
patients so the instrument hes been designed to capture data for each
month between &ssessments. In addition to multipie month retrospective
assassments, the form is also used to record either en initia) admission
or a conversion (i.e., frcm Medicare or private pay) assessment. All
data items reguired to complete this form may be Tound in the patient's
medical record. Instructions are providsd to define ADL dependency and
to count days of service. A cross-rererence to the MAPP is also provided
in the cata sources.



PATIENT NNGE |

PATLERT ASSESSHENT FORN

]

LASS

Finsr

ASSESSHCNT DATE [II_:;_I:_:__]

FACILITY 1D [—]‘I_—El:lj_—l HEOICAID w]—_]:I—’:[: [:l____]:_[“l_“]: |1 assesson 1o [_] ]

PERIML COVERING: = Morin 1 l“, -_l;_,:_l

m. YR,

Hotim 2 |,_,. T_‘._-L_-l

Ho.

ACTINISTRATIVE UATA

soun 3 {7,

h. Ho. YR,

SPECIAL SERVICES
(Enter aunber of days services are recelved for each monlh.)

T T

10. a. Hecrotic Ulcer Carve
1 2 3
b. O:tlol present at admission rl
1:P'resent at admlissjon —
11. Turning and Positioning I N ] ) l I l
for a 24 Hour Period "_l“‘ -2'“ ““3""
12. Tubefeeding [0 L)
! 2 ]
1V. ADDITIONAL SERVICES

i (EAter number of days services were recelved for cach month.)

1. Inftlal Assessment O=Ho  laYes I_]
i e = e - - ——— 3 i i% - — - -'.... - — Ju—— —— - —
2. Date of Admisslon or Conversfon lml __l__l..-.l'-_l-—-l
to Medlcaid HO. oAy Y.
3. Date of Oischarge, Transfer, l_,)__ [1._ l N »_,
Death, or Medicald tosl or Denled MO, DAY YR,
4. Days of lome L'e.wc Taken l‘“l‘“l"‘l"'l"‘l"'l
1 2 3
I, ACIIVITIES OF DAILY LiVInG
(Enter one code for cach month)
5. Balhiny O=lndependent  IsDependent [-_l__l._,_l
1 23
6. Dressing O:=1ndependent  IsDependent Lj_l_]
1 2 3
7. Nobitlity O«Independent  Lshependent l— I-'-I---I
2:0cd/Chalr Confined 1 2 3
8. Contincence O«lndepemdent - lebependent I._J--l._..l
1 2
2. fallna Detudenendent falnratune 1o I ' l '

. Restraints .
1 2 3
14. a. Single injections | RN
1 2 3
| b. Multiple injectlons [ ]
1 2 3
5. Ostoay Care T A
'l 2 3
16. Oxygen/Aerosol ) I..I]--I-_.-I_-I-_‘l
! 2 )
17. 1V/Subcutancous II“.-I-_;-. __;_I
l 2 3
....... —_— e e e
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Record the iést nam fﬁ rst anc¢ then ccntinue with the Tirst and
micdle nemes as space allews. It is 2xiremely imporiant thet the
neme appezrs correc 1J spelled since this fia2ld will be used 1o meth
the essessment form with the paymant voucher when errors are present
in the patient ID..

"A.  Petient Name - Print the patisnt's neme in the box provided,

.

B. Assessment Date - The date tha:t the

form is completed by the
interviewer., Recc-d montn, day, &nd lest two ¢2its of the vear.

Zero fi11 boxes (e.g., 01l = January).

C. Facility ID - Each nursing home has a six-digit unique provider

coce. 17 tne assessmant occurs in the hospital or in other

circumstances where the nursing hcme 7ecility is unknown, then code

'000000' in this field and write the nazme of the hospitz] at the tep
the form. '

D. MEDICAID ID - This ID will eppear in the natiient's medical
recorcs or in the business offica. This shcuid te ccpiad very
carefully because this is the mezns by which this {orm can be linked
back to a particuier patient's payment record. The ID should consisc
of 11 digits. If less than 11 dwow;s enpezr in the patient's
records, ask the nursing home staii to check the number.

E. Assessor 1D - This field is Tor the use cf the assessment
contractor ang should be used to unicgualy idznt ify gach assessor.
Every essessment form should have this {ield completed.

F. Period Covering -:If this is an initial assessment, record all.
zeros (i.e., '0000') in the boxes for each month and be sure to code
“item 1 in Section I properly. If not zn initial assessment, then the
continuing assessment recorded on this form czn be for any period up
to the three months in length. If more than thrza months have
elepsed since a previous assessment (or acmission), please use more
than one form. Indicate for each month (or par:t thereof) the month
“number and last two digits of the year. By dcing so, all responses
in Sections I through IV will be properiy Xeysd to the month of
review,

~—
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1. Initial Assessment

item Definition: The first assassment gerformed con a patient &fter
eﬁs 2 hes pe2n cetgr mined to de eligidle for Medical Assistence (A)
nd nas tezn clessivied as epzropriate for nursing home placement.

<

Tnis essessment will generally be performed either in conjunction
with a medical eligibility review in a hospwual setting or in the
facility in the case of a private pay nursing nc*n resident who Is
converting to MA.

