
S. Hxo. 99-1082 VoL 2

NURSING HOME CARE: THE UNFINISHED AGENDA
(Volume 11)

HEARING
BEFORE THE

SPECIAL COMITTEE ON AGING
UNITED STATES SENATE

NINETY-NINTH CONGRESS

SECOND SESSION

WASHINGTON, DC

MAY 21, 1986

APPENDIX 6: CHRONOLOGY OF INTERNAL DOCUMENTS PERTAINING TO

MONITORING AND ENFORCEMENT OF FEDERAL HEALTH AND SAFETY

STANDARDS IN NURSING HOMES

Serial No. 99-19

Printed for the use of the Special Committee on Aging



S. HRG. 99-1082 VOL 2

NURSING HOME CARE: THE UNFINISHED AGENDA
(Volume II)

HEARING
BEF'ORE THE

SPECIAL COMMITTEE ON AGING
UNITED STATES SENATE

NINETY-NINTH CONGRESS

SECOND SESSION

WASHINGTON, DC

MAY 21, 1986

APPENDIX 6: CHRONOLOGY OF INTERNAL DOCUMENTS PERTAINING TO
MONITORING AND ENFORCEMENT OF FEDERAL HEALTH AND SAFETY
STANDARDS IN NURSING HOMES

Serial No. 99-19

Printed for the use of the Special Committee on Aging

U.S. GOVERNMENT PRINTING OMCE

73-435 WASHINGTON : 1987

For sale by the Superintendent of Documents. Congreional Sa1es Office
US. Govermoent Printing OFfice, Washington, DC 20402

73-435 - 87 - 1



SPECIAL COMMA=TEE ON AGING

JOHN HEINZ, Pennsylvania, Chairman
WILLIAM S. COHEN, Maine JOHN GLENN, Ohio
LARRY PRFSSLER, South Dakota LAWTON CHILES, Florida
CHARLE E. GRASSLEY, Iowa JOHN MELCHER, Montana
PM WILSON, California DAVID PRYOR, Arkansas
JOHN W. WARNER, Virginia BILL BRADLEY, New Jersey
DANIEL J. EVANS, Washington QUENTIN N. BURDICK, North Dakota
JEREMIAH DENTON, Alabama CHRISTOPHER J. DODD, Connecticut
DON NICKLES, Oklahoma J. BENNETT JOHNSTON, Louisiana
PAULA HAWKINS, Florida JEFF BINGAMAN, New Mexico

SrsPHEN R. McCoNNmxt, Staff Director
DiaNa LxpsiY, Minority Staff Dietor

RoBaN L KSOpp, Chief Clerk

(II)



1

APPENDIX 6

INTERNAL DOCUMENTS PERTAINING TO MONITORING AND ENFORCE-

MENT OF FEDERAL HEALTH AND SAFETY STANDARDS IN NURSING

HOMES

DEPARTMENTOF HEALTH & HU.MAN SERVIC[ES

Memorandum

Whnn IfAfl Jy A~ Ititee toT

Ekealth Standard. qealty Bureau

S~it Rtevird FT 1981 and n! 1982 Budgets for Hedicare and Kedicaid Survey Activities

o Re;iol Administrators, iZA

: tqriooc I- X

The revied Fn 1982 fldget submitted to tzb Congress by Presideot Reagan

ou Karb 10. 1981 providos funds to sopport Medicare aod edicaid survey

activitics as dh in the foil wing table:.

CDo1l1rs in Thousands)

FT 1981 FT 1982

Cirreat tevised Current Revised

Judeet tet Chae 2fet Budget Qunx

Medicate Survey

N Activity $29,760 $23.760 -S6.000 $26,535 617.500 -$9,035

* Medicaid Survey
Activity $36,140 $36,140 -- $33,165 $33,165 -

rtcept for the proposed legislation to cap Medicaid. the proposed bwidtet

make. ro specific change in surveJ aod certification under Hedicird.

B-rver, tbe proposed budget Id rescind 56 illou for FT 1981 Medicare

curvey costs. Tbe Inoent Cortol Act of 1974 (.L. 93-344) provides

that aftirsativo action by the Conarsss iD the form or so encted rescissioo

bill tut be completed to rescind furds. - During its coosiderstlon of the

President's propourls, the Coogress say adlust mov-to propored for rescission.

be1ver. if both ;ouses have not compiered action on the bill .ithlf 45

caleodar dayt of continuous session, the, funds poprsed for rescission wst

be made araiilabic for obllgation.

The ucertainto of the fini occorc poses a major operating *Dd managensnt

probles for us If sdo not set prudently and prepare for a lover opeatinx

1ev1.should the orososed budret be enacted, so ll be draticallr short

of fwnds in the last months of nT 1981.

other orobls fa es tS for FT 98L Tht proposed budget for FT 1982 is

Consiatent vith the proposed reduction for FT 1981. In other wurd.. If the

FY 1982 budget is acted (with or vithoct the enlctLE~t of the proposed

rescission for FT 1981) survey and certification actiities for Medicare
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uill be drastically reduced. Than, you should be are that even if the
budget for FT 1981 remains unchanged, ve .111 in all probability be operastin
at a greatly reduced level in FT 1982.

States most be prepared to i}dately phase down to a level eidth enables
tha to operare In a snner that .111 not exceed frids available witbtn
bulgetary levels approved by Congress.

To prepare the States. erbh Regional Office should advise State agencies of
the reduced program funds avilable to support survey activities under tbe
proposed budgat. Workload estimatsa/requires_ ts y need to be renegotiated
quickly vitlln available funds aud facility priorities. To facilitate your
diacuSios. we have inded in this orandts suggeetisa for streasliing
the wv-y process, as well as wgjgested furnding by State.

As you kow, we haw been studying the Oizvey and certification process for
several moths to detereine what actions we could take to stresaliae the
process and sake it ecre efficient. Our oririnal schedule called for a eesis
of issue papers to the AdministratoT this er and fell. Due to tbe urgroCY
of the current budget situation, we have accelerated OUr schedule. deverthelC3a,
a nunbcr of these changes vill re.uire top level approval, the devmlopwat of
criteria and cputer Seens, ad reulatory asd legislative canges - all
of which take tise.

In the inter-, to asu- that survey activities conducted during the rcmainder
of the fiscal yesr reflect national and Regional priorities, ve are providing
the folloving guldelines to assist you in the management of the Survey and
eartificaticn process under the proposed budget-

1. Skilled Muraing Facilities

Surveys of skilled nursing facilities (SHrs) wilU remain ehe highest
natiol priority. Budget renegotiations with Stage egencies '--t
provide the necessary financial support for required SK7 Surveys
dur-Ing the reader of nT 1981. If necessary. Hedicare survey
resources in Regional Office allocations should be reallocated
among the States hased on the nueber of Title XVIU Swrrs which are
yet to be nrveyed. Ho ftunding chould be allocated for other pro-
viders or swppliers until requi-ed funding has been provided for
all SNY Surveys.

SHPIs should continue to be surveyed as scheduled. with the
following .ugg.stions providing yOU 601 additlona flelsbility
to minimize costs for Title XVIII surveys.
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ta) Size ad CPoitiro of Survey Teos

SIM urrys could be conducted, utenevr possible, by lass

than a foal surey tem. The State Caacy end Regional Office

s7ouid review the tndlvidusl FacUty Profie (UP) generated

by SMU to determnei the .qalifi'atins the uryor(s) should

bave based upon the facility"' past perfunaie for emple

if the 55F bas historically cmplied wIth progra reqlit Wen"ts

a generelist surveyor ight f!ics- If. on the other hand, the

r baa been cited for Tsysing service problrs. a nurs should

be rten.

(O) Consultatifn Visits

Visits for consultatisn could be discontinued for the

rerainder of the fiscal veer.

(c) Post-Survey puijoVup Visits

(i) Poflaoup visits need not e mads Wienr a SF has been isiu-,;

a full 12-sonth agraualt vwithout conditonal clauses

(ii) Wdhen a conditional period or short term agreemet has been

jssued, gn oense visit could ha msde to tle SXW only waen

no other method can be used to verify whether the required

corrections have ben sade. For esmple. no onsite visits

need be ade to verify corrections of deficiencies SD

personnel requisrots. internal orglnttioAi strueture.

or provider policics.

(d) Life Safety Code Surveys

Life Safety Code sirveys. as currently performed. qld be

discontinued. Life Safety CodWe CnrveyT cold be conducted only

in the caw of initial survry or when there ha-' hear structural

modifications in the provider's physical plant.

(a) Surveys Poilovint Chanc Of OwnrshIv

Judgment should be used to deterfine the ned for routine onsiti

survrers folloving a change in ownership.
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2. ilo-tag Term Care Survey

Ihe preceding gSA4.lines affecting suyrey of Title miVInT We
should be applied before eonBIdeifng sutvey of othrr catagotrlc
of provides. After funding bao ben pr-vidd for O survey..

the Regional Office aboold allocate my remainn funds tinrd
.ortys of those fscflities within the Region r vit idual

States which have the higbelt priority.

The Su4ggsted eorder of priority for the slloeation of ay

reaalnin survey foods is as follows; _

(a) C-plint surveys

(b) Independent laboratories

(c) Non-accredited bopitalas

(d) All other

3. Proposed Bafet

Attached is a iwary chart indlcating ws4ested allo-tios by

Region and by State for the proposed budilt.
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DVPARTMENT OF HEALTH AND HUMAN SERVICKS

JU3 ! 1

Jennifer Siseon, Virector
Bureau of Quality. Assurance
Pennsylvanla Depertment of :!ealth
health and IVelfare Building - Room 1008
Harrisburg, Pennsylvania 17130

Dear Nbs. Rlseon:

In our meeting of .:arch 20, 1981 v e discussed the potential changes that eould

occur If President Reagants budget was passed. As you know, this has occurred anc

we are attempting to identify the Medicare allocation for, the fourth cuarter of

fiscal year 1981 (7/1/81 through 9/30/81). Although we have not received specific

information from central office, we have estimated that your allocation is S144.300.

In order to best utilize this funding, the following guidanee/recommendation is

provided:

A. General Policv to be Pollowed in the 4th Quarter

1. States will not be able to hire new emplovees for Title )VtW3 purposes;

2. No new equipment can he purchased for Title xvm;
3. States should review the compositicn of sirvey teams and use a generalist

approach. Cnly on specific cases where a team is essential should that

approach be taken.

B. The Following is the Workload in Order of Priority for the 4th C'uarter

1. All initial Medicare provider and supplier surveysq
2. Skilled nursing facilities serveys and resurveys;
3. Complaint work;
4. Non-aecredited hopital surveyst
5. All other activity.

C. Life Safety Code (reeertiications only)

In those instanees where facilIties are In full compniance with the life .safety
code requirements, Skilled Nursing PFacilty and Non-accredited Hlcspital
recommendations for eertifieation will be aecepted without a life safety code
survey providing that the state agency documents compliance and that there
are no waives

D. Consultation

Exeept for initials or advese actions, comultatIon should be conducted by
mail or phone Contacts.

3. Cancellation Cuse Removals

In the area of cancellation elause removal, the following criteria should be

OR= MM.M I DAs - I . .= Ma
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1. cn- oxistin ces, if the cc can be remcved by -pil or Drone, the surve-;
agency should do so;

2. cc should not be established unless a standard is out.

F. JCAH Validation and 1'onitorin&

As Indicated at the Miarch meeting, we thought we could remove this activity-
however, Central Office has informed us that we need to take action on some
of the pending cases. These cases will be handled cn an individual basis.

G. IPPTs, Portable X-fRevs. Rural Health Clines, Hcmwe Pealth Agencies,
OPT/STs

As we indicated in sll these categories, only initials take nriority. Only in
extreme cases involving serious allegations of life threatening situations
should a revisit be conducted.

Ii. ESR Ds

Initials take oriority. Resurveys should be conducted only where there are
problems. Revisits should not be conducted unless circumstanes" indicate the
need.

We hope this information is helpfuL It you need any clarification, DIesse contact
your Principal State Representative in the regional office.

Sincerely yours,

Cerald P. Szucs, Ph.D.
Associate Rerional Administrator
Health Standards and Ouality
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DEPARTMENT OF HEALTH AND HUMAN SERVICES JUN ' 0 1981
REGIQN V

I75 W. JACKSONQ OCOULEVAC

CHFIAGCO. ILLINOIS 60604 -IIALTh CARflANCiN5

June 26, 1981

Pefer to: rPO-col

John h. Ickerman, M.D.
Direceor of Health
246 ?:orzth high Street
Post Office B.a. 113
Colub-us, Ohio 43216

Dear Dr- Ackerman;

Loe have received cur Title XVllI s'arvey and Certification activIties budget
dlAocnatI. for FY 1982. The total fi'jure is 26% less than the final amount
for FY 1981 which we advi-ed you of on June 17, 1981.

The a'ount allocated for Onio is $578.3'0.

tecause of the reduced funding level for FY 1932 the following natiornal
pr-orities have been established:

1. Tnitr.1a sFrves and Scrvevs of Skilled tursin. FaDCiities

Inotial surveys and surv-cys of skilled nursing facolit'es (S:.'s) will
receive the highest national priority. lb f--nding is to be carmarked
for uther providers or suppliers until required funding has been provided
foK. these surveys.

:.A). Consultation Visits

Sta '4 encies nay furnish to a SIT, after proper request, rea-
. - * -sonaqble spco:alized consultative services to assist the S.T to

* .e4t. pz or rore of the conditions specified in Section 1861(j)
of the. Social Security A'ct.

.'). Post-Sur-ev Follow-Un Visits

i) Fallow-np visits are nct to be authorized when a Sl. has
bhen issued a full 12-month agreumrnt without conditional
clauses .

(iii then a conditional period or short term agre.emnt has been
issued, an onsite visit may be -ade to the SiiF only Then no
other rethod can be used to verify ,hather the required
corrections have been made. For exmple, no onsite visits
need be made to verify corrections of deficiencies in personnel
requirelssnts, internal oljanioati structure, or providar
sollcies.
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(c) Life Safety Code Surveys

Life Safety Code surveys, as currently performed should be dis-
continued. Life Safety Code surveys should be conducted only in
the case of initial surveys or when there have been structural
modifications in the provider's physical plant.

(d) Surveys Following Change of Owncrshis

Judgement should be used to determine the need fur routine onsite
surveys following a change in ownership.

2. Surveyor 
T

raininq

In recognition of the reduced amount of funds available to State
agencies, the offerings of centrally-sponsored courses will be sub-
sfantially cut back. A listing is attached of training courses projected
for tho 1982 fiscal year.

3. Non-National Priority Surveys

The order of priority for the allocation of resaining survey funds is as
folio-s:

(a) Complaint surveys
(b) Independent laboratories-
(c) Non-accredited hospitals
(d) All other

Please. prepare your FT 1982 budget request in accordance with section 4600ff
of-the. State Operations Manual. The total amount requested cannot exceed
tk8. -oeunt shown above. Your request should be s"--"itted to our office by
July'24, 1981.

We vil' ad.i W'you of the Title XIx FY 1982 funding level next week.

fl. jo'S have, PY questions concerning this, please contact your Principal
Program Rebp-asintative.

Sincerely,

Robert A. Cullen
Associate Regional Administrator
Division of Health Standards A Quality

Enclosure
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-irs. Helen EarBnnon
Secretary, Oepartrment of Public elfare
H. Arnold ?.uler, M.D.
Secretarv, DcDprtment of Health
Health nnd Welfare Buildinz
Harrisburg, Penrsylvania 17120

Dear Mrs. Oflannon and Dr. Muller:

Unlike other years in the Medicare And *-'edicAid Survey rnd Certificqtion Prcorarr,
recent Coneressional reductiors have impacted significantly on soproval of state
sireev agency 1982 budget remuests. The administrative cuts passed i"P ey and
the rore recent passage of the 1981 Omnibus Budset Reconciliation Act have
reduced, esoecially in '.iedicare, the monies available for survey and certification
activity. Eased on these reductions, corresponding nhanges in program emphasis,
and a revie;. of your budget submittel, the Regional Office has anproved 834,320
for ..edicare, and $1,751,468 for Medicaid in Pennsylvania.

hi- reduced fundinz, esDeciallv in the Niedicare program, is predicated cr ^.
decrease in the survey activity for 19a2. Enclosed for your information is a list of
the en-phases in the Medicare program that the Pennsvivania State Survey Agency
will be expected to accomplish. More specific Information addresing what
providers and suppliers are to be surveyed and whst information is to be submitted
to the Regional Cffice concernina .tedlcare providers and suppliers will be
discussed at a regioral state agenev meetine in earIv October with members of
your staff.

Althoueh the next few months will be a period of major transition in the program,
i-e will be available to work closely with you and your staff and provide as much
technical assistance as possible.

If vou have any cuestions concerning the attached budget approvals, please contact
Roseann Marsicano at (215) 596-0522.

Sincerely yours,

Gerald F. Sz.ics, Ph.D.
Associate Regional Administrator
Division of Health Standards and Quality

Enclosure
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Medicare Priorities for Fiscal Year 1982

Based on central office guidance, the following are the most current priorities
established for the Medicare 1982 workload.

Administrative Guidance

1. Where possible all surveys should be conducted by a generalist surveyor.
Where team surveys for special problems are needed, please consult with the
regional office.

2. To provide flexibility to the state agency, line-item controls have not been
placed on money approved for the fiscal year except for training. This Is In
accordance with the State Operations Manual (SOM) Part IV, Section 4630(B).
Approximately three percent of the approved Medicare and Medicaid budgets
have been allocated for training and line item flexibility in this area is not
permitted unless approved by the regional office.

3. The regional office will monitor the state agencies closely to determine that
the established workload priorities are met. Comprehensive Evaluation
Reviews will be conducted on the states' management of the workload
priorities.

4. Complaint surveys should continue to be conducted. An on-site visit will be
necessary if the complaint directly impacts on the health and safety of
patients. However, where it can be determined that an on-site visit is not
immediately necessary, the complaint should be conducted during your next
scheduled visit. If the complaint is against a Title 18 provider or supplier that
you have no plans to survey, please forward that complaint to the regional
office for review and follow-up.

Program Priorities

A. inial Survey:
Performance of initial surveys of all provider and supplier categories is the
highest national priority. We will be requesting that the survey agency submit
on a monthly basis a report indicating the number of on site visits in each
provider and supplier category for new Medicare participants.

B. Skilled Nursing Facilities
Skiled nuring facilities have the second highest priority. We will be
discussing with the State Agency Directors in early October the approach we
will take in this area. In the meantime you should consider the following in
scheduling this workload.

1. Consultation Visits
Except for Wnitials or adverse actions, consultation should be conducted by
mail or phone contact. If on site consultation is necessary, it should be in
conjunction with an on site survey visit.

2. Post-Survey Follow-up Visits
Follow-up visits should generally not be conducted. On existing cc's, if
they can be removed by mail or phone, the survey agency should do so.
An on site visit to a SNF should be made only when no other method can



11

be used to verify whether required corrections have been made.

3. Life Safety Code Surve
fe Safety Code surveys, as currently performed, should be discontinued.

Life Safety Code surveys should be conducted only in the case of initial
surveys or when there have been structural modifications in the provider's
physical plant, or in facilities with serious deficiencies.

C. Non-Long Term Care Surveys
1 Indpenent Laboratories

Schediies should be established to resurvey all CLIA and Medicare
participating independent laboratories.

2. Non-accredited Rospitals/JCAH Psychiatric Hospitals
Non-accredited hospitals and JCAH Psychiatric Hospitals should be
surveyed when serious deficiencies have been defined or if the hospital
has a past history of cyclical non-compliance

3. JCAH Validations and Monitoring
Upon regional office requests, this activity will be accomplished.

The Medicare approved budget provides for the completion of the priority workload
In order as defined. If additional dollars remain after the priorities have been
addressed it should be applied to the remaining workload items in this order:

1. End-Stage Renal Disease Facilities (ESRD)
2. Home Health Agencies (H HA)
3. Outpatient Physical Therapist/Speech Therapist (OPT/ST)
4. Rural Health Clinies (RHC)
5. Portable X-ray Facilities
6. Independent Practicing Physical Therapist (IPPT)
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I'( )I,,;A Nl 1! \ "I 1vi j

- H .Si; 51 S i l.; S! "4(I' 'I i \S,; i ;:;! II!'!; i :.1,

MoS 0( -3;

Octtere 8, 1-7ii

Mr Ronald L Hensen. P>-ectnr
Division of Survey & Certifcration Qieratioos
Health Standaids and Quality Bureau, ReBion X
MS ?01 Arcade Plaza )ldo.
1321 - 2nd Avenne
Seattle, Washington 98IO1

Uezi r Ron,

Federai cutbacks iii Medicare and Modica;d fending for survey activities
require Washington state 'to rodify it's survey program. Enclosed is
a final "plan" dcscribinr cn.ncds thit nend to be mrde to handle the
federal budget Cuts

Tee enclosed li'n es coniitvnt tn 'th those topics which were the sub-
*ect of prelirinary discussion between appronriate State and federal
representatives ':f .pi enion . time and i;cist,!!e:c veu and youv
staff have provided in those difficulL (in's (his coordiiated effort
should expedite' th~e spi noal pl ces.o .

Approval is critic3i as fedei l biLdoet cats iiere effr-ctei^ October 1I
(931. Cclayed ialeri:1 e'ikutiwo ill inica:n tie' rne,,it v' cutc re-
Ow soed. State fj"2' arre! nlt is. iiiee te cal e a:; icr the yrduccion
in federal funds. !:I adlditi;o, c'riain chaoCCs evill ieioire apprbval
by the state, leisiatere scle duied to rcet in :pcial :csioa early
thit tlovemnte': fedprAl iippro.iil 'I lhe .e;ciosid 'eli" i requested
pr or to tiCo "''i ,f thec ":l sesscnn nn lonneaver 9 1981
In prior dictse .i.; yon ieilii:.:hie .,'cii vidi lnasil'i

Ile envlised pla.ce 
2

a. e.-. I;. Cc .l aiiii '1,!% ien Lhe nily dctivity
covered by the Scum" hie iii.'1 .. federal fu;nds passed throerh to
tee Fire Miarshal h.r! i ri Cml redlc ACi. Thi' a !'ection to Shb- decree

a 't it iay reduev Life Stfety Cede (,LSC) intuectiune vrainn of
r ant' concern. h: bel icy tmIp 'xaductiovis Can be pivsoiily absorbed
wilheout cheenqi'i t, e!:e. Itc L sC ivt!y procis Prior .. ar.y rhanqes
you will be provit;.i. a an. optm;iuly to ievieer end ins,'-'!
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In our judgepnen- the restructured survey prograor will provide adequate
and effective protections for the state's residents in nursing hores.
If portions of the enclosed plan can not be approved by HHS, other cuts
will have to be made. Osr review and study indicates that dvailable
alternatives do not as well serve the intent of the Congress or patient
interests.

The enclosed plan has been carefully developed to highlight iciportant
and necessary survey eleeents. It will eliminate duplicative activities
and permit the allocation of resourcr-s to those hores With patient
care defficiencies.

Extensive public and provider review and corient has occurred through
the Department's federal budget reduction planingiv process. Commerents
received on the survey changes have been highly suppoitive. The
changes have been approved by the Attorney Seneral's staff.

Please express our gratitude to Region X staff for the puny hours
devoted to addressing federal changes and budget reductions. If
you have any questions on the plan, please call Fran Mellran at
753-4719. Your expedited consideration of this plan is appreciated
We will be calling to keep iv touch.

Yours truly,

olrd ThOivp in

Bureau of U inq Horse Affairs

CT:sb

cc. Gerald Reilly
Bruce Ferguson
Ajan Gibbs
Joe Anderson
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Proposed Modifications In Survey Program

To Manage Federal Budget Reductions

State of Washington

Department of Social and Health Services

Division of Medical Assistance

Bureau of Nursing Home Affairs

October 8, 1981
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SUMIMARY

The primary goal of the Survey Progran in the Bureau of Nursing Home

Affairs is to identify and evaluate the care and services provided to

nursing home residents. Major responsibilities of the program include:

surveys for annual licensure and certification of 310 long-term care

facilities in Washington State; follow up to determine the status of

required corrective actions; and investigations of complaints received by

the Bureau on behalf of the residents in these facilities.

Surveys are conducted unannounced on at least an annual basis with one

night or weekend survey every three years. Survey findings result in an

overall evaluation of a provider's effectiveness in rendering safe and

adequate care to residents. Since 1976, the intents of federal survey

requirements have been the foundation of the survey process. The federal

survey regulations were analyzed and the specific intent of each defined

in relation to the health and safety needs of residents. The survey teams

use guidelines and their professional judgements in determining if the

Intents have been met. The team is composed of a registered nurse and

registered sanitarian who have had extensive training and experience in the

survey process. The survey team for Institutions for the Mentally Retarded

also includes a professional psychologist.

The teans are in frequent contact with the Quality Assurance and Patient

Review Program staff of the Bureau to exchange monitoring information

regarding the care of 29,000 nursing home residents. The Patient Review

Program staff conduct initial assessments and periodic reviews of the care

provided to Title XIX residents. They visit most facilities on a more

frequent basis than the survey team and therefore provide information to

-1-
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the survey team about trends or problems with patient care in particular

facilities.

A return visit (post-survey) is made to any facility that had deficiencies

cited during the survey or during a complaint investigation. The purpose

is to monitor corrections of deficiencies as agreed upon by the facility

and the State Agency.

Investigations of complaints are also conducted unannounced and in a timely

manner depending upon the seriousness of the matter and the threat to the

health and safety of residents. Patient abuse and epidemiological problems

as well as miscellaneous complaints are investigated by the survey team

members using the survey regulations and process.

Compliance enforcement activities are initiated when corrections have not

been made or when the quality of care provided is below minimum standards.

These activities may result in civil fines, decertification or license

revocation. Short-term agreements may be granted to facilities as a less

rigorous sanction and require another visit by the survey team.

Due to current federal and state budget cuts, decision packages were

prepared by DSHS to reduce costs in program administrative areas while

retaining essential services. Three decision packages are directly related

to the survey program:

1. Frequency of On-Site Post Survey - On-site post surveys will be

discontinued except for those facilities where there is a serious

deficiency which poses a potential threat to the health and safety of

residents. (Refer to page 5.)
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2. Certification Period - Certification Will be extended for up to 3 years

for facilities that have demonstrated an ability to maintain continuing

compliance with the regulations. (Refer to page 7.)

3. Surveying for Paper Compliance Federal survey regulations for SNF,

ICF, and IMR which relate to internal management practices, paper

compliance or which involve duplication, will no longer be reviewed

per se. The intent of each regulation is defined to assure that

essential health and safety requirements are maintained. (Page 10 and

all attachments.)

It is estimated that implementation of these changes plus parallel changes

in the state's licensure program will result in a savings of 4.1 FTE staff

or $124,500 during the remainder of the state's 1981-1983 biennium.

-3-
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Technical Definitions

The federal survey regulations are grouped under various Conditions of

Participation. The format of the regulations and significance of the

various components with respect to compliance are:

Condition - addresses each major division of institutional

administration, services, and environment.

Standard - separates the condition into subdivisions.

Element - provides specifics of the standard.

The Washington State survey program staff (since 1976) review federal

regulations that meet the intent of assuring health and safety needs of

residents in nursing homes. The regulations most directly related to

health and safety are listed as key conditions, standards, and elements.

Non-compliance with key regulations frequently leads to short-tern

agreements or other negative actions. It always results In more intensive

monitoring.

-4-
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FREQUENCY OF ON-SITE POST SURVEYS

PRESENT SYSTEM

An on-site post survey is conducted following each survey to determine

whether or not corrections have been made on deficiencies found at the time

of the survey.

Federal regulations require that deficiencies be remedied within 60 days,

with the exception of some physical plant alterations. If during the

post survey, it is found that there has been no correction or if only

some progress toward correction has been made, the facility provides a

new plan of correction. A second post-survey may be required for follow-up.

Until January 2, 1981, post-surveys were conducted primarily on those

facilities which had significant or standard level deficiencies. This was

done by federal mandate to verify correction of those deficiencies which

resulted in conditional agreements. The state was also encouraged to post-

survey for elemental deficiencies.

As of January 1981, state requirements were in place for verification

of correction of all levels of deficiencies in all facilities. If

correction cannot be verified and progress toward correction is inadequate,

the provider is subject to civil penalties.

PROPOSED SYSTEM

Recent federal instructions accompanying budget cuts require that post-

surveys be conducted only selectively.

-5-
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The Bureau will conduct on-Site post-certification visits as necessary and

appropriate to determine to its satisfaction whether correction of

deficiencies at the standard or key element level has been accomplished.

The visits would be based on the following criteria:

Criteria Decision for Post-Survey

No deficiencies No post-survey

Non-key elemental deficiencies Post-survey ten percent sample

Other factors (see below) Post-survey as necessary

Key standard and/or key Post-survey 100 percent
elenents unmet

On-site post-survey visits for other factors include: high turnover of

nursing home administrative and line staff, history of poor performance,

frequent changes of ownership, history of complaints including patient

abuse, staff walk-outs and strikes, and finding that providers had not

taken corrective action on deficiencies as identified by the ten percent

sampl e.

Following implementation of this proposal, there would be a reduction in

the amount of time necessary for on-site post-survey visits, by about

50 percent. Conducting unannounced on-site visits on a ten percent sanple

basis would provide an incentive for providers to make the necessary

corrections. Conducting on-site visits in 100 percent of the facilities

with significant deficiencies will place the emphasis where the need is

the greatest.

-6-
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CERTIFICATION PERIOD

PRESENT SYSTEM

Recent changes to the Social Security Act include removing the requirement

for time-limited agreements for skilled nursing facilities (SNF) certified

under Title XVIII. 42 CFR currently includes requirements for a maximum

certification period of one year for long-term care facilities in Title

XVIII and Title XIX, thus, requiring at least annual surveys.

The Bureau has recently been informed by Region X that the federal

regulations will be revised to allow for longer certification periods for

Title XVIII and Title XIX facilities.

A reduction in Washington State's funding allocation for Title XVIII and

Title XIX for survey and certification activities, along with instructions

from Region X DHHS, mandate the reduction of survey frequency. This can

best be accomplished by allowing longer certification periods for

facilities that have demonstrated an ability to maintain continuing

compliance with the regulations.

PROPOSED SYSTEM

The Bureau proposes that certification periods be allowed up to a maximum

of thirty-six months based on the following schedule:

Period of Certification Criteria

36 Months No health or safety deficiencies;

waived requirements would not be

considered as deficiencies.

-7-
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Period of Certification Criteria

Z4 Months No key deficiencies, few elements not

met; waived requirenents should not be

considered as deficiencies.

18 Months One or two key element level deficiencies

only and all standarns met; waived

requirements would not be considered as

deficiencies.

12 Months Deficiencies at the standard and key

or Less elemental levels; waived requirements

would not be considered as deficiencies.

The period of certification within this

category would depend on the magnitude

of the deficiencies in termns of potential

hazard to patients.

Other factors that will influence the frequency of surveys include high

turnover of nursing home administrative and line staff, history of

performance, change of ownership, history of complaints including patient

abuse, staff walkouts and strikes.

It is estimated that the percentage of nursing homes with extended certi-

fication periods will be as follows:

Period of Certification Percentage of Facilities

36 Months 5.

24 Months 30%

18 Months 30-40%

12 Months or Less 25-30%

-8-
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In addition to extending the certification period, the conditional agree-

ment provision would be eliminated. This provision allows a facility to

be certified for 12 months with a condition that the certification would be

automatically canceled on a specific date within the 12-month period unless

the facility is found to have corrected or made substantial progress toward

correcting deficiencies. The conditional agreement is recognized by

providers as a "paper tiger" approach to enforcement. It has not been

effective, Enforcement methods would continue through court-tested methods

of decertification action.

Following implementation of this proposal, there would be a reduction in

the amount of time needed for survey/certification activities. It allows

the state survey agency to spend less time in facilities that are meeting

requirements and an opportunity to spend additional time in those that need

more attention. It also provides an incentive for providers to achieve

and maintain compliance knowing that doing so will result in fewer surveys.

Extending the length of time between visits will reduce monitoring frequency.

However, in the interim surveyors will be conducting complaint investiga-

tions; the Patient Review staff will be making patient assessments and

reviews of the care provided to the residents receiving Title XIX.Medicaid

funds; and consultant staff will be assisting those providers needing help.

_g _
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SURVEYING FOR PAPER COMPLIANCE

PRESENT SYSTEM

Surveys and complaint investigations are conducted using the appropriate

federal and state regulations. Conditions, standards, and elements are

marked as met or not met based upon the result of investigating and

evaluating the facilities ability to provide adequate care and services.

Many certification requirements identified on the federal forms relate to

internal management practices, paper compliance and, in addition, many

are duplicative. Surveying for these items consume resources of both

facility and survey staff, whicn should be directed toward the provision

and evaluation of patient care.

These requirements include provisions for monitoring administrative

policies and procedures, quarterly staffing reports, and reviews of

contracts and committee meeting minutes. Examples include requirements

for specific kinds of medical director administrative responsibility,

frequency of physician visits based on the calendar versus patient need,

governing body functions, budget preparation, transfer agreements and

certain committee activity requirements.

Quality of care is most appropriately surveyed by assessment, observation

and interview of the patient, observation of facility services and envir-

onment, discussion with facility staff, and a review of health records.

PROPOSED SYSTEM

This state proposes that certain federal requirements no longer be specifi-

cally included in the survey of long-term care facilities. Eliminated for

-10-
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survey purposes would be regulations related to internal management

practices, paper compliance and those which are duplicative of others.

The enclosed survey report forms (HCFA 1569, HCFA 3070, HCFA 3070A, HCFA

3070B, SSA 3070C, and SSA 3070D) identify the requirements that would be

deleted along with the revised shorter forms this state would use for

surveying. Comments in the right hand col umn identify the intent of the

regulations and provide the rationale for the deletions. It is inherent

that the intents of all regulations on the survey report form are met when

those on the shorter form are met.

Maintaining the requirements with the intents as described in the

attachments will provide sufficient regulation to ensure adequate care.

Eliminating the unnecessary requirements removes a burden from the

facilities in having to expend staff resource in complying with them and

removes a burden from the survey staff to survey for them.

This has essentially been the procedure used by Washington State since

1977. It reduced surveyor time in a facility by one day. The actual

short-form version will save an additional three to four hours per survey

in Washington.

It should be noted that those deleted items will still be used for

consultation purposes. The complete forms are an excellent management

tool. They simply need not be cited as deficiencies (monitored per se),

when the purpose of survey is to evaluate the provider's effectiveness in

rendering safe and adequate care to residents.

-I-
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Health Ca'e

DEPANR1TmENT OF HEALTH & HUMAN SERVICES Flnancing Adniinlstaltin

; .. : . . .. . . 8~~~~~~~~~~~~~eoion x:

WJS SI- Arcade Plazta 80dil;n
132t Second Avenue
Seattle WA 98101

November 4, 1951

Conrad A. Thompson, Director
Bureau of Nursing Home Affairs
Department of Social and Health Services
MS/OB-31
Olympia, Washington 9S504

Dear Mir. Thompson:

This is in response to the proposals submitted to us on October a, 1951 which would

restructure the survey and certification process for long-term care facilities

participating in the Medicare and Medicaid programs.

We found your proposal extremely well presented and thoughtfully conceived. We also

believe that the proposals have merit for consideration at our Central Office as a

preferred process for survey and certification among those modifications presently

being attempted by a few states in other regions.

Therefore, we approve these proposals, which modify the frequency of post

certification revisits, the length of survey intervals, and the implementation of partial

certification surveys whereby the surveyor would not review certain specific facility

requirements, with the following exceptions:

1. Frecuency of On-Site Post Certification Revisits:

'Se reserve the right to request post certification revisits for specific facilities on

an as-needed basis,

2. Length of Survey intervals:

We reserve the right to determine survey intervals for facilities participating in

the Medicare Program since sufficient funds may not be available to reimburse the

State, or national criteria may be issued. The State should also be cautious in

setting Medicaid facility survey intervals which may be beyond our funding

capability.

3. Partial Certification Surveys:

(a) New facilities must be surveyed against all requirements.

Ib) Surveyor "short forms" must be completed and retained in State files.

(c) The SNF "short forms" must show response for the following items:
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Conrad A. Thompson
Page 2

F 90 (Condition -. Medical Direction)
F 286 (Condition - Laboratory and Radiological Services)
F 300 (Condition - Dental Service)
F 359 (Condition - Transfer Agreement)

(Note: Your annotated official survey form now appears to provide for short
form response by cross references to related requirements.)

(d) The SNF report forms must allow a "met" or "not met" for F 462 and F 463
(Utilization Review) for Medicare SNFs since the Title XIX procedure does
not substitute for Title XVII procedures.

(e) For ICFIMR surveys, the procedure must be revised as follows:

(1) New survey forms have been issued and should be used in implementing
this process.

(2) All facilities which are certified under an extended plan of compliance
ending 7/1/82 must show response for each affected requirement.

This approval is effective immediately. Plese notify us when the proposals have been
imp!emented. Please also furnish us a copy of implementation instructions and
procedures issued to your staff. We will be designing an evaluation process to measure
the effectiveness of this program. This evaluation will occur about june 1, 1982. Our

approval, while not time-limited, is subject to revisions of Federal regulations and
changes in national policy. However, we do not anticipate substantial policy or
regulation change in the near future.

We look forward to working with you in implementing this new process. We will be in
touch with you soon to agree upon ways in which we can jointly assure success of these
innovative program changes.

Sincerely,

Ronald L. Hansen, Director
Survey and Certification Program
Division of Health Standards and Quality
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*4&atllt Care
DIPARTMENT Of HEALTH & HUMAN SERVICES Finanlcng AdmiNstration

RIegon X
November 20. 1981 MIS Q1. Aricda Paa Buldseng

1321 Second Avenu
Seattle WA N101

DIVISION OF HEALTH STAHDARDS AND QUALITY
STATE LETTER NO. 101

SUBJECT: Revisions to Survey and Certification Procedures

This letter contains important Information concerning survey end certifica-
tion procedures.