O2ta Source: Accempanying initial medical review. .

Code Explanation

Code Meanina
0 = No
1 = Yes
NOTZ: If the form is being used for an initial 2sssssment, Sesctiens III

and IV nesd not be filled out.

31X



2. Dete of Acmissicn or Conversion to MEDICAID

Iten Definition: The dete a patient on Mecical Assistancz enters the
nursing ncme, UR the cetz that the patient's payment status changss
to Mecical Assistance from priveie pay or alternetive sourcss.

Data Scurce: These data can be feund in the f-cxlwty s business
ofTice on the zdmittance forms or 2zt the beginnjng of the patient's
medical record.

Cocde Explanation:

Ccde Meanina

00-00-00 = Patient has not, as yet, been admitted to the nursing
hcme :

AA-88-CC =  Month ,ationt admitted to the nursing home or
converted to redical Assistance. Coce as folilcws in
first two fields, indicated here as AA: 0l = Jeznuary,
02 = February .... 12 = Decazwber.

AA-BB-CC = Day patient admit

ted or converted to A. Code in
- — second two fie lds indicated here as 83: 0l = first
dey of moath ... 28 29, 30, or 3 last day oT
month.
AA-B2-CC =  VYezr pztient acdmitted or convertad to MA. Ccde last
e two digits of the year in the last two fields,
indicated nere as CC.

@\
S
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ACHMINISTRATIVZ CATA
3. Dete of Discharge, Transfer, Death, or MIDICAID - Lost or Denied

[ten Cefinition: whe" any of the zbove acticns occur, the Medical
nS3istince reimcursenent (o thetl nursing heme feor the patient will be
d1>u0ﬂ;1nUEd It is imzerative, therefore, to distincuish beiweesn an
wual trawsrer/cwscharge and 2 petient who nas, for exzmple, left
he facility for a brief hospital stay of, say, 72 hours, and for
whem the fecility is still holding their bed (ige latter case should
be regaerded as the patient still being in the home). It is very
important to get the exact date that the action occurred.
Data Source: Medical records; Business orfice -

Code cxplanation

Coce Maz2ning
00-00-00 = Patient is still in the nursing hcme and is still

receiving MA benefits.

RA-38-CC

= Meonth ection cccurred. Code in tha first two fields,
1nd1cated here as AA: 0l = January, 02 = February
«v.. 12 = December. ’

AA-33-CC = DOay action occurred. Cods in the second two Tields
indicatad nere as £3: 0l = first day of month .... 31
= last day of month.

AA-BB-CC =  VYear attion occurred. Code in the last two fields’

indicated here as CC the last two digits of the year.

23x



of accumuleted
, <he nursing home
11 continue to

ere allowed up ©
ezr. Ouring thesz v
e z2nd ecdicai Assi

Data Source: Medical records; 3usiness offica

Coce txplanation

Code Meanina

00 = Home visits were not taken during the review month(s)

o
|
!
w
—
"

Cece the number of deays of nome visits tzken in each of the
review month(s).
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[tem Definition: Refars to the descripticn which best tynifies the
petient's overzll periormence of bzthing or showsring ectivities in a
given month,

-

Data Scurce: Hedical records: MAPP form - Cate
Stetus - Section 4, Personal Hygiene items 4, 5
1Y

gory Il Functioning
3
Nurse's Aide. .

and 6; Charags Nurse;

Coce txnlenation
C

oce Mezaninag

—— — A )

0 = Independent - a resident is classified as independent if no
oth=" person ‘is involved in ary part of the process of
king a sponge bath, shower or tud bath to wash the whole
body. This category may be applied however to the patient
who regquires supgervision 7or safely rezsons though he
washes himself, and thz petient who is only unable to wash
one extrenity. A patient is also zizssified uncer this
category if he/she uses only mechanical aids to assist in
the bathing process, e.g., shower/tub chair, grahrails,
peda}/<nee comtrolled faucets, long handle brush or
- mecnanical }iTE.

m

individual wno is assisted in
washing; this includes the patxenu to whcm water is brought
even thoughuhe washes himself, and patient who is nelpad, in
or out of a tub as regularly as oncz a week. Thnts category
also 1nc1uQes the individual who is cowp]ete]y bathed dy
another perscn(s) and doss not participate in the activity.

1 = Dependent - pertains to the
&
[

Put one code in each box for each review month by choosing the code
which best describes the patient's overall abilities for the month.
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ACTIVITIES OF DAILY LIVIKG | -

6.  Dressing

1ten Definiticn: The process of putting on, festzning, or teking cff
¢1i_1tems or ciothing, braces, or ertificiel 1ims thet are worn
ceily by the individual, including chttzining znc replacing the items
from their stcrage érez in the immsdicte envircnment. Clothing
refers to the clcthing usuCl’v worn deily by the individual,
Inc1v1duals who wear Dp&jemas or gcwn with rote and siippers as their

usuzl attire are considered dressed

Source: Medical records; MAPP-Czategory II Functioning Status,
1on 3, Dress/Undress items 1-3; Charge hurse; Nurse's Aide.

D
S

l" Y

e
Oler

Cocde Explenaticn

Ccce Mezning
0 = Incependent - pertains to the patiznt who does not receive

perscnal help or supervision in cetting clothes freom the
closets and drawers end in putting on the clothes,
including brace (if usuelly worn) end including outer
garments and footwear. Festzners must also be managed
withcut assistence, a]thngﬁ a resident who receives nelp
in tying sheces only is inciuded in this categery. This
“class zlso inclvaes the indivicdual who uses mechanical help
only to complete the oressing procass. Such eguipment or
devices may include long-nandled shoe nhorns, zipper pulls,
velco fasteners, adaptzd clothing, and walker with
attached basket or some other devicz used to obtain
clothing. .

1 = Dependent - includes patients who usually receive
assistance frcm another pe"suw(s) in obtaining clothes,
festening hooks, putting 'en clothes, braces, artificial
1imbs or who require supervision or instruction in order to
dress one's self. Also included in this category is the
resident who receives humzn essistance (as specified above)
and who uses the aid of machical davicss. Finally, this

code incluces patients wno eére ccmu:e:ETy gressed by
another perscn(s) or who zre tecfast znd therefore remain
partially or completaly undrasses.

Put one cccde in za2¢ch box for ezch r

evi v choesing the cocdsa
which best describes the patient's ova

t1es for the month.

- Cf
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CAILY LIVIN .-

'J_‘

Ttem Definition: The petient's current performance, assessed with
mecnenical eiges if customarily used, of moving frem dbed to cheir or
wnz2lenair, znd from bed or chair to sianding pasitien. Excluce
effort required to apply & brace or prosthesis (includad in dressing).

by

Medical records; MAPP-Category Il Functional Status,
Antuletion items 1-4, and Secticn 3I«- Trenstverring items
Nurses; Nurse Aices.

E£xclanation

Meanina

o
"

Indecendent - requires no assistancz in transTerring and
walking and/or wheeling.

Depencdent - refers to the patient who is zble to ambuleatz
with or without mechanical assistance, but must be
parsonally assisted cetting in or out of bed cr chair.
This catecory also includes the patient who is unable to
antulate without human assistance or supervision, is
wheeled, ar is bed/chair confined. Patient cannot
—participate significantly in the process of walking/
wneeling or transfer, but is able to reposition self in bed
or in chair,

8ed/Chair Confined/Unable to Reposition Self - refers to
tne patient who requires a daily maintenance schedule for
positioning and turning by nursing stafi to relieve areas
of pressure and to prevent skin breakdown. '

Put one code in each box for each review month by choosing the code
wnich best describes the patient's overall abilities for the month.

37 X
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CTIVITIES CF DAILY LIVING -

Jo»

‘8. Con;1nb“ce

cgical precess of -
ntinence is the

s to the function
of contirol and does not inc]u,, nyg1en toilating, adjusting
clothes, etc.

Dete Scurce: Medicezl records; MAPP-Cetesory II Functioning Status,
Section & - Toileting items 4 &ancd 7; Charcge ilurse; Nurse's Aige.

Code Explanation:

Code Meanina
0 = Indspendent - pertains to the petient who is continent of

:(V

bowel and b]addc end the patient who can completely care
for their own ostomy. Also inclucss petient who hes '
accicants only 1 or 2 1mes ner wezk and is not
catheterized. Dces not incluce patient wnhose centinence is
maintzined only thrvucn regulcrxy scheduled and documented
staft assistance in eadvanc2 of need.

1 = -Deoendent - Includes petient whe has accidants 3 or more
times per week includes patient who has accidents at
night only. Also includes patient needing regular, daily
continence care due to patient's inability to control
micturiticn or bowels, or to notiiy staff in advance of
need. Inclutes patient whcse continence is maintained --
throuch recularly scheduled and documented stafi assistance
in advance of nesd. Patients with indwelling cztheters,
suprabubic catheters, and Texas catheters should be
regarded es incontinent.

Put one code in ezch box for each raview month by choosing the code
which best describes the patisnt's overall abilities for the month.

SN
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ng refers to the precess of cetting
cle into the bcdy. This item
fter food is pleced in frent of the

[tem Definition: fzting and fead
T€0C Oy &ny m2zns Trom the recapt
describes the funciion of ezt
individual. This standard in:
feedings, tut excludes patient being maintained solaly by IV or bzing
taught self-care of gasirostany. d

Data Source: Medical records; MAPP-Category Il Functioning Status,
Section 2 - Muscle Strength, Items 5 and 6; MAPP-Category III
Nutritional Status, item 1; Chargs Nursa or Nursa's Aide.

Code E£xplenation

Coge Meaning
0 = Independent - no service. Patient may recaive essistznce

in cutting meat, buttering bread, opening containers of
milk, pouring milk or cereal, or cream in c¢offee, or in
clearing up after accidents.

H
]

Receivas parsonal halp or supervision - refers to patient

—who raczives some assistanca or direct supervisian in
eating in order to achieve adequate nutrition on a daily
basis or to guard against life-threatening incidents (e.q3.,
choking).

2 =. Spoonfed - refers to patient who is routinely fed by a
staff member because the patient is usually unable to bring
food to his mouth. Patient may occasicnally bring Tood to
his mouth in an effective manner for one feeding or during

wo or more feedings.