We have learned from our Central Office that when regulations are changed,
there will be no reference to long-term care cancellation clauses. time-
limited agreements, or to annual certifications for providers and suppliers.
While it will be a while until these regulatory changes are finalized,
effective immediately we will institute a system of resurvey intervals and
will no longer issue long-term care provider agreements with cancellation
clauses. For Pedicaid-only cases our advice to you 15 to sto limiting
long-term care certifications to 12 months, and stop shoing cancellation
clauses on certifications to the Title XIX Single State Agency, (SSA).

Resurvey Intervals:

We will not require annual resurveys or post-certification revisits (PCR)
for any provider or supplier, or issue any more time-limited provider
agreements. Instead, we will establish a resurvey interval. For all
Medicare and Medicaid providers and suppliers, survey agencies should. for
certifications sent to us or to the SSA, use hlork 17 nf the rT ta _hn-
the month and vear for 4ny PrR and for thT heet rSr The * ,,rvev
interval should not be more than 36 months. Both the PCR and resurvey
dates must be basee upon h1storical cmpliance patterns and anticipated
funding availability for survey activities during the projected survey
period. For LTC cases, block 13(a) of the CtT should show a beginning date,
but does not need to show an ending date.

For M.edicare facilities, we will indicate in block 28 of the C&P the dates
we establish. Where this differs from your recomnendation. we will first
discuss the situation with you.

We are currently receiving quite a variety of certification kits from
State agencies. We expect this variety to increase as some States under-
take, for example, surveys aimed at covering only selected requirements,
and others send kits for hospital surveys in which only the laboratory
has been surveyed. A JCAH hospital certification kit must be processed
within 36 months.
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S.L. No. 101 - pg 2

When less than a full survey Is performed, the certification kit Is to
consist of the prescribed number of copies of the CUT, HCFA-2567, Crucial
Data Extract and, where Life Safety Code waivers are recomended. appro-
priate documentation. This also mans that the Request to Establish
Eligibility forms and KHfA-1513's should be obtained and forwarded to us
when health surveys and JCAH hospital activities are performed, but not
when a laboratory-only or LSC-only survey is performed.

Adding Specialties or Services Without a Surve:

(a) A certified independent laboratory or CLIA licensee may add services
without an onsite survey when the following requirements are met:

If the laboratory services to be added are similar to the existing
services. i.e.. fall within the approved specialties/subspecialties
,nd use existing equipment and trained personnel, then additional
supportive documentation is not necessary. However, if the laboratory
is not currently approved in the specialty/subspecialty or the
services require new equipment, facilities, or special trained
personnel, then the laboratory must submit (1) documentation of the
qualifications and experience of the person or persons who will
provide the services and (2) copies of the test procedures, controls,
and equipment to be used.

(b) A certified home health agency may add services when the following
requirements are met:

1. The provider submits documentation of the qualifications
and experience of the person or persons who will provide
the services.

2. The provider submits a copy of any written contract %:here
services are to be provided under contract.

3. The provider submits copies of policies and procedures
governing the provision of that service.

We appreciate the way you are keeping in touch with us on your plans for
getting the survey job done. In turn, we will continue to share 'ith you
our position on this topic.

Sincerely,

Thmnas G. Wallner
Associate Regional Administrator
Division of Health Standards and Quality
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ODEPARTMENT OF HEALTH & HUAIAN SERVICES JAH 'e r d

si+? ~~~~~~~Memorandum

Date "EC 2 9 1931

Frn'= Director
Health Standards and Quality Bureau. RCFA

Suobct Scheduling Facilities for Survey in Fiscal Year 1982

Regional Administrators
to Health Care Financing Administration

Regions I - 1

Section 2153 of the Omnibus Budget Reconciliation Act of 1981 repealed

the statutory requirement for time-limited agreements for skilled

nursing facilities (SHFs) (Comprehensive revision of Subpart S of the

regulations eliminating the regulatory requirement for time-limited

agreements is nearing completion). In addition, reductions in budgeted

funds for onsite surveys of all Title XVIIl facilities compel us to

allocate the bulk of our available resources to surveys of poor and/or

marginal facilities.

Earlier memoranda to the Associate Administrators for Health Standards

an'd Quality (June 17, 1981 and September 17, 1981) outlined current

natiomil priorities for provider standards enforcement and identified

key requirements (MRs) which might serve as the basis for selecting

providers for surveys in the current fiscal year.

Since issuing those memoranda, we have refined the list of KRA

(Attachment A). In addition, using data derived from the

Medicare/hedicaid Automated Certification System (MHACS), we have

applied the KRs as a screen against the compliance record of all SNFs,

intermediate care facilities (ICFs), bome health agencies (ERAs).

clinical laboratories. and non-accredited hospicals. As a result of

that screening process, we have been able to identify providers, by

provider number, nama, and- address (Attachment B) in the following level

of compliance categories;

(1) Facilities deficient in one or more Class A requirements. (Class A

requirements are those requirements which if not met, are most

likely to have an imaediate adverse effect on patient health and

safety).

All facilities identified in this c*ceorv should be surveed during

FY S2Žecause itey naveestablished a record of poor compliance with

the program requirements.

(2) Facilities meeting all Class A requirements but deficient in on or

more Class B reauirements. (Class 8 requirements are those

requirements, which if not mec, sre likely over rime, to have An

adverse effect on patien- health and safety).
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Page 2 - Regional Administrators
Health Care Fin ncing Aduisiatration
Bagions I - I

The decision to survey facilities in this category should be based on

established national priorities, and on other available infornation

concerning the current status of cooplionce with major requirements,

for exuple. beneficiary coiplaints.

(3) Facilities meeting all Class A and Class! requireents.

Facilities in this category have established a record of compliance

with major program requirements and, in the absence of more current

adverse information, should not be surveyed in tbe current fiscal

year. (Attachment C -provdes a model noeice to tacSJ~tlts which will
not be surveyed in the current fiscal year.)

We believe the lists of providers in the three levels of compliance

categories will provide Regional Offices and Stats agencies with a

rational basis for allocating available survey resources. I must

emphasize that these lists are to assist you. You are not bound to

follow th . However, I would sugsat you have a rationae
using different approanches.

If you have any questions or c""ents concerning the material, please

contact Tony Elias, telephone number (FIS) 934-7903.

Aris T. Allen, M.D.

Attachments

cc: Associate Regional Administrators
Regions I-I

73-435 - 87 - 2
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Attachment A
SKILLED NURSING FACILITIES

Conditions of Participation aud Key Requirements

DATA TAG REQUIREMENT CLASS

F7* Compliance vith Federal, State 6 Local Law .. . A

FS Licensure (X)

F15* Coverning Body and Management ... I

F25 AdAminierraor (KR) B

n26 Qualified Administrator (KR) C

F41 Personnel Policies and Procedures (KR) B

F42 Responsibility for Implementing/Maintaining
Policies/Procedures (KR) C

F45 Safe and Sanitary Environnent (Kg) C

F48 staff Development (KR) B

F49 Planning and Conducting Ongoing Program for all
Personnel (KR) C

F53 Outside Resources (KR) B

n54 Arrangements (KR) C

F62 Patients' Rights (KR) B

F63 Written Policies and Procedures (KR) C

F71 voice Grievances (KR) B

773 Physical and Chemical Restraints (KR) B

F81 Patient Care Policies (KR) 3

F83 Availability and Content (KR) S

790* Medical Direction ....... B... ...... 3
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-"RQURIXEMNT CL5S

794 Coordinetion of Medical Care (R) 3

F96 Liaison and Evaluation of Services (KR) C

F101* Physician Services- ..............................

F105 Physician Supervision (KR) A

F106 Physician Supervision Policy (KR) 3

F107 Planned Regimen of Care (u) 1

F123* Nursing Services . .................. A

F124 Director of Nurses (R) A

F128 Director of Nurses-- Responsibility (Xt) B

F129 Charge Nurse (R) A

F133 Charge Nurse - Responsibility (KR) B

F134 24-Hour Nursing Service (KR) A

F136 24-Hour Nursing - Proper Care (KR) B

F169 Patient Care Plan (KR) A

F171 Patient Care Plan - Coals and Responsibilities (KR) 3

7172 Patient Care Plan - Review And Evaluation (KR) a

F189 Conformance with Physician Drug Orders (KR) A

F190 Drug Orders Administered by Pbysician Order (XR) B

F207* Dietetic Services .A

F208 Staffing (KR) A

F211 Sufficient Supportive Personnel (KR) 3

F221 Menus and Nutritional Adequacy (KR) A

F222 Therapeutic Diets (RR) A

F224 Planned Diets Served under Supervision/
Consultation (KR) 3
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Iwu^^v:;n s CLASS

F244 Sanitary Conditions (KR)

F246 Sanitary Conditions - Stored, Prepared (IR) 3

F249* Specialized Rehabilitative Services . A

F254 Plan of Care (KR) A

F255 Written Plan of Care - Physician (KR) 3

F263* Pharmaceutical Services . .A........ ...... A

F264 Supervision of Services (KR) A

F268 Monthly Drug Raegimen Reviev (KR) B

F286* Laboratory and Radiologic Services ........... A

F287 Provision of Services (XI) A

F288 Provision of Services - Meet Sections 405.1028
and 405.1029 (KR) 3

F300* Dental Services ........................ B

F301 Advisory Dentist (KR)

F302 Dentist Participation in Staff Development (KR) C

F308* Social Services ....... ........................... B

F309 Social Service Functions (KR)

F310 Hedical, Emotional Needs Identified (KR)

F311 Services Provided (KR)

7324* Patient Activities ...................... 3....... B

F330 Patient Activities Program (KR)

F331 Meaningful Patient Activities (KR)

F333 Activities Promote Patient Well-being (KR)

7335' Medical Records ................................. A

F344 Content (KR) A
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F346 Medical Records Content (Kt)

F35j5 transfer Atreement ............................... B

F366* Physical Environment ............................... A

K6 Life Safety From Fire (nK) A

F371 Facilities for Physically Handicapped (KR) A

F396 Patient Rooms and Toilet Facilities (KR) A

F403 Facilities for Special Care (KR) A

F407 Dining and Patient Activities Room (KR) A

7413 Kitchen and Dietetic Services (CR) A

F415 Properly Ventilated and Equipped (KA) B

F420 Other Environmental Considerations (KR) A

F421 Functional, Sanitary Environment (K) B

F428* Infection Control ..................... A

F435 Aseptic and Isolation Techniques (KR) A

F436 Effective Written Procedures (KR) B

F448* Disaster Preparedness .......... . A

F449 Disaster Plan (KR) A

F450 Disaster Plan in Operation 3

7457 Staff Training and Drills (KR) A

7458 Trained Personnel (KR) I

F462' Utilization Review ... C..... C

F490 Extended Stay Review (M)

F491 Periodic Review (KR)

F499 Further Stay Not medically Necessary (KR)
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DAA TAG R3EQUIRE1INT CLASS

F500 Decisionmaking Process

F527 Discharge Planning (KR)

F528 operation of Organized Program

* - Condition of Participation
FR - Key Requirement
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Attachment A

INTERMEDIATE CARE FACILITIES

Standards and Key Requirements

DATA TAC STANDARDS/KEY REQUIR2-KTS CLASS

T13* Disclosure of Ownership .. C

n20* Transfer Agreement . B

* Adtministrative Management

T25 Staffing (lR)

T55 Disaster Prepardness (KR)

T63* Administrator ................................. C

I64* Resident Services Director . . C

T65* Arrangements for Services . . C

T66 Institutional Services (KR)

772 Medical and Remedial Services (KR)

T73* Rehabilitative Services .. B

T74 Plan of Care (KR)

780 Provision of Services (KR)

T82* Social Services ._. B

T84 Plan of Care (KR)

T89 Activities Plan (KR)

T94* Physician Services ....... .................... A

795* Health Services ............................. A

T103 Health Care Plan (KR)

T104 Review Plan as Needed (at least quarterly) (KR)

T105 Nursing Service (KR)
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TAG EQUiREMENT CLASS

* lDietetic Services A

I106 Heals (MR)

n112 Therapuetic Diets (KR)

T115 Menu Planning & Nutritional Adequacy (KR)

Tll? Sanitary Conditions (Xl)

Drugs and Biologicals A

T123 Conformance with Drug Order (KR)

T129 Medication Review (KR)

T132* Resident Record System 8 B

T135 Content (KR)

1138 Copies of Initial and Periodic Exams (KR)

I139 Assessments, Goals of Each Plan of Care (KR)

T140 Discharge Summaries (KR)

T141 Overall Plan (for the individual) (KR)

T143 Treatments and Services Rendered (KR)

T144 Medications Administered (KR)

t6 Life Safety Code .A

* Environment and Sanitation A

T152 Enviroment (KR)

T153 Favorable Environment (KR)

T160 Linen (KR)

T165 Isolation (KR)

Ti66 Dayroom and Dining Area (KR)

T189 Policies Define Use of ChericallPhysical
Restraints (KR)

* - Standards
KR K Key Requirements



39

HOME HEALTH ACENCY Attachment A

Conditions of Participation and Key Requirements

DATA TAG

G6*

S7*

G8

Gl1

Gll

G12

C15

G26*

G28*

C30

C32

G3 3*

G34

G36*

CS3*

C4 6*

C48

G49*

CGS

G52*

G54

*- Conditions

KR * Key

REQUIREDNT

Federal, State & Local

Organization, Services, Administration

Services Provided (KR)

Governing Body (KR)

Administrator (KR)

Supervising Physician or R.N. (KR)

Coordination of Patient Services (KR)

Croup of Professional Personnel

Acceptance of Patients, Plan of Treatment,
Medical Supervision

Plan of Treatment (KR)

Conformance with Physician Orders (KR)

Skilled Nursing Service

Duties of Registered Nurse (KR)

Therapy Service

Medical Services

Rome Health Aide Services

Supervision (KR)

Clinical Records

Protection of Records (KR)

Evaluation

Clinical Record Review (KR)

of Participation
Requirement

CLASS

A

A

B

A

A

A

3

A

A

I
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Attachment A
LABORATORIES

Key Requirements for Specialties and Subspecialties

Microbiology

E96 Chemical E. Biological Solutions (KR)
E114 Quality and Requirements are Met (KR)
E34 Proficiency Testing (KR)

Parasitology

E122 Quality Control Requirements
E37 Proficiency Testing (KR)

Virology

£126 Quality Control Requirements
E38 Proficiency Testing (KR)

for Parasitology are Met (KR)

are Met (KR)

Syphilis Serology

E148 Quality Control Requirements
E40 Proficiency Testing (KR)

are Met (KR)

Non-Syphilis Serology

E163 Quality Control Requirements
E41 Proficiency Testing (KR)

ChemistrE

E193 Quality Control Requirements
E42 Proficiency Testing (KR)

are Met (KR)

are Met (KR)

Urinalysis

E198 Quality Control Requirements
E45 Proficiency Testing (KR)

Immunohematologv
E208 Quality Control Requirements
£46 Proficiency Testing (KR)

are Met (KR)

are Met (KR)
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Hem& ology

E252 Quality Control Requirements are Met (KR)

E50 Proficiency Testing (KR)

Exfoliative Cytology

E272 Quality Control Requirements are Met (KR)

E52 Proficiency Testing (XR)

Hisotoathoiogy

E285 Quality Control Requirements are Met (KR)

Oral Pathology

E286 Quality Control Requirements are met (KR)

Rad iobioassay

E294 Quality Control Requirements are Met (KR)

KR - Key Requirement



42

Attachment A

HOSPITAL'S

Condi:ious of Participation a-d Key Requicements

DATA TAG REQUIREMENT CLASS

A6* Compliance vith State & Local Lav .3

A9* Coverning Body .

A16 Izstitutional Planning (L) .C

A21* Pbysical Envirocment .A

A26* Medical Sta'f _... .. 3

A 7* Nursing Deparz=enr ................. A

A73* Dietary Department .A

A91* Medical Record Department ...... .................. 3

A115* Pbarmacy or Drug Room ............................ A

A126* Laboratories ..................................... A

A153* Radiology .A

A162* Medical Library .C

4164 Surgery (M) .A

A180 Anesthesia (K).... . A

Ala5 Rehabilitation (KR) -B.

A190* Outpatient Department .

A195* Emergency Service or Department. A

* - Condition of Participation
KR I Key Requirement
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Attachment B

Skilled Nursing Facilities

These listings for SNFs are divided into three categories according to

their level of compliance with the Class A and Class 3 requirements

specified in Attachment A. The categories aremas follows:

1) SNFs deficient in one or more Class A requirements.

2) SNFs meeting Class A requirements and deficient in one or more

Class B requirements.

3) SNFA meeting all Class A and Class B requirements.

Each of the reports displays the SNFs in provider number sequence and

separates them by State within Region.

Outlined below is a brief explanation of the data items included in -each

of the listings.

1) Prnvider Number - Self-explanatory.

2) Provider Name and Address -Self-explanatory.

3) Last Survey Date - The most current provider record on the MHACS

data base as of October 27, 1981.

4) Class A and Class B Deficiencies - Indicates the number of

regulations designated in Attachment A as Class A and Class B

requirements and reported in HMACS as deficiencies.

5) Certified Beds - The number of total certified beds recorded on

the Certification and Transmittal, HCFA-1539.

Since the compliance records considered in the name and address listings

are based on the information entered and processed in MMACS as of

October 27, 1981, more recent survey data entered after that date will not

be reflected in the reports. The Rapid Data Retrieval System (RADARS),

however, does contain more recent provider survey information. If you

wish to utilize RADARS to access the more current data, ask the MMACS

Coordinator in your Region to contact the staff in the Data Management

Branch for specific instructions.
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Attachment C

N~otification to Selected Providers of the Extersion of Existing

Provider Agreements

Section 2153 of the Omnibus Budget Reconciliation Act of 1981 repealed
time-limited agreements for skilled nursing facilities. In so doing,
the basis for regulations issued pursuant to that provision has been
eliminated. Major Revisions in Subpart S of the Federal regulations
will establish new procedures for determining the length of provider
agreements and the frequency of surveys.

Based on your history of compliance with Major Medicare/Medicaid
program requirements, your provider agreement is extended through
September 30, 1982.

Although your facility is not scheduled for a survey by SA staff
through September 30, 1982, you may be selected as part of a sample of
facilities which may be surveyed by Federal surveyors or may be
surveyed on the basis of a complaint.
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DEPAxRTNIENT OF HEALTH & HUNIAN SERV ICES H-slis Cur Fin..c.ring
Admiuisirsiiu

| HSQ- R3 ( 18 )

I

H. Arncid Mullerj.M.(
: e 5retary, Decar..en!

I Health and Welfare aB
i Harrisburg, Pannsylv

Dear Dr . .Mull1er:-

;. 0.,.. = -r S

January II, 1982

0 .
t of Health
uoi id Ing
ani a 17 12 0

On December 15, 1981, President Reagan signed the third continuing resolution
of fiscal yea. 1982 (P.L. 97-85). This resolution provided funding through
March 31, 1982, but also decreased the Medicare State Survey and certification
budgets by 16.82%.

Consequently we are reducing your Medicare budget for fiscal year 1982 to
$695,660 (attached is your revised budget). In addition because the department
has limited the quarterly awards to 25% of the reduoed budget we have had to
reytse your O40s (see attached) for the first and second quarters of FY 82.

We realize that this decrease will present additional problems in accomplishong
the workload for Medicare. Ilowever we are requesting that you continue toapproacs the workload as was approved in our original f Y 82 letter (dated
September 8, 1581) for the second quarter until we can determine what changesin budgets will occur in the third and fou.rth quarters. The Medicsid budget
has not been affected by this reduction.

If you have any questions concerning these changes please let me know.

Sincerely yours,

Gerald Szucs, Ph.D.
Associate Regional Administrator
Health Standards and Quality Bureau

J . ?-SeA

.. as_?S
_ a_, ,'a

A,. _-:^

R. :;^-
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DEPARTE1NT OF HEALTH & HUMAIN SERVICES (Heth Care Flnanaat
X S H 9 ~~~~~~~~~~~~~~~~~~~Admwinitron

0- .E .l.l M
,,v9,a.¢ PA aiO0'

H. Arnold Muller, M.D. APR 2 2 1982
Secretary of Heaith
Pens ylvanla Departnent of Health
Heah and Welfare Budlding
Harrshburg, Pennsylvania 17120

Dear Dr. Muller

Once again we are approaching the budget season. Although we have not received
bwtet guidance for fiscal year 1983, preliminary Indicaton amre that Congress will

probability fund the state airvey and certification activity at fIscal year 1982
levehls

Based on our experience In 1982, we have formulated criteria for each state survey
agency to follow In the submislon of the nT 83 Medicare budget requesm The
criteria pertain to program emphasis and funding l1mitations based on national and
regional priorities that should be strctly adhered to. Since there is no Idication
of decreased dollars In Mediai you should prepare your Msedicad certification
budget as uial. however, keep In mind that If the single atate agency decides to go
to a ISO often than ---usurvey eyele, the budget should reflect this reduction.
If the state Medicaid agency decides to prioritize Its workload, you snould suibmit
the lists catagoriang the priorities.

Subdmit your PT 83 Medicaid budget in accordance with Section 1902(aX2) of the
Social Security Act. For plannir purposes federal matching rawe for
compensation, trevel and tsing ceebs for the Medicaid aurvey and certification
program Is 75 per cent. All cost categories other thn compensation, training and
travel will continue to be reimbursable at S0 per cent. Please refer to Health
Stands and QuMiMy Buresnu Standards and Certification State Letter No. 2Mor
additioal g unano

Your Medicare certification budget request should reflect the target funding
limitation of $895,880. This Is what you recved In FS 8. Using the same
formula as In Fn 82, we estimated thia funding limitation besed on priority
worklo" aurve times, and historical cos. Th regional office and the states
agreed to this criteria in FT 82. If any changes occur In our fundin limitation for
PY 83, we will Inform you immediately.

Concerning the sawey actlvlties for FT 83 we have established a priority aoaroach
to the Medicare workload. Attaced to this letter are the which re to
be followed In preparing your budget. Essentally, the proce establishes priorities
by categories of providers and SaWiUers to be surveyed Mnd further deflnes within
Veciflc categories the mechanisms for rmoting Wecific providers and suppliers.
Per youri nformation, the foloing IN an outline of the priorities In PT 83U

L nitials all providers and ppUers. and chang of ownership, if
secessry).

2. All category 1 facilities (resurveys in the following order)

A. Sktiled lursing Facilities
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b. Hospitas (na acaedited General Hoeitas aem* dted and nn
ted PsYdtrae Hospitals)

a. Laboratories (In td CLLA and Independent LAb

d. ESRDo

e. Bome Bealth Atendes

3. Complaint sureya (all prnviders and sppliers).

4. An provids and suppiar not -rveyad at last ce in the last two
fedel flhI yea (1981 and 1982).

S. Validation of accredited hopitals.

S. All caltegW 2 fadfltifa (esInay in the following rder)

a. iNd mi%* Paclities

b6 BWtals (n accredited General Hopitals, aeredlted and non
accredited P37aebavie Soeita)

c. Laboratoes (ludes CLIA and Inded LA)

d. SRmD

a. Home Health Agenae s

7. Iatesveys aof ome HealtS Agendes (Initial sxneys In FT 82).

8. All faczil not stumyed In federal fiscal yewr 1982 :ue a R izvey.

9. Al catagoy 3 failties (renwveys IL rity crde as state dafn=.

gempt a prov d above, fmdag Is not available for ruruys of JCAH genaral
homtals, outpatient physical tbenPy/peaf tlerapy, Rwl Health Clini<l,
patabla X-ray fmntllms and Independent practicin physic therapis

You will note in the lis of priorities that numbers 2, 6 and 9 cstegoerfe
participatieg provider. In ordw to rak providers as categorIes 1, 2 and 3, plase
refer to me guidance In attacment A, i. Section B and D. Uslng this guidance,
yna will be al to estabihs the raddzn hr each of these prioritie.

Onee you hae ranked yr provides, you w b Men be able to determine which of
the priorities lited ar obtaioable based an the budget limit indicated in this
latter. Keep In mind yo shol allocate the money according to tde priorities In
the lit seqIence. However, we ae requesting at a midmum that you budpe t
attem priorities I ta 5. In addtion we are als asscing you to define and
cost-out separately as part of yur proposal, the priorities In 8 through 9.
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The sum tion of the buet for both Medlcsre and Medicaid must inohed. the
Information requested In abiits 2 and . E-bit 2 Is a request for the number of
pretovidwr'u.pliers wth you will snvey In FT 83 and the estimated oats for the
a-epy by priority and provider category. Exhibit 3 ask you to Identify by name,

- numbaer Categay ail fat 1tic/m~plen to be resurveyed durig emb
querter of FT 83. The reonal office will negotiate and approve the provider ists
sumitted.

The State Operatio Marmal, Pert IV Admlnistration and Ftlnecla Management, Is
the teaicaj guide to be twd In te preperatim: of the stat fi year 1983
budget ubmittsl. Section 4010 ff, 'Me Plannieg Procese,, should be carefully
reviewed and foowed In aeoma ptin with this letter. Federal Manegement
Clzcuar (FMC 74-4 coat Principles appil tlo tO eazts and conutats with state
end local governments provide principm ftor determining the allowable coets of
Program adminiseered by sate goverments der rants from and contracts with
th federal goernmsat.

Rocioed as copies of the forms to be used In the bestbmtoo. They tochide
State Agmncy udbet Request elth Innee Benefits Pricam (tle
rv=r (Frm' MA-141), Sntat Agency 8wdet List of Postions Health ln se
Program (FPam SSA-WaA), State agony Sebedule for eqppment Purcaes
Helth Benefits Pieum (corm UA-148) and State Suwvey Agency

3t Beq4est-LOW Term Cae Paodlity Workload The wavity plan m - S
deeribe to detail how the state egency wi accomplish the mutey worka it

adeqmatey dcomeot and die" support ltd e costs reflected In the Wget
request-

In prhparing budget projections, yu should k9w In mind that, purmiant to 1tle 42
CFB 448475, the cast of activities performd by the state smn y agency for the
PUZPOW of the state licemre program or any other state program ut be borne
by the state. The suvey agency must maintain reco to Identify the ocots Of
these acttle!6

in co13budon, to preparing yur budget proec, you should obtain Input fr m any
other state deavrtment that particiPates eiter directly or Wdreatly to the savvy
en oertifteaton activity, web as th state am Authority, dogle state agenoy, etc.
our e presentation must chae en Indication Uht affetd state

dpurtmen have ben made awae of the budget plan end, to the desePoesible,
habm bcted their coneurtesee A copy Of sibo atsa) that have bean entered
into with regard to the vey an ertifctio actvit should accompany your
bu it mmttAL

Ws epect to I'eeiv ya "ace yew 19U3 buaget requests to the regional office
no later tbn Jun 30 132. If yaw bedget requests ae Incomplete by Juna 30,
1982, La, i4M&9Vraie approval, tutification for Une Item mounts, ete.,
pl fowed what hs been completed to dete as an Informational copy. It Is
Imbattet that tlis due date be met to allow us mifcA time to evaluate your
bue rquass fa .
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1t you have "y qtzeucm about the budget proem tot rWsel year 1983 or shoud
you need futher c1*rnatic of than iteom prescoted plane all nlmothy Sock
at (215)53 4951L

Sgeily you,

Gcald F. SAs, Ph.D.
Axoiate Regional Admuditd tor
Health Standards and Quality

[COIS5TTEZ STAFF NOTE: Attachme-ts reflectnft c-sts by cutrory vr p-WId..
survey have been deleted for brevtry.l
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STATE Of WA91O%

DEPARTMENT OF SOCIAL AtI) HEALTH SERVICES

April 2S 9S2 1=92

TO: Conrad Thtopson, Director
Bureau of Nursing H- ffafirs

THRU: John Gerth, Hange ?
Survey Program

FRCFS: tterinan, Manager
04eth est Survey Zone

SUBJECT: FACILITIES WHOSE LAST TWO SURVEYS SHOW A OCANGE FOR THE
WORSE

In response to your request to Identify facilities whose last twosurveys have shown a change for the worse; S facilities wereresearched. The following results indicate the nmbers of standardsand elements unmet in each survey and the suspected reason for thechange.

They are as follows:
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SURVEY I YR. AGO
DATE SURVEYED

TOTAL iKEYE
STS. STDS. ELE1.
LNElT iMET IWMMT

3i/119/81

0

2/27/8l

O I

4/21/81

4 1

9

18

17

LAST SURVEY
DATE SURVEYED

TOT KEY
STDS. STOS. ELEhI.
U?*V wMET 11OSET

2/19/82

12

3

10
(3
key)

2

1/22/8Z

I 1 °

/2-3/82

1 3S

3

CWQIEHT

REASOH FOR
INCREASED
NON-COKPLIANCE

This facility haS a
new DNS and charge
nurse which had not
been properly oriented
At the tine of the
survey. The
administrator should
have been on top of
this.

This facility basically
had two major problems;
1) was rodent infests-
tion in the food storeg,
ares and 2) was a new
DNS trying to change
long established
procedures, end sone
details just fell
through the cracks.

'The administrator is
folksy and laid-back,
and does not check on
his staff. The DiS
Is too friendly with
her staff and Is not
on top of patient care
problems. The charge
nurse had also fallen
down in her duties.
'Supervision is
sloppy throughout.'
Staffing is stable

Page 2
Aprl 29. 1982

FACILlTY
s _ i § t_ I _

i i

9
GNP
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Page 3
AprIl 29, 1982

SURVEY I YR. AGO LAST SURVEY
DATE SURVEYED DATE SURVEYED MMENhT

TOTA[ IKEY TOTAL IKEY "EASON FOR
STS STDS. ELEN. STDS. STDS ELEM. INCREASED

FACILITY UN&iET UMRET UNM UNMET UNMET UNMET NON-COMPLIAIICE

W 33/19/81 2/24/82

0 13 3 0 7 Increased deficiencies
at this facility are
due to poor management
on the part of the
administrator, and
nursing staff taking
over for the DiNS. in
her absence for
maternity leave.
Staffing is otherwise
stable at this facility

4/24/81 3/3/82

O 4 2 0 6 Deficiencies noted
could be due In part
to a new A.!.l. and a
new health services
supervisor and possibly
a lack of close
supervision by the
preceptor.

The coranents noted above adhere very closely to references made by the surveyors in each
of these areas. One surveyor Indicated that: It is easy to blame management, however.
it all stems back to a lack of pride, and doing for these other human beings, (the
patients) what they (facility staff) would like to have done for themselves."

I trust that the foregoing information satisfies your request for data in this area.
if not please let me know.
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DAATT OF WAS WATCW.

DEPARTMENT OF SOCIAL A\I) HEALTH SERvIcES

MEMORANDUM

-o
F -%jC.vt .- II?

TO. Conrad Thowipson. DirectorBureau of Nursing Home Affairs DATE Apri1 Z9, 1982Through: John Gerth, Manager
Survey Program

FROM: t4ry Z. Crosby. Managerrw SU81ECT:NWSREPOCSNorthwest Survey Zoneet f

This 0env is in response to your request at our (Zone Manager's)Feeting held with you on April 15, 1982. You asked that
each Zone Manager select one specific case and point out
how a facility's patient care had worsened froas It's prior
survey.

Facility: _ _1____ ___

4.April 4, 1981 PRIOR SURVEY I February 8. 1982 Tij:LL v~a KILOrr

THIS YEAR'S SU2YEY HAS BY THE
SAME NURSE USING THE SAt4E
SURVEY PROCEEDURES:

- Five Standards Not Yet. two
of which were Key Standards

-124 Director of Nursing Service
-F129 Charge Nurse
-F134 24-hour Nursing (Key Standard)
-Fl27 Supervision of Patient
Nutri tion

-*F435 Aseptic Techniques (Key 5smPa
- Three Key Elements Not Met:

-^F135 24-hour Nursing
-*F17S Rehab. Nursing
-*F436 Aseptic Techniques

- Six non Key Elemnts Not Met

nCs ttnw

-
NURSE SURVEYOR:

'NO' DEFICIENCIES
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Page 2

SAHITARIAN SURYEYOR: SURYEY C017LETED BY TtE SAYE
SANIITARIAN USIN THE SiE. SURVEY
PROCEEDURES

- Two Standards [lo2t et one
of which was Key Standard
- *F435 Aseptic Technique(Kex)
- F444 Lin-n

- Two elenental deficiencies - Two Key Elements Rot Met:
- F418 anCF419 Kaintenance of

Buiilding *nd Equipment - *F412 Maintenance of
Building Equippent

- *;435 Aseptic Technique
(duplicte of nurses)

A total of six standards were not met of which two were Key.
A total of four Key Elerents were not ret
A total of eight Elements other than Key were not net

Based only on the nurse's section of the survey. using our new
Wiahington State criteria for length of certification, this
facility would have received a thirty-six month certification

Based on thetsn tr survey which consisted of only two deficiencies
staterents. this 1cility would have received an e19hteen nVntL
survey usinq the present criteria for determining 5iii9th of
certi fication.

COMiARISON SUiii'ARY OF ABOVE DEFICIENCIES

I .----..-..... I, i5o� unncn

I I _ _- -_ _ _______.

- 6 bed to chair residents
-4 total feed patients
- l1 patients need assistance

with eating
- 6 reside ts on self feeding

prograe
- iO' skin breekdown
- good bladder training programs

goon Dowes prOgrACs. very
little laxatives used

- care plans good - follow
throuoh on correctinn
Droblers

-13 bed to clair residents
-9 total feed patients
-19. patients need assistance

with eating
-IND" residents on self feeding

programs
-10 residents with skin breakdown
-'no: bladder program to decrease

incontinence (lB incontinennt
patients)

-no bowel progrnm to encourage
independent bowl function

(9 patients dependent on
suppositories.

-problems were noted on care plans
but little was done to follow
through and correct identified
problems

Conrad Thoftnpsn
April 29, 19£

its" 4uRLtT
ts l 0. l In 1 -tt

1381 SURYEY
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Conrad Thompson
April 29 19E2

- medication accuatly given

-initial assessments very good

-NO decubiti

-Hot water temperature for
laundry sanitation too low

Page P

- weight losses
-decreased appetite
-skin breakdown
-decreased fluid levels
-need for change of position
"nd Drpner body alignment
(6xatients seen in poor body

, gnment)

- lack of supervision to assure
medicatlons and treatments were
given as ordered

-assessments in areas of potential
independence not done

-10 patients with decubiti

-Hot water temverature for laundry
again too low for proper laundry
sanitation. In addition washing
nethods deteriorated in that
facility staff was mixing heavy
and light soiled Iinen

This facility does seem to have made a trend toward heavier care
patients than before, but seems to be unable to cope with the
problem presented by the increasing care required for the heavier
care resident. A six month certification was qiven to this provider
following the 198Z survey. Had we done the 1982 survey six -
renths later than it was done aswe would have under the new '
criteria, the facility could possibly have deteriorated in care
enough to have required a decertification.

It should also be noted that:

-Two weeks later on February 22 1982 a
was rade by the same survey nurse. The complaint was partsialy
valid and Standard F 59 Notification of Changes in Patient
status was found not to be met. (not pickedup on the
random records reviewed at the tine of 1982 survey)

OTHER COnMENTS RE NEW SURVEY PROCESS PRO AND CON:

Two other facilities would have been given 18 rmoth
certifications after theirlast survey if based on the new

Con criteria for certification. These two will be giv '""I',
hl ertifications based on surveys done a yearl r.

the two fac i ities are:
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Conrad Thon5son Page 4
April 29. 1982

a three year certification has written
Con to their legislator.

Providers have stated they are hoping surveyors will have
Pro more time with less surveys to do, to be able to coee into

their facilities and give them guidance between surveys. :2
With less surveys to do. this will be~ssibility daring
slack times.

One nurse surveyor stated that there seems to be a trend
toward heavier care residents in her area. The opinion
Is that residents are not being placed in nursing hone

Co until absolutely necessary due to the economy and are a
n great deal more debilitated at the time of admission.

Many nursing homes do not have staff that Is really
knowledgable in the problems of the aged and especially
the eore debilitated resIdent. Without continued suidance
given to the providers adequat. care could decline rapidly
as has been evidencec by her last ten surveys completed
since January ll. 1982. Six of these ten facilities
had standard level deficiencies.

FzC:jh

cc: John Gerth
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.,Y vo Cf Wv~e'Ctp.

DEPARTMENT OF SOCiLA AND HEALTH SERSICES

MEMORANDUM

Conrad Thocm n DATE May 24, 1982

John 6erth) :

Mike Jessup V/ SAJBIECT LEt5GTH OF CERTIFICATION

You previously r uested that I send you information regarding thelengthening of certification periods beyond 12 months. Over thecourse of the past several months 1. and the surveyors of the EasternZone, have been In contact with many industry people who have expressedconcern over the lengthening of the time between surveys. Thesepeople all feel that the more time that passes between surveys, themore likely the facility will be found to hive problems at the nextfull survey. Stated another way, the problems that cone up betweensurveys will be allowed to get much worse if the survey Is delayedby several months to three years. The following Individuals haveexpressed this concern:
--Pearl Belt, D.N.S. at Hillcrest Nursing Home, Grandview--Vivian Johnson. Administrator, Pend Oreille Pines
--Betty Selde, D.N.S., Smith Nursing Home

--Duane Johnson, Administrator, Park Manor
--Pat Locati, D .M.S., Park Manor
--Albert Bell, Administrator. Booker Convalescent Annex
--James Clay. owner of 3 Regency Care Centers end Mt. Adems Care Center--Harvey Johnson, Administrator, Spokane Valley Good Samaritan Center--Dorothy Lange, Administrator, Hillcrest Convalescent Center, Pasco--Harvey Young. M.D.. physician and former Medical Director for manynursing homes. member of Hursing None Advisory Council

A couple of examples will th s t - - rI- certifications8HHA Survey staff Surveyec In January/
February, 1981 and cited se l standardsmet. If our current criteria had been in effect at the time of thatsurvey, the provider would have been eligible for an 18 month certifi-cation and would not have been resurveyed until August or Septr1982. ;e nsfe.d issued a 12 month certification and surveyeo i

in early January. 1982. We found, at thatl1_
; o o .,ig ereliena citations noted in February, 1981 had

'0:

through:

ROM
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Jessup to Thompson through Gerth
Length of Certification May 24, 1982
page 2

worsened to the point where the corresponding standard was found to
be not met. In addition. a 7th standard was also not met. These
were In areas such as Rehabilitative nursing, Patient care planning,
Infection control. 24 hour nursing services. Charge nurse, Director
of nursing services, and Staff development. The situation was found
to be very poor--one can imagine how much worse the finding might
have been if we had not conducted our survey until September, 1982.
8 months lteri Obviously. there are certainly cases where lengthy
certification periods will work to the detriment of patient health
and safety.