3 = Gastric tube/gastrostcny feedings - Patient is fed a
‘ prescribed diet via a naso-oral-gavage tube or
gastro-gavage tube. Activity includes insertion of tube,
care of the opening, and fesding through the tude.

Put one ccde in szch box for ezch raview month by choosing the code
which best cdescribes the patient's overall zdbilities Tor the month.

39X



Nota:

SPECIAL SERVICES . .-

to patients with
11 decubitus ulcer

can» “or extensive
s nt; 2 ru]] th1cgness o. skin is 105t, possibly
including subgut ZNEOUS twssu=4 procucing se"“sanouin°ous drainage. A

tace IV decuoztu ulcer is dzfined as a skin brezk with deep tissue

involvement, necroic tissue may be present. A“skin breek must be
present in both types cf ulcers; blisters only would not be
considered & Stage III/IV ulcer.

icn: rRefsrs to the days ¢ cire g
tage IV C°’JD]LJS u)C°r’ A t
j p

Data Source: Patient observation; medical records; nursing notes.

Ccde E£xpiznation

Cece Mezaning

00 = C or a necrotic ulcsr was not 2cministered during thet

01-31

Number of days thet necrotic ulcer care wes acdministered
each menth. Cere is defined as treaiment ordered mare
often than daity for cdecuditus ulcsrs, stesis ulcers, or
similar eoncitions by @ pnysicien o one or more of the
following treatments: stzrile dressing, moist packs,
soaks, irrigations, heat lemp, oxycgen, or other recognized
therapy.

A Stace I ulcer
which does not ¢
the natijent. A
surrouncing sXi
repositioning ¢
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1C5, Decudbitus present at ecmissicn

Iten Oefiniticn: Indicate 7 the nacrotic ulcer wes present upadn
&Cm1ss3i0n 10 ne nursing hcme.  IT @ privata pey patient converis L0
“aciczl Assistenc2, thz assessor weuld still indicate if the ulcer
#&s cresent it the time the pelient admitted to the nursing hcme és @
orivate pay petient. This fié¢ld nzed only be completed on the |
patient's initial assessment and his/her first Csantinued Stay Review.

Datz Source: Resident observation; medical records.

Cecde Zxplanation:

Code  Meaning

(@]
|

Ulcer not present
at

t admission
Ulcer present ot

&
agmissicn

—
n

41 x



SPECIAL SIRVICES =

—
[

.. Turning and Pecsitioning
itzm Definition: The numbzr of cdeys 7or which ths petient recuires
26 nour turning and pos.twoninﬁ. This does no2% {nclude thosa
patients who can sit in a chair during the cay tut neeo turning and
pesiticn 1nc at night only. (I. resicent is turned &nd poswt1oned
Item 7, Modility, shou]d indizate resident is sec/cnaur conf ined. )

Data Source: Medical records; Patient obszrvz=ien

o
o
Q.
™
o

naticn:

Code » Meaning

00 = 24 hour turning and position wes not required this month

o
p—
]
w
—
"

Number of days petients recuired 2¢ hour turning and
positioning each review month.



Jzfinitisn: Refers o the yse of a naso-castric or gastric tube
25 h2 primary metncd of Tes2ding the patient. (I7 resident is '
tuzefaed, Itam 9, Zzting, should indiczte such.)

Dat2 Sourca: Medical records; MAPP Catecory III Nutritional Status,
1tem o - rootncte; Patient observation.

-

Code Exolanation

Ccce Meaning
00 = Patient was not tubefed during the review month

Number of days the patieni was fubefed during szch review
month,

O
—
]
o
—
n
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red and patient

tion: HNumber of deys that physicien crce
istersc physical restreints, and/or the 7oliowing protective
osey belt, cerietric chzir, Restraints must be removed at
recular intervaels. Patients in protective davices must be
recositioned zt least avery two hours. Protzctive devices such as
mitts, elbow pads, knee pads,’end heel pads are inciuded as part of
the cressing function and, therefcre, are exciuc:sg nere. Restraints
cen only be ordered Tor a 24-nour pariod; protective devices cen be
orcered for up to 30 days for skilled patient, anc a maximum of 60
days for an ICF-level resident.

-

-
‘
T

IS

Data Scurce: Medical records; MAP!

P ry 11 Functioning Stetus,
Section 3 Transferring - iten 5; Pat

bservation.

Cat
ien

eg
&
L

"o O

Cece Exnlznzticn

Code Meaning

00 = Restraints/protactive devicss were not used during the
i Th

01-31

Numter of deys thet restrazims/protzctive devices were used
" ezch revies moath.

79 A
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AD0ITIONAL SERVICES

[ten Definiticn: The numier of days the patient wes acministered
cniy one injection each day. Excludes resident who seiv-zdministers
jinjsctions.
Deta Scurce: Mecical records; medication records/sheetis.

.a‘ -
Code Explenation
Ccce Me2ning

00 = No single injections were received during the review month

01-31

"

Number cof days natient recsived only single injections
curing reviews month,

45 X



ADDITIORAL SERVICES ‘ ..

- 1ah, Mu1tip1e injections

It;ﬂ'De initicn: n

=Y
Tore injections per cey.
injections.

egta Scurce: edicz2l records; medication recorcs/sheets.

Coczs Explenation

e
.

Ccde Meaning

No multiple injections were received during the review mecath

o
o
"

01-31 Nunber of days that the patient received multiple

injections each review month.



iV, ~C00ITIONAL SZRVICES -

5. Ostomy Cere

iten Deviniticn: The numder of days of care and/or irrigation of ali
cstimies inciucing colostomies, ilecstcmies, uretarcstomies; 2s
crcered by a zhysician and czre providsd undzsr sucarvisicn of a
licsnsed nursa. Zxcluces the resident who is self-care.

Data Sourc2: Medical record; “Treatment recercs; Category II
Functicning Stetus Section 6 - items 6, 8; Patient Observation. °

Code Explznation

Code Mezaninq

00 = No care was given during review month

(eo]
P—a
]
)
—
1]

Number of days during review month the patient received
care for the ostcomy,

47 x
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. ACOITIONAL SERVICES -

ition: Acdministraticn ¢f oxygen and/or &srosol therapy
relory c=*e only es crierzd by & p“jswcwan and

ed by a licensed nurse or a registeres respiratory

. Self-acministered oxygsn neb uT‘z=rs, veporizers, or
re not inclucded in this category,

.
LY

Data Source: Medical records; Treatment record; Charga nurse;
N*rSE's Alce; Patient observation,

[¢V)

Code Explenation

Cede Meaning

00 = Oxycen/Aerosol Therapy was not. acministered during review
month

01-31 = Number of days that the patient r=ceived Oxygen/Aerosol

treztments sach review month



-

ACDITIONAL SZRVICES

17. 1V/Subcutanecus

[7en Definiticn: Parentsral ssliutions, with or withcout medication,
orcered Dy a gnysicien and acministered uncer tha sucarvision o7 &
recistered nurse whc §s aveiledls on a 26-hour basis, in compliancs
with licensure recuiremants. Resident who reczives [V/Subcutanecus
treziments fcr any part of a c¢zy is considered to have recaived
treatnent for a fu1] day.

.".

(h

sheet must specify the solution,

Deta Source: The medication

¢ate, the time admi n1s:ered, and the signature of the person

acministering tne fluid. The patient's plan of care must be
reevaluated by the pnysicien after four days' administration.

00 = Patient did not require this type of czre curing the

s

mOﬂ [5Y)

the

review

01-31 =  Number of days the patient received this service each

review month.

49 x



ADDITIONAL SEZRVICES
iS. Suctioning/Tracheostomy
Item-Dafinition Meintenence of patisnt &irwey orczred by a
cnysicien ana performed by a licensed nurse, inciuding the clezning
07 inner end outer cennula and sterilizztion of nesced ecuipment.
The suctioning equipment must te loceatzd in the patient's room.
Data Source: Mediczl record; treeztment records.
e,

Coce Explanation ‘

Cede Mezaning

00 "= Patient did not require suciioning or iracheostomy care

during the review month

01-31 = HNumber of cays that patient recazived these services each
review month. '
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PATIENT ASSESSHENT Tonn

PATIERT HAME [__ ]
LAST FinsT

ARURLEL {IJJJQEI

PLRIOD COVERTNG: n(mml l [_J_J
HO YR. Ho.

HontI 2 Lj;:;l;_

ASSTSSHENT DALT lj ii l__i_ ':,| ;l

ST ELIRC I I I B B B U R

T IR T P I
YR, MO. YR

I. ADINISTRATIVE DATA

L. Inftfal Assessment 0=to  1=Yes [__]
2. Date of Admission or Conversion . [___—.lj__.l__ [_L_.]
to Hedlicald ' MO. DAY YR,

1. SPECIAL SERVICES
(Enl-‘r number of days services are vecelved for each month.)

I

10. a. Hecrolic Ulcer Care I_l l l ,7 l
| ? R
L. O:fot present at admission I |
I=Mresent al adaission —

B R

I, Turning and Positloning

IT. ACTIVITICS OF DAILY LIVING
(Cnter one code for cach month)

5. Uathing O=Independent  l=Dependent l__.l._l__]

6. Uressing O=Independent  1=Dependent Dj_j
1 2 3

7. HMobfility O=Independent  1=Dependent ‘:-L-]—‘
2:=0cd /Chalr Conflincd

8. Continence O=Indepemdent  le=Dependent l.._l_l._]
1 23

O Fating N=Tndennndant VeNarnluar 1HaTa l ' l' '

S fFor a 24 liour Period 1 2 3
3. Date of Discharge, Transfer, [,J_I_-l_.l-._L_,' 12, Tubefeeding ‘ I l__. _
Death, or Medicald Lost or Denied MO. DAY YR, l
L V. ADDITIONAL SERVICES
4. Days of lHome Lecave Taken "‘— “‘2“‘ "'J"

(Enter number of (lny' fmvuos vere :molvcd for each monlh.)

13. Restralnls

1 ? k]

14, 3. Single injections [I"]l_l—_l—l
I T S

b. Multiple Injections [:-j__i—;‘j :-l--l
1 2 k]

15, Ostony Core TN Y
1 2 ]

16.  Oxyyen/Acrosol ) l.. .. [::l-:‘;;~|
1 2 3

17.  1V/Subcutancons [—-:]:l:l—__;:]
1 2 3

oa

Y /ST
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SUBJECT

EPPENDI .