1111PI - - n AMse~nre oem~ciencler~sm I yT rco
_Dtc ._

5 F8I2 not met this year. These are only a couple of examples of
this happening.

In my opinion, we are dealing with a somewhat unitable, situation. If
we were dealing with a system, or a machine, it would be possible to
'fine tune' it to perfection and expect it to stay that way for long
periods of time. In fact, we are dealing with hymsn beings, with
all their attendant frailties end shortcomings. The provision of
adequate care in compliance with applicable regulations can break
down gradually or precipitously based on the knowledge, attitude,
understanding, experience, and ability of the facility staff. This
is also greatly affected by type and quality of leadership and super-
vision they receive. It was mentioned to me that even the facility
with a 'good' D.H.S. and Administrator who have several years of ex-
perience could conceivably 'get into trouble' with a long certifica-
tion period. It is obvious that the operation with a new and/or
Inexperienced D.N.S. or Administrator is at great risk of spiralling
Into the depths of non-compliance without timely monitoring by BNKA
staff. We cannot hope or expect that the filing of complaints will
be our 'early warning' system to monitor provider slippage. By the
time the situation gets to the point of complaint filing, we are far
past the early warning stage. The old adage about en ounce of pre-
vention being worth a pound of cure Is certainly applicable in this
situation,

cc: John Gerth
Vary Crosby
Don Gatterman
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DEPARTMENT OF HELTH& HUMAN SEVCS [t &LS

Row ro DFO 
agass v
In wma -wo Ds'~
Chicao. n. m0

june 198*

OCICAUD MI(KFL SAIZ utt i) 7-82

StMWtT; FundinW for Survey and Certifctlttion Activities
_IRATichi,

Sare States In Itegion V have requested gudance relating to the

current requlerant for ture-limited provider agrements with

nursintg hneS unoer the bndicaid progrun. Since the 0011bus

leconciliation Act of IYFI rawtov the one yar linitation for

provider agreotents with Skilled liursing Facilities partlcipating In

the hAdioare progrmn the requirotents for annual surveys under

bedicaid are inconsistent with those unoer Aiedicare. Partleular

concern %as expressed about potential financial dlsallences if

facilities ere not surveyeo annually.

%a believe that the *ttache4 nWroranduin frmn the lYA Assoclate

Adhanistrator for Operations, dated June 1. 198t, contalns lHA's

position in this rntter. If the State follows the guidance

containeo in that ntrorandi financial disallomnces should not
Occur.

k t .ilip Hathanson
? iRegional Adrunistrator

Attserent

cc uirector, State Health Departntnt

(riginetinr Calponent - DIvision of Financial Operatlons

'4 v o w-:;, I J _
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VEPARTM'NT OF HEALTH & HUMAN SERVICES |

_ IJU 1919821 Memorandum

r, George A. Thopson
Asesoiate Aminlstrator for Oerations

_U.ftlc Fjundng for Survey ard Certification Activities - Your Merot.= of
may 10, 1982

T. Fdlip NatUW n, Regiona Administrator
Regon V, H7A

Section 21L3 of ttv Olbus Reconciliation ACt of 1981 uepealed the
mandate that agreesmIts with Sdnled Nurslng Facilities (Ss) be Uaitedin duation to 12 amothr. In the Rgport t-sbd by th nsittee on tte

ft 49t, attetld to the tmIbua eonci1iation Act of 1980, areSeXMSSed t view that all SF9 and 5ntediat8 care facilt**s (ICF8)
do not spire a full arnsal rey. lhe ar intent of Congress in
ti aea tWs furthr affired by suvey b.lgt rea:t±n in FY 1V and
L982. rS, althmg . hm ben no fomea reulatory doges, toechear intunt of Congress Steess tIe regulatory requirmets for
anmual sUeyS ard time limited agr ¶te.

Wn tt ftiding of Saht activitihs was sarply curtailed in 1981 ardcarried over in I9S2 t. kids of problems bei experienced by your
States were antcipatmd. It wee q*SXt=tht States wAud need the
fisdbility to a2dut the U*ar mid freruncy of suveys it they we to
stay within teir bredgt al1.cations. As early as My V9U, Thom a.

rford, OietCr, Office of Standards and Certification, HSM, deve1pedan Interim natimma policy vidah hse bn rea"I several time overth past year.

EssentLy, States were advised:

1. To pr±tize ftur swey activities to anuze th c=1iu'c
history of al facilities wuld be Uviewed to dat 2ne the
need for an onite Samy;

2. To esre thalt e it e did e, sed n caI e histoy,
not to suvy a SW or ZCF, the eaaeent with that ftei~ty
would be ortanded; and

3. To ensure tht funds wou. be set aside to survey nrw failities
sNWd to follnwp on C.1aints.



61

Page 2 - Pilp Nthajts. , Regional A<inrstrator, Region V, HA

Re=Uy, sr8we mb zd a Notic of Ptoaad R.dmaking 4idL proosed
rmjorm casm in the %ae and certification Prnoass, Inalding
flmdble survey cycles aid elimination of time limited agreements and
autotic cancella:tI cla. )o'ver, untti± eth time that
rea-I tions cm be finalized, the interm policy to terid agree ts
with IoW-tm care. facilitiea based an past ctlm m zemains in
effect. I bselie ttat this policy is a ioi i nt q droad wich
regizes fiscal rualities aid clearly zeIthe inteit of t:ipuas.

We wLl nut apove th dL=Llio of Federal Finenoial PFticipatio
plYments to WV State for providers not surveyed if the State cm
dccant that decisions not to asaey we bae an a ratlona. plan whch
sets Prioritis In with the historical compl of
faoil ities.

ca: Regional Amni vtors. HA,
Regions I - IV, mid VI - X

Assoiate Raimul Administrators,
Maq, Rion I - x
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Congreog of tfle MUniteb Ztate,
30ofir ot kevpretotentibtW

sbiangtMZ).C. 20515
June 3. 1982

The Honorable Richard S. Schweiker-
Secretary of Health and Human Services
i?0O independence Avenue. SW
Washington, DlC. 20201

Dear Secretary Schweiker:

We are writing to commend your action on behalf of the health, safety, and
human rights of nursing hone residents. and to express our deepest concern
that eNforcement of these basic protections be stringently maintained. Theassure Ace of quality care demands both high standards and strict enforcement;
high standards alone will mean little without the means to enforce them.

An impassioned public outcry reached our offices last January following reports
of draft proposals to significantly weaken the conditions of participation for
skilled nursing ho-es. The people of this country are deeply concerned about
the quality of care in nursing homes and expressed their indignation that the
federal government would act to weaken these basic protections. lIe appreciate
your responsiveness to the widespread public concern and are relieved to know
that current minimal safeguards for nursihg homes will not be relaxed.

WIe now ask for your commitment to ensuring the enforcement of these standards.
We believe the federal government must continue to operate an effective
enforcement system that ensures minimxum standards of care and decency. Only
the federal government has the capacity, will, and legitimacy to insure the
uniform protection of nursing home residents across the country.

Therefore. we are deeply concerned over the major shift in the federal govern-
iznnt's enforcement policies with respect to nursing home inspections evidenced
in the regulations issued on Monday, May 24. Three areas are of particular
concern:

First changes in the survey and certification process that would permitless than annual surveys of nursinq homes andover}fcation by phone
or pail that deficiences have been corrected. We agree that homes with
a poor story of compliance require increased attention. However those
nursing hones that comply with minimal standards still require regular -
surveillance to assure that a change in personnel. ownership,-or operation
does not cause a deterioration in the quality of care. Marginally com-
pliant homes could develop serious problems if left unchecked for a longer
period of time.

Second. authorization of deemed status for certification by a private.
fiOii.arovervemntal. non-re story body, specifically the Joint Ctiewssionon Accreditation of Hospitals IJcriI]. 1ke tAH has expressed that it is
not and does not wish to be n enforcement agent. further, the JCAI has
neither significant consumer representation nor the public accountability
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to assirie this role. We. therefore. believe that the authorization of
deemed status for JCAH would represent a serious abdication of responsibility
on the part of the federal government.

And third. the reduction of federal funds used to survey nursing homes.
States have already experienced funding cutbacks in d number of areas and
are noa being required to make extremely difficult choices on how to
allocate scarce resources. The assurance that nursing homes are complying
with minimal standards of health and safety is one area that cannot afford
to be reduced.

One additional point deserves consideration. Fifty-seven percent of nursing
hore, revenues come free the federal government. The inspection process serves an
auditing function as well as assuring a certain standard of care. It enables
the government to determine what they are buying with their money. Cutting back
funds and inspection requirements may well prove penny-wise and pound-foolish.
The Administration has strongly favored cutting do-n on the waste of tax dollars,
however. a reduction in the tax dollars spent on inspections may well result in
an increase in tax dollars expended in poor quality nursing home care.

Your commitment to maintaining the health and safety standards for nursing home
residents represents an important reaffirmation of continuing federal responsibility
in this area. It is essential that this not become an empty promise in the
wate of a federal retreat from enforcement responsibility. We urge you to
reconsider any action which would have this effect.

Thank you for your serious attentioii to our concerns We look forward to your
response

incerely,

0 pio3 S -seh

Peter Rodino Jns Oherstar

Bill Clinger David Emery

73-435 - 87 - 3
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Richard Ottinger ff

/ill iar Lehran .

Dante Fascell

Robert Poe

Hamilton Fish

le:
Ronad ottl

II i I1i:2L.d

- : ?
Edwin Forsythe

Barbara Mikulski

?

Claude Pepper

Baltasar C

t~rio Bisaggi

Robrtan Hinetd

Robert Matsui

Madry RosL/Oakar
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Don Edwards
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<~~Patricia Schroeder
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Matthew Rinaldo
/4: ,~

James Schpuer
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S!JCMiYTE& ON AGING

June 15, 1982

The Honorable Richard S. Schweicker
Secretary of Health and Human Services
200 Independence Avenue, SW
Washington, D.C. 20201

Dear Mr. Secretary:

On February 3, many of us wrote you about our concerns with the Department's

proposed revisions of nursing home regulations governing conditions of participation.
We were pleased by your decision reaffirming the Federal commitment to protect

the health, safety, and human rights of nursing home residents. However, regulations
for the nursing home inspection program Issued May 27 raise serious new questions

about the continued strength of this Federal commitment In our view, thc Federal

role in assuring quality nursing home care demands more than just establishing
minimum standards of care and decency. It also requires an effective nursing home
inspection program to ensure that these standards of care are enforced.

We commend you for recognizing the need to reform our current inspection
program. with etricter monitoring of those nursing homes with compliance problems.

However, we believe that the May 27 regulations. as proposed, weaken federal and
state enforcement capabilities and do not meet your objectives. To avoid this

result, we propose the following chungtes in the regulations.

l)The regulations would authorize deemed status for certification by the
Joint Commission on Accreditation of Hospitals (JCAH), a private body.
The JCASI has long stated that It cannot be an enforcement agent, nor
can it assume the responsibility of public accountability. Since JCAH

policy is to keep survey results confidential, neither the Health Care
Financing Administration nor state governments will have the Information
necessary to maintain their responsibility to enforce standards of care In
addition, the requirement that facilities post JCAH recommendations Is
insufficient to respond to the public and federal and state need to obtain
adequate information about the quality of care in a nursing home. Disclosure
requirements for surveys must be explicit, and survey results must be
available to federal and state governments and the public if this proposal
Is implemented.

2)The regulations would eliminate mandatory annual surveys with the exception
of ICF/IMRs. A two year survey cycle for all other nursing homes with an
acceptable compliance history would permit better targeting of limited
resources on facilities with compliance problems. Ilowever, the proposed
regulations arc unclear as to how this is to be achieved. Problems serious
cnoueh to warrant more frequent surveys are not defined, nor is it clear
how facilities with, compliance problems would be identified. Although the
proposed regulations do not state who would have the authority to determine
the need for more frequent surveys, we assume that IICFA and state
governments would bear this responsibility. Yet Providing deemed status
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for JCAH certification, as proposed, raises questions as to whether theywill have the necessary information about a facility's compliance history toexercise their responsibility. In addition, the proposed regulations make noallowances for changes in ownership or other significant changes whichcould alter a facility's performance. The proposed regulations shouldclarify the above areas of concern to make certain that facilities withcompliance problems will indeed be more strictly monitored.

3)The regulations would eliminate mandatory 90-day on-site re-surveys toprovide more flexible follow-up times and require on-site visits only Ifthere is no other way to verity correction of deficiencies. While we agreethat the 90-day limit is arbitrary, placing no time limit on re-surveysprovides no assurance that deficiencies will be monitored or corrected inany reasonable time frame. Enforcement and monitoring are further weakenedby allowing verification of deficiency corrections by telephone or mail,leaving no mechanism for the responsible agency to assure that thesecorrections have been made. These proposals, combined with the proposedelimination of automatic eanceliauion of the facility's provider agreementif deficiencies are not corrected on time, remove essential tools for astrong nursing home inspection program. We ask that defined maximumperiods for re-surveys. on-site visits, and the cancellation clause provisionbe maintained except for minor technical violations. These exceptionsshould be well-defined in the regulations,

We propose these changes in the spirit of mutual concern for the health andsafety of nursing home residents. We believe that these modifications are absolutelynecessary to protect patient well-being and assure public accountability. At thesame time, we feel they will still allow a more efficient and effective nursinghome inspection program without over-extending federal and state enforcementcapabilities.

We look forward to receiving your response to our requests. We also askthat you provide the Committee with a copy of the Department's recent evaluationof JCAII nursing home standards and a copy of your assessment of what willconstitute a life threatening and/or serious deficiency for purposes of proposedsurvey and certification targeting to nursing homes with compliance problems.Thank you for your consideration.

Sinecrely , ,Y

IN HEINZ TONCihuLES
irmanJ Ranking Minority Member

QULENTIN N. llURDICI(
United States Senator
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NANCY LANDON KASSEBAUM
,United S~ttes Seiator,

f f -J(~
CHARLES it. PERCY
United States Senator

CHARLES E. GRASSLEY
United States Senator

J2 GLENN
Unit d States Senator

CHRISTOPHER .a
United States Sena*

X4!4te
JOHN MELCHER
United States Senator

4gRA%
United States Senator

L "12PHESSLER
United States Senator



70

NJ515MLL'rv.N

STATE Ov W OARTCN

DEPARTMENT OF SOCIAL AND HEALTH SERVICES
0"Vw WhenceSEAR

MS 08-31

June 16, 1982

Ronald L. Hansen, Director
Survey and Certification Program
Division of Health Standards and Quality
HCFA. Region X. DHHS
Arcade Plaza Building, MS 701
1321 Second Avenue
Seattle,. Washington 98101

Dear Mr. Hansen:

Your letter dated May 18, 1982 informs the Bureau that we are at riskin conducting further Medicare survey and certification activities dueto federal budget reductions and the uncertainty of receiving additionalMedicare funding.

As you are aware, there have been nucerous budget reductions in theTitle XVIII program, resulting in a 36 percent reduction in Medicare
funding for federal fiscal year 1982. since the beginning of thecurrent federal fiscal yer, the Bureau has acconplished the followingchanges in the Survey Program to react to the decreased funding level:

(1) Reduced total survey staff by four full-time surveyors
and a supervisor.

(2) Implemented a new survey process involving a major changein survey phiJosophy and documentation. Obtained neces-
sary federal waivers well in advance of other states. .Themajority of this work was accomplished at state expense.

(3) Implemented criteria for certification periods of up to
three years and retroactively applied them to surveys per-
formed within three months preceding the waiver approval.

(4) Maintained quality of survey work, with no dilution of firesafety requirements.

Extended survey periods are expected to produce additional cost savings.Reductions in activity is less during FY 1982 because it Is necessary tosurvey most of the providers in order to determine an appropriate
period of certification. To not survey would mean the issuance ofblind certifications, based on previous survey results which may notby representative of the current situation.



71

Ronald L. Hansen
June 16. 1982
Page 2

It is not advisable or in the interest of patient care to extend
certification periods for homes that have not been resurveyed for many
months. Experience from state and federal validation surveys evidences
that dated surveys do not necessarily represent current findings. In
fact, one home that would have received a 24 month certification
under approved criteria was found to have three standards out three
months later.

To blindly extend certifications in dual Title XVIII/Title XIX nursing
homes without a survey takes on added significance when you consider
that legislation has been in effect In Washington State during the last
year which permits a 20 percent shift between cost centers with the
exclusion of property. Until cost reports and other data have been
analyzed, or the homes resurveyed. there is no way of knowing the impact
of this shifting on the delivery of patient care.

There has been a nine percent increase since December 1, 1981 in the
number of providers certified for the Medicare program, despite the
absence of any provisions for funding additional Title XVIII survey
activity. Ninety-two of. the ninety-eight Medicare homes are also
certified for Medicaid. The Bureau cannot accomplish a Medicaid survey
in these homes without Incurring a Medicare cost, given the one-third
allocation formula. The state recently recommended and requested that
the state be allowed to perform a Medicaid survey only and share this
time 50 percent to Medicaid and 50 percent to state licensure. It
is my understanding that this option is not acceptable by the Regional
office.

We are left no choice but to discontinue Medicare only related survey
and certification activities until after September 30, 1982, except
those of an emergency nature, including complaints. The two Medicare
facilities that have not been surveyed are:

Group Health Hospital and,

United General Hospital.

You have jurisdiction and do certify Title XVIII homes. Is it appro-
priate that you notify these homes before November 1, 1982 as to the
status of their certification? If the federal government is insistent
upon extending the certification periods of homes which have not
been surveyed for a substantial period of time. then it is only ap-
propriate that the federal government be responsible for the conse-
quences of such extensions.

It is regretful that we must temporarily discontinue this Medicare
activity. I remain hopeful that sufficient funds will be made avail-
able to ensure the health and safety of residents in Title XVIII homes.
State staff remain available to discuss all reasonable suggestions
that would accomplish this end.
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Certification of 21 dual-certified homes due for survey prior to
November 1. 1982 Includes Medicaid. Given the one-third allocation
formula and the nonavallability of Medicare funds, the state cannot
survey these facilities without adverse fiscal consequence. The state
will continue to survey those homes as scheduled, as It is clearly in
the interest of patient care, and the states new waivered survey process.
I am requesting that every effort be made to provide additional match-
ing funds.

I have enclosed for your convenience information regarding changes in
the delivery of patient care as referenced on page 2.

Please do not hesitate to contact me if I may answer any questions or
provide further information.

Yours truly.

( ca nr!4d2U tDc t or
Bureau of Nu~sihg NHome Affairs

CT:sb

Enclosure: Memo from D. Gatterman through J. to
Conrad Thompson, dated 4/29182.

cc: Joseph Anderson
Tomn Wallner
Jerry Thompson
Charles Murphy
Gerald Reilly
John Gerth
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August 4. 1982

The Honorable Richard S. Schweiker
Secretary of Health and Human Services
200 Independence Avenue, SWn
Washington. D.C. 20201

Dear Mr. Secretary:

As you know, the Senate Special Committee on Aging has been deeply
committed throughout its history to assuring the delivery of quality care to our
Nation's nursing home rcsidents. In light of this commitment, we have reviewed
the Department's May 27 proposed rule changes for the nursing home inspection
program with particular cans.

We agree with your stated objectives for reforming the current survey and
certification system: making it more flexible and easier to administer, while
retaining the enforcement capabilities necessary to ensure the health and safety of
Medicare and Medicaid beneficiaries." There is a need to shift the system's focus
from paperwork compliance to quality patient care. Ilowever, we do not believe
that your proposed rules meet your stated objectives. Nor do they meet the
objectives of the Vice lPresident's Task Force on Regulatory Relief which originally
targeted these rules for reform. We believe these proposals run counter to your
assurance in March that the safety of nursing homne residents will not be imperiled.
Rather than streamlining and strengthening federal regulations, it is our conclusion
that basic federal protections of nursing home residents have been removed by your
May 27 proposals.

On June lb. w;e wrote you to express our serious concerns with the
Department's proposed rules and to suggest specific modifications. On July 15. we
held a hearing to further examine the potential impact of these proposed
regulations. Testimony given during the hearing by the Administration failed to
address our initial concerns, nor has any response to our letter been fortheomiii:7
In fact, our hearing actually raised additional reservations about the wisdom of
these proposals.

Witnesses at the July 15 hearing included representatives of a State attorney
general's office, the fifty-six state and territorial health officers, the western
region's state licensing officials, and over forty national aid one hundred states and
local aging, consumer, avid professional groups. These witnesses were unanimous iii
opposition to your proposed rules, stating tint the new regulations should add to
duplicative paperwork, remove essential enforcement tools froin an already
overburden(d system, and shift the certification role to a privaIte body with no
public accountability or enforcement nilhority.

Representatives from the nersinig howe industiy, ulthoi11li basically SiipXiitive
of the proposed rules, joined the above-nientioned witnesses and Meiiibers of ths
Committcc iS recognizing that these rules need extensive revision. But we oaiild
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point out that the testimony received did not offer only criticism of the proposedregulations. State officials, patient advocates and the nursing home industry allsuggested alternative means to achieve a streamlined survey system that focuses onquality patient eare without removing those federal safeguards which assure highstandards of care.

Based on our evaluation of the proposed regulations and testimony receivedat the hearing, we request that the proposed rules as they effect nursing homes bewithdrawn. While the Committee initially believed that modifications might addresssome serious problems, the criticisms of these proposals and need for revisions aresubstantial enough to require resubmission. Cleanly. tinor changes in the proposedrules will not suffice.

The Members of this Committee are convinced that the Department, thenursing home industry, patient advocates, State officials and Congress sharecompatible goals. We are pleased to transmit to you the transcript of our hearing.We believe that the criticisms, suggested modifications and proposed alternativespresented during the hearing, as weal as comments you have received previously.offer a path for constructive reform. We understand that developing newalternatives may result in a delay in the regulatory process. However, time cannotbe an issue when the protection of our vulnerable nursing home population is atslake.

The Committee looks forward to receiving your response at the earliestpossible opportunity. We offer you our assistance in developing alternative surveyand certification proposals at any time.

~~ai ~ ~ ~ ~ 4ONOH!L~~~~~ES

s th ;;mat / & / Ranking Minority lember

DOMENICi IN GLEKNN
ted States Senator 41nlIted States Senator

CHiARLES PERCY 7 DAVID PltYOR
United States Se tto2 United States Senator

,2Q - >-- ik /tflLL'iAw COllN -- LI -,AiLY iUnlitcS~tatos Senat r Whte taeBILL BRADLEy(IStatesle

.ARRtY rSSLER C IItISTi HlEi D DUnited States Senator United S ,tes Senator
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ciiARILES GRASSLEY

ed States Seaor

NANCY KASSEBAUM
United States Senator

(7E 21io44v
J [IN MELCIIER

f United States Senator

, u TA~BURDIdC
QUt StINtBUe SeC5t
United States Senator
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Fe.i, ImC-e
DEPARIl 5LEN r(F HEALlt & HUMIAN SERVICES Fntn Adnsan

Memorandum
Date ,JV

lorn) Acting Director
Fealth Standards and Quality Bureau

S0bject Continuing Resolution Funling for Medicare State Certification Activities

T. HCFA Regional Administrators
Regions I-X

On October 2, 1982, president Reagan signed a Continuing Resolution (P..
97-276), providing the Federal Govermnent with funding through December 17,
1982. Following much negotiation with the Department, the funding target
provided during the Continuing Resolution period for Medicare State
Certification activities is $5.4 million, which provides funds to inspect all
Skilled Nursing Facilities (SNF) requiring certification/recertification
during this period together with resourons to maintain about the sane less
than annual survey frequency as 1982 for all other facilities. Specifically,
the Assistant Secretary for Managesent and Budget has directed the follsing
survey activities under the Continuing Resolution:

SNFs at the 106 percent rate provided by Section 135 of the Tax
Equity Act; for all other facilities, up to 22 percent of the
nuober of surveys realized in PY 1982.

Attached is a table reflecting States' Continuing Resolution allocations,
established from FY 1983 Associate Regional Administrator approved State's
budgets which have been proportionately increased to meet the $5.4 million
operating level provided by the Department. Attached are State HaS 640"T
forms for your region. Excluding SNF resources, State allocations can be
shifted within the total regiunal allocation to incorporate specific
programtfacility priorities. Please advise when such changes occur so
Departmental Federal Assistance Finan cing Syster records can be adjusted
accordingly.

States should be advised immediately of the increased FY 1983 progran level of
funds available. Workload estimates for FY 1983 may need to be renegotiated
within available funds and facility priorities.

Please contact me it you need further information concerning the Continuing
Resolution funding level.

o.
Philip Nathanson -

Attachments
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FY 1983
.Medi--re State Certification
Continuing Rcsolution Funding

10/1/82 - 12117/82

.4

I... :=w. I..,
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<sP Memorind 'in
Dr. EC 8i A .rDEC 8 1982] . .

Fn hargra VanAmringe; AtCing Director
Officdof Standards and Certification

Suli'ci Variability of Deficiency Findings

To Associate Regional Administrator
Division of Health Standards and Quality
Regions I - X

The Division of Prograe Analysis and Training has conducted a study of the

variation of deficiency findings aoong Regions and States. This study was

conducted in order to identify areas of variation end to begin to establish

explanations for these variations. The dat- used for this study was obtained

fro. HnACS end reflect. infor.atio. which was current as of March 31, 1982.

Plase examine the printout and review the anOlysis which *coepanies it. We

could like your cooanets ad w olicit your suggestians for further aralysis

in this area.

If you have any questions regarding this s.terial, please ctll Steve S lcersak

17s 934-3217.

Attachmient

[COM1TTEE STAFF NOTE: Soe attactments were omitted from the copy ofthis enmorandu- which was supplied to the Co=ittce by HCFA.]
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V.riabilitv of Deficiencies Anon Restions and States;

S. Introduction,

hHIACS data skhich was current for the period ending March 31, 1981
through March 31. 19S2 was examined to determine what differences
existed &Wong Regions and aowng States in reporting deficiencies for
zkilled nursinL facilities and intermediste care facilities.
Deficiency levele were examined for :11 skilled facilities, 18 and 19
skilled facilities, 19 only skilled facilities as vell As'-
intermediate care facilities in each State and Region. Deficiency
levels vere specified for the total number of deficiencies in each
facilit; type and the total number of A key requirements in each
facility type. Levels for total deficiencies ranged from 0 to
greater than 25, while levels for A key requirements ranged from 0 to
greater than S. The ninuber of facilities in each State or Region in
each specified level is expressed in percentages to show the relative
distribution of facilities. Tables are organized by facility type.
Each set of tables for total deficiencies is followed by * set of
tables for A key requirements.

II. 0VCrall VariAbilitV A,.oqu State! and Reaions

The first two tables depict the percentages for total skilled nursing
facilities. The variability amng Regions is depicted in Table. 1
In Table 1, Regions II, VIII and IX have 20 or more deficiencies in
at least 5Ot of their facilities. At the samea time, Regions III, IV
and V have lesd than 252 of their facilities in this category. Table
2 depicts the variability which exists among States. For example,
some States such as Connecticut. New York. Mississippi and California
have At least 20 or Lore deficiencies in 50% of their tacilities.
Other States such as New Hampshire, Tennessee, Michigan and Oregon
have only llt of their facilities in this category. The percentage of
facilities without deficiencies also demonstrates significant
variation, South Carolina and Minnesota have no deficiencies in at
least 102 of their facilities while other States such as Oklahoma,
Colorado and West Virginia have no facilities without deficiencies.

The pattern of variability continues within Regions. For example,
Hississippi has no facilities without deficiencies while South
Carolina has 13.51 of its facilities without deficiencies. At the
seme time, Mississippi has 25 or more deficiencies in Al rost half of
its facilities while South Carolina has 10.42 of its facilities in
this category. This same pattern is repeated within Region VI for
Arkansaa and Texas and for other States in other Regions.
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1. Can facilities in States and Regions be that differenti Are

facilities in one State so inferior or so superior to facilities

in other States? , .

2. Do more deficiencies mean worse facilities? Do large numbers of

deficiencies in elements mean large numbers of deficiencies in

standards and conditions or are standards and conditions

deficient at the same rate in 11 States no matter how many

deficiencies are discovered at the element level? ___

3. Is this variability the result of the unreliability of surveyors

as a group? Does surveyor judgment on the definition of

non-compliance with any specific regulation vary so greatly that

there is very little consensus?

4. Ts this variability a result of differing survey agency

approaches? Are most deficiencies discovered most of the time

but then unreported, unrecorded, overreported, discounted,

consulted on, corrected onsite, considered too small too often

by some end never too small by others? Are all of the above

determined by State agency written policy or a result of

ingrained unwritten procedure?

Sll. A Rev Requirements

The number and percentages of facilities deficient in A key

requirements were evaluated in order to determine the method of

utilization of national key requirements and the possible impact on

survey cycles.

Tables 3 and 4 represent the variability among Regions and States for

these deficiency findings.

Overall, 64: of all skilled nursing facilities have no A key

deficiencies. The variability discussed in Section I continues for A

key requirements among Regions, across States and among States in the

same Regions. Regions I, II. VIII and IX have no more than 60C of

their facilities without A key deficiencies while Regions lII, V and

X have no deficiencies in 75: or more of their facilities. This

pattern of variation continues among States. Of particular interest

are facilities in Uisconsin at 95%, Pennsylvania at 88: and Oregon at

89% without A key deficiencies. At the same time other States

reflect greater numbers of facilities with deficient A key

requirements. The contrast in this category is also reflected in

States like Hastachusetts at 51: and Arkansas at 30:. States within

Regions also demonstrate variability in th number of facilities

without A key deficiencies. South Dakota has only 31t of its

facilities without deficient A key requirements while North Dakota

has 682. hawaii has 92% while Hevada has 30%.
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to discover if Central Office-identification of some requirements as
key requirements caused surveyors or survey agencies to consider them
differently.

Changes between 1980 and 1982 do not indicate that this occurred.
Thirty-seven States reflected decreases in the number of facilities
with deficient A key requirements. Thirteen States demonstrated
increases in the number of facilities with deficient A key
requirements, however, nine of these reflected increases averaging
less than 2.22 while only four of these State: reflected significant _
increases greater than 10;. Therefore, as a group States do not
appear to have imputed added importance to these key requirements.
and consequently, they have not been surveyed with increased
scrutiny. What is clear is that most States continued to discover
deficiencies in these requirements at somewhat lover rates than
1920. States Whose survey processes were particularly adept at
discovering deficient A key requirements continued to do so. States
whose processes did not discover them continued in the same manner.

IV. Evaluating State Performance

When Tables 2 and L are evaluated together, the intensity of the
survey process within each State can be determined. This is
especially true for States with a high percentage of facilities with
more than 25 deficiencies. For example, 591 of Connecticut's skilled
nursing facilities have more than 25 deficiencies but 66: of its
facilities have no A key deficiencies. Sixty-one percent of
California's facilities have more than 20 deficiencies yet 55% of its
facilities have no A key deficiencies.

These findings indicate that there is a greater likelihood to
discover many deficiencies but lesser likelihood to discover crucial
deficiencies in these States. Both of these States follow a fairly
stringent pattern in citing deficiencies in all requirements.

[pg. 3 of attachmenti
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However, since Connecticut does not cite deficiencies in A key

requirements it can be stated that either its process. does not

evaluate key areas As readily *s California or that its facilities

provide higher quality of care in key areas than California
facilities. At the same time Kansas demonstrated an increase in
deficient A kay requirements between 198S ard 1982. This change is 4

result of an apparent change in survey method or quality of its

facilities. If the confusion regarding utilization of A key

requiremeant is more completely understood the deficiency levels

should remain as they presently are only if they reflect the true

level of quality in each State's facilities.

Utilization of Key Requirements raises two issues-

1. Should key requirements be applied with equal emphasis and
scrutiny in all States or should States make use of them only to

shorten surveys and increase survey cycles when confronted with

survey agency budget shortfalls?

2. If State agency budgets are determined on the basis of the

number of surveys performed each year and State agencies
determine one or two year survey cycles on the basis of

deficiencies in A key requirements, then some State agency
budgets could be significantly affected. States like Wiaconsin
could receive a 50% budget cut since aost of its facilities
could be surveyed every other year. Sew York might receive a

251 budget cut since only one half of its facilities could be

surveyed every other year.

Finally, nine States that have combined Inspection of Care (oC) with

the survey process were also evaluated to determine if there was a

pattern of greater intensity. These States are Arkansas, Maine.

Massachusetts, Missouri, New York, Tennessee, Texas, Virginia and

Wisconsin. A pactern of increased intensity was not evident and it

cannot be stated that this combination does or does not embellish the

survey process when these States are considered as a total group.

Discovering States with approximately similar IoC/survey combinations

might yield more specific information.
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V. Variability According to Facility Type

Differentiation does occur within Regions and within States accordingto facility type. Regions I and V have more 19 Only facilitieswithout deficiencies than 18/19 facilities. At the `3rm~ rime ;19Only facilities are more likely to have 25 or more deficiencies infour Regions. These are Regions 1 III, V, and VI. In keydeficiencies. only Regions V and VII are less likely to discoverdoficient A key requirements in 19 Only facilities than in 18/19facilities. This indicates there are more deficient findings in 19Only facilitiea in Regions V and VII but they are not cruel-ut. Forthe remaining eight Regions it can be stated that 19 Only facilitiesgenerally provide poorer quality services to their patients asevidenced by their more crucial deficiencies when compared to 18/19facilities.

Within these Regions, States show similar patterns. For example,Connecticut finds more 18/19 facilities with more than 25deficiencies yet it has a higher percentage of 18/19 facilitieswithout key deficiencies. Mississippi finds more deficiencies andmore key deficiencies in 18/19 facilities. California finds moredeficiencies and more key deficiencies in 19 Only facilities.Finally, Illinois finds more 19 Only facilities than 18/19 facilitieswithout deficiencies. At the same time, Illinois' surveyors discovermore 19 Only facilities with higher numbers of deficiencies.However, as evidenced by key requirement data, this increase is notdue to difficulties in crucial areas.

Most Regions show a changing pattern of deficiency levels perfacility when intermediate care facilities are compared to skillednursing facilities. For example, Region IX has only 55% of itsskilled facilities without key deficiencies while it has 88.4; of itsintermediate facilities without key deficiencies. Overall,deficiencies in this Region show a distinct pattern. Both 19 onlyand 18/19 facilities have manv deficiencies. Many of thesedeficiencies are crucial key deficiencies. However, few intermediatecare facilities have many deficiencies and these deficiencies &re notlikely to be A key requirement deficiencies. This is duplicated inRegion 12 to a lesser degree.

Region VI surveyors demonstrate a greater likelihood of discovering alarat number of deficiencies in skilled facilities of both types.However, these surveyors discover a smaller number of deficiencies inintermediate care facilities, but these deficiencies are more likelyto be deficient A key requirements. That is. 61% of its skilledfacilities do not have key requirement deficiencies but only 30% ofits intermediate facilities are without key deficiencies. Thisindicates that even though the intemediare care facilities in RegionVI have fever deficiencies, these deficiencies are more crucialdeficiencies. Finally. Region IV shows minimal differentiationbetween facilities. Surveyors in this Region do not change theirsurvey method or method of docusenting non-compli4nce because of thetypes of patients cared for in different facility types.

[Pg. 5 of attachment]
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GCenerally, eight out of can Regions have a greater percentage of ICYs.

vithout deficiencies when compartd to skilled facilities. Only

Regions VI and VII do not. Five Regions reflect a greater likelihood

of discoverina deficient A key requirements in ICFs rather than

skilled nursing facilities. Some of the differences in deficiency

levels are substantial and, therefore, underscore a very different

approach to facilities because of their classification. For

instance, vhile surveyors may note every deficiency in skilled

facilities, no matter how small, surveyors in this same State may be

folloving different procedures when surveying intermediate care

facilities.

Questions of survey procedure and the actual level of quality as

measured through grouped data from Federal monitoring surveys Must be

examined before more valid conclusions can be drawn. Data from

monitorin,- surveys in each State can be examined by comparing Federal

surveyor findings to State surveyor findings. If Federal surveyor

findings differ significantly from State findings, the survey process

and State Agency philosophy must be questioned. Changes in process

and philocophy can be effected by identifying and then examining each

difference in survey findings. The purpose of this examination is to

discover if the difference is due to misinterpretation of the

requirerent, a survey method vhich does not correctly evaluate the

requirement or a philosophy which has too little or too much emphasis

on the requirement.

[pg. 6 of attachment]



85

Heart., C-reDEPARTMENT Of HEALTH & HUMAN SERVICES Fing Adaroisrooso

Memorandum
Da's January 18, 1983

Froree Director
Realth Standards and Quality Rureau

l&,oecr Reveied FY 1983 Regional Allocations for Medicare State Certification

SCEA Regional Administrators
T. Regions I-X

On December 21, 1982, President Reagan signed a Continuing Appropriati on(P.L. 97-377) providing the Federal Government with funding throughSeptember 30, 1983. The annual funding rate provided by the Congress is
$32,300,000 for Medicare State Certification. These funds provide supportto inspect all nursing hrees together with resources to inspect at least 50percent of non lsng term care facilities.