DEPARTMENT OF HUMAN SERVICES
'TER -OFFICE COMMUNICATION

\
p
An \vn‘ar)L// DATE December 3, 1822

i B
James Bohen - :

Revised Sample of Long Term Care Peztients

w
— =
(D

(®)

ested, the semple of leng te
& minimum number of feciliti
sem; e facilities), Governmenta
s (5 samzle facilities each). Thws renzins a two stage sample and the
ructions proviced with the criginzl sampie still apply (copy attached).
1ists of random numbers which correspond to the beds to be samplied are
ached and grouped according to type of fac111;y A face sheet for each
croup identifies the facilities selected for review. In keeping with your
cost and time constraints, the totel semple size remains essentially the
same. A totzl of 20 facilities will be selected each having 30 beds to
review, with the exception of two small facilities in which all beds are to
be reviewed (see face sheet).

1
-

rm care patients has been revised to
ies accorcing to type; Proprietary

oL
e 1 VN e

—_—n

1 and Non-Prcfit wnich received ledicaid

>3O0

v
[

U
m

ct (Y

o C —

VU —] 40 =)~ =2 T

<
o
<
-
o

rf

The total number of facilities that were subject to sampling was reyised
from 242 to 233 facilities. Facilities are defined as units with discrete
Medicaid provider numbers. As had been agreed and stated in the original
memo, the sample frame excludes facilities which did not receive lledicaid

funds for the report month of August 1682 (CP03). Statistically, inferences

cannot be mace relevant to these facilities. Also, this sample was not
constructed to facilitate comparisons btetween level A and level B care.

The new stratified format is likely to increzse the sampling error from

the previous target of + 20 minutes. Sampling error can only be reduced
by increasing the sample size. Agzin, the estimzted sampling error is
subject to the assumpticns you provided.

If you have any questicns regcarding the above or experience problems
selecting randon samples at the facilities, please call me at 292-7347.

LTOTOED ureing Services
fergz Resorizt
ere Fzzilities
A 8+
, .o, Asscciatior
d 3 M
or the Aging, Inc
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DEPARTMENT OF HUMAN SERVICES

INTER - OFFICE COMMUNICATION

Jed Specior Date:  november 5, 1982
4

Jim Bohan <43

=

Peridor Semple of Long Term Care Patients Level 4 & B

As requested. please find attached a statistically random sample of
nurbers which identify the nursing hcme beds to be used in your study of
long term care. The sample is divided into two stages, The first
Tcentifies the 20 facilities to bz visited cut of the 242 facilities thet
-

ived Mediceid payments during August 1S82. The second stage icantifies

the 30 beds to be reviewed in ezch fecility selected by listing 30 random
numbers between one end the totel nurler of becs in each respective facility
(¥5.) For example if the first selected facility had 100 beds, thirty random
numbers will b2 listed which could range from one to 100. In eddition, each
tacility hes i reserve pool nuzbers. These are to be used only if one

or more of the first 30 beds selected has & patient requiring skilled nursing
cere (which are not subject to review) ar are empiy during the time of
review. An empty bed should be narrowly defined as 'empty for the duration
of review time spent at the facility'. Reserve pool cases should not replace
other beds for administrative convenience. Also, they must be used in the
order given.

M ¢

~e
ce
2

S

v

-—

Because of the uncertainty of the physical layout or available records of
each facility, the procedure for matching the sample of random numbers of
actual beds in the facility has yet to be defined. If a facility has all
rooms numbered in Consecutive orcer from one to M;i and there are two beds

to a room, the bed to be reviewed can be derived directly from the random number:

An odd random number means you will review bed A, an even number equals bed B.
The room number is derived by dividing the random number by 2 and rounding

up to the nearest integer. An example, the random number 29 would correspond
to bed A in room number 15 (29-2=14.5,2¢=15). If room numbers are numbered
consecutively but begin with multiple digits, eg., 101, 201, 1001, etc.,
cisregard all digits tc the left of 1-ii. If rooms are not ordered
consecutively, you can create a ccntiguous list by listing all beds according
to hierarcy of room numbers (eg., 1%, 18, 124, 128,... MjA MiB). Then the

3 b
bed tc be reviewed would correspond to the ordered position of the random
nurher [eg., Rzncdom #3 corresponds *0 bed 124 in prior example). Other lists
are also suiteb ’ e file with cre carcd ‘or each bed, a ledger
sheet listi ir the bed selescted for review woulc bde
eazcorcing t e or o 1ist.  bogever, any source vor
cclecticn ¢ lete (@01 coounied level A4 B beds) .
ant orincun for ozach Tacility shoulc be
cooutanted vz oically be duplicutec.
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ITRRRY

Per the instructionsc? yecursel® and Jim Cunnincham, this sample is

constructed 10 providsz an estimate of the average length of time required

per day to service all level A and B patients in LTC facilities which

received Medicaid funds.  ZStatistically, infer ences cGnno; be made rc]evqn+
e

to pr1:ate facilities, nor will this sarp
level A and level B care. The amount of error of he esL1ra;e is expccfed

to be * 20 minuts at a 95% level of conficence. However, factors which
determine sample sizes and distribution between stagas were cerived intuitivel
Semples of this type are extremely sensitive to such assumptions-and s=mp]1ng
error may be edversely affected.

In order to mzke the necessary calculations after the sample is completed,
the length of times of service per day Tor each patient sampled must be
prov1ded and grcupad by pertinent facility. In otherwords, we will receive
20 groups of 20 numbers each.

If you have env cuesticns recarcding the above or expsrience prob1ems

)

selecting rancom samples at the facilities, please call me B 292-7341.

JB:es .

Attachments

S6 X



Cvem Tpp pronnToTon Pty T
SUELE FCR OPRIOFRIE " FECILITIES

FECILITIES SELECTED ) FRCVIDER NUMBER NUMBER CF BEDS
Eezchview hursing hoTe 6302 104
Eel Air hursing Care 0230 250
Lekewood of Voorhees 0410 240
Creenbriar Hursing & Convalescent Homs 0201 220
fmery Mancr RNursing Home 120¢ 1C0
Ho& R urswr5 Forme, Inc. 1311 115
Tne CGrove Health C.C. 1386 121
tayview Conva. Center 1805 323

Doily Mt. Purs?ng Home 1609 32 (ALL)
BEridgeway Conva. Center 1316 120
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[(Val
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I>

D
(D]

D

Qn

w

(Vo)

10.
11.
12.
13.

14.

Service

N

Director of lursing
Night Shift
Meciceticns
Perscnal Hygiene
Oressing

M2zl Preperetion

Miscellaneous

Services

Mobility Asst. =1
Centinence = ]

= 2
Feeding =]

=2

= 3
hecrotic Ulcer Care =

Turning & Pecsitioning
Tubefeeding = Y

Restraints = Y

+ -
C S =
Yultiple Injections

Ostemy Care = Y

<L

(@}

S Ar O
icning/irech = Y

-

0.47
acd
add
add
&dd
add
add

add
add
add
add

add
add

add
acd

add

(N

Minutes PPD

86.29
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PATTENT ASSESSHENT ronn

PATIENT trtE |

J

LAST

FACILITY D l l:lnl l“l"]

PERTOD COVERING: uonml | ,__l
1o.

FIRST

ASSESSMENT DATE I;_—.l—jl_-ll— l-__‘ l

wanews o [T 1T wsessmn [717]

1 __] HONTH 2 [_ L_I_J__l HONTIL 3 | ,___l .

YR.

HO.

YR.
)

MO, YR.

I, AICUINISTRATIVE DAIA

1. Initial Assessment 0-Ho

1sYes

L]

to Hedlcaid

2. Date of Admission or Conversion

Ll ]

1o,

DAY  YR.

3. Date of Discharge, Transfer,
Death, or Medicald Lost or Denied MO,

Lo ol

DAY  YR.

4. Days of llome Leave Taken

.

FE. ACTIVITIES OF DAILY LIVING
(Enter one code for each month)

2=0cd /Chalr Confined

5. Bathing O=Independent  l=Dependent [_l_l_ﬂl
1 2

6. UDressing O=Independent  1=Dependent [:—]j——_]
1 2 3

7. HMobility O=Independent  1=Dependent l‘-’-—]-—]-l
2 ]

.8. Continence O=[ndependent

1=Depemlent

If'_l"l‘_;l'.;_'l

LR e R

T

ITT. SPECIAL SERVICES
(Entcr number of days services are vU‘u‘lV(‘(] (o cach month.)

10. a. Hecrotlc Ulcer Cave [‘—_1—“[-";»[‘ ll
1 2
b. O:Hot present at admission Ii
I-Mesent st mllnlsslun .

11, Turning amd Positloning l_— [ L | l

for a 24 llour Period *l"“ “"2_‘ '"]m

12, Tubefeeding | | l 1 _l_., ) |

2 )

V. ADDITIONAL SERVICES

(Enter number of clays services vere rmclvul for each month.)

U UGy UG USRS AR DR P S0 P SO S

3. Restralnts T
LY 1 2 3

M. s Stngle inject fans T
1 2 3

b. Multiple Injections l.;l_.l__l__ _J-_I
1 2 R}

15, Ostomy Care L.-l—:_ i: —_—,l—:l
1 2 3

16. Oxyyen/Aerosol . ‘ 1 lult_ljl-_'
1 2 3

7. 1v/Swcatancous I
1 2 3

Tt
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DEPARTMENT OF HUMAN SERVICES

Hours of Hursing Home Care

INTER - OFFICE COMMUNICATION -

Date: February 24, 1633

Please find atteched the technicel notes describing the sample design and
corresponding statisticel formu

o
tre combired rours of care pr

is t0 bz incluced with th

~
v
-~

-

[SUNE

les used for the semple which determined
¢ tc level £ end € patients. This
1 sent cn Feiruary 22, 1883.
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Two-Stezce Stratificetion Semolinc With
Srsterztic Selection of Primaries Vith
Probabilitv Preoorticnzts to Size (PPS)
Define Y
. , - . . . . th
I No. of units in population in h™" stratum
_ . . ..t
n, = no. of units in sample in h n stratum