Belos is a table reflecting revised FY 1993 regional Medicare allocations
which provides resources to accaisplish required workloads. These asountstake into nosideratir~, regional zcacenta pertaining to earlier 'draftallocations. Regional allocations are based primarily on facility counts,as reported by the regions, in the most recent HHAC9 naster file 111/82).In order to cnpute these allocations, we used as a guide an average unitcost of 53,2f0 which was applied to the number of SWs in each region.
This would provide funding to allc a three person survey teas to inspecta facility for three days (consistent with SOM guidelines) together withassociated costs for follwup, consultation, report writing, etc. runds
for non lng term care facilities assume at least 50 percent coverage ofsuch facilities at an average unit cost of $2,200 and provides funding forrequired onsite inspections and other essociated casts. Amounts provided
support the survey coverage as prescribed by the Secretary.

Regional Allocations -Title XVIT

Reqion Amount

r $ 1,883,200
II 3, 022, 500
III 2,708,000
IV 4,846,400
V 5,671,800
VI 2,790,800
VII 1,353,500
VIII 1,39£,000
IX 5,184,200
X 1.143.600

Total $10,000,00
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To provide for necessary program improvements, the central office has set
aside $2,300,000 for basic and specialized training for surveyors and the
procurement of an improved data system and allow each State to tic into the
Medicare and Medicaid Automatic Certification System. More specific guidance
pertaining to training will he provided later, including course offerings,
locations and dates to assist in your development of a regional State surveyor
training plan. Set-aside funds will be added to regional allocations for
transfer to States after analysis of these initiatives Is completed and
estimates for regional impleaentation is determined. The set-aside funds for
other identified pirposes will be allocated to relevant Regions as individual
States' requirements are determined.

You should inoediately notify States of the increased FY 1983 program levels
for Medicare survey activities and modify budget approvals to accanodate the
available funds and facility survey coverage outlined in this memorandum.

To assure that Slates receive izinediate financial relief, Central Office has
prepared huf 640T award forns for the second quarter which will be provided to
DFAiS for payment. Awards have been proportionately increased fron previously
authorized hudget approvals to coincide with the Regional percentage increase
in revised allocations. These awards will be subsequently adjusted to revised
Wsdget approvals provided to Central Office prior to February 1.

Please contact me, if further information is required conrernintrevi'sed
regional allocations.

Philip iNathanson

Attachments

cc:
SSQ Associate Regional Administrators
Regions I-X
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DEPARTMENT OF HEALTH h HUMAN SERVICES F

Memorandum
4- 27i noG ijAN 27 1983) -8 5

s"' F DL-ectzr
Health Standarzs arn oai-ty 8.ireai

I Clariatatin of Certification Issues-your Mmra of 3a.y 7, L 9S

T o Lawrtere W. O~orr, M.D.
Ass~cata eioa AAdni,£, 3tOivision of Heath StOnltdar ard Quality
Rgin I

Durir tlt last quarter of 15e81, wed ;ss, = arxb, daeiN the rethtion_n survey activities, the SllIn of suXvemys dUrnig the 182 fL.cat7 year_ an 'Il ratiOrmle for iIlmitirq flexible &Svey cycles an an ifterimbasis_ Te Jpor ttust of the nc,,nda was tht Conress led exoessst itsintet thet arri rveys re- .'ssary ,or au facilities by Olieallmthe statb-tory basis for tisl-imited agreements (TLAs), and by passin snQPTrpsration for the Stats Certlfkation P. , tt 14ld not m4aam- %uveys for all faiflties. Accor-iIly, Swe ggested a methodologyfor Priorit g ard sL ting survey rexurces and a5ithorizd the te1ctive8XtmiSim~ or existig qrpvidaer agrewerints.

SInce the My Z7, ILt2 Pt5ilation of Propsed Subart S ct s,COngressional czentary, the IrOsition of a oo=atari on the prqxezrules, arW the passagc of a larger aooseim, Is Lndicative of a diange inCotaasianl intent ftm that dascribed earlier. :n light ot ty5sa factOrs,and beaise fLrK1ing is now at a level to stpoort issuinz 12Z th aenetsars edmti~N orral sAnveYa of all Iong-tarm care providers, it is WCWO&ton us to-moe toward stricter caIf with allje.t. Provisions,e rsci ,laly Subpart S- The =:e cOurse would rmecasmly -all tsT~ t

P tWe =raciate the difficult logistical PrOlts your Statas w111 emrsnter inOearing up For full Ialentation- A libeoal zrseln period w.-d beD exoete uerthecrcrsac.

Riuo ~thaei
cc:
ORA's Region II - X

IpIv* ee4 2/as/ . -~~PLA .. _t.



88

-He.!th C Ci
A DEPARTMENT OF HEALTH & HUMAN SERVICES Firncorg Arutbn

Memorandum

From Maroaret VanAmringe, Acting'MirectOr
Office of Survey and Certification

S-b*1 Revised FY 1983 Regional Allocations for Medicaid State Certification
C

T. PCFA Regional Administrators
Regions I-X

The current Cnntinuing Appropriation (P.L. 97-377) provides the Medicaid State
Certification program with $40,847,000 through September 30, 193 . This level
of funding provides resources to inspect all long term care facilities to
rotply with current requirements as provided for in CFR Title *7 Subpart S.

Below is a table reflecting revised PY 1983 regional allocations, bastis fr
which is an across the board increase of 28.4 percent over the current
allocation.

Reciirnal Allotimns - Title XIX

Reioarn Amount

S S 3.580,700
II 3,352,900
III 3,434,600
TV 5,393.600
V 7,99t,200
VI 6,276,400
VII 2,613,300
Vill 1,973,800
xX 4.723,500
X 1, 500,000

Total $40,847,000

States will be reimbursed for expenditures claimed and for which State
matching funds are available. In ms~t cases, the State licnsure unit
conducts inspections for Medicats and Medicaid programs. The Federal
allocation process is intended to assist this unit in the effective use of
resources available for survey activity and provide for iLsproved fiscal
management within this organization and the State title XIX agency.
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As a recinder, States are eqpected to pay their share of survey costs with
respect to licensing requirsents. The attached Departmental Grant Appeals
Board Decision (No. 373 dated tecesber 30, 1982) supports the negotiated
'fair share' methodology v have been using with States.

You are requested to provide State allocations to Central Office no later
than Pebruary 18, 1983. Please contact Charles Lawhorn, RSQB Budget Officer
on F2S 934-7032 if further information or clarification is required.

Attach-zent

cc.
BSQ Associate Regirral Administrators
Regions I-X
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| COhMITTEE STAFF NpTE: HCFA's Region III office conducted the following study
of the effect of survey and certification budget cuts upon quality of care

in Pennsylvania nursing homes, ic Decenber 1982 and January 1983.

March 28, 1983

NOTE TO FURE

SUBJECT: Life Safety Code Study

Per Dr. Szucs' instructions from Mr. Bryant, he (Mr. Brysnt) rleased

the Life Safety Code Study on bhck slip to central office and we can

now send copy to Pennsylvania for action.

Roacann Marsicano

I

z
I

I
ft

0

(0
0q
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eof r to, RSB4U-aCl)

XFM:] Sqtudi AC hrintatr
Philadelphla Rqicuel 0s fI.

[RE:] Life Safety ass Study

[TO:) Adeinituto

As dlised dnog yer remAds vUst to the Pbfl4alphxe IAdIaM Office,

ettahch to the Life Safety Cod. ra-crt you repeated.

bert . r

Attamnt

cc:

Bryant
SaUcS

Earaicamn
Van Visre
Pile
Rf Ii4 PetY

Da uck no;ls 3/4/(3

a

I

I
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EXECUTIVE SUMMARY

HEALTH CARE FINANCING ADMINISTRATION
DISONFDRDS AND YOPALIT

LIFE SAFETY CODEVAT NAT1ON PROJECT
P-ACILITIES IN FULL COMPLIANCE

During the budget reductions which occurred In 1981 and 1982, the regional office
became increasingly concerned over the safety aspects In nursing homes relative to
Life Safety Code compliance. In December 1982 and January 1983, a field study
was undertaken to examine facilities which were exempted from life safety code
survey at the time of the mest recent recertification cycle by virtue of their
having been found in full compliance at the time of the previous life safety code
survey. The two primary objectives of this project were to assess facilities not
surveyed for more than one year to determine If they had maintained a reasonable
level of fire safety compliance and to asse the adequacy of the new HCFA-2786C
Pire Safety Survey Report short form.

The State of Pennsylvania was chosen for this study because It was most affected
by economic cutbacks, and consequently had not performed annual life safety code
surveys In fiscal year 1982 on any facilitIes found In full compliance In fiscal year
1981. Prom a field of 269 skIlled nursing facilities meeting that description a
random sample of 30 facilities was chosen for Inclusion in this study. Joint

' federal/state survey teams surveyed 21 of the 30 facilities, with the state alone
surveying the remainder. The surveyors performed a full survey using the short
form survey document and an addendum of 10 safety elements determined In

* advance by the state and regional fire authorities to be critical elements not
covered by the short form.

This study demonstrated that a clear majority of facilites previousy found In full
_ compliiee did not maintain full comagi Only 10% of the sample were found
to be In full compliance, wit 9095 ot the facilities having anywhere from minor

* deficIencies to major life threatening violations This study also demonstrates that
_) the short life safety code survey form was not an effective tool In monitoring life

safety code compliance. Based on the surveys, 75.79 of the sample had
deficiencies in elements that were not Included on the short form.

The study also Identified three facilities previously thought to be in full compliance
to have major, llfe-threatenn deficIencIes The study should have resulted In all
facilities being in substantial compliance. Therefore, finding three facilities wIth
maJor, lIfe-threatening deficiencies Indicates that less than full annual surveys may
be an undesirable risk.

Based on our findings, we recommend that facilities be surveyed on an annual basis
and that the full life safety survey document be used.
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HEALTH CARE PINANCISG ADMISISTRATION
Dn7I§ipt OF HEALTH STANDARDS AND QUALITY

REGION Hi
LIFE SAFETY c6d! VAWD-TATbON PROJECT

FACILITIES IN FULL COMIA E

During the budget reduction which occurred in 1981 and 1982, the regional officebecame Increasingly concerned over the safety aspects In nursing homes relative toLife Safety Code compliance. In December 1982 and January 1983, a field studywas undertaken to examine facilities which were exempted from life safety codesurvey at the time of the most recent recertification cycle by virtue of theirhaving been found in full compliance at the time of the previous life safety codesurvey. The two primary objectives of this project were to assess facilities notsurveyed for more than one year to determine If they had maintained a reasonablelevel of fire sarety complrance and to assess the adequacy of the new HCfA-27omClFere Safety Survey Report short form.

E METHODOLOGY

Our review of the region indicated that the Commonwealth of Pennsylvania wasthe state in Region ml most deeply affected by budget cuts for survey activities.As a result, It adopted the policy of exempting from survey for a period of at leasttwo years those facilities previously found In full compliance. Accordingly, wefocused the study on Pennsylvania facilities. A Meedlcare/Medijcad Automated% Certification System-Rapid Data Retrieval System (MMACS-RADA RS) report wasgenerated which Identified a universe of 289 skilled mnrsing facilities inPennsylvania which were without current life safety code survey. Using random"O sampling techniques, an Initial field of 30 facilities was selected for Inclusion inS the proJeet. (See Attachment #I for list of facilities.)

Upon discussion of the initial sample with the Pennsylvania Division of SafetyInspections, It was discovered that nine of these facilities had been recentlysurveyed by the Division. As there was no discernible advantage to resurveying* those facilities, It was determined that the state surveys would be utilized as partof the survey sample, subject to analysis as discussed later In this report.
The other 21 facilities were divided between two teams of surveyors. Each team* consisted of one surveyor from the Pennsylvania Division of Safety Inspections andone surveyor from HCFA. The two teams surveyed the first two facilities togetheras a means of enhancing uniformity of approach. All surveys were conductedunannouneed.

The survey Instrument utilized was a modified Fire Safety Survey Report - ShortForm (HCPA-278SC 8-82). The HCPA-2786C was renumbered for comparisonpurposes to have the same K-identification tag for deficiencies as the full 2788(HCPA-278a 11/74). The short form was analyzed by the Director of the Divisionof Safety Inspections, a Regional Operations for Facilities Engineering andConstrucUon (ROFEC) representative and a DHSQ representative to determineelements of fire safety which were not Included on the short form, but which, intheir opinion, would constitute critical deficiencies if they were found to occur.These Items were covered In an addendum to the short form (Attachment #2).
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The second facility surveyed by all four surveyors as one team proved to be one of
the three facilities with major life safety deficiencies discussed in Attachment #4.
An assessment of Items found led surveyors to adjust their method so that all
information required as part of a full survey would be gathered, with the short

I form and addendum serving as the survey document. Additional deficiencies
beyond the short form and addendum were noted under "Other items to be noted"
on the addendum.

"The surveyors evaluated whether deficiencies were likely to have existed at the
time of the last survey and were missed, or whether they were deflciencies which
had come about since the last survey. There Is, to be sure, a margin of error in this
* assessment but consistent team composition and approach helped to keep the error

< rate to a minimum.

E ANALYSIS OF DATA

Each of the survey report forms for the 21 facilities surveyed by federal/state
teams were reviewed to clarify the deficiencies and to determine consistency of
citations (i.e., that the same deficiencies in different facilities were all cited under
the same standards and factors).

The nine facilities surveyed by the state agency were surveyed on the full 2786
N form. These forms were reviewed and each deficiency categorized as either

^j covered by the short form, the addendum, and those not covered by either.

The entire sample was then tabulated by listing each deficiency according to
LIZ standards (Attachment 83), the nature of the deficiency, the name of the facility,

W a and whether It was determined to be a new or existing deficiency. Deficiencies
that had previously been walvered were excluded from all further consideration.
Certain repeat deficiencies found In one facility were excluded from further
consideration (rationale is discussed In Attachment Ot).

* STATISTICAL METHODOLOGYnf The statistical methodology used In this study is called "acceptance sampling." The
* general technique is to select a random sample of size (n) from a total "field" of
_ (N) Items and reject the field as unacceptable If more than a certain number (say c)

of Items in the sample are detective. If the number of defective items In the
sample Is less than or equal to (), then the field is considered acceptable.
Rejection of the field signals a need for some additional action but does not
necessarily Indicate what that action should be; i.e., acceptance sampling can
statistically document that a problem exists, but other methods may be needed to
find the solution.

In "estimation sampling" (the type of sampling with which non-statisticians are
most familiar), reliability is measured by how "good" the estimate Is. For this
purpose, statisticians use concepts like standard deviations and confidence
intervals. These concepts do not apply to acceptance sampling since Its purpose is
to make an accept/reject decision rather than an estimate. The "goodness" of an
acceptance sampling plan is measured by the chances of making an incorrect
accept/reject decision. There are two ways to be wrongr
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A. reject a field which is in fact good
B. accept a field which Is In fact bad

The statistical terminology Is more complex, but we will call these type A and type
B errors, respectively. In this study, a type A error would raise a false alarm, I.e.,
it would indicate that a problem existed in life safety code compliance where in
fact there was no problem.

FINDINGS AND RECOMMENDATIONS

There were two primary objectives in the planning of this validation project. The
first was to determine how well facilities found In full compliance maintained

compliance over a span of almost two years between surveys, and the second was
to determine how well the HCFA-2786C short life safety survey form worked as a

survey instrument. Several other findings and recommendations grew out of the

study.

Objective I

How well do facilities previously found In full compliance maintain their
compliance when left unsurveyed for an average span of 21.2 months?

Findings and Discussion

The study reflects that full compliance is not maintained. The breakdown of
compliance status at the time of the validation survey was as shown below:

Percentage
Number of Sample

Facilities found In full compliance 3 10.01
Facilities not meeting short form,

but with no deficiencies beyond
the short form 4 13.3X

Facilities not meeting short form,
and having deficiencies beyond
the short form (Includes major
deficiencIes as discussed In
Attachment #4) 23 76.7X

Most facilities similar to those discussed in Attachment #4 (facilities with major
deficiencies) corrected their deficiencies earlier in the program. However, Valley

Manor demonstrates that although full compliance has been achieved, it is possible,
in a short span of time through neglect or 'creative maintenance," to become
seriously deficient Extreme concern Is placed on major, life-threatening
deficiencies. There should not be any facilities seriously deficient at any time. In
this study, all facilities were previously In full compliance, and hypothetcally,
should only have been found to have only minor maintenance deficiencies.
Therefore, even allowing for some errors to occur over time, an acceptable field,
under the acceptance sampling method, should have less than 1% of facilities with

73-435 - 87 - 4
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major, life-threatening deficiencies. if we are extremely liberal and allow for
extraordinary circumstances, an acceptable field could have up to 2% deficiencies.
With this in mind, we used an acceptance sampling plan with the following
specifications;

N 269 = number of facilities In state
n =30 = sample size
C 2 = acceptance (percentage), allowing for extraordinary circumstances
C I = acceptance (percentage), not allowing for extraordinary circumstances

This sampling plan yields less than a 2% chance of a type A error for either
acceptance number (I.e., either with or without allowing for extraordinary
circumstances), thus minimizing the chance of raising a false alarm.

Z On this basis, the field could have been rejected because of Valley Manor alone, as
we would not expect to find a single facility with major deficiencies. Valley Manor
was only one facility out of thirty, however. Much more demonstrative of the Issue
Is that 90% of all the facilities were no longer in full compliance. The slow build-
up of deficiencies over a period of time weakened the systems for patient
protection from smoke and fire. Statistically, the field would have to be rejected
on the basis of sheer numbers of deficiencies found.

It is of particular Interest to compare the last five columns on Attachment #3.
These columns represent the percentage of facilities In our study which were found
to be newly deficient In each Item with the percentage of facilities In Pennsylvania
and nationwide that were deficient In those items In the comparison years of 1980
and 1931. In the comparison years, all surveys were being done on an annual basis.
Nine of the survey Items were newly deficient in a much greater percentage of
facilities than In the comparison years. They are as follows:

% Validation %PA-81 ZUS-S1 ZPA-80 %US-80

K14 Corridor doors 33.3 21 11 26 12
1K17 Deficient smoke barriers 36.7 15 11 17 10

19 Stairway enclosures 16.7 12 6 13 4
* 1K23 Vertical shafts 16.7 4 3 6 3

_ K25 Linen and trash chutes 23.3 4 3 5 3
K37 Closure by alarm of doors

In smoke and fire partitions 20.0 3 8 10 10
K45 Interior finnlh 10.0 4 3 7 2
K59 Maintenance Of extinguishers 13.3 4 6 6 7
K83 Hazardous areas 60.0 39 21 37 21

In only two items could the percentages of facilities In the validation study be said
to be much less than the percentage of facilities deficient In comparison years.
They are as follows:

Z Validation ZPA-81 ZUS3-81 ZPA-80 ZUS-S0

K28 Exits, number and type 0 3 5 6 5
N71 Smoking regulations posted 0 7 4 5 4
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The other thirteen Items shown on Attachment #3 would have to be said to be more
_ or less equal to the comparison years. KS6A, smoke detector maintenance, Is a

new item and has no base for comparison. K60. heating, ventilating and air
conditioning systems, while appearing on Attachment #3, was not one of the
'anticipated" deficiencies, and only one existing deficiency was found.

It would certainly appear that the passage of time has a compounding effect on the
number of facilities deficient. When the time span between surveys approached
two years rather than one year, more facilities ceased to be in compliance In at
least those nine items. All but one of those nine were anticipated by either the

_L short form or the Region m addendum. The deficiencies in interior finish were not
d) s anticipated. In each case of an interior finish deficiency, the facility had added

wood panelling.

Z The moat common causes for the new deficiencies were lack of maintenance,
changes in facility usage creating new deficiencies, and damage caused by
telephone company employees running lines through walls.

Recommendation

j It has been clearly demonstrated by the findings that full compliance is a transient
condition. It cannot be said how long between surveys Is too long. Certainly more
than two years between surveys would be unacceptable, and continuation of annual

? surveys would seem to be strongly indicated.

ObJective 11

Did the HCPA-2786C Fire Safety Survey Report short form serve as an adequate
survey Instrument?

Findings and Discussion

The study indicates that only 23.3% of the facilities could have been adequately
surveyed using the short form.

The original intent of the short form was to provide a survey tool that could be
used by a generalist surveyor (the individual performing the health survey) to
screen certain basic life safety code requirements for continued compliance. The
generalist was to make a recommendation for a full life safety code survey if
he/she felt It was needed. At some interval which was never settled on, but which
was proposed to be as long as once every four years, a life safety code specialist
would survey the facility with the full survey form. If the short form were being
used, in a most perfect of all situations, by a generalist who was able to spot other
conditions beyond the basic items on the short form, a full survey should have been
recommended In 78.7% of the facilities Included in this study. The duplication of
survey time casts doubt on any pereeptable economic value. In a more realistic
setting, the generalist would have been briefly trained in fire safety, and trained
onlyin those Items Included In the short form (a slide and tape training Drogram
developed by HCFA). The generalist would be performing the survey as a
secondary mission to his purpose for being In the facility, I.e., the health survey.
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Under these conditions, it is not unreasonable to speculate that the generalist
would not be likely to detect deficiencies which were not on the short form, and
therefore would not recommend a full survey. it is even doubtful that a generalist
would detect all of the deficiencies which could be cited under the short form. In
this situation, some portion of that 78.7% of the sample would have gone uncited
for life safety code deficiencies. Statistically, under the acceptance sampling
method, the field would have to be rejected on the basis of sh4er numbers of
deficiencies found which were not on the short form.

& A second suggestion was proposed whereby the fire safety specialist would continueIL to do the surveys, but would perform the survey using the RCPA-2786C form unless
I b contralndicated by conditions found. There Is no supportable rationale to this

suggestion. Again, in 76.7% of the surveys In this study, the full form would have
been required. The amount of time required for a surveyor to look at all the
requirements on the long form as opposed to only those on the short form does notEn add an appreciable amount of time to the survey process. The multiplicty of forms
does not seem advantageous.

Recommendation

The HCFA-2786C short form provides no perceptable advantage, and should not be
used as a survey Instrument.

ADDITIONAL PINDINGS A ND RECOMMENDATIONS BEYOND THE PRIMARY? OBJECTIVES IN THE STUDY

:> 1. Testing for Operation of Smoke Detectors

Smoke detectors are now an Important part of the warming system of almost every
nursing home. In each facility equipped with smoke detectors in this study, the
surveyors set off detectors using cigarette smoke. In four facilities, the surveyors
found malfunctioning detectors. In three of these cases, the detectors did not
work. In one case, it functioned locally, but did not set off the alarm (wires were
not connected above the ceiling). Only two of the thirty facilities had an ongoing
recorded program of detector tests. At least part of the problem is the lack of a

* convenient measm for testing detectors. In one facility, the maintenance director
had constructed an excellent testing device out of a piece of pipe on a pole with a
spray can of freon in It. By pressing the pipe over the detector and triggering the
freon, he could easily test his detectors. Most facilities expressed a desire to have
a means of testing.

This deficiency is cited on Attachment 13 as KS6A. This deficiency had no
counterpart under the old form.

Recommendation

Surveyors should be advised to actually test smoke detectors unless the facility has
a convincing testing program of Its own. We recognize that this is not a popular
suggestion because of the Inconvenience in notifying fire departments, disturbing
staff and patients, and resetting alarms, but the benefits outweigh the
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disadvantages. The setting off of the alarm system by smoke detectors has the

additional values of enabling surveyors to observe smoke barrier doors functioning
under alarm conditions. Surveyors should also share with the facilities any new

methods for easy testing of detectors, and advise the facilities how to establish a

maintenance program.

ii. The Need for Communications Training for Surveyors

A great deal of emphasis Is placed on training health surveyors In interpersonal

relationships, interview techniques and oral communications. Fire safety surveyors

are drilled in technology. The failure to communicate plays a role In both the

number of new deficiencies and the number of overlooked existing deficiencies.

On each survey, the validation team was accompanied by the maintenance director

of the facility. Many times while discussing deficiencies the maintenance director

responded with 'No one ever explained that to me before' or "No one ever asked

me that before." For example, in several facilities surveyors found that the soiled

linen storage had been moved to a different room. The new location lacked either

latches, closers, or both. The surveyors explained how spontaneous combustion can

occur In soiled linen, why self-closers are needed to Insure people do not leave the

door standing open, and why positive latching is necessary to keep the door from

opening to release smoke. They had always thought that there was something

special about the one particular room they had previously used for soiled linen.
The previous surveyors had recited a regulation saying that the room needed a

closer and latch, so they Installed It, but they really didn't know why. There was a

general opinion voiced that surveyors never told them why things were regulated

the way they were, only that the one thing being cited did not meet the Code.

Although there were a few maintenance directors who were extremely well

Informed professionals who were formerly in the military or the fire service, and a

few who would be hard put to comprehend the simplest concept, the average

maintenance director was a sincere, handy-man type Individual who was capable

and interested In learning from the surveyors.

Written communications are also a problem with surveyors. It became apparent in

reviewing old survey report forms that more specific documentation is necessary.

For example, when all that appears on the Fire Safety Survey Report form and the

Statement of Deficiencies is "smoke barrier doors not in accordance with iNFPA-

80A," It does not paint a very clear picture of what was found. When the surveyor

records 'smoke barrier doors north corridor have gap exceeding 1/8" at meeting

edge," you have a much better grasp of where and what is involved. A surveyor

doing a follow-up visit can tell much easier what was wrong and If it has been

corrected, and a file review after the passage of time can reveal what was

happening In the facility without having to trust the memories of surveyors.

Recommendation

We strongly suggest that life safety surveyors be given some additional training in

verbal communications. Regulation may correct a deficiency, but enlightenment
may prevent Its reoecurance, and a ouestion posed to a maintenance man may tell

the surveyor something he wouldn't find In hours of surveying.
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_ ini. Existirn Deficiencies Overlooked on Past Surveys

A disturbing factor in these surveys was that about 25% of all the deficiencies
found were probably there In the past and were not cited. A few of these were

| glaring deficiencies, and a large number were clustered in a few facilities. A
number of them were understandable, In that random chance led to their eventual
discovery. For example, in one large four story facility, the surveyors happened to
lift a ceiling tiWe that revealed a hazardous area without a wall above the drop
ceiling. Investigation confirmed that there is no other place in the building thatL * had this problem. Random chance led to the lifting of this particular tWe.
Incidently, this was an example of the maintenance director saying "i knew that,

$ = but nobody asked me." Some overlooked existing deficiencies were the result of
Incomplete follow through. For example, a smoke barrier in an attic looked fine
from the access hatch, but actually going Into the attic and through en access door
in the barrier showed It to be finished on only one side. Still other existing
deficiencies indicated surveyor Inattention for years.

Recommendation

These situations point out the advantages of rotating surveyors so that fresh eyes
e can view a facility. When the same surveyor visits a facility year after year. he is

unlikely to go back and question what he accepted five years ago even If he knows
better now than to accept a certain situation. That is not to say a surveyor would

_ deliberately cover up his past oversites, but it is psychologically normal to accept
what you yourself did in the past as correct, and not go out of your way to look for
your own mistakes.

IV. The Possibility of Finding More Efficient Survey Methods - Recommendation

S The extended survey cycle and the short survey form were not created for the
simple purpose of change, they were created to effect economics In the survey
process. Economics which are not detrimental to safety are highly desirable.

^) The joint federal/state survey teams were able to survey facilities, In their
entirety, for all items on the long form, In anywhere from 1-1/2 to 3 hours. Even

* the worst facilities took no more than four hours. The surveyors did not divide the
job, they worked together as a unit. The average facility took a little over two
hours complete with exit interview. In states such as Pennsylvania, where
extensive travel time Is Involved, a surveyor may spend more time than necessary
given his next scheduled facility is 150 miles away.

If a method could be worked out where fire safety surveys were not as directly tied
to the health survey In time frame, clustering of facilities could be accomplished.
For example, dismiss the Idea that the one facility in Orangevie, Pennsylvania,
100 miles from the field office, Is two months apart on the survey cycle from the
second facility in Orangeville, and do them both in one day. A man day and $44.00
mileage fee would be saved. Clustering in major metropolitan areas may not save
time or money, but In rural areas it could have major Impact.

Needless to say, clustering of surveys cannot simply be instituted overnight, but It
would be a desirable field of exploration for a state to work out a trial project with
the region for experimental purposes.
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ATTACHMENT #3

_ LEGEND TO TABLE

I

The Identification number for each deficiency as given In the HCPA-2786 Fire
Safety Survey Report (11-74).

I1L Deficiency

) tBasic description of the deficiency category.

Z Pacilitles Deficient - (A)

The number of facilities having only deficiencies covered on the short form found
to have deficiencies referenced to that number.

Facilities Deficient - (B)

The number of facilities having deficiencies over and above those covered on the
short form which were found to have deficiencies In the referenced K number.

P Total Deficient - (C)

0 Total of A and B.

2p Existing Deficient - (D)

The number of facilities listed In A or B which only had deficiencies under that Ri
which were believed to have existed at the tIme~othe last survey.

Adjusted Total - (E)

The number of facilities found to have what are believed to be new deficiencies
under the referenced KR (may also have had existing deficiencies).

Stenton Hall -(P)

Deficiencies were found In Stenton Hall In the referenced K#, but they were all
repeat deficiencies. These were not counted as new or existing.

Total Items Under the K-Tag - (G)

The number of actual deficiencies cited under that referenced KV. If a facility
had, for example, six soiled linen rooms without latches, It would be counted as
only one deficiency In the column for R63 under this heading. If, for example, it
had a soiled linen room door without a latch, no sprinkler in the records room and a
missing closer on the kitchen door, It would contribute 3 items to this column.



107

Page 2

Total ot G "New"

The number and percentage of the total deficiencies described In (G) which were
believed to be new deficiencies.

Total of G "Existinf

The number and percentage of the total deficiencies described in,(G) which were
believed to have existed at the time of the last survey.

6 or Facilities Deficient in C

The percentage of the 30 facilities found to have any deficiencies under the
referenced Kl.

% of Facilities Deficient In D

The percentage of the 30 facilities found to have only existing deficiencies under
the referenced Kt.

% of Facilities Deficient In E

The percentage of the 30 facilities found to have new deficiencies under the
referenced KR.

Remaining Columns

National and Pennsylvania percentages of facilities found deficient for the
referenced KR in the four quarters previous to the date given as provided by the
Medicare/Medicaid Automated Certification System (MMACS) Table P.
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ATTACEMNJT 44

FACILITIES FOWID TO HAVE AJOR
LIFE SAFET CODE DEFICIENCIES

in the course of our validations, three facilities were surveyed which vere found
to have major Life Safety Code defictencies (i.e., life threatening by the number
and severity). Each of the three illustrated a separate problem.

A. Valley Vie. Manor

Valley View Manor was a perfect eaample of how, under a perfect system vbare
facilities in full compliance are truly in full compliance a facility can
disintegrate and present a true danger to patient safety. There vere a few
deficiencies which had been overlooked In the past, but the vast majority of
problems were brought about by sloppy maintenance and deliberate acts. The
facility is a sprawling one story, protected ordinary building with a connected
wing of non-combustible construction. The wood trussed attic space of the main
building is fully sprinklered. To correct a deficiency in the past, new duct ork
was installed. With the incredible cold of the winter of 1981-1982, the sprinkler
pipes froze and burst. They bad previously been warmed by heat given off by pipes.
etc. To correct the problem, the facility parsonnel tore out the existing acke
barriers and installed fans in the attic to circulate air frm one area which had
beet. Many things in the facility deteriorated from lack of maintenance, usage of
areas changed creating new hazardous areas, and at one point, the alarnm ysten
was rewired so that vhen the alarm is pulled, the maoka harrier doors In one
section remain held open and when the alarm is turned off, they close.

Ironically, this facility had changed ownership only days before our survey.
Whether the deficiencies were the result of efforts to save money or ignorance of
fire protection systems, the end result was the destruction of good systems and
the expenditure of a great deal of money to bring the facility back Into
compliance with the fire code.

B. Stanton Hall

At the tine of the initial cutbacks in funding, it was proposed that facilities
with outstanding deficiencies and a cancellation clause be surveyed by telephone
for the purpose of removing the cancellation clause. In theory, the facility
would vouch that they had made correctionn, and this would be verified at the
tine of the next survey. While this was not the most desirable method of doing
things, it was a means of econoetzing to enable critical surveys to be done. In
the case of Stenton Hall, extensive deficiencies were cited at the tine of its
annual survey (it had been a longstanding problem facility for health and life
safety). A telephone "visit" was conducted for the purpose of the cancellation
clause removal. The bCFA-2567B cleared the cancellation clause, and cleared the
deficiencies Scin MACS. When rankings of facilities vere sent to the stats agency
for the next year's scheduling, based an MIMACS analysis by the regional office,
Stenton Hall was listed as a facility in full compliance. In retrospect,
telephone "'b" should not have been put into MKUCS.

When the federal validation took place, it yas found that the facility, near
economic collapse, had been sold just prior to the survey. The new owners,
Baverly Enterprises, bad taken possession three days prior to the survey. Not
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only had no corrective action been taken by the former owners to correct
deficiencies cited on the previous survey, but deterioration of maintenance had
created new ones as well. There ws no indication of bad surveying in the past,

| rather this was a prime example of a facility which inadvertently benefited from
federal cutbacks in funding for life safety code surveys.

< C Centre Crest - Centre Countj Home

Thin facility consists of three interconnected buildings (a center core and two
additions). An a result of the validation survey, one building was found In full
crmpliance, one had a few new deficienciee, and one was found to have extensive0 probleme which had gone uncited since its 1971 construction. A11 corridor walls,
all hazardous area separations, mad all smoke barriers were incomplete above the
drop ceiling. This was coepounded by a two story lounge at one end of the three
story building.

This facility is in an isolated part of Pennsylvania. The logistics of surveying
this area has resulted in repetitious surveying by one person. This c-a points
out the desirability of surveyor rotation so that the misunderstanding of one

_ surveyor is not perpetuated in a facility.

0r,

0
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State Survev and Certification Activities

States are required to survey and certify long-term care facilities to ensure that
these facilities are structurally safe, provide for a sanitary environment, are well
staffed, and have needed services available to assure Medicaid beneficiaries an

acceptable quality of care. In FY 1984, there will be approximately 2,580 Skilled

Nursing Facilities; 11,300 Intermediate Care Facilities; and 1,215 Institutions for
the Mentally Retarded which will be certified for participation in the Medicaid
program. Hospitals, laboratories, and other providers of services to Medicaid
beneficiaries are deemed eligible for Medicaid participation through participation
in the Medicare program.

OBRA deletes the requirement for annual inspections and allows the States to

perform less frequent than annual surveys of long-term care facilities with a
history of compliance with program conditions of participation. Consistent with

the OBRA and Administration's efforts to reduce the Government's regulatory
burden HCFA has proposed revisions to the Code of Federal Regulations, Title 42,

Subpart S "Certification Procedure for Providers and Suppliers of Services."
However, a moratorium has been imposed on the issuance of these regulations by

TEFRA and the first Continuing Resolution of FY 1983, P.L. 97-276. If
implemented, these revisions wou d enable State agencies to utilize variable survey
cycles, ranging from 6 months to 2 years, to inspect institutions. Facilities would
be scheduled for surveys based on the use of screening criteria developed from data
resulting from complaints, the prior compliance history of each institution and the

severity of past deficiencies. States could survey on a semi-annual basis those
facilities with historically poor compliance records.

Quarterly grants to States provide Federal support for 75 percent of surveyor costs

for salaries, travel, and training; and 50 percent Federal matching for all other
survey related expenditures. For FY 1984, the amount required to support
Medicaid survey activities is $35,135.000. This funding provides resources to
States to inspect SNFs, ICFs, and ICF/MRs at acceptable survey levels. These
levels, established by the Secretary in ANpril 1982, are SNFs - 80 percent, ICFs - 75
percent and ICF/MRs - 100 percent.
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EXPENDITURE DATA

The following table represents the aggregate of the States'
expenditures by type of service.

Federal ExDenditures by Type of Service
(DoUars in Millions)

Inpatient Hosp; tal
Mental Hospital
SNF
ICF/MR
ICF/Other
Physician
Outpatient Hospital
Prescribed Drugs
Other

Subtotal, Services

FY 1982
Federal Share

$ 4,324.5
636.5

2,482.0
1,934.2
2,876.0
1,184.0

775.2
899.1

1 .788.8

$ !6,900.3

Cash Flow -88.2

Subtotal, MVP State Estimates S 16,812.1

Program Adjustments
Financial Adjustments
Proposed Law

Subtotal, Adjusted MVP

Administration and Tr4jning
State Certification

Subtotal, SLA State Estimates

Program Adjustments
Financial Adjustments

Subtotal, Adjusted SLA

Total, Medicaid Program

-202.0
_ _

$ 16,589.3

921.5
33.

$ 954.6

-24.!
-5.S6

$ 924.9

$ 17,514.2

FY 1983
Federal Share

$ 4,964.7
687.4

2,634.3
2,170.4
3,269.1
1,315.8

838.8
977.3

2, ISS.

$ 19,046.1

+21.7

$ 19,067.8

-579.9
-235.8

-7.0

S 18,245.1

I1,012.3
42.0

$ 1,034.3

.30.4
-3.7

$ 1081.0

$ 19,326.1

estimates for Federal

FY 1984
Federal Share

$ 5,475.3
743.6

2,843.1
2,387.1
3,661.7
1 ,439.6

915.2
1,075.9
2,455.9

$ 20,997.4

-107.7

$ 20,89.7

-1,005.3
+25.0

-293.3

$ 19,616.1

1,094.5
36.3

$ 1,130.8

+52. 0

$ 1, 182.8

$ 20,79S .9
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#. State Certification

Authorizing Legislation - Social Security Act, Title XVIII, Section 1864;
Reorganization Act of 1954.

19S3
Current 1984 Estimate Increase
Estimate Authorization Request or 6ecrease

Total Obligations $ 32,835,000 $ 37,532,000 $+4,697,000

Less Trust Fund
Transfer S-32,300,000 $-36,932,000 $+4.632,000

Total Budget
Authority $ 535,000 Indefinite $ 600,000 $ +65,000

Pta-pose and Method of Operations:

The purpose of this activity is to ensure that institutions and agencies providing health
care services to Medicare patients meet acceptable standards of health quality and
safety. The State-conducted Medicaid survey and certification program is also

administered by the Health Care Financing Administration (HCFA), and a description of
that activity is included in the Grants to 5tates for Medicaid account.

Annual agreements are negotiated with State licensure agencies (generally within State
Health Departments) to perform health facility inspections in accordance with explicit
Departmental regulations and HCFA instructions. State agencies survey institutions
which request Medicare program participation and, based on their findings, make
certification recommendations to the HCFA Regional Offices where final determinations
are made regarding facility participation. For those facilities having deficiencies which
could endanger the health and life safety of beneficiaries, a plan of correction is
developed cooperatively by State/Federal staff. A majority of facilities correct these
deficiencies, thus, permitting continued program participation. Facilities which do not
make necessary corrections within a reasonable period of time are eliminated from the
program.

Medicare survey activities are one-hundred percent Federally funded. States submit
budgets each year for the estimated cost of activities which are subject to negotiation
and subsequent Federal approval. States also submit quarterly cost and workload reports
which are subject to Department of Health and Human Services (DHHS) audit.
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The State Certification program, which was implemented in 1966, initially covered
only hospital inspections; however, with the growth of the health care industry during
the past decade (both services and facilities), Medicare and Medicaid coverage has
expanded to include numerous types of providers and suppliers. The increase in
facilities has expanded program activity from inspection of a few thousand hospitals in
1966 to oversight of 38,000 diversified health care facilities today. Levels of funding
have increased annually based on the expanded number of surveys to be performed. In
FY 1980, the program required $28 million for full survey coverage. During fiscal
years 1981 and 1982, less than annual surveys decreased budgetary requirements to $25
million and $14 million respectively.

Major program accomplishments include: virtual elimination of multiple death
disasters within certified health care facilities which result from fire, improper drug
administration, dietary services etc., and the termination of facilities which have
deficiencies which would result in the provision of unsafe and life threatening services
to beneficiaries.

Rationale for the Budget Request:

The FY 1984 budget request of $36,932,000 for Medicare survey activity assumes a 20
percent reduction in direct SNF survey activity as well as a reduction in certain
support costs and reduced non-SNF workload. These reductions, however, reflect
offsets due to cost-of-living increases for State surveyor salaries, and inflation
adjustments for items such as travel and communications. Based on experience,
normal expansion will add 610 providers to the program in FY 1984, and will increase
by an additional $1,323,000 the inspection funding required. In addition, the budget
request includes $3,450,000 to survey 1,500 hospices, a newly identified provider group
authorized in the Tax Equity and Fiscal Responsibility Act of 1982.

The FY 1984 funding request will support: (1) required surveyor staffing levels to
administer the proposed plan; (2) continued refinement of screening criteria to identify
facilities with a history of poor performance and to upgrade the quality of their
services or, if necessary, eliminate them Irom the program; and (3) maintenance of the
essential basic and specialized surveyor training courses. This funding level provides
for bi-annual inspections of the estimated 35 percent of facilities having Class A
deficiencies (severe) which, if not corrected, could endanger the health and life safety
of beneficiaries. Necessary onsite fo!lowup surveys will be made to facilities to
ensure cited deficiencies are corrected. Also, any necessary complaint investigation
visits will be performed. Remaining funds will be used for surveying facilties with less
severe deficiencies (Class B), and those with a history of good compliance (Class C).
Both Class B and C facilities have been placed on two-year survey cycles. The
requested level of funding provides approximately 64 percent coverage of facilities
requesting Medicare eligibility; the Medicaid account proposes funds to support
78 percent coverage of facilities requesting Medicaid coverage. Long Term Care
facilities have had a tradition of deficiency problems due to their size and complex
nature; therefore, more frequent coverage is required to ensure compliance with
program standards.
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The Tax Equity and Fiscal Responsibility Act of 1982 provides that hospices be classified as a
separate provider category in the Medicare Program. During FY 1983, HCFA will develop
required regulations, policies, survey forms and training programs to ensure State surveyors
will properly inspect the estimated 1,500 hospice groups which will request Medicare
eligibility in FY 1984.

In addition to the funds required for direct survey support, $600,000 is budgeted to fund an
Interagency Agreement with the National Institute of Mental Health, which provides
oversight, logistical support, and mental health experts and specialists to assist States in the
performance of approximately 230 psychiatric hospital surveys.

Major objectives of the program include the revision of survey report forms together with
modifications to the actual onsite survey process. These changes will provide more specific
documentation of surveyors' observations in areas where conditions of participation have not
been met. Such documentation will provide stronger support to enforce corrective actions
and, in more serious instances, initiate termination procedures. These actions will better
assure that an adequate level of patient care will be maintained in a safe and sanitary
environment.

Consistent with the Omnibus Reconciliation Act and Administration's efforts to reduce the
Government's regulatory burden, HCFA has proposed revisions to the Code of Federal
Regulations, Title 42, Subpart S "Certification Procedure for Providers and Suppliers of
Services." If implemented, these revisions would enable State agencies to utilize variable
survey cycles, ranging from 6 months to 2 years, to inspect institutions. Facilities would be

scheduled for surveys based on the use of screening criteria developed from data resulting
rom complaints, the prior compliance history of each institution and the severity of past

deficiencies. States could survey on a semi-annual basis those facilities with historically poor
compliance records.

HCFA will also determine the feas~bilitv of deeming the findings of other professional
organizations to be acceptable under Medicare survey and certification guidelines. In

addition to hospital and Skilled Nursing Facility inspections by the Joint Commission on the
Accreditation of Hospitals (JCAH), there are several organizations which also conduct
accreditation programs on a National scale. These include the National League of Nursing
(Home Health Agencies), and the .Accrediztston Council for Services to the Mentally
Retarded and Other Developmentally Disabled Persons (intermediate Care Facilities for the
Mentally Retarded). Analyses will be conducted on the standards and procedures these
organizations utilize, and, if appropriate, HCFA will propose that (deemed status) be granted
to their accredited facilities. Prior to making any such proposal, HCFA intends to consult
with the Congress, the General Accounting Office, States' Survey Agencies and groups
representing facility types relative to the Proposed deeming. This objective is consistent
with the Administration's regulatory reform initiative and fosters improved use of Federal,
State, and private sector resources, both fiscal and staffing, as well as reducing burdens on
providers of health care services.

The requested funding level provides a targeted survey strategy and adequate survey levels to
provide reasonable assurance that the health and safety of beneficiaries are protected.
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/ ~~~~~~~~~~~~~~~~~~~Health Care
DEPARTML'vTOFHE8ALTH& HUMANSERVICES Flnancing Adninistration

801w to: Division of Health Stundards & Quality Region IX
Telephone No: (413) 556-0094 100 Van Ness Avenue
HS-331 San Francisco CA 94102

May 9. 1983

Division of Health Standards and Quality - Region IX

State Agency L.etter No. t3- 12

Subjects Marginal Providers

In an effort to upgrade the coditions existing in skilled nursing facilities (SNFs) in
Region IX and consequently the quality of life for the residents. iSQ is initiating
an Intensive review of those providers that fail their annual survey but bring
themselves sufficiently into compliance at the tUmeof the follow-up visit to permit
recertifiction. As you irnow, we receive four to eight nonrenewal
recommendations per month from State agencies. Of these, only one or two are
processed as nonrenewais. The others manage, by one method or another, to
correct enough of their deficiencies by follow-up time that the iurvey agency is
able to recommend recertification. A few of these providers frequently fall to
meet the Conditions of Participation during the annual survey.

Therefore, the foliowing procedures will be initiated by HSQ for all SNFs that fail
their annual survey but are in compliance at the time of the follow-up visit:

1. A special letter (not the routine recertification letter) will be sent to the
provider. The provider will be advised of HSQas concern over It's failure to
meet the Conditions of Participation at the time of It's inspection and warned
that failure to meet the Conditions at It's next rvey will be grounds for
nonrenewal of the provider agreement. The provider agreement in these
cases wil be for six months only.

L If the provider falls It's next inspection, HSQ will review the State
nonrenewal recommendation on a priority basis and make a decision en the
type of nontenewal to process.

a. U It Is determIned by HSQ that the faculity Is a consistent poor
performer, a nonrenewal iltter will be sent to the provider without the
benefit of a follow-up visit addressing as the basis for the nonrenewal
the providers Inability to acheve am maintain CompianCe with
appropriate Medicare requirements tht wil ure that the health and
safety needs of patients are met. The State agency will be notified not
to proceed with the usual follow-up visit.
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Page 2 - Marfnal Providers

b. If HSQ decides that the facility is not a andldate for this procedure, then
HSQ will send a nonrenewal letter uTng only the unmet Conditions as the
basis for the norenewal. If the follow-up visit finds the facility to be In
compliance, HSQ will reopen and revise the nonrenewal dedston.

For a few selected f=actles, that have already demonstrated Inahbilty to maintain
compltnlr over several past servey cycles, KSQ will proceed to step 2s. Immediately
and institute nonrenewal proceedings based upon the already manufest poor
peormece

This 14SQ policy will have the following Impact on the State agencies.

1. State agencies will have to provide documentation of jeopardy to patient health
and safety which Is sufficIent to justify the nonrenewal recommendation. It will
not be enough to cite a deficiency by merely restating the regulation In a
mechanical fashOi examples of effects upon the patIents must also be cited.

2. State ageners should not make a follow-up visit to any facity tht faled to
meet the Conditions of PartIcIpatIon at two consecutive surveys. HSQ will
request a follow-up vIsit If one is appropriate.

FocusIng addittina attentton oin these problem providers is consistent with tHSQ
poicy. This procs thoutd put the targetedf facility on notice that Its status in the
progrm Is temuoua andt the reaults of Its next survey willt be crudial to tts remanInlg in
the program. This new procedure is effectivo Immeately.

Por further Infrmation piease contact your HSQ representative9udD6F~~~~~~~~~~~hu7~~~h
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Health Care
DEPARTMENT OF HiEALTH & HUMAN SERVICS Financing Ad,.n-watgun

8-t.. to Division of Health Standards and Quality Region IX
(513) 556-09 t10 Van Ness Arenue
HS-331 San Frinkisco CA 5sIC-

May 10. 1983

b1VISION OF HEALTH STANDARDS AND QUALITY - REGION IX

STATE AGENCY LETTER NO. i344

SUBJECft Readmission to the Medicare Program following Termination or Nonre evwal
The Reasonable Assurance Requirementa

A Recent Appeals Coundli actioA has. emphaslied the authority and validity of trie
reasonable assurance requirement referred to above. Title XVIII of the Social SecurityAct precludes the automatic reinstatement of a provider that has been terminated nr
norenewed for cause simply by receIvirn a passing grade on a new Inspection.

The 0
reasonable assurance" requirement for readmisslsn has two major elementsn

Compliance In all areas related to the termInation or nonrenewal action. am 'reasonable
assurance that the deficiencies that resulted in the termination or norwenewal will not
recur Generally, a provider wIll be required to operate for a period of 60 days aftrr
compliance Is achieved in all areas related to the terminatIon or nonrenewal demlTson
before a new provider agreement will be 'accepted for filing.' This means that the
RGW-ive date of the new agreement and the first day for which Medicare
reimbursement wili be available is the day that the provider provides satisfactoryevidence that It has been operatintg in complince with program requirements for the
preceeding GO days.

Eaceptions to the 60-day period of compliance will be made where:

1. Structural changes have eliminated the reasons lor termination or nonrenewal.
Reasonable assurance" will be considered established as of the date such

structural changes were completed. The effective date of the agreement will
be that date.

2. The provider has a history of makint temporary corrections and then relapsing
into the old deficiencies that were the basis for termination or nonrenewal.
The effective date In such caes would be the earliest date after 60 days atwhich the provider establishs by satisfactory evidence that It could maintain
compliance.

Rerst for Readmission - Upon receipt of a request from an involuntarily terminatU-
or nonrenewed provider Indicating that It desires readmisslon into the p'or *
Imn ediately contact the provider and Inform It that the requirements for reada.
include corrrction of all deficiencies that were a basis for the termination or nonrer..
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and reasonable assurance that they wUIl not recur. If, after such contact, the facility
ir dicates that It can meet the requirements for participation, telephone the Regiorr
Office. HSQ-RO *il contact the previous servicing intermediary who will advse the
FiSQ-RO whether there are any outstanding financial problems, such as overpaymen..
that need to be resolved before the facility Is readmitted. In addition HSQ-RO will t,,i
Immediate action to odtain Title VI clearance. For Medicaid only facilities, contact t-.

Medicaid State agency.

Timing of the Stirve - Schedule a new survey as promptly as possible once the pro. iri r
alleges that all defickencies which led to the termination or nonrenewal of the provkc.
agreement have been corrected. If the survey establishe that the aforeinentionel
deficiencies have been corrected. a followup visit should be scheued for 60 days after
the survey to establish that the provider has now demonstrated 'reasonable assur.nce`
that these deficiencies will not recur. If the second visit does not find evidence of a
recurrence of those aforementioned deficiencies, then the provider may reenter the Title
XViU program with an effective date of the second visit. Where the reapplication surve5
finds that one or more Conditions of Participation are not met (the same or different
ones that caused the termInation or nonrenewal) the new certification kit should be
Immediately forwarded to HtQ-RO with a recommendation of denial. Where the
reapplication survey finds that all Conditions of Participation are now met, but that one
or more standards which were not met at the time of the terminatlon or nonrenewal
action contitue to be not met, schedule a foliowup visit to coincide with the correction
date proposed by the provider. Should compliance be found during the followup visit.
schedule a second followup visit to occur 60 days after the first followup vi~it to
ascertain whether reasonable assurance has been demonstrated in maintaining
con pliance. If continued compliance is not demonstrated at the second followup visit
Immedciately forward the certification to fSQ-RO with a certification recommendation
of denil for failure to establish "reasonable assurance that the deficiencies which
caused the termination or nonrenewal would not recur

Certification - After the survey, complete the survey report form and as part of the
Certification and Transmittal, HCFA-15S9, prepare a comprehensive statement that
includess

1. The basis for finding that the deficiencies which led to the termination or
nonrenewal of the provider agreement have (or have not) been corrected.

2. If corrected, the statement should describe when and how this was done. the
evidence showing that compliance has existed for a sufficient period of time;
and the State agencys reasons for concluding that the deficiencies will not
recur.

3. A description of any other deficiencies and an explanation of why the facility is
nevertheless in compliance with all Conditions of Participation, or why there
are no hazards to health and safety despite failure to be In compliance with
requirements.
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Cige oJ.1 Ownerhf -A change of ownership has no effect on tVe terminmtion or
oreneal decion U the dtange of ownerihip occurs prlor to the effective data of ite

termination c, noncenewal Federal regulation at 42 C.". 4 i9.18 provides that when
there is a chage of ownership...the existing provider areement will automatically be
assigned to the new owner. And that An assigned agreement Is subject to aDl applicable
statutes and reguatlonis and to the terms and conditions under which It was orlginali)
Issued hncludlGh bit not lmited to-Any espiratlon date. Thvs, the party or parties to
the terminated or nonreneweo agreement are subject to the 'reasonable assurance
requirement discussed above.

In summary, a provider cannot be readmitted to the Medicare Program until the
deficiencies causing the termination or nowenewal have been corrected and the provierb
has provided reasonable assurance that these deficiencies will not recur. Rcasonabl'
assurance Is provided when structural deficlencles are corrected and/cr when tht
provider demonstrates compliance with all requirements (in areas previously deficient)
for 60 days. The new certification Is eftectlve with the date reasonable assurancet is
provided and other certification requirements are met. A provider seeking readmissiun
following a termination or nonrenewal decision should be thoroughly Informed of these
procedures.

L awrence U. iMciog
Associate Regional Administrator

*Referencei Section iU66(c) of the Social Security Act
HCFA Regulation 42 C.F.R. 489.13 and 42 CF..R 459.37
SOMU Section 3744
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°e A-,,= Otaltt Of Kneht

Cepartrnent of Health
jARRISOURG

(717) 787-6436

July 7, 1983

Mr. A*ert J. Taylor
Associate Regional Administrator
Division of Health Standards and Quality
Health Care Financing dnuinistration Ca.
P.O. Box 7760, 3535 Maret Street
Philadelphia, PA 19101 -= d

Dear Or. Taylor:

I am pleased to suhnit the Medicare and Iedicaid bdget
requests for fiscal year 1984. This budget reflects the funding .,

necessary for the Cmromealth of Pennsylvania to adnguately per-
form mandated certification activity involving all categories of
Seicare and Medicaid halt~h providers.

e have prepared the Wzget rquest in accordance with
instructions received in your letters. I do feel it important to
.3 int out that our 1984 Medicare budget request of $2,012,097
indicates a significant increase over estieated and actual 1983
Medicare expenditures. This is the direct result of to situations
over which we had no control. First, a hiring freeze was placed on
all State Agencies on e r 20, 1982. As a result of this action,
aPrmxiretely twenty (20) vacancies in the Bureau of Quality Assur-
ance were not filled, thus reducing expenditures substantially.
S5al, the original Medicare award of $953,000 dated Septrber 8,
1982 was inCreased to $1,538,000 an February 3, 1983. Four annths
of the Feral fiscal year had lapsed we we received notification
of this iprese Making it eXtrely difficult to expend the total
grant aswrd within an eight unth period. Since receiving the
rotification, we have received approval to begin the process of
filling the vacant positions. Naturally, this will increase
Medicare expenditures in Feral fiscal year 1984.

F.P 0OX 9, HARRIS8URG.tA X71"O
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Mr. Roert 3. Taylor -2- July 7, 1983

Every attenpt has been mae t subrut a onservamtve but
relastic budget request. If you have any questimns, please contast
JcH ifer Risen of my staff at (717) 787-8015.

Si~mxny,

,HI Aj,, M=Der, M.D .
S retaxy of Health

Attadmients
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SYSTMMETRICS, INC.
4520 Eag-West Highway, Suite 600 * Bethesda, Maryland 20814 * (301)986-0111

October 26, 1983

Mr. David Schulke
Room G32
Dirkson Senate Office Building
Washington, D.C. 20510

Dear Mr. Schulke:

Enclosed you will find the MMACS tape that you requested. Also
enclosed is a file layout and documentation on encoded variables. If
you have any questions, feel free to contact either Barry Blandford,
Portia De Filippes or myself.

Sincerely,

Luann Reeves

LAR/lr

Enclosure

a divison of Data Ro,,o-. Inc.
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WO4A Sr/ItF usEWAI nF

FME DISCUMCIO

gao""I VAiAM Mm |I TY |IJms

01 Facility Haze Alpha 3S 1 3802 acility Street Address Alpha 38 39 7603 City 5d0 Stats Alph. 33 77 10904 Zip Code Nueri 110 11405 Pto.ider Nur-ber Alpha 6 115 12006 Type of FP.ility N IusrIc 2 121 12207 Tnpe of control N-neric 2 123 12408 Certifed ed. March 1981 Noesrir 4 125 12809 Registared Norses; Match 1981 Nueric 3 129 13110 LIeeoaed P-rttit1 F.rse.. 1 trCh. 1981 Suartc 3 132 13411 Phy.sal Therapists Noeeric 2 135 13612 Otrrpatiooal Therapists N-eric 2 137 138
13 Speech Theraplst. NuIre 2 139 14014 LIceased Ph-rretistc Nuerir 2 141 14215 Social lWorkers Hoo-ric 2 143 14416 MletitIoos Fieric 2 145 14617 Nervices ll-ric 17 147 16318 FerIlity Croup N-mric 1 164 16419 Certified led.. May. 1981 NoDeirk 4 165 16820 NoaCertifled Beds HomerIc 3 169 17121 Total F1cillty Beds NoerIc 4 172 17522 Re.Istered Norsa., hay, 1981 N-eric 3 176 17823 Lice-sad Peactiral H yrses ay, 1981 N-eric 3 179 18124 Staffiog Group Nu rtc 1 182 18225 NHrsilg Dfstiecy N eric. 1 183 18326 Rehab Defticency Hu rIc 1 184 18427 Iospita Eased or Not N-ieric 1 185 18528 SpaCe N-eri. 1 186 18629 Total MsdIcar* Bills -. opelect Pert A Nrertt 9 187 19530 Madicare Slills oth Heiohoreeort - Nu-eric 9 1.96 204lepotleoP Part A31 Medicre Blills v ithoot Reilaburseant - N =erir 9 205 213IUpatient Part A

32 Anoost of eimboraese=nt -lopatisot Part A NHoerir 7.2 214 22233 Total Medicarte aIll - Inpatient Part B NHric 9 223 23134 Madicars Hill sictb Raieshrecoent - Hurrio 9 232 240Inpatiast Pert B
35 adicre. Hills rithooc Reiboree.ent - NHeric 9 241 249

Sopetient Part 836 Amoot ot RHelhbrse ot -Inpatient Part HNeric 7.2 250 25837 Total Medicare Bills - OttpatIent Part H N-rir 9 259 26738 Medicare Bills ,ith ReIeloree.ent - N-eri 9 268 276Ootpatieot Part H
39 Medicare Bills vithoot ReIbor-eent - Nu saric 9 277 285

0ctpatient Part 3
40 Anot of Rei brsement -Outpati.nt Part IF -rit 7.2 266 29441 Horsen C RH 6 LPN, MayL 1981) N ric 8 295 30242 Berda (Certifed 6 Hon-CertfIed May 1981 NHrjt 8 303 310
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WAO SMF/ItC URSE.aW FILz

Wnu DzsTiOU

~anA fl _ . [ ] ~ osr.nrN
_AZXANZ vase x ms fi oT

43 E.rse to Bed Retio. M.y. 1981 Numeric 8 312 318

44 Allied Health Prote.sI.o.ls N-ercr 8 319 326
(SocIal Workers. Ph.raclt. Dietitian)

45 Ther-pitt (OcPhpytloe.1, P1ly.ic.1, Speech) Nc 5ic a 327 334

46 Staffiax Group 2 N. ieric 8 335 342
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mnamS sO/ICa RZSEXA VI
DATA DKPINITW

D_ _ Z | K DEMNITION

01
02
03

05

Facility News
Facility Street Address
City and State
Zip Code
Provider lftber

06 Type of Facility

Rae of Medictid/ledicare Certified 51F or IC?
Street Address (muaber sod na)
City snd Stat.
Zip Code
Provider nunber *ssigned by H.C.F.A. First 2
digits - state cod., 3rd. digit - provider type,
4th thru 6 digit - provider o.bar

Sente Code: 01 -AL 17 -S 34-YC
02 - AK IS - KY 35 - ND
03 - AZ 19 - LA 36 - GE
04 - AR 20 - ME 37 - oK
S- CA 21 -D 3S-OR

55 -CA 22 -A '34-PA
06 - CO 23 - MY 40 - RI
07 - CT 24 - 10 1 t - SC
08 -E 25- M 42-SD
09 - DC 26 - MO 43 - TN
10 -FL 27 -K 44-Tn
tI -GA 28- NE 45-UT
12 -SN 29 NV 46-VT
13 -ID 30- NH 47-VA
14 -L 315.J 48-WA
15 -IN 32 - NH0 49 -WV
16 -IA 33 - 50 'IWI

51-aC

Provider 5ypa S - Mdicar./)edictid Slir
A - Medicaid Only SNF
} - Medicaid ICY

01 - Skilled NIrsing Factlity (514)
02 - tateoded Cars Facility of HLospital
03 - Extended Care Facility of Rehab. Center
04 - Etandad Care Facility of Dtmicilisry InstitUtion
05 - Distinct Part of S5F
06 - Christian Stience Sanitarit
07 - Genseral Inter-dista Care Facility
08 - Institution for Macally Retarded
09 - CosbinotiSo
10 - Other

73-435 - 87 - 5
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MieACS SNiPIC iEliA8I FTIZ
DATA DEFNrMON

D o I KM I DEFINITIOY

07

08

09

10

I

12

13

14

I5

16

17

Type of Control

CercIffed Red#

Registered Nlrses

Licensed Practical
Nurses

Physicl Therapists

Ocucoptloe.l Ther-pist

Speech Therapists

Li.esed Ph.r-s t1

Social Workar.

Distit ..ns

Seri.ces

01 -Church (Voluntry Non-Profit)
02 - Other Voluntary Won-Prof it
03 - Proprietary
04 - State Goueroaeot
05 - CoUnty CG-er.ent
06 - City Cover nt
07 - City/County Oovsrnaent
08 -_ oopital District
09 - Other Non-Federal Govern-enc

Hush., of beds certified as of -arch, 1981

Nu-ber of F.T.E. RN. loyed as of Ma.ch, 19RI

Number of P.T.E. E i's esployd as of Mrrch, 1981

Nunber oF F .T.E. Physical Therapist -pioyed as of
March. 1981

Number of F.T.E. Occupational Therapists e=p1oyed
as of March. 1981

Hunker of FT.E. Speech Therapists soloed as of
March. 1981

Nwmber of FT.E. Licensed Pharmicists ployed as
of March, 1981

huber of FPT.E, E aified Social Workers eployed
a of March. 1981

Hbuner of P.T.TE. Dletitins eplvoed as of arch.
1981

Services trovides ly Staff or Under ArrS e- e-t

O - Not Provded
I - Provided by Staff
2 - Provided Under Arrcaensst
Position

148 Physical Therapy
149 Outpatisst Physical Therapy
150 Occp&tional Thr-py
1I1 Speech Pathology
152 Outpatient Speech Pathology
153 Social Seric.ss
154 Recreational Act
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hHACS Sn/ICF RESE4RC8 FILE

DATA D0Fl1CS

DE. I| DEF7N7T1ON

S-ifsa (ContInued)

Facility croup

Ccrtified Bedse
May, 1981

Woo-Certified Bad-

Total Fscility Beds

Registered Nurs,
May, 1981

Lic.n.sd Practical
Morons, May, 1981

Staffing Group

I55 Pharcy
156 Clnical Lboratory
157 Diagnostic X-ray
158 Ad.niistration 6 Storage of Blood
159 Denistry
160 Podiatry
161 Ophthaloclogy
162 Psychological Services
163 Other

Type of Facillty

I - Modicare/Medicsid SN? Only
2 - Medicaid SWF Only
3 - Medicare/Medicaid SwF/ICF (Distinct Part)

Facility
4- -Medicad SIIF/ICF (DistInct Part) Facility
5- Medlcare/edicaid (Sving/Dual) Facility
6 - Medicaid SNF/ICT (Swing/Dl) Facility
7 M Medicaid ICF Only

Number of beds certified as of May, 1981

Number of non-participating beds as of May. 1981

Data Element 19 plus data Eleent 20

Nuber of FT.E. RNs employd as of May.. 1981

!-ber of FVT..? LF iemployed so of Moy, 1981

Quality Matrix Developed By HCFA

Low Meets High
Nurse Worse Worse

No Rehb. _ 2 3

1 Rehb. Service _ 5 6

2 Rehb, + I Other 7 8 9

Profenslonl Diociplin I

17

iS

19

21

21

22

23

24



130

5s SrlICxr =UEAd ILST

DATA DEFINITION

NM

tursing Deficiency

Rehab. Deficiency

HoEpital based or Not

Spare

Total Medicare Bills-
Inpatient Part A

Medicare Bills wdth
ktiabutaent-

Inpatient Part A

Kedicara Bills Without
Reimburseeent-
Inpatient Part A

Auout of
Reiabursewut-
Inpatient Part A

Total Medicare BSils-
Inpatient Pert B

Medicare Bills with
Reimburaseent-
Inpatient Part b

Medicar Buile without
Reimburemnent-
Inpatient Part B

Arount of
Reimburaement-
Inpatient Part I

Total Medicare Bill.
Outpatient Part B

Medicare Bailc with
ReiLburuesent-
Outpatient Part S

Medicare Bill. mithout
Reisburaesent-
Outpatient Part B

DEF7HiITON

Number of Nurse Deficiencies reported on the uat
recent survey pritor to March. 1981

NMober of Rehab. Dfircenci.a reported on the
enut recenot urvey prior to Merch, 1981

0 - Not Hospital Bhued
I nosppital Bsed

Blonk

Total ober of Madicare bills oubmitted for
Inpatient Part A ervices

Nunber of Medicare bill, for Inpatient Part A
neirvca that were paid

Nunber of Medicare bills for Inpatient Part A
cervices that were nut paid

Aunt paid by Medicare for Inpatient Part A
ervices

Total nuober of Medicare bhila suoitted for
Inpatient Pert B "ervices

tubber of Medicare btlla for Inpatient Part B
erviceu that were paid.

Nunber of Medicare bhils for Inpatient Part B
services that vere not paid

A-.unt paid by Medicare for Inpatient Part B
seroices

Total nunher of Medicare billu subuitted for
Outpatient Part I services

Nteber of Medicare bills for Outpatient Part B
services that were paid

tu.ber of Medicare bills for Outpatient Part B
*erviceu that were not paid

D.P
no.

25

26

27

28

29

30

31

32

33

34

35

36

37

33

39
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mCs MW/IC? hZSLAUM FPI

DATA DEFI)MION

wArn D�INTT!ON

Anot of
Retlbur-seent-
O.tpstlont Part b

Nor.. 5

beds

Rorse to Bed Ratio

&llied Resith
Prof estfon lt

Theratpsts

Staffing 5roup 2

A-.o. paid by Hedi.cte for Outp.ti..t P-rt B
services

Uu-ber of F.T.E. RNs plo. LUN. that v.ere e.ployed
a. of Ma. 1981

Total nber of beds (certified pl.. oo-p-rticip-tlcg)
aS of Mly. 1981

Ratio of nu ber of bed. per Nor- .s of May. 19R1

Pr s. ce of allied health professionals
(Social orker., Liceosd Phoreactst seller
Dietitiso) on staff as of MYrch. 1981

O - No..
1 - 1 Sffsciplioc
2 - 2 or pore Dtscipli.ee

Presecre of t1eroplsts (fccpatlona1 Phyolc-l
and/or Speech) on stoff as of S-rchb 19B1

O - None
I I Dtlipll-
2 - 2 or More Discipli.es

Sen -t pope

10

A

42

43

44

45

46



Staffing Croup 2

Any 2 of Physical Speech or I
Pacility + tUN Staff to No Physical. Speeah or Any I of Physical. Speech Occupationsl Tetapist Plus Any I of I

Group Total Sad Ratio Occupational Therapst or Occupational Therapist Dietician. Social WUorker or SPharmciat

1-6 One Nurse to 9 or lewer Bade 7 5 9

1-6 One Nurse to 10-13 Beds 4 S 6

ICO
1-6 On* Nurse to 14 or uore Beds 1 2 3

7 One Nurs to 13 or fewer a*d. 7 B 9

7 One Nurse to 14-22 Beds 4 5 6

7 One Nurse to 23 or more Beds 1 2 3
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SPECIAL COM*TT2 OM AGING

WASaeGtnS. at. 2031o

December 16, 1983

The Honorable Margaret Heckler
Secretary. Department of Health and Human Services
Washington, D.C. 20201

Dear Madame Secretary:

Constituents have brought to my attention persistent substan-
dard conditions at a nursing home located in Fayette County, in
Pennsylvania. In response to their complaints, forwarded to Reg-
ion III of the Health Care Financing Administration in October by
my office, RHPA officials conducted an unannounced inspection.
HCFA is now, as a result of the inspection, considering decertifi-
cation of this medicare/medicaid certified skilled nursing facility.

As several years of HCFA records dohusent poor conditions at
this facility, the strong action proposed by HCFA seems to be quite
appropriate. In fact, it may be that similar action should have
been initiated some time ago by State officials. States' licensing
and certification officials, however, are frequently reluctant to
invoke the strong measure of decertification, allowing substandard
conditions to recur year after year in some long term aere institu-
tions.

I understand that you are now considering final action on a
regulation, the Alternate to Decertification of a Long Term Care
Facility, which will give to States needed flexibility to more
promptly produce improvements in problem facilities such as the
one recently brought to my attention.

I support your efforts to authorize States to impose a mora-
torium on admissions prior to final decertification action against
a long term care facility. I urge you to sign this regulation,
which will improve our ability to ensure quality long term care is
available to our aged and disabled citizens.

C rmn D

J11: ds

S
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t DEPARTMENT OF HEALI H & HUMAN SERVICES 4u15 C,. Fw- Ad-s.anm

Hels, SDman.s srd Q-bY Bu.ew
1849 Gtwyn Oak A-vss

GM 2 3 GaMD BILr. Mwiland 21207

Mr Robert D. DiCenso. President
Association of itesIth Fscility Licesoore

and Certification Directors
Division of Facilities Segulation
Rhode Island Department of Health
75 Davis Street
Providence, Rhode Island

Dear Mr. DiCenso:

This letcer is in response to your request of December 7, 1983 to provide
the Association of Health Facility Licesnure and Certifisation Directors
with inforoation regarding FY 1983 and 1984 State Certification bhdgrt
allocations for regions and Statese This dats is provided on the
ettached table.

Allocations to regions are based on a formula of historical costs and
workiload. My staff are currently working with representatives fro.
regicus to test the formula and determine if more equitable allocations
may be possible. Regional Offices are responsible for negotiating and
approving State's budgets. In reviewing the data provided, you nay
observe that seed regions mlaintain a reserve which is available to States
as additional requirement becomae necessary during the course of the year.

With the recent passage of FY 1984 Appropristions, P.L. 98-139, an
additional S2,068.0D0 was made available for survey activities. Of this
amount, 11,302,000 has been awarded to the National Academy of Sciences
to support the Congressionally miandated study of the LTC survey process.
The remaining 766,900 will be allocated to regions for States which can
utilize additional survey resources.

Please contact me when I can be of further assistance.

Sincerely yours,

ilip-Nthanson, Direct
Health Standards and Quality Buresu

Attactent



135

STATE CERTIFICATION UDOGET ALLOCATIONS

FY 1983
Reg iooaI , tate_

..eLtocatlOn ALLOCALZO .�0X0C

S32,299,0441$31,649,079
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2 ; 3t) TE5Cc~e A OF HEALTH AonDuMANs aS4QCES

? Ap G.G.tN1

* JAN i2 1984 1

The 'onorable John HeinZ
nite States San.te.

%.hshingt D C 20510

Dear Heinz:

ThanIC you for your recent letter supporting publication of the
proposed regulation. %Alternatives to Decertification of Long Term
Csre Facilitiss'" This regulation wculd broaden the Departmnt's enforceraat
powers to ensure that long-term care facilities cocply with Pedal
health and sefety standards. A draft Notice of Proposed f5.Xlamking
is in the final stages of Departoent review, an I an expecting to
receive it for rmy review and decision shortly.

I appreciate your expression of strong surort for the proposed
regulation. Please be assured that ycor perspectives will be seriously
considered in the decision-raking proce3s for this rule.

Sincerely,

rgaH ::. ler
Secrot
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CtOMMITTEE STAFF NMTE: HCFA prepared this analysis of the Medicaid Inspection of Care

in the Spring, 1 Inspection of Care Review

Executive Summary DRAff

I. Introduction

The attached report presents the results of an extende: st:dv by the
Health Standards and Quality Bureau (HSOB) of inspection o' care (IoC)
review programs throughout the country. We initiated the study in
order to assess the overall effectiveness or current IcC programs,

focusing on those State-s which have integrated IOC reviews with survey
and certifi:ation reviews. HsQB staff conducted site visits to ten
States with integrated survey and IoC review programs end collected
detailed information on IoC programs in all other States via a
questionnaire completed by HSO regional orrice sta f. We consider
survey and ToC reviews to be integrated when one tear: conducts both
reviews during the same facility visit and links the f:ndings. The
major findings of the study are summarized below.

II. Findings

o IoC Regulations/Statute
- Inexplicit, subject to broad interpretation

by States
- regulations contain only suggested areas fer

review

O Quality of IoC Review pp. 3-5
- lack of consistency among State programs
- no assurances regarding what areas are reviewed

and thoroughness of reviews
- over reliance on reviewer judgement due to

absence of written guidelines in most States

o Funding for IoC Review p. 5
- 41de variations among States, with accopa-.vnc

quality variations

o Benefits of Integration pp. 6-e

o Federal monitoring of IoC review pp. 10-11
- IoC performance measured in terms or procedures

rather than effectiveness
- lack of meaningful Federal sanction activity
- inerficient system marked by lack of coordination

among regional divisions

III. Recommendations

o - Regulatory revisions o. 12
- establish minimum required review areas for IcC
- include current suggested areas as well as others

based on task force recommendations
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Page 2 - !oC Review

o Development of lnterpretive Guideline pp. 12-15
- institute a more efficient, focused approach to

IoC review
- reduce differences in State interpretations while -

retaining flexibility
- guidelines should address following areas:

preparation, onsite responsibilities, minimum
quality review, record review, report of
findings, follow-up visits, enforcement actions,
State guidelines, information sharing

o Required integration of survey and IoC reviewse p. 16
- eliminate duplicative review efforts by States
- produce time and cost savings for State agencies
- strengthen IoC and survey findings
- eliminate conflicting findings, promote consistency
- has support of both consumer and provider groups

o Upgraded Federal Monitoring pp. 16-1-
- encourage validation surveys to evaluate

substantive aspects of State IoC reviews and
implementation and effectiveness of revised
review procedures

- explore possibility of FFP reductions based on
substance of boC findings

- reorganize regional monitoring responsibilities to
unifv/standardize IcC monitoring

o Federal Training for IOC Review p. 17
- reinstitute training for boC reviewers on a

national basis, sinilar to surveyor training
- ongoing training should discuss intent of

rexulations and au:delines and suggestec
approaches to review

IV. Attachments

1. Summarv of FIndings of State Review Forms and Guidelines

2. Summary of Data Froe Questionnaire

3. Comparison of IoC and Survey Processes

4. Draft Guidelines

5. Guidelines to Survey Agencies on Using IoC Reoorts

* Integration -- One team conducts both survey and loC reviews during tre
same visit and links the findings.-
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INSPECTION OF CARE REVIEW

BACKGROUND

The requirements for Inspection of Care (IoC) review are mandated by
Sections 1902 (a)(26)(B). (C) and (31)(B). (C) and 1903 (g)(l)(D) of the
Social Security Act. IoC is one of several Title XIX Utilization Control
requirements specified under CFR 42 Pert 456.600 of the Federal Code of
Regulations. The IoC process consists of a review by a State review team
of each Medicaid recipient in a long term care (LTC) facility to
determine the appropriateness of placement and the quality of the
recipient's care and services. All State plans for medical assistance
must provide for IoC review in institutions for mental diseases (IMDs),
skilled nursing facilities (SNFs), intermediate care facilities (ICFs),
and intermediate care facilities for the mentally retarded (ICFs/MR).
(The required review process is specifically known as medical review in
SNFs and IMDs and independent professional review in ICFs and ICFs/MR.)