- . .t cL e . .
ish °© Cbservetion for the j h subunit within the 1th unit
in population in Rt stratun
Yisn % ccrresponding cbservaticn in semzie.
i = ], 2, 3, , T
h
j o= 1,2, 3, . T
A v N
) . . S .th . ‘ . T
hhi = No. of elements in tre 1 suhurnit selected 1in n“h stratun
o s = Io. of elements sarcied cut of ¥ . subunits selected in the
i 2 <t P
g £ ) -
7"° stace from h" stratum
Population lMean for A
th : th - ] h
i subunit for h™' stratum = Y . = 75—

Semple Mean for tne
t

h

i subunit for h stratum =

th s a1

| bit .
h-l .é._f_a
j=1
Nh n.
N —— Y] — _ o—_—
E‘ '. = 1, LA = > m.o.
Let ro Z— "nio r.c - M, . o
i=1 1= ne
' -
AR .."
Y' = ,<..'L Yld "’; = \\‘ :}/ i
N > R J i - h1
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Moo= T M= 31532, k = to
h=1
K
m, = ':(_:‘_] m = 599, Mx =
R 2 _ 1
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h h hi M-
N
= ] nh
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i=1
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h=1
N N
VG ) = o a 12
¢ Vg = omz Z o

=
"

ho

i
1}

M Total over all straza

and 95% confidence interval for ivis
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Total no. of seccndaries in stratum h



CLUCULATICNS:
TR Yot o (e ol N N Rk L e o] T
o IO T L \Jll:nu\r\t.t:_:llf‘“_ pPD‘JRZEIF‘RY
= 13605 y. = X y
¥ = 136.9522 Y, = 132.0843 yp = 145.8412
~ A ~
viy = -c = _ car = .
"’h) 128.5075 V()h) = 122.25%5 . \(yh) = 19.9154
i) Yot = 21174(145.8612) + 4365(125.9522) + 5460(139.0849)
31532
= 143.2826
= 2.2% hcurs = 2 hours 22 mirutes
~

<9 ~.r/2_‘, \ = 7 E3Z0
J \_,St) 17.83¢

Voo +1.96 J\'(yst)

(135.0718, 151.5134)
= (2 hours 15 minutes, 2 hours 22 minutes)

iv) 99% confidence interval for ?st is

3 orinutes)
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1ts derived frem the survey <
ticrnrzire was com platcﬁ by Civision
€ SUDseCUERt COnversion of the

eare fcr each saimple patient was

< of Silver Spring, Maryland.

care acdninistered to level A and

wours (2 hours 23 minutes). The
wes essentielly December 1932.

the ccmparadle average time

was 2.14 hours (ie., during December,
care as determined by the study represents a 12%
increase over the average number of hours for which we presently reimburse
increase in hours of care does not mean there will be
Fours of care is only one component of the

The total rate cr cost is comprised of other items
such as administrative costs, fixed and variable costs, and type of nursing
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.3% hours of-care. This

nutes, or 0.14 hours, at the
r is less than the difference

inzted in the sample and the hours
our cyrrent reimbursement system.
5 hours. This indicates that,-
ence between the hourly rates
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“ecical Assisience end H=2z21:ih Services
Department of Humen Services
ARALYSIS OF TIMEZ
diczl Assistance end Fzalth Services' enelysis of the
averace of the minimun number of hours worked required
nt ICF-A end IC7-2 hourly emsunts is 2.14 hours. The
minimum ICF hours per dzy has been detarmined as follows:
¢ ICF Present Minimum Hour® Weichted
£/:0/82 X Work Pecuirsd = 1CF Hours
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Ancend

Page

ppEIn e

Sec.

Line

19

fter
20

70
—_—— Ammendments

Delete "2.75" and insert "3"

After "patient” insert "and each heavy care
patient"

.

Delete "have completed a #raining course
approved by the Department of Health or are
certified by that department and"

After "nursing personnel;" delete entirely,

Delete "registered professional nurse and at
least one”

Delete "practical"

Insert new section. (provide necessary
appropriation)

Delete "2." Insert "3."

STATEMENT

These amendments are designed to enhance
the bill's objective of providing better nursing
care by raising the requirement for "skilled"
care which generally applies to convalescent
Mecicare patients tc 2 more realistic three
rkcurs., The chznge alss estaeblishes a category

T UroLoy Tzve' soasicess. cra ceet for thig
CzteITry hrs Tees emg-zsitel Ty Lhe DPS system
in o-zgnitele wnich resclts in more seriously i1l

ing hcnes and

narzed irntc nur
-

&lso coulad
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Bill No, __ 349%%

The remcvel cf the reguirement that all
nursing personnel have completed a training
course is necessary because it would destroy the
present system which requires 75% of all unli-
censed personnel to havewcompleted the course,
but allows thes remazinder to be uncertified
beczuse they either have been newly hired or are
encountering difficulties with the English
language. The 100% requirement in the bill
would seriously threeaten patient care and would
place every cperating facility in this state out

of compliance.
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The other changes add unneces-
sarily to patient costs by recuiring recistered
nurses for floor cduties that can be and are
performed as well by licensed practical nurses.
The requirement that both an RN and LPN be on
duty at the same time also is rem<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>