According to the statute and regulations. States must perform the
following IoC review responsibilities:

1. Annual inspections must be conducted by review teams composed of
physicians or RNs and other appropriate personnel.

2. The reviewers must have personal contact with each recipient and
review each recipient's record.

3. The team must review the care provided to recipients, including:
a) the adequacy of the gervices available to meet health,
rehabilitative, and social needs and promote the maximum
physical, mental and psychosocial functioning of recipients and
b) whether recipients in psychiatric facilities or institutions
for the mentally retarded receive active treatment. We refer to
both of these reviews as quality of care review. The
regulations present items reviewers may consider when making
quality review decisions -- e.g., plan of care, provision of
ordered services. progress toward meeting objectives of plan of
care.

4. The team must determine the necessity and desirability of
continued placement in the institution or feasibility of meeting
the recipient's health care needs through alternative
institutional or noninstitutional services (level of care
review).

5. The team must prepare reports of findings containing
recommendations on the adequacy, appropriateness, and quality of
services provided. Reports must include specific findings about
individuals. Copies must be sent to the Survey agency.

6. The Medicaid agency must take corrective action based on the
recommendations.

-1-
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The statute also requires a State to prepare quarterly reports providing
evidence that it has an effective program of control over the utilization
of institutional services, including an effective program of medical
review of the care of recipients in IMDs, SNFs and ICFs.

An idea which has generated a great deal of interest over the last few
years is hathtlf integrating-the IoC review process with survey and
certification reviews. As stated earlier, we define integration as one
ream conducting a facility survey and loC review on the same visit and
linking findings together. In June, 1980, HCFA conducted a symposium
among major groups and organizations concerned with certification surveys
and the review of patient services in long term care facilities to
discuss common areas of interest. The major topic of discussion was the
integration of survey and IoC review. The group concluded that it was
premature to mandate integration before collecting more information and
taking into consideration the concerns of States and the public. During
the past fiscal year the Health Standards and Quality Bureau (HSQB) has
studied the IoC review program primarily to determine whether the
integration of IoC review with survey and certification reviews would be
advantageous in terms of efficiency and quality. However, our study and
our recommendations encompass all aspects of the IoC review program.

PROJECT METHODLOGY

During the past year HSQB staff contacted other components within HCFA to
begin gathering data on the operation of IoC review programs. We
discovered that no component within HCFA approves IoC review protocols or
provides input into the development of State IoC review programs, nor
does any component monitor State .performance in appropriately conducting
level of care and quality of care reviews. Federal oversight of IoC
review is limited to assuring that States meet procedural requirements
such as conducting annual visits and meeting team composition
requirements. Regional Offices conduct limited onsite reviews to
determine whether facilities are meeting a number of UC requirements
(such as the timeliness of physician certifications and recerrificarions
and plans of care); however, these reviews do nor address boC
requirements.

Because of the lack of available information. we developed a detailed
questionnaire to collect basic information on the loC review program in
all States. Major areas covered included budget, administration, the
review process (including review criteria and guidelines), documentation
of findings, and review results. Central Office staff conducted site
visits to 10 States with integrated survey and IoC review programs to
observe the review process, meet with State officials and complete the
questionnaires. Regional Office staff completed questionnaires for the
remaining States.

-2-
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This report is based on our observations, interviews with State agency

staff, review of the questionnaires and other HCFA reports, and

discussions with HCFA staff. The information collected provided a

general picture of Most States' oC review programs. However, the

questionnaires da aot alvway provide a totally complete and accurate

descriptioo. Not all Regions provided complete information, and only a

few %ite visits were conducted by Regional staff. Also, State officials

were underacandably reluctant to point out possible weak areas in their

programs. Notwithstanding these limitations, we feel the study

substantially upgrades the available information on the IoC programs that

HCFA partially funds.

PROJECT FINDINGS

Our study indicates that some boC review programs place adequate

attention on both utilization and quality of care. States that have

developed such programs have placed considerable efforts into developing

review protocols, assuring that staff conduct review as planned and

taking action to see that facilities respond to findings. Unfortunately,

all States do not carry out IoC review programs with the same degree of

effectiveness and efficiency; some States only meet tne minimum

regulatory requirements or less. Weak regulations, the absence of

updated Federal guidelines and lack of substantial monitoring have

impeded the successful operation of the program from a national

perspective.

The Statute and regulations concerning IoC review are generally

inexplicit and place minimal requirements on States. They are subject to

broad interpretation and have resulted in wide variation among State IoC

programs. Although each State carries out the same general

responsibilities outlined earlier, methods of carrying out IOC review

vary in terms of emphasis, administration and items reviewed.

1. Diversity in the administration of State boC programs

The majority of States (34) conduct IoC reviews independent of survey

and certification reviews. We refer to these as -.onintegrated

programs. In thirteen of these States the responsibility for IoC

reviews and surveys is located in the same State Department. Fifteen

States conduct integrated reviews and one State employs a combined

program of review (two teams visit a facility at the same time). Six

States use Professional Standards Review Organizations to conduct

part or all of the State's IoC review responsibilities.

State IoC teams range in size from one to eleven with a national

average of 3.3 persons per team. Team size is generally determined

by the number of IoC reviews to be performed in a given facility.

All States use an R.N. on a team, and most include a social worker.

In most instances, physicians serve as consultants. However. some

physicians join the team for a portion of the IoC visit.

-3-
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Based on a limited number of site visits, we estimate that the number
of reviews conducted by one team member during one day can range from
8 to 25 recipients. Some States stipulate the number of reviews each
reviewer must perform in a day. For example, Arkansas allows for
twenty-five recipients and their records to be reviewed in one day.
In same States both an R.N. and a social worker must review every
recipient while in others the R.N. reviews every recipient while the
social worker only reviews a sample of recipients. Some States
conduct reviews inefficiently, relying almost entirely on field staff
to decide how best to accomplish the task within the time allotted
for review.

2. Variations in State review programs

As discussed earlier, IoC review is composed of two major functions:
quality of care review and level of care review. Quality of care
review is concerned with the appropriateness of care provided to each
recipient. Level of care review determines the necessity and
desirability of continued placement in the institution or feasibility
of meeting the recipient's health care needs through alternative
institutional or noninstitutional services. The degree to which
individual States carry out these reviews varies greatly.

A review of the quality review forms and guidelines submitted with
the questionnaires indicates that except for collecting information
on activities of daily living, no one quality review area is included
on all State forms. (Forty-four States submitted forms and
guidelines at our request.) For instance, only 732 of the
respondents' forms cover nursing services, 481 include an area for
personal contact/observation, and only 231 address the recipient's
psychological needs. Only 431 of respondents indicated that they
utilize quality record review guidelines and only 32% use observation
guidelines. In most instances, quality record review and observation
guidelines are limited. States generally rely on the reviewer's
professional judgement and take few measures to assure consistency
among staff. (See Attachment 1 for further information.)

Since the regulations are subject to broad interpretation, a State's
particular circumstances may dictate how it reads those regulations.
For instance, States vary widely in their interpretation of the
requirement for personal contact and the time devoted to this
activity usually relates to the budget, number of staff on the visit
and amount of time allotted for the visit. In some States, the team
may quickly observe the recipient in a matter of seconds; in others,
staff must complete an observation and interview form which assures
all recipients receive the same type of review regardless of time
constraints. In one State, a sample of recipients receives a very
intense interview/observation while the other recipients receive a
less intense review.

-4-
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The record reviews required in the regulations are also open to the
interpretation of States. The regulations merely require a review of
each recipient's medical record and include items reviewers might
consider when making determinations about the adequacy of services.
Record reviews are conducted for two purposes: quality of care and
level of car*. The reviewer can compare documentation on the
recipient's condition, services ordered, and services delivered with
their observations, and make appropriate decisions on the quality of
such services. The staff person must also review the medical record
to ascertain the recipient's level of functioning and care needs to
determine whether he is receiving the required services at the most
appropriate setting. Observation alone does not provide the needed
information.

A few States conduct an extensive quality record review which
includes more patient care areas than suggested in regulations, some
States have tailored their quality review to those items suggested in
regulations, and others appear to conduct record reviews strictly for
the purposes of making level of care decisions. Many States' review
forms cover level of care review items exclusively with few or no
quality items included. The quality review area is left to the
reviewer's discretion in many cases, leading to variations in the
scope of review among reviewers and States.

The way States report findings and problems also varies. Of the
States responding to our questionnaire, only 812 (29 of 36 States
submitting data) indicated that their report of findings includes
individual recipient quality of care problems, although Section
456.611 of the regulations requires such reports to include specific
findings about individual recipients. Only 712 of States (32 of 45
States submitting data) indicated that they require facilities to
develop plans of correction in response to findings. Although the
majority of States claimed co follow-up on IoC findings, we learned
during site visits that once some States have conducted the visit or
received a plan of correction, the forms/reports are filed away and
no further action is taken. See Attachments I and 2 for additional
data.

3. Budget

A State's budget level is a primary factor affecting the quality of
its review program. Budgets control team size, time spent on
facility visits, and ability to revisit facilities if significant
problems are noted. Low budgets may prevent States from reviewing
records and observing recipients carefully and may not permit the
time needed for interviewing recipients.
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Limited budget data was submitted to HSQB by i2 States (See

Attachment 2). Of the date submitted, budgets ranged from $44,000 to

03.5 million for IoC review. FY 1983 review dollars budgeted per

Title 19 recipient ranged from $12 to $124. The wide range in IoC

fundingtis another indication of the variation in the quality of

these programs and the varied methods of conducting review. With the

limited data available at this time, we are unable to make more

statistically valid cost comparisions, including the differences

between integrated and nonintegrated States.

4. Benefits of integrating boC review with the survey and certification
process.

Certification surveys and ToC reviews both have the same purpose of

insuring appropriate services are provided to patients. A

certification survey determines whether a facility has the capacity

for delivering patient care services, including a review of the

facility's physical structure, ability to meet life safety code (LSC)

requirements, and a review of administrative policies and procedures;

however, this process always includes a review of patient care

(usually a 10% sample of patients) to validate the more "structural"

findings. IoC review concentrates on determining whether the

services provided to each Title XIX recipient are adequate to meet

that recipient's needs and that continued placement in the

institution is appropriate. Regardless of the differences in

orientation, the actions followed in performing reviews of patient

care are similar. The chart in Attachment 3 summarizes the

similarities and differences between the two.

While the review of patient care has always been an essential part of

certification surveys, we feel that this component of the review

process needs greater emphasis and have developed a modified survey

tool which addresses patient care and outcomes exclusively. Under

this process, policies and procedures are only reviewed when patient

care and outcomes indicate structural problems exist. The tool

covers eight survey conditions (seven of which are covered during IoC

review), and it follows the same review process utilized by many IoC

programs. Emphasis is placed on patient observation, interview, and

medical record review. &

The survey tool and process, although now in the developmental

stages, has strong support from within HCFA as well as support from

States, consumer groups, and providers. Since we intend to utilize

this process in the future, and it essentially follows the typical

IoC review methodology, the issue of integration takes on even

greater importance since duplication between the two programs will

increase. The major differences that will remain are that surveyors

will review only a sample of patients and will still maintain

responsibility for surveying the facility's physical structure and

adherence to LSC requirements, while the IoC team will review 1005 of

Title XIX recipients.
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Considering the importance this issue, we included as one focus ofour study the effectiveness of review systems in States that haveintegrated IoC review with the survey and certification process. Ourstudy concluded that the integration of survey and boC review
substantially benefits both programs in numerous ways, beyond
eliminating duplication. The following benefits were noted:

o Elimination of Duplication. As discussed above, both programs
evaluate patient services by reviewing medical records and
observing and interviewing patients, even though surveyors
review a sample of patients while IoC reviewers review all TitleXIX recipients. Seven patient related survey conditions
(nursing, dietary, rehabilitative nursing, social services,
activities, physician services, and pharmacy) are also coveredduring IoC review. When these review processes are carried out
by one team, the information collected during IoC quality
reviews can be used to evaluate facilities for survey purposes.

o Time Savings. Since surveyors can obtain substantial
information from the IoC portion of the integrated review
process, survey time is saved. For some States the
implementation of an integrated program has resulted in cost
savings through the reduction of reviewer positions. In others,
the additional time has allowed staff to provide further
consultation to facilities, focus greater effort on poorer
facilities, and conduct additional follow-up visits.

o Cost Savings. Staff travel and per diem are often reduced sinceeach facility receives one less visit a year, and less staff maybe needed on a visit. ALso, if survey and IoC review activities
are integrated under one organizational component, the need fortwo separate management structures is eliminated.

o Improvements in Survey Findings. The two processes are
complementary in that IoC findings provide a large base ofinformation to support survey deficiencies which in turn add
clout to IoC findings. IoC informrarion collected is readily
available and useful in making certification decis 'ons. Asstated above, IoC review includes all Title XIX recipients where
the certification survey usually only reviews a 101 sample of
patients. The greater amount of patient information collected
during IoC reviews enhances the survey process by looking more
closely at the patient care process and evaluates more
completely the quality of a facility's care and services.
Facilities have difficulty disputing I*C and survey findings
when the State provides them with the names of patients with
problems related to the findings.

o Strengthening of boC Findings. Most integrated States cite
systemwide IoC problems as survey deficiencies. Since the IoC
findings can affect a facility's recertification, they take on
greater importance and are generally taken more seriously by the
facility.
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o Improved Communication and Decision Kaking Under This Approach.

Under an integrated review program, information is shared

formally and informally throughout the visit and during a

pre-exit conference. Continual interaction among members

increases the team's knowledge of the facility and improves its
ability to evaluate the care and services provided by a facility.

o Elimination of Conflicting Findings Between Survey and loC

Teams. Conducting survey and IoC reviews at one time eliminates

conflicts that can result when information is collected and care

evaluated at two different points in time. Since one component

is responsible for both functions and the same staff conduct

survey and IoC reviews, the survey and boC findings concerning

the quality of care and services are consistent.

o Shared Personnel. The IoC review team and the survey team use

the same health professionals to review patient care. IoC is
usually performed by an R.N. and a social worker. These two

health professionals are almost always involved in certification

surveys. Integration of the two processes benefits State

administration by making it possible to use the same staff for

two functions.

o Cross-training. In most integrated States, staff receive

training for both survey and boC review. The ability to perform

both functions permits management greater flexibility in

scheduling visits and allows much flexibility among the team

while onsite.

Attachment 2 lists the percentage of States citing these and other

benefits from integration. In addition, both consumer and provider

groups have expressed support for the integration of IoC review with

the survey process.

+ The Association of Health Facility Licensure and

Certification Directors (ARFLCD) solicited the opinions of
its members and presented a position paper to HCFA in

January 1983. AHFLCD's position supports the consolidation

of IoC review with certification surveys of long term care

facilities with the combined process being carried out by
the health standard setting agency of each Stare.

• The Association of State and Territorial Health Officials
(ASTHO), being the parent organization of the AHFLCD, has

ratified this position.

+ In September 1983 the National Coalition of Citizens for

Nursing Home Reform (NCCNHR) presented a Consumer Statement

of Principles for the Nursing Home Regulatory System -

State Licensure and Federal Certification Programs to
HCFA. In it, NCCNHR stated that integration of IoC review

and survey would be one possible way of maximizing the
usefulness of IoC information.
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+ During the Subpart S workgroup meetings, both providers and
consumers have expressed support for integration of IoC
review and the survey process. This group was established
to reach agreement on proposed changes to certification
regulations.

Some States that formerly conducted their survey and IoC programs in
different Departments only integrated review when required to do so
by State law. Once review was integrated, the staff in these States
felt the change was beneficial. In other integrated States, the
Welfare Department still maintains control aver IoC review but
contracts vith the Health Department to conduct the reviews. In most
integrated States both functions are located in one Department. All
integrated States believe they have benefited from the change,
although some States have realized greater benefits than others and
conduct superior programs to others due to the quality of the IOC
component.

Even though full integration has proved to be extremely beneficial,
we believe that improved coordination and information sharing between
States can also improve both programs, though not to the extent found
under a fully integrated approach. If IoC review findings are shared
with the survey agency on a timely basis, surveyors may utilize the
information when making certification decisions. However, the two
components should attempt to schedule visits relatively close
together to assure the loC information is current. The IoC findings
can help to validate survey findings by providing a wide base of
information, and can also indicate those areas that need to be
reviewed closely by the survey ream. In addition, the IoC team can
focus its efforts on problem axeas noted by survey teams. By
coordinating efforts, the IoC component can provide the survey agency
with information on problem areas so that the agency can be alerted
to potential deficiencies. Virginia is one State that has realized
many benefits through closer coordination of the two processes.

The primary reason most States have not integrated review is that the
functions are usually located in two different Departments (61% of
nonintegrated States). The most common situation finds the survey
program in the Health Department and InC review in the Welfare
Department. Although each program is theoretically required co share
and utilize findings from the other, the information is in practice
either not shared or not used. The timing of reviews can make the
information outdated in many instances. In many nonintegrated
States, facilities receive conflicting information due to different
interpretations made by each organization. We found that these and
other problems were overcome by integrating the two programs.

See Attachment 2 for other reasons why States chose not to integrate
review.
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5. Federal Monitoring of State boC Review Programs

o Scope of Current Federal Monitoring. Our central concern
regarding current IoC monitoring activities involves the scope
of the IoC review validations. Under the present system, States
are required to submit satisfactory quarterly showinis that they
are operating an effective utilization control (UC) progran.
Section 1903(g)(l) spells out the required evidence by which a
Stare shows that it has an effective UC program. In terms of

IoC, the quarterly showings are to indicate that "such Scarte has
an effective program of medical review . . . whereby the
professional management of each case is reviewed and evaluated
at least annually by independent professional review teams."
Section 1903(g)(5) specifies the method to calculate the FFP
reduction to be taken against the State when a State makes an
invalid showing.

BQC's regional component, the Division of Financial Operations,
is now responsible for the collection of monitoring information
on this requirement. Regional Office review, however, is
overwhelmingly mechanical since only the presence or lack of
documentation is of concern. No conclusions are drawn regarding
areas such as appropriateness of individual recipients'
placement, adequacy of care, or level of care determinations.

Thus, the State's quarterly showings have become only an
indication of procedural and not quality performance. The terc
"effective utilization control program" should mean that not
only does the -program work procedurally, but that it succeeds in
properly identifying those persons in need of a different level
of care, not in need of institutional care, or not receiving
services required by their individual plans of care. We need
evidence that the State agencies are routinely making these
distinctions, making them accurately and taking appropriate

corrective action as necessary. At present, the quarterly
showings reflect none of these elements of an effective

utilization control program. If RSQB is to properly fulfill its
quality assurance responsibilities, we must assure that the

monitoring of IoC review addresses the adequacy of State review
performance.

o Scope of HCFA's Authority to Take FFP Actions. A critical issue

which has yet to be fully resolved is whether or not HCFA has

the authority to substantively challenge a State's individual
utilization control findings and to take FFP action based on

that challenge. This issue has a great deal of impact on our

efforts to assure that States conduct effective review programs.

States now have a significant fiscal interest in obtaining

continued Medicaid reimbursement for recipients who would

otherwise be financial dependents of the State. Particularly in

cases where a State owns and operates the facilities involved, a

State agency has little incentive to identify the inadequacies
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or absences of needed services for individuals. Since the
States operate the utilization control program themselves, and
since there is a far greater fiscal incentive to maintain
recipients an Medicaid than to remove them from the system. some
Federal oversight is needed as an effective challenge to State
actions.

In a recent opinion dealing with ICFs/MR, GOC stated chat
. . HCFA has always interpreted these utilization control
provisions as requiring only that a State deionstrare that
proper procedures have been followed in each case. If a State's
quarterly showing assures that all the requirements have been
performed, the Secretary will find the showing satisfactory on
its face." In view of this consistent historical precedent, OGC
did not feel that UC disallowances based on a Federal challenge
to a State's substantive determinations could be sustained under
current Federal regulations. However, HSQB, BQC, and BERC are
in agreement that OGC mey have misinterpreted the question at
hand and not completely addressed the issue of substantive
challenges. BERC is independently preparing a response to OCC.
According to our interpretation of "effective utilization
control program", quarterly showings should provide evidence
that such programs in fact result in control over the
utilization of the program and not simply an indication that the
procedures for utilization control operated during that
quarter. We believe that the statute does contain language
regarding the validity of State findings which can support
substantive challenges end subsequent FFP disallowances.

o Orzanizarion of Federal'Monitorinx. The current Federal
monitoring system lacks a coordinated system for effectively
monitoring IoC review programs. Present program guidelines have
produced a system of segmented Regional and Central Office
responsibilities for the oversight of State utilization control
functions, including IoC reviews. These responsibilities are
currently divided among three Central Office bureaus (HSQB, BPO,
BQC) and their respective Regional Office counterparts (DHSQ,
DPO, DFO), without any organized communication among the
components. We believe that this arrangement produces
confusion, cost inefficiencies and overall inability to initiate
effective federal action when it is needed.

A Region VIII task force recently completed a study dealing with
utilization control monitoring practices and identifying areas
in need of additional emphasis and better coordination of
resources. The task force was a joint effort including
representatives from all three involved divisions. Region
VIII's study substantiated our belief that there is a need for
greater coordination of effort in assessing a State's
utilization control program.
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RECOMMENDATIONS

Although the IoC review program applies to Medicaid recipients only, the

Federal government contributes a significant percentage of the costs to
carry out this program. HCFA should therefore assure that States carry
out effective'Vfogtram which meet minimum standards for review beyond
procedural reqremants. Current regulations only provide suggested
areas of review, and many States do not necessarily include those areas
as a part of their review criteria. As stated earlier, some States focus

on level of care review and include minimal quality review items on their
forms or merely a blank area for observations. We believe that the
program should be improved in the following ways.

1. Revise IoC Retulations

We recommend that the IoC regulations be revised to clarify what
minimum areas we expect all States to include in observations of
recipients and in reviews of their records. Although States should

continue to have flexibility to develop their own review forms and
guidelines, we believe that specifying minimal areas of review is

necessary to assure that all Title XIX recipients in all States

receive an adequate quality of care review. more specifically, we

recommend that States be required to include the review items under
456.610 of Subpart I in their process of making review

determinations. A task force of health professionals should present
recommendations for: 1) expanding Section 456.610 (e) to include
additional observational areas, and 2) adding other review items
deemed important to evaluating patient care and services. The
regulations should at a minimum, require interviews of a sample of
coherent recipients, and the-percentage of recipients in the sample

should be specified based on the task force's recommendation.

2. Issue New Guidelines That Include a Sugteared Approach to boC Review

We should provide States with revised Federal guidelines that discuss

review areas and approaches in greater detail. Such guidance will
help States to develop more efficient and effective quality review
programs. Existing federal guidelines are now 10 years old and few
States have based their programs on them. In our review of the
materials and forms submitted by States, none utilized the suggested
forms, and the review areas covered by most States were substantially
less than suggested. We believe that more practical and efficient

IoC review guidelines are necessary if we expect States to follow the
guidelines. We have attached a draft copy of updated guidelines
(Attachment 4) which place a priority on the efficient use of time
and personnel where most needed. The major change included in the
guidelines is a focused approach to review.
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States are encouraged to conduct a brief review of all reeipiiias and
an intense quality reviev of a GalMPle of recipianis. The sample of
recipients receiving the intense review are selected during an
initial tour of the facility. Recipients selected are those with
special physical problems or care needs and those showing signs of
poor care. We also recommend that a focused approach to level of
care review be taken.

We have several objectives in establishing the IoC review model
provided in the guidelines. One objective is to reduce the
differences in State interpretations of the IoC regulations by
establishing a set of minimum review areas that all States should
use. Consistent interpretation of requirements across State IoC
review programs would increase the usefulness of IoC findings to
State Survey Agencies. The survey'agencies will know what areas are
covered by the IoC review teams and will be able to use this
information to avoid duplication of effort in States where the two
programs are nonintegrated. We have also developed guidelines for
the survey agencies suggesting ways to coordinate their activities
with the State boC review program and make more effective use of IoC
information. See Attachment 5.

Another objective is to develop a system workable in all States while
at the same rime allowing States some degree of flexibility to tailor
the system to their own needs. We settled on a simple and
straightforward review method rather than more sophisticated
approaches conducted by some States since these tended to be
complicated and not easily adaptable to other States. Our guidelines
present a minimum set of review areas for State use and encourage
States to embellish them according to their own needs and concerns.

Focusing IoC review on both level of care and quality of care was a
major objective in developing the boC review model. While all States
review the level of care for each recipient, not all review the
quality of care and services the recipient is receiving. We feel
that a balanced approach to these two areas of review is preferable
and that the best approach is to focus review where it is most needed
and beneficial.

Furthermore, if States were required to use a minimum set of review
criteria for IoC review, we could set up and maintain a national data
base on recipients in long term care facilities. The data would
allow us to be more responsive to requests for such information from
Congress and other Federal and outside parries. Accurate data could
be provided within short timeframes. The data base would be similar
to, or part of, the MKACS data now maintained on providers. We would
request States to provide us with recipient data that is summarized
by facility. As written, the guidelines provide for the report of
findings to include aggregated data. We recommend that a task force
be organized to explore this possibility.
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The following is a brief description of the components that comprise
the recommnded IoC review model.

o Preparation for visit. The guidelines discuss several steps to
take in preparing for facility visits.

o Onsite review responsibilities. The regulations specify that at
least one physician or R.N. must be in involved in boC reviews
as well as other appropriate health and social service personnel
as needed. The guidelines discuss the areas of review for which
the different disciplines would be responsible, depending on
whether or not consultants are used.

o Hinimum quality review components. The guidelines recommend

that each State should include the following areas in its obC
review process:

- Patient observation/interview. Regulations require that
patient observation and interview be conducted on every
Title XIX recipient. The proposed guidelines specify what
patient observations should entail and the type of
questions that should be asked in interviews. We suggest
that the reviewers tour the facility and observe each
recipient for indicators of problems (more detail given in
the guidelines). Those recipients that appear to have
problems would then receive an indepth observation and
record review to assure that their needs are being met.
The guidelines suggest that a 202 sample of recipients be
selected for indepth review. This process focuses review
on recipients with the greatest needs.

- Record Review. The statute and regulations require that
each recipient's record be reviewed annually.

+ Quality Record Review. in our model the record of
every Title XIX recipient will be reviewed utilizing a
minimal number of items. The records of the
recipients selected by the reviewers for indepth
observation will be reviewed in greater detail than
those of the remainder of the Title 19 patients in the
facility.

+ Level of Care Record Review. Our model provides an
option for States to concentrate level of care review
on recipients with the most potential for changing
levels. We feel this focused approach is effective
and makes the most efficient use of staff. States are
encouraged to develop criteria for recipients with the
potential to move to a higher or lower level (e.g., in
a facility 2 years or less, unstable condition) and to
conduct a full level of care review for those
recipients. Recipients not meeting the criteria would
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not receive a level of care review but would
still be reviewed for quality of care purposes. Of
course, this method of review would be optional;
States would determine whether to continue conducting
full level of care assessments and reviews of all
Title XIX recipients. Even if recipients with little
likelihood of changing levels of care do not receive autilization review by the IoC team, these recipients
do receive periodic reviews by a facility-based UR
committee according to a specific schedule, following
set criteria. As a check on the committees, State
survey agencies determine whether they carry out their
functions according to Federal regulations.

Reports. The guidelines suggest that baC reports address
both findings concerning individual recipients and anysystemwide problems identified. All findings should be
documented to assist the State in its monitoring of the
correction of problems. Written IoC reports should be
provided to the survey agency to assist in carrying out itsresponsibilities and provide support for survey
deficiencies.

Follow-up visits. The State should conduct follow-up
visits to monitor the correction of problems identified
during IoC review. The State may consider arranging with
the survey agency for assistance in this area.

Enforcement action. The type of enforcement action used by
most States is withholding payment for those recipients
determined to be at an inappropriate level of care. Other
forms of enforcement are also necessary to deal with
individual and systemwide quality problems as well as level
of care problems. The guidelines recommend that States
empower their Single State Agencies with sanction
authorities to be used in addition to withholding payment
(e.g., suspension of admissions, vendor hold. See
Attachment 2 for others.) Several States have taken suchmeasures and found them to be successful. By giving
additional clout to IoC findings, the IoC process couldbecome a more effective tool for monitoring the care givento the LTC population as a whole.

State guidelines. To assure consistency among its
reviewers, States should establish guidelines for
determining if a systemwide problem exists within a
facility. The presence of one serious problem alwayswarrants the citation of a deficiency on the IC report.
However, often a minor problem will be found in the care ofseveral recipients. States need to set parameters to
assist its reviewers in deciding when to cite IoC problems
to assure that all facilities receive a fair evaluation.

-15-



154

- Information sharing with State Survey Axency. The State

should make every effort to provide the survey agency with

IoC reports on a timely basis. It is important that the

survey agency receive the reports promptly so that any IOC

findings will be current and useful to the Survey agency in

making certification decisions. (See guidelines in

Attachment 5.)

3. Require the Integration of boC and Survey Review Processes

Beyond the recoammendation that IoC review efforts be focused to

utilize resources more effectively, our study concluded that the

integration of survey and boC review substantially benefits both

programs. We consider nonintegrated programs inefficient due to

overlapping areas of responsibility present in both survey and IOC

reviews. We feel that regulatory changes and updated guidelines will

serve to assure all States receive the greatest benefits possible

from an integrated process. Because of our positive findings

concerning integrated programs, we strongly recommend that States be

required to integrate surveys and inspection of care review functions

and that a proposal for legislative change be submitted which would

require integration. We feel States should have the option to decide

how best to carry out integrated programs within their organizational

structures.

Mandating the requirement to integrate IoC review with the survey

process would require statutory change. Since 1986 is the earliest

we could effect a change, we should, during the interim, direct our

efforts to facilitating the coordination, and the eventual

integration, of the two processes. Closer coordination and

information sharing between the two components would benefit both

processes and allow both to better focus their review efforts.

4. Upgrade the Federal Monitoring of State boC Review Programs

In conjunction with a revised approach to IoC review, we recommend

changes in the current Federal monitoring practices for boC

activities. We believe that the effectiveness of monitoring could be

upgraded by employing DHSQ health professionals on boC validation

surveys. Using health professionals on IoC validation surveys would

make it possible to better evaluate the substantive aspects of the

State's IoC reviews. We believe that such surveys would help to

identify States which are not operating an effective IoC program.

This reinforced monitoring effort would also allow us to pinpoint

which States have instituted the revised guidelines and better

evaluate the effectiveness of the new procedures for IoC review.
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Another monitoring issue which needs to be further addressed is thi
authority of DMA's regional components to initiate either TVP
disallowmea or termination actions relative tb individual
utilization control findings. Although a recent OGC opinion found no
precedent for such disallowances, OGC did not completely rule out the
possibility of disallowances based on Federal challenges to a State's
substantive UC findings. They indicated a willingness to further
discuss the issues raised in the initial opinion. including the
extent to which the statute does authorize such an approach. We
intend to further explore the possibility, first through a more
specific OGC opinion and perhaps later through revised regulatory
language. In the interim, we strongly recommend that Federal
monitoring efforts begin to address the substance of IoC findings,
even if no immediate FFP reductions can be imposed as a result of the
findings.

Further, as suggested by Region VIII's utilization control task
force, we recommend that DHSQ become the focal point for regional
utilization control matters, in order to take better advantage of the
extensive monitoring experience and health expertise of DHSQ staff.
Observations made at onsite reviews by the DHSQ staff would
supplement procedural information already collected by DPO/DFO in
order to achieve the best possible overall evaluation. DPO/DFO would
continue to collect the same information as in the past but would
need to make it accessible to DHSQ. The national implementation of
such a system would result in standardizing the Regional Office
UC/IoC effort from State to State and provide an opportunity for
sharing information about the best practices
utilized. If DHSQ assumes these recommended responsibilities,
additional staff positions may' be required.

5. Resume Federal Training for IoC Review.

The Medicare/Medicaid Management Institute had begun to conduct
training for IoC reviewers shortly before it was disbanded. Since
then IOC training has not been conducted on a national basis.
Resuming a national training program for IoC review would promote
greater consistency among State review programs. Training should
consist of two types: a) a one time session for administrators of
State programs to assure that their programs are tailored to national
concerns; and b) an ongoing training course for IoC reviewers similar
to the Basic Surveyor Training Course now conducted by HSQB.
Training could discuss the intent of our regulations and guidelines
and provide suggested approaches to review.
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Attachment 1-1

Summary of Findings on Review Forms and Guidelines

In Part 1 of the boC questionnaire we requested States to submit review

forms and guidelines used in their IoC review programs as well as

examples of reports provided to facilities. Forty-four (44) States

responded to this request. The information below summarizes our findings

related to review form and guidelines.

A . Forty-three percent of the responding States use one form to

accomplish several tasks, including IoC level of care, quality review

and othe; utilization control review responsibilities 
such as

reviewing timeliness of physician certifications and recertifications.

All forty-four States collect information concerning each recipient's

activities of daily living (ADLO).

Other than ADLs, no review area was included on all State forms. The

percentage of Statee including particular review areas on their forms

is listed below:

- Medical-nursing 73%

-- Medical-physical 61%

Plans of care 61%

- Social 48%

-- Personal observation 48%

- Medications 45Z

-- Progress notes 43%

State guidelines vary tremendously in content and the degree of

guidance on how to rev'iew specific areas.

Many States limit their guidelines to level of care 
criteria.

Few States use guidelines/criteria to help assure consistency among

reviewers' review approaches and decision making processes (e.g.,

determining when patient care problems should be reported 
to

facilities and corrective action required).
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Attachment 2-1

SUMMARY OF DATA SUB4ITTED FROM THE IoC QUESTIONNAIRES

STRUCTURE OF REVIEW PROCRAM

o Review Systems within States:

TYPe of Review System

Nonintagrated

No. of States

34

Integrated 1
(Maine, Rhode Island, Vermont,
New York, South Carolina,
Tennessee, Wisconsin, Texas,
Arkansas, Missouri, Colorado, Utah,
Wyoming, Alaska and Idaho)

Combined
(Virginia)

Percentage of States

682

5 30

1

a Responsibility for the survey/IoC program:

*No. of States
Where Survey
and boC Func-
tions are in
Same Dept.

Z

*No. of States
Where Survey
and Ioc Func-
tions are in
Different Dept.

No. of PSROs
Conducting
boC Review

Nonintegrated

Integrated

Combined

11 22

7 14

1

23 46

8 16

6 12

2

Total 19 382 31 62% 6 12%

*Including PSROs

0 Previous catexory for the IoC review process:

Of the 32 responding nonintegrated States, the following review
system was utilized: 27 or 84 percent of the States have always
been nonintegrated; 2 or 6 percent were combined; and 3 or 9
percent were integrated.

Of the 15 integrated States, the following review system was
utilized: 2 or 14 percent have always been integrated; 11 or
79 percent were nonintegrated; and 1 or 7 percent was combined.
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Attachment 2-2

NOTE: Items in each category with less than a 52 response will remain

blank.

PROGRAM ADMINISTRATION

NONDMTRGkATED StATft ONLY!

o Reasons for Not IntemratinK Survey and IoC Review System:

- Feels two separate review systems are superior to 63Z

an integrated system

- Feels two visits will result in better surveillance 63

of facilities

- Difficult to coordinate activities of two 38

organizations

- Unwilling to move both functions into one agency 13

- Each team has different functions and focus 13

(facility capability vs. focus on patient
needs/care received)

- Lack of cooperation between two agencies 6

- Lack of qualified personnel, due to budgetary 6

contraints

- Other. (Examples of responses) 47

+ Historical practices

+ It is not feasible to cut PSRO contract

* Administratively not feasible to integrate

+ Presently not cost effective

INTEGRATED STATES ONLY:

o Reasons for Changing to an Interrated System:

- To avoid duplication 642

- To save on costs 64

- To save time 36

- To reduce burden on provider 36

- Reduce conflicting interpretations through uniform 14

application of regulations and requirements
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Other: (Examples of responses)

+ Feels that it is a better process

+ To assure significant IoC problems are cited by the
survey ream

+ Budget reduction

+ Stop adversary relationships between the survey and

the I*C staff

X Stop provider manipulation of the two processes

+ Improvements in patient care, more actions. and
better support for activities

o Administrative Changes Resulting from Implementation of the

Intezrated Process

- Change in organizational structure

- Change in office location

- Reduction in staff

- Other: (Example of response)

+ Change in boC reviewers

o When the Process was Integrated, Surveyors and IoC Staff:

- Were trained to carry out the other function

- Received training on how to work together as a :eam

- Participated in the development of the system

and form

- Received intensive training

- Received minimal training

- Other: (Examples of responses)

+ The use of a procedures book, periodic meetings

* Onsite training and the use of the IoC manual

73-435 - 87 - 6

502

57%

50

21

7

79:

- 21

21

14

27

22
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BOTH NONIN1EQ:RATED AMD INTEGATED

o Overall Distribution of IoC Expenditures

Budget ~Sta tes!

I Less Than 40,000 0
I * I I
I 40.000 - 279,999 1 5 I
I I I
| 80,000 - 519,999 I 5 1
I I I
I 520,000 - 759,000 i 2 I
I I I
I 760.000-1,099,999 1 I I

I |~~~~~~~~ I
| 1,100,000 or More | 7

*Total I 20 I

Title 19 Recipients Receiving IoC Reviews

Less Than 2,000

2,000 - 31,999

32,000 - 61,999

62.000 - 91,999

92,000 - 121,999

122,000 or More

*Total

*Only those States that submitted data.

amd Nuber of Title 19

Budget/Per ReciCo IState |

I Less Than t20.00 I 4

I 20- 39.00 I 3 ;

i 40- 59.99 I 6 I

60 - 79-99 I 3

I 80- 99.99 I 2 I
i I I

100 or More I 2 I
| *Total |2

States

3

33

9

0

2
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0 toC Budget and Budmet/Per Title

NONINTEGRATED

STATE( BUDGET

Alabama - 356,570

Georgia 1,401,747

Kentucky 629,883

Mississippi 348,287

North Carolina 1,217,081

Illinois 674,141

Indiana 1,001,464

Minnesota 1 ,142,000

Iowa 1,048,138

Montana 187,466

North Dakota 285,952

South Dakota 344,961

Hawaii 43,548

Nevada 144,328

INTEGRATED V2,

South Carolina $ 140,000

Wisconsin 3,518,521

Texas 9,600,000*

Colorado 806,000

Wyoming 72,000

Idaho 373,200

*This figure contains UR costs.

19 Recipient By

TITLE 19
PAT IENTS

16,000

100,000

15,000

12,370

19,285

56,000

20,000

34,000

18,000

4,000

3,600

4,100

3, 208

2,500

11,900

36,721

58,000

17,000

1,100

3,000

Attachment 2-5

Respondinz States:

DOLLARS PER
PAT IENT

22.29

14.02

41.99

28.16

63.11

12.04

50.07

33.59

58.23

46.87

79.43

84.14

13.57

57.73

11.76

95.82

47.41

65.46

124.40
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o Experience of boC Review Staff:

- No Nursing Home Experience Required 72%

- Nursing Rome Experience 28

o Training:

- Onaite Observation 89%

- State Course 58

- Orientation 16

- Other: (Examples of responses) 40

+ Periodic Meetings

+ Use of Procedure Manual

+ Personnel participation in the development of system
and form

o Three most frequently found disciplines on an IOC team:

- Registered Nurse 1002

- Social Worker 80

- Physician (including both full and part-time) 48
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0 Average Team and Facility Size:

National NHnintesrated

- Average Team

*Range

- Minimum Team Average

*Range

- Maximum Teas Average

*Range

- Average Facility

*Range

3.3 persons I

2.2 persons I

4.7 persons I

100 beds I

2.7 persons

*(1 to 6)

2.1 persons

*(1 to 6)

+4.8 persons

*(1 to 11)

*(8-500 beds)

I ntegrated

1 4.6 personal
I I
I*(2 to 9) I

I 2.7 personal

I*(1 to 9) I

1 4.5 personal

I*(l to 9) I
I I
I I
I l
1*(60-120 beds)
I I

+Maximum team range and average are greater for nonintegrated States

because the bed sizes in some of these States are greater.

REVIEW PROCESS

INTEGRATED STATES ONLY:

o Each Team Member:

- Conducts both IoC and survey review on each visit

- May conduct either IoC or survey review, but performs
only one function per visit

- Conducts only IoC or survey review at all times

o The boC Reviewers and Surveyors:

- Meet together while onsite

- Hold exit conferences

- Hold planning meetings

71%

29

14

_ _ _ _ _ _ s _ _ _ _

I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
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BOTH NONINMEGRAED AND INllGZATE STATES:

a Team Preparstion Before IoC Visit

TOTAL PERCENT

- Previous IoC Findings 912

- IoC Follow-ups 65%

- Survey Reports 672

- Complaints 672

- Other: 43%

(Examples of responses)

+

INTEGRATED NONINTEGRA1ED

71% 100?

43% 751

862 59%

502 75%

Review utilization review minutes

Federal survey report

+ Nurses' notes; computer printouts

+ New admissions

+ State ombudsman report

+ Team meetings

o Patient Observation By Team:

Observe all recipients and interview all coherent
recipients

Intensely observe and interview a sample of recipients and
observe the remainder less intensely

Quickly walk through observing all recipients/interviewing
some

Other: (Examples of Responses)

+ All recipients are observed; some receive more intense
review if problems noted in their medical record

+ Observe and interview all recipients

67%
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o Patient Selection (In those States where only a sample of recipients
are observed or receive an intense observation - 24 States)

- Recipients With Questionable Problems 50%

- Random Selection 17

- Other: (Examples of Responses) -21

+ Both random selection and recipients with questionable
problems

* Assess new admissions

+ Select recipients using a visual assessment tool

o Facility Review Methods Differ Because of Facility Size:

- Yes 25%

Difference In Review Methods:

- Time spent in facility 34

- Team Change 29

- Intensity of observation/interview 0

o State Actions When Recipients not at Appropriate Level of Care:

- Change reimbursement rate 342

- Refer recipients to a placement agency 34-

- Other: (Examples of Responses) 72

+ Action taken by single State agency

+ Discuss with facilities, if isolated problem

+ Refer to UR committee with specific recommendations

+ Notify physician on record and the facility: termination of
payment

+ Notice of action is sent to beneficiary; facility is
notified to arrange placement
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INZCRATED STATES ONLY

o If facility has high percenta e of recipients at an incorrect level
of care or a history of .roblems in this area, the State:

- Works with the WI cosmittee/administrator to resolve 332
the problem

- Halts new admissions to the facility 33

- Fines the facility 11

- Other: (Examples of Responses) 44

+ Refer to survey agency, if facility-wide

+ Withhold payment

IDCIMENTATION OF FINDINGS

NONINTEGRATED STATES ONLY:

o Facility-Wide Patient Care Problems are Detected and Reported Based
on Individual Problems Identified:

- Yes 1002

o Problems Detected During loC Review:

- Discuss at exit conference 942

- Cite on State IOC form 85

- Do not put findings in writing 6

- Written statement is sent to the administraror 6

- Other: (Examples of Responses) 40

+ Physician is contacted, if necessary

• Hay be resolved with staff at time of IoC visit
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PATIENT CARE PROBLEMS

INTEGRATED STATES ONLY!

o Problems Detected at IoC Review:

- Cite on Federal survey form - If systemwide 93X

- Discuss at exit conference 87

- Cite on State ToC form 80

- Cite on consolidated State IoC/survey form 13

- Other (Examples of Responses) 20

+ Summary of findings (not a notice of violation)
that some areas currently in compliance and not
yet at a deficiency level. However, it may degenerate
into a deficiency status in an ensuing survey
if certain steps are not taken.

• Refer to survey agency, if facility-wide

o Individiual Care Problems are Cited as Survey Deficiencies Based on:

- Judgment of the entire team 67X

- Judgment of the surveyor responsible for completing 33
that section of the survey form

- Decision criteria set by State 7

o Reports Used in the Integrated Process:

- Separate State IoC and survey report forms 79%

- Consolidated form for IoC and survey findings 14

- Survey report form only 7
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BOTH NONINTEGRATED AND INTEGRATED STATES

a Seventy-one percent of h thirty-two rethondin Stats qi
as~~~~~lfaiiies to resoond t n idnswt lno orcin

Plan must respond to:

- Individual patient care problems 81%

- General facility-wide problems identified through

individual patient review 81

o State Action Against Problem Facilities:

- Suspension of Admissions 58%

- State Initiates Relocation of Resident 54

- Receivership 28

- Injunctive Relief 23

- Facility Reclassification 23

- Criminal Relief 19

- Terminate provider agreement 12

- Civil Forfeiture 9

- Denial of payment 5

- Fine 5

- Reimbursement reduction 5

- Revocation of.license 5

- Other: 65%

+ Temporary license with conditions

+ Vendor Hold

+ Probationary license

+ Reduce licensed capacity
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o STATE FOLLOW-UP ON IOC FINDINGS:

NONINTEGRATED STATES ONLY:

- OC staff follow-ups 911

- Survey staff follow-ups 49

- No IoC follow-up 6

INTEGRATED STATES ONLY:

- Follow-up by person or team responsible for both 54%
functions

- State does not follow-up on IoC findings 23

- Other: (Examples of Responses)

+ Survey staff

+ integrated staff follow-up

RESULTS OF INTEGRATION

o Integration has resulted in the following:

Survey findings are stronger, provide better support 935

,,ihen actions are taken

- Survey findings relate more to patient care delivery 792

- Duplication of toC and survey effort eliminated or reduced 71

- Money saved from less travel 64

- Conflicts between survey and IoC findings have decreased 57

- Fewer staff needed 21

- Less time needed to survey due to availability of loC 21

findings

- Time savings permit greater allocation of resources to 21
problem facilities
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- Other: (Examples of responses)

+ Standardized interpretation and application of regulations;
reports are more reliable, etc.

• Minimization of providers playing one State agency against the
other

* Reduce disruption to the facility

* Greater flexibility in scheduling

+ Greater flexibility for staff to delve into problem areas and
standards of practice

o Deficiencies cited since implementation of an integrated process
have changed in the following ways:

- Number of deficiencies increased 502

- more serious deficiencies 50

- No change in deficiencies 17

- Other: (Examples of Responses) 17

+ Change in deficiency types

GENERAL AREAS

BOTH NONINTEGRATED AND INTEGRATED STATES;

o Responsiveness of facilities to boC findings in comparison to
survey findings:

- Integrated 1002

- Non in tegra ted 88

o Imurovements noted during IoC followups and durint the next visit,

- Forty-three percent of the 49 responding States are very
positive that improvements do take place 4uring IoC followups
and during the next visit (e.g., medication errors, treatment
of decubitus, recording of the treatment and progress, etc.)
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o State feels it could carry out an effective IoC Program. if
sampling were permitted:

- YES ' 591

Typical comments:

• Sampling is sufficient to determine the type of care
patients are receiving in a facility.

* Surveyors can detect problems after reviewing a 10-202
sample.

+ Sampling is acceptable as long as the recipient remains
in the same facility and stays at the same level of care.

+ States should be able to perform 100% review when they
feel it is necessary.

• Either sampling of recipients within a faciliy or
sampling by facility is preferred over the current 100%.

- NO 41%

Typical comments:

+ Significant problems could exist that would go undetected.

l A review of only a sample does not produce an accurate
feel for care received by patients.

• The effectiveness of IoC would be greatly diminished.

+ Sampling might affect the cost effectiveness of IoC
review.

o State Action -- To assure consistent interpretation of its IoC
criteria:

- Ninety-one percent of the 41 respnding States provide their
reviewers with technical assistance to assure consistent
interpretation of its IoC criteria. The most common forms are:

+ Orientation and in-service training 29%

* Frequent staff meetings 27

+ Written policies and procedures 24

+ Monitoring of team while onsite 15
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NON INTEGRATED STATES ONLY

o Do IoC staff and surveyors ever Present conflicting findings:

YES 24%

+ Surveyors find procedural deficiencies; IoC does

not find environmental problems (infection control)

+ Nursing care plans, staffing

OCCASIONALLY 17

INTEGRATED STATES ONLY

o Stare recommendations for those considering integrating the survey

and IoC processes:

- Involve the industry.

- Assure that management sees the entire picture and knows what

direction the program is to take. Directions must be clear

cut and precise.

- Allow adequate planning time.

- Physically locate staff together under the same bureau.

- Establish a committee (State/providers) during the planning

stages.

- Keep providers informed of progress in developing and

implementing the integrated system.

- Review other State systems.

- Provide adequate training, involve all surveyors in both

processes.

- Meet with other integrated Stares to benefit from their

experiences and discuss the advantages and disadvantages of

integration.
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Artachmen: 2-17

PROBLEM AREAS

BOTH INTEGRATED AND NONINTEGRATED STATES:

0 Surveyors' and loc reviewers' experiences in comunicating and
working together:

- Eighty-four percent of the 33 responding States have an
excellent working relationship; mutual concerns are
communicated effectively.

- The remaining 15 percent of these States experience difficulty
in their communication and working relationships. Examples of
problems are as follows:

+ Lack of mutual respect and misunderstanding of roles.

+ Willing to work together pnly up to a certain point. One
agency will not allow the other to perform tasks which
are delegated to its agency. Both agencies Fiercely
guard their territories.

• Very little official coordination.

4 Inadequate communication.

o loC team experiences difficulty obtaining historical IoC
information to prepare for upcoming reviews.

- One third of the States have difficulty in accessing
historical IoC information for upcoming reviews.

INTEGRATED STATES ONLY:

o Modifications made since integrated process was initiated:

- Forms

- Interview process streamlined; now interviews are geared to
disciplines

- One State made an addition of key indicators.
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Comparison of Inspections of Care (oC) and Surveys in LTC Facilities

| Characteristic IoC (MR/IPR) Survey

| References | Soc. Sec. Act 1902(a)(26) | Soc. Sec. Act 1864
I (B), (C); (31)(B), (C)
I 1903(g)(1)(D) Regs. Part 405
i Regs. Part 456 Subpart I Subpart S

456.600-614 I 405.1901-19

| Team Comparison RNs and SWs | RNs, SWs sometimes
I and others

Training | Varies by State N National training
I program

I I _
| Patient Services | Utilization Review I Same

Evaluated by Both Medical Evaluation and
Teams (Using | Plan of Care (PCMS)

| Different Methods)I Physician Services
| Nursing Services
| Dietetic Services
| Pharmaceutical Services
I Social Services
| Patient Activities

Rehabilitation Services

| Standards for the | General regulations | Survey standards in
I Review of Patient | regulations
| Services

I Interpretive guidelines Interpretive guidelines
| being revised to
I include review | Survey procedures
I procedure

| Patient Sample | Every Medicaid patient | Sample of patients
I Visited in
t Facility
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3-2

I Characteristic I oC (MR/IPR) | Survey

~~~~~~~I I
Determinations by M Hedical necessity of

Teams | patient's continued stay |
| at present level of care

I Feasibility of meeting a
I patient's needs in an |
I alternative setting I

| Evaluation of adequacy | Evaluation of adequacy
I of the services rendered | of the facility's
I to each Medicaid patient | patient services
t -I_

Reporting | Specific findings about i
Requirements j individual patients |

I T- I~~ I
Findings on the adequacy | Findings an the adequacy i

I of a facility's services j of a facility's services I

I Reporting forms vary by | Uniform National I
I State I Reporting Form I

Action on Report | Change in reimbursement
I to facility for patients

Iwhose level of care
I changed

I Facility plan of correc- | Facility Plan of Correc- |
t tion required by some I tion - 90 day correc- |
I States, but not regs; I tion limit
I no uniform timeframes
I for corrections

| May conduct follow-up I Follow-up visit to
| visit to facility | facility within 90 days
I "promptly" for serious I for serious
| deficiencies; can be | deficiencies.
I done by State Survey i
I agency.

I Referred to State Survey | Decertification hearings
I /Licenaure agency for I or licensure sanctions
| uncorrected or hazardous I
I conditions I
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M.."1 c~r.4@i DEPARTMENT OF HEALTH & HUMAN SERVICES

Memorandum
u2T W4

Froen Director
Health Standards and Quality Bureau

~51̂  State Activity Plans and Budgets for Fiscal Year 1985--Amendet to
Our May 22, 1984 Memorandurn

To Regional Administrators
Regions I - X

Our May 22 memorandum concerning the subject plans and budgets did not
address survey and certification activities with respect to the
prospective payment system (PPS). The State survey agencies will continue

- to conduct annual onsite visits to determine if hospitals and
units meet the requirements for exclusion from PPS.

Each State survey agency should include these visits in its activity
plans; these visits are to receive the same priority and emphasis as
initial certifications. Sufficient funds have been provided to accomplish
these activities.

Should additional information concerning this matter be needed, please have
your staff contact Margaret VanAmringe on (FMS) 934-5547.

Philip eathanson

:.-- Attachment
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/ y DEPARTMENT OF HEALTH & HUMAN SERVICES(41
Heahh Ce-
F-mncr Adc.ns .. n.

Memorandum
Date H W 22 am
Fr- Director

Health Standards and Quality Bureau

Ssbv Program ERlphases and Regional Allocations for the Preparation of State
Activity Plans and Budgets for Fiscal Year 1985

To Regional Administrators
Regions I-X

I. General:

At this tine, each State survey agency should begin preparation of
its request for Federal support of Title XVIII and title XIX survey
and certification activities for iv 1985. As in the past, central
office is providing guidelines and program emphases which should be
communicated to each State in order to provide direction and
assistance in preparation of the budget submission.

The President's Fy 1985 budget for Medicare survey activity before
the Congress is 847,074,000, an increase of 24.9 percent over the
$37,698,000 aVMllable in FY 1984. In FT 1985, the required level
of Federal reimbursement for Medicaid survey activity has been
targeted at S39,610,000. Since Congressional action has not taken
place providing an appropriation, we must assume passage of the
President's budget request. Of course, If Congress does not
provide an appropriation by October 1, 1984, a continuing
resolution will be provided which usually maintains the prior year
funding level. Therefore, when approving States' budgets, you are
to inform then that the approval is subject to revision.

In our effort to continually refine the Medicare facility survey
resources allocation process, central office has implemented the
process recommended by the regional task forme dated September 1,
1983 (Attachment I). This methodology supports a regional budget
allocation based on number of facilities to be surveyed multiplied
by a dollar value based on aggregate surveyor tine values.
Facility counts utilized arc those found in the most recent MMACS
waster file (4/84).

As recommended by the regional task force, requirements for
indirect costs have been excluded from the regional allocation
methodology. Based on FY 1984 budget data, we know that
approximately 22.8 percent of total costs are indirect costs. This
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percentage was applied to the total funds available (547,074,000)
to determine the estimated amount of indirect costs States will
incur ($11,192,000). ITis amount was then prorated among the
regions based on each region's requirements for the negotiated
rates assigned to their States. This action eliminates the penalty
some regions incur as a result of inordinate State indirect cost
rates.

Travel is another area that has been excluded from the regional
allocation methodology. Based on FY 1984 budget data, we project
$2,379,000 will be required for travel. This amount has been
prorated among the regions to provide a more equitable share of
resources since the geographic makeup of some regions requires
longer (more expensive) travel requirements.

Regional targets for Medicaid are based on States' requirements
from prior years, increased to take into account cost of living
adjustments and initial surveys of facilities requesting
participation. The annual target you approve for Medicaid is for
planning purposes and is nonbinding. State provided quarterly
estimated requirements and actual expenditures will be the final
determinants for Medicaid funding.

Again, you will be required to establish specific survey plans for
each State and track each State's performance against this plan by
each type of facility -- for Title XVIII, XVIII/XIX, and XIX
facilities. Survey counts will be monitored via the Regional
Management System.

II. Program Emphases:

Survey activities for FY 1985 should be scheduled and conducted in
accordance with national priorities. The priority ranking reflects
program emphases and budget realities. Urder current law, all
long-term care facilities must be surveyed and certified annually.
Sufficient funds have been provided to accomplish this
requirement. Remaining Medicare funds are to be used for surveying
non-long-term care facilities, subject to national priorities and
budget limitations. Regional or State-specific problems may
require some deviation from national priorities. However, top
priority activities should not be curtailed. A priority listing
for non-routine surveys follows.

1. Initial surveys: In order to participate in Medicare
and/or Medicaid a provider or supplier must first be
surveyed and found to meet all eligibility requirements.
This means that inpatient facilities must have patients In
the facility before the survey is conducted. Similarly, a
supplier must be furnishing services before it can be
surveyed. There are no exceptions to this rule. States
are expected to set aside sufficient funds to complete
these surveys.
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2. Special surveys related to the initiation or processing of
termination or other adverse action surveys.

3. Complaint surveys (all Mcdicare/Medicaid ccopiaints
relating to providers and suppliers).

4. Other providers and suppliers (priority according to
compliance history and time elapsed since the last survey).

5. Validation of accredited hospitals.

Beyond considerations or the survey types mentioned above, further
elaboration on survey purposes and procedures that should prove
helpful during budget preparations are:

Size and Corroosition of 'urvey Team

State agencies in preparing their budget requests should assume
that full survey teams will be funded.

Consultation

State agency consultation activities should be conducted by
mail or phone contact to the maximu1m extent possible. Onsite
consultation vistts are to be determined by the severity of
deficiencies.

Surveys Following Change of Ownership

As a general rule, surveys are not required immediately
following a change in ownership since the provider agreement is
automatically assigned to the successor owner. Also assigned
is the existing plan or correction. When the survey agency
believes a survey is necessary, it is better to make the visit
several weeks after the change in ownership. At this time the
effect on patient health and safety can best be evaluated.

Complaint Surveys

Medicare and Medicaid complaint investigations should be
conducted as quickly as possible. An onsite visit will be
necessary if the complaint alleges a serious threat to patient
health or safety. If it can be determined that an onsite visit
is not immediately necessary, a telephone call or letter should
be used. The complaint should also be investigated during the
next scheduled visit to the facility.
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JCAH Validation Surveys

Validation surveys remain an important State responsibility.
States must allocate sufficient resources to maintain their
oversight of JCAH survcys.

Adverse Actions

In FY 1985, States will be expected to expedite certifications
which provide the bascs for termination action. When there Is
an immediate threat to patient health or safety, survey
findings, statements of deficiencies, certification decisions
and all supporting documentation will have to be prepared
within short timeframes. States will have to ensure that they
have the required resources to meet the demands of the
accelerated process. The availability of sufficient clerical
support will be essential.

Revisions to the Survev and Certification Process

It is likely that during FY 1985 certain rules in Subpart S
will be revised. Central office will keep you apprised of
these developments and provide you with the necessary direction
for implementation of any changes to the current process.

III. Training:

This section provides training courses which will be given in FY
1985 by the Division of Survey Procedures and Training. This
schedule should be considered by State and regional offices in
developing and approving State agency training budgets for FY 1985.
Professionals who have completed the basic courses are encouraged
to attend specialty courses as appropriate.

BASIC SURVEYOR TRAINING COURSES (5 DAYS) WILL BE OFFERED AS
FOLLOWS:

Basic Health Facility (6 Offerings)

All courses are scheduled for Baltimore except for two
which are planncd for New York State and Dallas, Texas.

PROGRAM FOCUS: The Basic Health Facility Surveyor
Course is designed to provide the new State agency
surveyor with the skills of data gathering,
documentation, decisionmaking, and consultation as they
relate to health facility surveying.
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Basic Life Safety Code (2 Offerings)

Baltimore, Maryland

PROGRAM FOCUS: The Life Safety Code Training Course is
designed to assist Life Safety Code surveyors to
effectively perform fire safety surveys in health care
facilities.

Basic Laboratory (1 Offering)

Atlanta, Georgia

PROGRAM FOCUS: The Basic Laboratory Survey Training
Course is designed to provide a uniform understanding/
interpretation/application of laboratory regulations
and to provide a technical update to State agency
surveyors and regional office consultants.

PRIMARY TARGET GROUP: All newly employed surveyors who
have completed an orientation program and who have not
previously participated in a basic surveyor training
course.

SPECIALTY SURVEYOR TRAINING COURSES (2-3 DAYS) WILL BE OFFERED
AS FOLLOWS:

Management Develosnent Workshoo (3 Offerings)

Baltimore, Maryand

PROGRAM FOCUS: The Management Development Workshop Is
designed to provide first-line and mid-level
supervisors with the knowledge and skills needed to be
effective managers within the Medicare/Medicaid
programs.

PRIMARY TARGET GROUP: First-line and mid-level
supervisor whose primary job responsibility includes
the day-to-day management of the survey and
certification process. Preference should be given to
newly hired supervisors.



182

Page 6 - Regional Administrators, Regions I-X

Surveying for Quality (2 Offerings)

Chicago, Illinois
Atlanta, Georgia

PROGRAM FOCUS: The Surveying for Quality course will

focus on current information and preferred standards of

practices indicating quality of care and supportable

with current regulations.

PRIMARY TARGET GROUP: Surveyors with training and

experience as a health care professional, e.g., nurse,

dietitian, pharmacist, etc.

Interoretatlon and ADDlication of Patient Care and Services

Survey Tool (PACS) (5 Offerings)

Baltimore, Maryland Chicago, Illinois

Atlanta, Georgia Seattle, Washington
Dallas, Texas

PRPGRAM FOCUS: This PACS course will focus on the

proper utilization of the PACS instrument in the survey

process.

P.IMARY TARGET GROUIP: Surveyors who devote 50% or sore

of their time to the surveying of long-term care
facilities.

Priority Survey and Certification Procedures Workshop

(3 Offerings)

Baltimore, Maryland

PROGRAM FOCUS: This workshop Is designed to assist

regional offfice and State agency personnel to apply and

interpret policies and procedures regarding adverse

actions and any new survey and certification
regulations (Subpart S).

PRIMARY TARGET FOCUS: Regional office and State agency

personnel with pricary responsibility for a major

survey and certification activity.

ICF/MR (2 Offerings)

Denver, Colorado
Atlanta, Georgia
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PROGRAM FOCUS: The course is designed to provide the
generalist surveyor with information regarding
developmental disabilities and surveying for the
existence of active treatment. It will provide
technical assistance in the interpretation and
application of the Federal regulations.

PRIMARY TARGET CROUP: Surveyors with limited
experience in surveying facilities for the mentally
retarded.

Workshoo to Dcvelon Problem Oriented Training Courses
(2 Offerings)

Baltimore, Maryland
Denver, Colorado

PROGRAM FOCUS: This workshop will focus on course
development utilizing various data sources in the
regional offices and State agencies.

PRIMARY TARGET GROUP: State trainers and coordlnators
whose primary responsibility is to identify training
needs of survey and certification personnel.

EQUIPMENT

In addition to these courses, consideration should be given to
purchasing equipment (such as microcomputers, video cassette
recorders, and slide projectors) to support and utilize newly
developed training modules.

Training costs should be reported as an exclusive budget line
item. In your instructions to the States, please remind them
that this is a restricted line item and may not be rebudgeted
without prior written approval from the regional office.

IV. Financial Management Guidelines:

The State Operations Manual (SCM), Part IV Administration and
Financial Management is the technical guide to be used in the
preparation of the State's FY 1985 budget submittal. Section
4010ff, "The Annual Activity Plan," should be carefully reviewed
and followed in conjunction with this letter. Part III of the
Reeional Office Manual (ROM) contains information relevant to the
budgetary process with regard to regional office requirements.
Both manuals were recently revised (refer to S0O4 and ROM
transmittal documentation dated December 1983) to provide improved
direction for State submittal of budget requests and regional
office approval for both long-term care and non-long-term care
survey activity. Federal Management Circular No. A-87, 'Cost
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[ Faceimile or HCFA Memorandum received In illegible condition. ]

DEPARTMENT OF HEALTH AND HUMAN SERVICES

AUG 9 1984

[From] Director
Health Standards and Quality Bureau

[Subject] Time Limited Agreements

(To] Associate Regional Administrators
Division of Health Standards and Quality
Regions I - X

Reports of recent ROPES [Regional Office Performance Evaluation
Survey] findings Indicate some Inconsistency among Regions in
implementing time limited agreements and other Subpart S
requirements. As I noted In my January 27, 1983 memorandum
(attached), the conditions under which we implemented interim
policies for flexible survey cycles for long-term care facilities
have changed.

It is clear that Congressional Intent and the commitment of the
Administration is to enforce the requirements of Subpart S. In my
January 1983 memorandum, I noted that due to the logistical
problems we would allow a liberal phase-in period for returning to
full compliance with Subpart S. I would expect that by this time
we would be in full compliance with all provisions. If you have
not yet returned to full compliance, you should move aggressively
toward that end.

Philip Nathanson

Attachment

cc: Director, OSC
Prepared by: H3QB/OD/TMorford:jgX7191O:Doc No. 7779A 8/8/84
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Health camC
DEPARTMENT OF HEALTH & HUMAN SERVICES Financing Adrmnisalbtion

2901 Thid Ane
Se"tle. WA 98121

Septeaber 6, 1984

Conrad A. Thompson. Director
Bureau of Nursing Home Affairs
Department of Social and Health Services
M/S OB-31
Olympia, Washington 98504

Dear Mr. Thompson,

We are enclosing a copy of State Operations Manual draft revisions to
Sections l12O and 4000. These instructions will revise current termination
procedures for Medicare and Medicaid.

Please review these procedures and be prepared to implement them by
October 15, 1984. Our Central Office has advised us these procedures will
receive final clearance by that time and will be effective then. Your State
Representative wlll be In touch with you concerning training you and your
stafT.

We will find It useful If you will telephone us with ary questions you have
about the procedures by Septeaber 20, 1984. In doing so. please consider
whether our tentative view that the current State Litters 132 and 147 can
remain relatively unchanged for Category I termination actions.

We have also enclosed copies of the Regional Office manual revisions for your
information.

Sincerely,

Donald'K. Jeques. Sr.. Chief
Survey and Certification Operations Branch
Division of Health Standards and Quality

Enclosures

RECEIVEO

SEP 1 01984
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[COMITEE STAFF NOTE: This is an excerpt of the Draft Termination Procedures sent out
to the States and Regions in September 1984.1

NM Ibtwfial ae l. Relaced Pages

Table of s Part 3 3-1 tl p )
lactions 3000-3070 con:t'd) 3-3 - 2-25 t23 pp.)
Tble of Cotents, Part 5 5-3 - 5-64 gp.)

aftait 44 5-179 Clfl)
%4kits 41 50 5--83 - 5-190 to pp.)

2US mstsrvil rescr1ctires State Operat Lon manual instructions an Initial provider
Asd suler denials, terminations. nonrenewals and cnancllati at ot tjm-lal~ted

agreeuts. reConeidretio"s and hearings, asd on readMIs ions to the Medicare andNeficaid programa after termination, nocrenewal or cancellation. rh material Laprepared for inclusion in a forthcoming geral evision of the Sat sections endPages do not match tbh parallel sectione and pages of the Ot in it. present
revieion. The material in Its entirety cares t f t _ . ly
thos portions substantively changed hee been bracketed.

Tb& following procedures are substantively dified or are news

Section 3000, Initial Denials.-Subeection B instructs State agencies no forward tothe N records on idntified providers or supliers %ere, tbrough dietntereet,
insufficienx information was furnished to complet a certification.

eaction 3010. Sasis for Terminating. -Subsection 0 discusses tnding oonairetions
in hooing whether to doconent a long-term cars case for termination, nonreneel.
or cancellation. SUbsection F outlnss ths prerogative of MWA to terminate base"
on direct Federal surveys.

Section 3020 Termination Procedures. -Detailed termination time schedules are
provided. Ther are t sedules their use depends on whether or not termination
mist be prosecuted urgently because of the discovery of situations that e inentlyjeopardize the health and safety of patients. haxples of such situations aregiven. Subsection I explains the creumltancees under which the schedules may be
verind. hly regained eooUance warrants en intarrwtion of tmination action.
Mither partial prugress on correctien nor, as eplained in subsection F, _istrvning change of ownership warrant intarruaping the termination action.

Section 3030. tonr ew-l of Tilte d Ahi * section clarifies that
wm i ma he 5ustifled by prist-ent filre to Make corretionee e
t-- dV dtm*e did net jeogardise health end sfety or uetantially limit thepo 4drs ability to reader adequate care. Rowever. there wld be justification
to renew if the providar did correct and the deficiencies later recurred due toconditions beyond the provider s cntol.
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ection 3034, nellation of Tim-limited Aqrosment -Thia section points
st that whore a cancellation clause had made the provider aqrement
conditional upao the correction of deficiencies, cancellation my be invoked
solely because of the persistence of those deficiencies at of the cancellation
date. without the ned to document compliance with the remainder of the
standards.

Section 3070, headmleion to the Program After ilnvoluntary Terinaetion or
Huraen el/esneollation of Provider Aqreeasnt. -Thia section qivee
inutructions for the _ to ateoere in when a Y-y d

_-W 4, aft ra* hiatus of * time periad-Och La determe40-*~ , and

Exhibit 47. Model 9pecial Determination of Medicaro/Itdiceid Involuntary
Termination. -Deleted.

Exhibit 48. Model Letter Notifying medicare/Medicaid faeillties of Involuntary
Sirminstion of Provider Agrement --Editorial chanpes re made to thjs exhibit.

E1hibit 49, Model Publie Notification of Medicare/Medicaid Termination of
,Praidar Aoreemant.-itorial changes only.

thibit 50, State Agency s tLtter to Radicare/Madicaid facilities Sekisg

Reademision lfter Involuntary Termination --This exhibit to revised to reflect
new psocedures for readmission following involuntary termination.
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Tula OF C

Cpter 'Mre

Seetion Page

Initial DOnials . . . . . . . . . . . . . . ................... 3000
Bsasi for Termimating Provider Agreements or

Terminating Overage of Services - Citations
and Discsion .... . . . . . . . . . . . . . . . . . . . 3010

Voluntary Termintil by Provider/Siipler ... . . . . . . . 3012
Abdicate Institution Goes Ot of 3usi nes . .... . . . . . . 3014

Terintion Proce-res .*. . 3020
Termination - Documentation " uirement . 3024
Preparation of Narretive to Acco~any

Termination Mcomnendation ... . . . . . . . . . . . . . . 3026
Nonrenawl of Time-limited 4greements ... . . . . . . . . . . 3030
CncelIation of Time-United agreements ... . . . . . . . . . 3034
ftr.rdinq Termination Pscommendation to the RD ... . . . . . 3040
Metice of Termination .... . . . . . . . . . . . . . . . . . 3042
Additional Comnieations vith Provider or Suppliers ..... . 3044
Provider or SupplLer Undergoes Change of Cwnerahip

D ring Termination Proceedings ... . . . . . . . . . . . . 3046
Pconsaideration Procedures - Title XVIII, XVIII/XIIX ... . . . 3050
Appeals of Ifterse Actions for Title XXX Skilled

Aneing and Intermediate Care Facilities .3.0.0. . . . . . . 3Z60
Readmission to the Medicare or Medicaid Program

After Termination ..................... .. 3070

3-3

3 -3
3-6
3-7
3-7
3-12

3-13
3-15
3-16
3-18
3-18
3-18

3-19
3-19

3-20

3-22
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' DRAFI
May Meterial Page no. _____________

Table of Contents,
Capter I 1-1 -1-2 (2 pp.) 1-1 - 1-2 (2 pp.)

Sencims 1200-1225 1-71 - 1-73 (O pp.) 1-71 - 1-77 (7 pp.)
Tabl, of Conteats,

chapter 4 4-1 - 4-2.1 (3 pp.) 4-1 4-2 (2 pp.)
SectiUon 4000-4331 4-3 - 4-28.2 (28 pp.) 4-3 - 4-30 (28 pp.)

Sectio 4560.1-4670 4-41 - 4-42 (2 pp.) 4-41 - -43 (2 pp.)

Table of Contents 6-1 - 6-2 (2pp.) 6-1 - 6-2 t2pp.)

Qhaptar 8 6-5 - 6-6 (2p".) 6-5 - 4-6 (2pp.)
Exhibits 4-32 - 4-44 6-65 6-65 - 6-68 (24 pp.)

Mahibit 4-97 (Cont.) 6-1l9 - 6-190.3 (5 pp.) 6-19 (1 pW.)

matarial o HQA'e authority under aection 1910(c) and 42 Cd 42.30 to lecok
behind a Medicald-oly providers approval and either reverse that approval

or determine that Fedral f oancial participatio3 will be reduced because the

approval ts procedually in error. has been updated. Material formerly

appearing in sections 1203-1225 has been arqed with the chapter an adverse
ectitos.

Procedures to be foll*Wd when terminatien actio is required have been

revised, eaanded, and clarified.

Sectito 1200, Look Behind Authority of HYA. -Editorial Chafes only.

Sectlie 1201. Medicaid Stater J. ' Cusit tate re ana
Determina tio.-This seetio is addd to amplain tt if the d d state

agefcy believes that the State survey Agency's certification acti= Is

erroneoum. it shoold ctotact the ESQ-1R to facilitate a reiolutio.

Section 1202 Monitoring 1sponsibilities of the RMSQ-. --ThL secti=o is

added to include speefi areas of * e responsibility for a.itorinq State

agency activities attendant tn the iesuance of Medicaid asrents.

Section 4000, Oenial Notcs. -dtorial changes only.

Section 4100. Athority o Terminate Medicare and Medicaid Partc tion.-

this sectimn is sensed o include look- bind authority, editorial ehangs.

and clarification that copance My not be certified whoen conditios of

participation arenet Mt.

i Section 4100A. c ne vith Cdit of
toveraqe. -This Mcti 1 revised to clarify at predar'sleuppliar a
Colieane cannot be c rtified besed on a plan of correction.

cc el
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S sction 4100B. Violation of Provider Agrements. p7 S nctious, Progr Abuse.
*tO.-Editorial h-nges only.

Section 410CC. 'zook Baud, OncsllAt!4m o bJcid 3Ligihilty.-This
sectica La edded to reference aderse action as* tutoy look behind

s1thority.

Se*tion £101, Teriatio Procedures. -This section has been added. it
aPecf-sa procedures &ad prcesazin timefrans which must be followed when it
LE datarmined that a provider or supplier should b terminated. he asetion
requires that on of tw termination proceadurs be followd depending on --he
nature and effect of the deficiencies.

Section 41011tUncomliance, with th or Mre Cnditions of Particiation orzvereqo and the Deficiencies, Aloe or n oimtio Po. n S-diate or
Serio e tO Patet eth or at. -This sction provides procedureswhich meat be followed when the State agency or F~A find that cited
deficiencies poe an imdiata or serious threat to patient health or safety.
Also includsd are criteria to be pplied in detarinng whither en med-ateor serious threat sxints. This section clarifies the re~sponsibljties of the

RCi and the Stats agency in processing this type of termination. These
procedures should be applied only when there in a clearly docmented th_,a to
patiants And expert tstimy a av ilbl o to *uport that finding.

Section 41013. railur to e e or r ditions of Partication or
-verage and HRC or Sa Me mines thtCited ceficienciesAoeor in
000ination, Limit the Provideres/SupLier' a Cacit, to PurDih en Adequate
Level or Quality of Cra or Serie -Th ection provides procedures to be
foTl.d whore tUrdirAtimn action is reqirod bht the deficiencies do not pose
en IMediate threat to Patients. This Procedre reflects the lesser imact on
patients by Allowing, procedurally, the provider or supplier nor* time to
achieve cOMPiance with the Conditicns. owevr, this section clarifies that
a plan to correct is wither requested r a substitute for cple nce.

Section 4101D. Termination Action Based an onsite -!erml Svey - This
section in addsd to require that toemination action be initiated end developed
by the SQ-R when a *ederal survey team determines dLng an ansita surveythat deficiencies pose an im*diete o srious threat to patient health or
s 

-fetJ

73-435 - 87 - 7
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Section 4102. tagionl office Cearance Procedbue-2nouCipu5Jnce with the

Cnditioni of Particiption Or uverg.-This section is revised oh
editorially *a4 oSubgtntivtly Ptevisions clarify longstanding interpretations

and policies and cotform the#* procoelres to the procetires included in
Section 4101.

Section 4103, PaLl. or lful to Disclose snship and Ctro1 interest
information. -9ditorial changes only.

Section 4104, Documentation hide LiTst-NoncopltanCe With the Canditions of

Participation or Ckv-rag. -This section is revised to clarify that: (1) the
proider'u/suPLiapr's opportunity to correct falls bet-s*n the citation of

deficiencies and the effective date of termination i.e. a plan to cor-ect is
not required to document *opportunityll (22 consultation by the State agency

consists of notifying the provider/suppliar of the requirements and what might

be done to achieve compliancet and (3) that terminetion action may be taken

whether or not there is en adverse effect on p tient ha-th or .

Conditions of Participation or Coverage. -This section and requirement has

been deletd

Section 4106. _Docentation Wide List - Terminations for oncomliance with

Section lS6 fb)(2)A) and (C Thi section has been deleted because the
RSflD is not the cooponent responsible for documenting these kinds of adverse

Section 4107, Provider Agneement Terminations-Violation of Section
1366{b)(2)) and * c)-raorwrding Qess to Central Office.-Editorial changes

only.

Section 4100. Cntral Office Actions-Violation of Section 1ISE(b)2)(A) and

TC) -This section has been revised to eliminate many types of terminations

not processed by the Mg-go.

Section 4110Z. Public kotice - Involuntary Termination for Ib Ha2.h

Agenie-s -This section was revised by Section 234n of the Deficit Radtion

Act of 19M4. Pyments to home health aencias following termination will be
limited to 20 days followiny the effective date of termination.

Section 417. Billinq After Provider Termination or aneollation.-rGltorial

Section 4110, escindiog or Postpoing the Effective Date of

STerminetton-Conditions of Participation or Oevragt. -This section is revised

% to include cri ing or PCUt.to. Aleo included
are sriteria be applied to determine whether an allegation of correction is
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Secgion 41.20. Iadmisain to r lt sY S a e tica,oae.Lhton at er reaw 1rve ler~em t, ator o80"wn -ftrumtion of EU on. --Thim- section is amdd to definefassuranie, a provision which wiU1 be &wVUd to insre that thecm" for termination will not roor. This section requires docmented andongoing comlance for varying periods. depending von the nature of thedeficincies and the provider's snd facility's coplanc* history. Also.included ar special procafres to be followed when tarmination actionizsuant to section 4230 (Look Schind) is taken.

Section 4125. peadmision pollowin Voluntary withdrawal from ProgiLpation.-Ts _section is addd to clarify that voluntary withdraalfwo he pigra following the initiation of termination action vill notpt the rovider or spplier from the readmission restrictions iposad
foliating termination a*tion.

S cti 4200, seca'l sidermtions in rinsating Tua LimitedAenet -ditorial = changes only.

Section 4202. Cencellation Clause-RO Processinq Dcumentation for Health andfe Findins. -ditorial changes only.

Section *206, Nonrenew 1 of is-mted t -hS sin containsior tecnical and editorial anges to clarify that deficiencies arenot required to have an imediate adverse effect on patients to causenonronwal of the agreecent.

Section 4213, state Agency Zntermadiary Notice. -Editorial changes only.

Section 4215, Proidr A tion of arrction -Thi section is revised toinclude a crss reference to Section 4118 and other editorial changas.

Scn 4230 TerInatinq Mediccaid Provider Institution 's 2ligibili Based on~took Sehind DatermLnAtion.-Thi. section contains a revision to clarify thattermination action may be taken based on clear documentation that the provideris not in compliance with major program requirements. Also. included is across reference to Section 4101.

Section 4235, Oi1s Fnc. of PFderal PFnancial ParticnoIio IP) to a Stateecause Sta n . to Follw Cerrect Cortifition P e res for
Medicaid Provid. r-Thi section contain minor revisions to clarify thenecessary notices when a Medicaid provider agrpeent is considered ovealid forlip purposes.

Section 43S1. Notification to the Cerriers and Public that a AOnLier Sam ennted. -inor editorial changes.

Sectn 440., 1 rin on Section 1910(c) Cancellation of MedicaidRligibilit - secti contains a minor technical change to correct theaddres to which a provider 'a haring request Should be sent.
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exhibit 4-31. Supplier That Res Ceased or U ceasing Cperatlo. -tditora'I
eangeus nlI.

bdiibit -A-33. special Determi7-Atin of Mvdicare lnvolunta-v
Terination. -eted.

Echibit 4-33. Provider Not in ompliante with Conditione of Participation that
h Submtted an AeaptaSble Plan of Correction. -Ddibit is deleted because
ia inconsistent Wth procedues detailed elaevhere in this Part.

Ehibit 4-34. Notifi Provider of Pending Pecouendation for Tnvoluntarv
rmnation.-This exhbt is revised to conform th* letter to procedures

found elsewhere in Section 4100ff.

E.hibit 4-35. Model tAtter to Provider/Ouppl er WIarning of Possible
Termination. - itorial changee only.

Sxhibtt 4-36. Noting viously Vproved supplier of a Pendirg
Termination-Thia model letter Ls revised to conform the letter to procedures
foond elsewhere in ection 4100ff.

Ehibtt 4-361 Notifying Provider o Involuntarv Trmination of Provider
Agreement. -The model letter re d to include the readmission
reetrictions. other editorial changes, and to remove reference to the Barlesor
Amendment.

Dxdibtt 4-3_, 1otifying Medicare siled Nuoring teility of Involuntar
Termination of Provider agreement .-This letter is revised to include the
readmission restribtions and other editorial changes.

Zdhibit 4-40. Notifofing Prinualy Awrovd oraer of Partial
Termination. -Thi odel letter is revised to update oryanltat l
designations and addre es.

lxhibit 4-41, notifying Previously Approved supplier of Trination --This
model letter is revised to uvdate orqenisatioral designations and addresses.

BUbit 4-42. ftice of mre I of Agreament.-his model letter is revised
to te or zmnatil desigmaieuMS end other editorial changes.

_ibit 4-43, Puc Notification of Medicare Termimtlia of Provider
Agromment. - itoriael ,n"a only.

hbdtIht 4-t4, AcknwledgSing lquest for Nearn -Editorial changes only.

_hibit 4-97, (Continued). Model Letter Notifyinq edicad kiled Mring
Facilfty of Cancellation f roaofEii Iit to Lgeiiete. -A minor
technical change Ls added to this exhibit to udate the addreua to which a
provider's hearing request should be "nt.
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a~Mble 4-971.. Prg flmZry Notice to Medicaid Ptovider of Cancellatian of
of _ibe e fte TMS 1dt letter is added to proride

ot call po ei bct a t! e fat eti StatUtOry notiee
re airU3ets

t 4- , Notice of cellaton of Rrovl of eLili to
atloietai D~edk te or iertouo thrat to Ptlee aodel letter is

added to clarify proeduree to be follewd when t teo atcion 1910(e),
the o doecarmioa that a *prwlder s deficisnMieu posa A immediate or serious
th eat to patient health or safety.
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Pme 4

13 a~l arrFO.cIOs

=a1PT t R zvrzw or PowrR cfliflcA?!os

Preceusing Stat.. Ageny (A)Cartificationc Section Page

Medicart~eMdlca.id Cartificatis- Responsibility ..........aili . 1000 1-3
Revijw of State A4 ncy cer tifion ........................ 1001 1-3
Obj&C-CiV6 of PC Certification R e ve*w ........................ 1002 1-3
Previously Participating Medicare Provider's ................. 1004 1-5

lquest for Readmission
Requyatinq Additioaal Stat. Agency Dev eloplant ............... 1010 1-6
Proc-esing the Ownership and Control Xntarot ...............t. 1016 1-7

Disclorure Statement (RCT7-1513)
Deferred Approvals CSospital Only) .......................... 1022 1-a
Processing Cases tnvolving Separatt Coaentitis ...........t . 1030 1-9

ender Medicare
Zntermediary Assistance On Cobt Re porting .................... 1032 1-10

conaidarations Ln Distinct Part SNW Medicare
Cnrtific tion

Certification and Transmittal (RCTJ-1539) .................... 1050 1-10
Intermediary ein-Zn Activities ...............................* 105 1-12
Assignment of Provider and Supplier identification *........... 106 1--12

Nuabers

Additial Certification Procedure* and Activities

Variations iz Certification Procedures Requiring ............. 1100 1-19
Additianal PMgial Office Review

Cartificatiax asues rPlating to Clinical .................... 1104 1-21
Laboratories

Laboratory Personnel Qul.afication .......................... 1106 1-21
Bandling Complaints Against Partici agting .................... 1130 1-22

Facilities
Utilizatiax of NMIE asultants in Certificatili ..... ........ 140 1-25

Validation, and CopLlInt Surveys of
Psychiatric HIspitala

Strikas at Participating ictsev .. ........................ 115 1-26

ANAMatory Surgical Cantors . ................................. 1155 1-27
PUl Health C2inics ......................................... U160 1-27
Camtificticsk of lristian Science Sagatoria ................. 1. L165 1-29
Zw-neion Cits of CUtpatient Physical Therapy/ .............. 1166 1-30.1

Speech Patholog Swryoes
Physlcal herapits in Independent Practice .... .............. 1167 1-30.3
Carehrensiv outpatiant RahabiLitation ?aeilitiel ........... U68 1-30.3

Bpecicl Actions Required to Approve yotroctive
Participetion of CORPs )aking Request On or
Before Tnuary 15. 1904

AM.
1-1
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PAN 4
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Health "ytoe agencio SI . ...........................e * 1170 1-34
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of fteuptio
now Tork Se sta vt .................................. 1194 1-59
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=1A 7rogrsa Charts . . .............. 196 1463
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September 27. 1984

Donald K. Jaques. Sr., Chief
Survey and Certification Operations Branch
DOvision of Health Standards and Quality
Reg10n X Mail Stop 409
Z901 Third Avenue
Seattle. Washington 98121

Jeer Mr. Jaques:

This letter is in response to your Septeober 6. 1984 letter transmitting the
revisions to State Operations Manual (SOM) Sections 1200-40C0 and soliciting
cxzments and questions by September 20, 1984. As discussed with you by
phone on Septeember 20, 1984, this letter will provide written notice of some
of the major concerns of the State of Washington regarding the proposed
termination procedures scheduled for implementation on October IS, 1984.

The State of Washington hereby officially requests that the implementation
date of these termination procedures be delayed until such time as represen-
tatives of HCFA and state licensure/certification programs can meet together
and resolve the mrny problems evident in the proposed procedures.

The proposed termination procedures are complex, confusing, and legally
unsound end will have a major Impact on the states and the long-term care
Industry. If imple]mnteas Scheduled, they will place a serious strain on
both state and federal resources to the detriment of the Medicare/Medicaid
programs.

Over the past several years. emphasis has been placed on 'the federal-state
partnership.- Working in a cooperative. mutually-supportive effort. this
partnership can do ouch to secure compliance with rules and regulations and
to advance the quality of life for cur nations long term care residents.
We strongly object to the fact that these termination procedures have been
developed unilaterally at the federal/central office level with no input from
the states. The federal-state partnership has broken down and as a result
valuable insight has been lost.

The states have a clear interest and responsibility In certification issues
and, collectively, they have years of legal experience and expertise dealing
with certification/termination issues. Through precedential experience, the
states have a working knowledge of what processes and procedures are effectual
in actual practice.
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After reviewing these proposed termination procedures, it is our professional
judgment that these procedures are contradictory. open to broad interpretation,
contrary to federal regulation, arbitrary, capricious. and generally Ineffec-
tive. Their implementation would result in legal entanglements sufficient
to obstruct the timely and effective intervention necessary to protect the
health and safety of the clients served. The sections of this letter that
follow outline some of the major shortcomings of the proposed procedures.

The termination procedures are sufficiently restrictive to remve the deci-
sion process out of the realm of surveyor judgment. As currently proposed.
the procedures are self-serving and nechancial rather than allowing exper-
ienced professional judgment and flexibility to act In a canner which Is in
the best interest of the patients. It is axiomatic that decisions should be
made at the lowest possible level.

The termination procedures include a variety of nrew undefined terms which
are not supported in federal regulation. Because these terms have no basis
in regulation, and are not defined, they create serious problems. These
undefined terms will lead to differences in interpretation, misinterpetation,
mdsunderstanding and lack of uniformity of application among the state
agencies. These problems will cause serious legal stuobling blocks in that
admnistrative law judges, hearing officers, and the courts will have to be
convinced by us of the meanings of the terms, and we will be forced to rely
on subjective term rather than objective facts. Examples of some of the
terms include 'immediate threat, 'serious threat,' 'services of an adequate
level or quality,' 'potential hazard,' 'unsolicited plans for correction,'
.early prospect of compliance,' 'credible allegation of compliance.' 'short
form determination,' 'lock out.' 'credible evidence,' and 'reasonable
assurance'.

Many statements in the termination procedures are contrary to federal
regulations. A few examples of this problem are:

Section 3OD0A states that 'compliance may not be certified based on a plan
of correction of the noncorpliance or on a provider's progress In correcting
the deficiencies.' This statement is directly in conflict with federal
regulations at 42CFR 405.1907(a), 42CFR 405.1908(a)(21, 42CFR 442.105(b).
and 42CFR 442.111(c)(2).

Section 3020B states 'do not use the KCFA-2567 to convey the statement of
deficiencies to the providers " This is contrary to federal regulations,
which require the use of official Office of Management and Budget (an ) ap-
proved forms cited at 42CFR 431.610 (f)(1l and 42CFR 442.30(4)

Section 3010 E references 'lock out' of Title XIX provider under 42ZCFR
431.53(f). Our review of the Code of Federal Regulations indicates that
there Is no paragraph If) under 42CFR 431.53.
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Mai'y parts of the procedure clearly indicate that the provider is not to be
allowed to submit a Plan of Correction if termination is being pursued. In
the state of Washington, a decertification case was lost at the State Supreme
Court level, due to this very issue. The Court ruleFUwt the state erred in
not obtaining a Plan of Correction and giving the provider the opportunity
to achieve correction and compliance. While the Code of Federal Regulations
does not specifically require a Plan of Correction in cases where there is
an unmet condition, it is not prohibitive on the Issue either. Most state
administrative procedures acts and due process requirements will allow the
provider to submit a Plan of Correction or other statement of response to a
cited deficiency. We cannot take away this right to respond even though the
Plan of Correction my not be acceptable for recertification purposes.

The termination procedures are written in a confusing unorganized manner.
The procedures for Medicare providers and the procedures for Medicaid
providers are intermingled to the extent that the reader cannot tell which
applies in a given situation. Considering that we have been working with
these program regulations for a combined total of over 50 years and we have
had problems sorting out what process applies to what provider, you can
imagine how confusing these procedures would be to the public, the providers.
or an administrative law judge. The entire set of procedures must be re-
written In clear, concise terms and must clearly delineate and differentiate
the Medicare process from the Medicaid process.

The 'fact sheet' referenced in Section 3026D will add considerable work and
addi tional staff time to the processing of a termination packet and could
cause a delay in timely completion. This fact sheet asks for information
which is difficult to obtain with accuracy and which, ultimately, has no
bearing on the true issue of patient health and safety or the ability
to render adequate care. This information is already available from other
federal resourses as follows:

- Item I on the sheet can be obtained from the Life Safety Code SRF and
Crucial Data Extract.

- Item 2 is information available from the C & T form. Admission
numbers are useless information for deciding the certifiability of
the provider.

- Item 3 Is available through the MMACS data base via the county code,
city code, and data from tables relating to the Standard Metropolitan
Statistical Area which is coded also in MMACS.

- Item 4 information is basically not necessary. Names and addresses
of other providers In the service area is available through IMACS.

Surveyors are required to initiate sustainable terminations when conditions
at facilities call for them. Inclusion of voluminous steps, information
and documentation by the State Agency (SA) simply creates an array of
opportunities for a provider to attack a termination procedure. Surveyor's
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should be required to supply and document only relevant inforration and
should not be required to cite all applicable regulations. An analogy would
be to require a policeman to list the passenger capacity end engine displace-
ment of a vehicle before issuing a citation and to cite all applicable laws
and regulations violated. Implementation of these requirements would create
a severe bugetary Impact and potentially Increase the cost for termination
actions by SOS.

The reliance on Time Limited Agreements and Automatic Cancellation Clauses
causes a tremendous drain on scarce survey resources with no benefit. A
Time Limited Agreement is an agreenent that has a specific ending date. If
no action is taken to continue or extend the agreement, it ends on that
date. In order to continue the agreement, the survey agency must complete a
full survey of the provider no more than 20 days. but no less than 60 days,
prior to the certification ending date. This maens that the provider (who
knows what the ending date is) knows when the survey team is coming within a
60 day 'window.' This means the provider is prepared for the survey and the
survey teae my be surveying under 'artificial' situations. In addition,
this is in violation of Washington state law and federal policy which
prohibit advance notice of a survey.

The primary problem with Time Limited Agreements is the loss of flexibility
of the survey agency. We currently operate with open-ended certification
periods which means that the certification can continue until there is an
action to terminate it. The contract that the state enters into with the
provider contains a clause that either party can terminate with 30 days
written notice; the ultimate effect is that we do have a time limitation on
the agreeme nt. Under the open-ended contract, the state is free to set a
given provider's survey frequency based upon degree of compliance achieved.
compliance history, history of complaints, Inspection of Care findings,
stability of key staff, and history of adequacy of corrective action. In
other words. the state has the flexibility to be truly responsive to the
situation. The 'good' providers do not need to be surveyed as frequently
as the 'marginal' providers and, under Washington's system, they aren't.

Each provider receives at least an annual survey, but when it occurs and how
often is based on compliance. The providers with problems are the ones that
need close. frequent nonitoring. Under the open-ended contract, the state
can utilize its survey resources to do this close, frequent monitoring to
the ultimate end that the patients' health and safety are protected. If we
go back to Time Limited Agreements, each provider is seen on a pre-determined
schedule regardless of how well or how poorly they comply with the regulations.
The provider knows approximately when to expect the survey. Limited surveyor
resources are depleted us there is no flexibility allowed In the survey
schedule. The patients in the marginal homes are not adequately protected.
This is a costly. inefficient, and ineffective system.

Automatic cancellation clauses have no effect. Washington state formally
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wrote agreements with automatic cancellation clauses but found that implimen-
tation of this provision is still a legal termination action and due process
legal requirements pply. There is nothing *automatic' about the concept,
and It is required that we prove patient health and safety Jeopardy before
any termination action can liken. The failure to correct deficiencies,
taken by itself, is not sufficient grounds to cancel a contract absent proof
of jeopardy and harm. The automatic concellation clause concept is well-in-
tentioned, but it doesn't work in practice and should be discarded.

In Sections 3020D(3) and 3026C. the procedure clearly implies that a revisit
iS to occur only if the Regional Office directs that it be done. The need
for a revisiR n best be determined at the state survey agency level by
staff most familiar with the provider, the compliance history and capacity
to achieve correction. For those reasons, the conduct and timing of the
revisit must be left to the state's discretion and Judgment.

In addition, the state agency has authority and responsibility for licensure
of the provider. For that reason, the state must be allowed to revisit
whenever, and as often as needed. The state licensure agency would be
guilty of nonfeasance if it did not conduct appropriate follow-up visits to
assure patient health and safety. Requiring that revisits be conducted only
at the request of. or with the approval of the Federal regional office is an
unmarranted intrusion of Federal authority into states' rights.

Section 3020C lists some examples of situations that constitute an 'imediate
or serious threat to patient health or safety. This section goes on to
explain the timeline for action in such cases and allows 40 days for the
termination action to occur.

We agree that some of the examples shown constitute an immediate threat. In
those cases, the state of Washington currently uses the term "Immediate.'
Immediate threat to us means there is a problem of such severity and/or
magnitude that is must be resolved imnediateLv This requires innediate
removal of patients. In such cases7 we cannot allow 40 days to pass. Unce
we identify the problem we are legally bound to Insure action sufficient to
protect the patients from harm. To identify the problem as an 'immediate
threat' and then to walk away and do nothing further makes the state culpable
and liable, should further harm occur.

Some of the examples obviously do not meet this narrow definition of 'iimediate."
As always, the only person in position to judge the severity and immediacy
of threat is the professional surveyor on site. That is the person we rely
upon to tell us what is wrong and how serious it is. We cannot rely on a
list of examples or 'critical' regulations to make those professional
judgment decisions for us.

With Section 1200 procedure. 'look behind' authority Is expanded to include
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termination of the Medicaid provider certification by the R0 when tMe R0
finds the provider to be out of compliance either through a federal on-site
survey or revi ew of the state agency survey findings. The provisions can
open the door for serious conflicts between the provider, the federal R0 and
the state agency, and increased legal challenges by the provider.

The Look Behind' orovision indentified under Sectons 1200 and 4235 permit
federal disellowar e of payments based on paper compliance rather then
threat to patient elath and safety or the providers inability to render
adequate care. Such anaction would likely be viewed as arbitrary and
capricious and disallowed in -ne courts.

This look behind provision has not defined what procedures' would be Just
cause for disallowance of FFP. Why should the provider and patient be
penalized for the State Agencies alledged failure to properly follow federal
procedures or properly complete federal forms. Should not this and other
Federal guidelines focus on what Is best for the patient?

At the present ti, consistency in determining when a provider is not
certifiable is somwhat maintained. The state agency determines the
Medicaid certification while the R0 determines certification for Medicare
based on the state agency's survey findings and subsequent recomndations.

To Increase consistency and uniformity in deciding certification and termin-
ation actions, the state agency should be held responsible for making
decisions for Medicare and Medicaid. The R0 could then allocate their time
and resources conducting validation survts. look behind, reviewing both
Medicare and Medicaid certification decisions and using the findings to
provide the state agency with consultation and training aimed at improving
the survey skills of state agency staff.

Section 1202 C. Complaint Investigations procedure requires RO's to assume
full responsibility to investigate complaints received for Medcald only
facilities. This Is duplicative of the state regulatory agency as required
by state law, the ombudsmen's office as designated by the Older American Act
and state law, and any referral agency if licensure of individuals are
involved. It is unclear why the responsibility is shifted to the federal
regions and further fragments the Investigative process.

In Section 3070 the examples used to describe how to apply the concept
reasonable assurance' after an Involuntary termination. allow for a wide

range of time periods 130 days, up to one year) before readmission to the
Medicare or Medicaid program. The effect of the examples is that they
established criteria for readmissions which twould create problems for
the state agency and negatively impacts the welfare of the long term care
patient.
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In Washington State. the average occupancy rate of nursing homes is about 97
percent. Relocation of nursing home patients because of involuntary termina-
tion is a tremendous problem. With these criteria patients would have to
be relocated long distances away from family or significant others. With a
high occupancy rate. a 30 day period for relocation is also insufficient.
Eventually. the provider is allowed to be accepted back into the program,
making the relocation efforts moot.

The state agency needs to have flexibility in applying the reasonable
assurance concept. With those providers who demonstrate repeated violations.
other sanctions may need to be considered such as civil fines. stop placement
of patient admissions, stop payment or not allowing the provider to re-enter
the program.

Section 3010E references termination of ICF's and ICF/XR s in those cases of
non-compliance with standards. The ICF/KR regulations contain a great
number of single line standards that have no elements under thee. It is
possible to be out of compliance with that particular regulation but not to
the extent that the standard is not net. Under the current format, we are
forced to show the standard not nfet to cite the deficiency. There needs to
be a way developed to cite against these type of standards but still show
the standards met. Such non-compliant cases would not be serious enough to
mark the standard not met and would not warrant termination.

The instructions are not consistent regarding notification of the SA or RO
regarding adverse action. States are required to keep RO informed but there
is no obligation on the part of the RO to keep the SA informed. This will
lead to lack of coordination, ill-feeling, wasteful duplication of effort
and confusion.

In susmary. we feel that there are far too many serious problems with these
proposed termination procedures to implement them on October 15. 1984. We
reiterate our request to delay implementation until such time as these
problems can be resolved by joint meetings of federal and state officials.
We certainly applaud the effort to create uniform procedures and intermediate
sanctions, but we feel this current set of procedures will cause serious
problems for HCFA and each state survey agency as they will not serve in the
best interest of the patients. We stand ready to meet with you or other
federal officials at any time. Help us to restore the federal-state partner-
ship to the mutual benefit of patients and the program.
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Sincerely,

afth ;~~rrlp H e r Survey Program

;ike r astern Survey Program

tte n. ager Soutfniestern Survey Program

1Y^ r~Osb A nger a orthwstern Survey Program

Ann Maioria t rtPSurvey Program

Darlene Aanderud. Manager and Chairperson
Program Integrity Unit. Compliance Enforcent
Committee

cc: Conrad Thompson
Toe Wailner
John Still
Gerald Reilly

_Pegy Brwn
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Department of Human Resources

HEALTH DIVISION
1400 S.W. 5th AVENUE. PORTLAND, OREGON 97201 PHONE

ctrlOir 2. 1984

MC. mrgaret van-rinqe, Director
'Effl- of Suraey and Certification

11alts Standards and Quality Bureau
184' (:G/yn Oak A--nue
Balti-. o:. :aryland 21207

Dear Ms Vaixiurioge:

I n a-rtitg to express my coicern aboit the State Operaticns Manual
draft revisions to sections 1200 and 4000 ie., terrination proredures
for Meditare and Medicaid.

I w,1id like to request that these revisions be held in abeyance to
allo. tine for co-ents from the State Licensnig and Certific-tion
ASyn. ies. if this extension is granted, am sure that ue can develop
a =mrc uerkable set of procedures.

Thank you for your consideration of this netter.

sinsorely.

-a. t r o- Manager
health acilities Section
Office of Environment and Health Systems

MP cv

cc: Tom Wallner
Pobert DicenSo

AN EOUAL OPPORTUNITY EMPLOYER

rMaI Addi-e: P.O. Baa 31 P.atlnad. 0ngi 97207
_ ~~~ -son u OU U l 8 U YS-76 REV i.79



207

STATE OF IDAHO
= 1:lDZPARTMENT OF HEALTH AND WELFARE

FACILITY STANDARDS PROGRAM
420 West Washington
Boise, Idaho 83720-9990 (208) 334-4169

October 9, 1984

Margaret VanAmringe, Director
Office of Survey and Certification
Health Standards & Quality Bureau
Health Care Financing Administration
Department of Health & Human Services
1849 Gwynn Oak Avenue
Baltimore, Maryland 21207

This office received notification dated September 6, 1984, from the Seattle
Region X office that revised Sections 1200 end 4000 of the State
Operations Manual ISOM), Termination Procedures, were to be implemented
by October 15, 1984. The revisions were enclosed. Unfortunately, other
priorities at the state level often prohibit Immediate review of such
voluminous documents and this was certainly the case for Idaho when the
packet was received. Nonetheless, I apologize for the delay In sending
this letter to you since we firmly believe that there Is some urgency to
the request we are making.

First, we recognize that the central office of HCFA Is presently updating
and revising the SOM. The project we know Is a difficult one and Input
from state agencies may not always be possible for each procedural change
nor is it necessary In all cases. There are, however, certain procedures
that carry such Impact upon the state agencies and providers that revision
In Isolation of those affected is neither reasonable nor practical. The
Termination Procedures which also Include 'Look Behind" procedures and
Time-Limited Agreements fall In this category. For this reason we feel
that the opportunity to review the proposed changes should have been
given to the entitles affected. The state-fcderal working relationship
seems to have been totally Ignored In a situation which calls for a
significantly closer cooperative endeavor.

Secondly, the proposed Termination Procedures were found to be confusing,
arbitrary, and without a legal basis In some Instances. They are open
to broad Interpretation and subjectivity in some areas and totally Inflexible
In others, We found them to be difficult to follow which would naturally
result In difficulty In application. In addition, the substantive changes
will have a serious impact upon the state agency operations as they are
presently funded and planned.

I have had the opportunity to discuss the proposal with representatives
of the Oregon and Washington state agencies who fully agree with these
observations. I have read Mr. Conrad Thompson's letter to you dated
September 27, 1984, and support his comments.
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Based upon the observations and concerns, we are requesting that
implementation of the proposed Termination Procedurea be delayed until
all state agencies have the opportunity to review them and provide
comments to you. This also makes one wonder at the appropriateness
of continuing the planned expensive and time-consuming workshops for
Termination Procedures. Two people from Idaho are scheduled for the
Los Angeles workshop on October 29-30, 1984.

Your attention to the concerns expressed herein and by others Is
appreciated. We are most willing to provide whatever additional information
you need to effect an Improved procedure. Thank you.

Jean Schoonover, R.N.
Program Manager

JS/nh

cc: Tom Wallner
Bee B3iggs. R.N.
Robert DiCenso
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Health Cut

* j DEPARTMENT OF HEALTH & HUMAN SERVICES FInancing Adinistrtmion

2901 Third Are
Seattle. WA 98121

October 12, 1984

Conrad A. Thompson, Director
Bureau of Nursing Home Affairs
Department of Social and Health Services
KIS 08-31
Olympia, Washington 98504

Dear Xr. Thormpson:

Thank you for your comments on the revised termination procedures. Clearly,
you all put considerable effort into your review.

I am sharing your letter with our HSQB Director, Phil Nathanson, so that he
and his staff have the benefit of your views before the Revised Termination
Procedures Workshop in Los Angeles on November 7-8. Additionally, I am
asking that the training team address your concerns during their presentation.

S As I said during our telephone conversation on September 20, Mr. Nathanson
directed all Regional Offices to inform State Agencies to implement these new

bprocedures October 15, 1984. While you certainly raised some important
points, we are not able to set aside' the effective date as you requested.

I would hasten to add, though, that our Central Office is Impressed with the
aggressive approach taken in our locally developed SA and RO termination
procedures. Thus, I am confident a reasonable approach will be taken to
'converting' from what we developed to the new procedure.

Again, I appreciate the thoroughness of your review and conments.

Sincerely,

Donald K. Jaques, Sr., Chief
Survey and Certification Operations Branch
Division of Health Standards and Quality



210

DEPARThIENT OF HEALTH 4 HUMAN SERVICES HhC w cbw A

_4 - WINe SWHwf, uw MaW 81-
s 848 Havn Oa Awofs
BWMam md 21207

OCT I 8 l984

Dear Parricipant:

Du to delays in the issuance of the final policy, dates for the Revised
Termintion Procedures Workshop have been changed. The revised dates are:

Bovenber 7-8, 1984

Holiday Ian Downtown
750 Garland Avenue at Bth Street & Harbor Freaway
Los Angeles, California

We apologize for the iwconv oieuce these changes may have caused you. If you
hbe, any questions regarding these changes, pleas call Ms. Carol Horton at
(301) 594-3212 or PTS 934-3212.

Sincerely yours,

lter Herten DIrector
Division of Survey Procedures

and Tr-ntaing
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MEMORANDUM DEPARTMENT OF HEALTH AND HUMAN SER~tES

M ErHEALTHCAR MAiaG ADmISTlATW
REGION v - C"ICAGO

All Staf f
TO Survey and Certiflcation Operation Branch n,&tt 1g Octer 19S4

FEOM AseoCiat. Regional Administrator
Division of Health Standard & Quality

SU5iSCT: freedited Processing of Long Term Care Recertification.

All Long Term Care (LTC) recertifications are now being entered into
MNACS immediately after receipt at the mail desk, The main benefit
of this procedure is to eliminate review of thqe recertification.
received fIrm the State Agencies which have few or no deficiencies.
thereby enabling us to concentrate SCOB efforts on problem cases.
This procedure will also facilitate a consistent, professional moni-
toring of both Medicaid and Medicare facilities.

The LTc recertifications vill be input into VitCS by the certification
cleria, after which a WJACS Table 13 Individual Facility Profile'
(IvP). will be generated for each case- Uing the criticaI element-
control sheet, copy attached, as a screening device, the certification
clerks viII identify the critical a:enents wh-rh are not met. on
both the 2PI and the critical element/control sheet, nd detemrine
whether the cases are routine recertificationa or problen cases.
The routine cases will be certified by the certification clerks and
filed by the secretries with no additional review, in the first
week during which the procedure wa inpleented approaizately 70 to
75 percent of the LTC Recertifications received fell into this catgory
and regqired no profesei.nal review

Proble e.sen Reviewd by SCOD

The following criteria will be used to identify ShT problem cases,

Two or more critical elements ton the critical elanent/control
sheet) under one condition of participation are not met.

(2) A Total of sim critical elements are not met.

(3JAny condition of participation or statutory requirement is not
- set.

Any lIcr Which has ais or more critical elements not met will also be
considered a problem case for professLonal review by SCM.

'ENERGYWISE t tCOOMiZE
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Action taken by SCUn on Problem Cases

The critical elements/control sheet will be mintained by the seers-
taries. The l'e showing the critical, elements that are not met.
together with the rest of the recertification mteriel and the file,
will be given to the State teams by the secretaries . The State team
will review these races 11I of which represent potential adverse
actions, * take one or ore of the following actions

(1) Imediate termination under the revised termination procedures
(Sai AD00 end PRO 4100) in those situations where the deficien-
rice pose an immadiate or serious threat to patients health and
safety as described in SO 3020 C.

(2) Termination where SCO's review indicates that one or sore
ronditions of participation are not met.

(3) Cancellation of the provider greent

(4) benil of FT0 under old or ne_ tonk Behind- authoity.

(S) Frovis:un of a short term aureenent or autonatic cancellatior
clause .

(6) ecor;tact with the State aqency for additional information and/or
verification that the deficiencies have been corrected.

(7) Update MrACS data, if necessary.

After *all ctions have been taken by SCOn, the final disposition of
the case and the date of the last action should be entered in th
appropriate space on the critical ele-nt/control sheet, If the
decision is made to recertify the case the rationale for such decision
eFt also bh cha.

A staff meeting to dicuss this proc-dure will be held on Cctober 19
at 2:00 P.M. in the SCOS work area.

(l-tzpr 6e (U -,
Robert 5. Cullen

Attachm.ent
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DEPARTMENT OF 50CIAL AND HEALTH SERViCES

November 6, 1984

Margaret VanAmiringe, Director
Office of Survey and Certification --
DHHS, HCFA
Health Standards and Quality Bureau
1849 Gwynn Oak Avenue
Baltimore, Maryland 21207

Dear Ms. VanAmnringe:

We received the redraft of the proposed termination procedures and appre-ciate the opportunity to comnent on them. (T)commend the decision of theHealth Care Financing Administration to caniel the implementation of the
proposed termination procedures and scheduled training.

The redrafted termination procedures were reviewed by survey and c
ance enforcement staff of the bureau, a physician from the Division of
Medical Assistance and a representative from the state Attorney General'soffice. Their comtents, which are enclosed, find that the procedures
still contain major deficiencies.

There are two aspects to the termination procedures, which deserve further
comment. First, intermediate sanctions, provided for In the Ornibus Recon-ciliation Act, are not included In the procedures. They should be. Inter-mediate sanctions are a critical component of the regulatory process. The
ability to stop admissions of Medicaid and Medicare patients is the mosteffective tool for assuring the protection of patients and timely correc-
tion of deficiencies. There should be a provision for civil fines.

The second aspect is the Reasonable Assurance concept. This concept por-tends the most serious consequences for Medicaid and Medicare patients.
To preclude provider participation in Medicaid or Medicare for short per-
iods of time, less than one year, is detrimental to patients and punishes
the wrong party. It will prove profoundly disruptive to effective admin-istration and will not serve the best interests of patients. It is my
most urgent request that this concept of Reasonable Assurance be carefullyre-evaluated and a sensible policy be developed.
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Margaret VanAmringe
November 5, 1984
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I understand that Mr. Lou Remily. President of the Association of Health
Facility Licensure and Certification Directors, will be in contact with
you soon. Perhaps, you and he could discuss how the Association may be
of assistance to you in establishing effective termination procedures.
If a work group is established to achieve this end, the inclusion of con-
sumer and industry representatives on such a work group merits considera-
tion.

We welcome the opportunity to work with you to assure our mutual goal of
quality patient care. Please call (206) 753-5840 if we may be of assist-
ance.

Yours truly,

Conrad Thompso'?
2 irector

Bureau of Nursing Home Affairs

CT.sc

Encl osure

cc: Lou Remily
Gerald Reilly
Joseph Anderson
Jean Schoonover
Peggy Brown
Wesley Brock
Sharon Morrison
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ANALYSIS OF DRAFT REVISION
TO STATE OPERATIONS

MANUAL

The October Z6, 1984 revised draft of the State Operations Manual
(SOM) termIination procedures have been studied by staff of the Bureau
of Nursing Home Affairs, the Division of Medical Assistance and the
Office of the Attorney General of the state of Washington. The
resulting analysis conments on strengths and weaknesses of the
revised draft and includes suggestions and proposals. Several
sections of the September 27, 1984 response letter to the original
SOM proposal are also included. These sections remain concerns
and remain unresolved in the latest revision.

We clearly support the need for clarification and delineation
of federal and state roles, and responsibilities for ;edicare actions.
Such clarification will augment uniformity of expectation and action
among the ten regional offices and all states.

The concept of global directions relative to Medicaid actions is
supported, but it is strongly maintained that the actual mechanism of
action and the supporting of professional judgnents and decisions is
best served by the state agencies.

The states have a clear interest and responsibility in certifi-
cation issues and collectively have years of legal experience and
expertise dealing with certification/termination issues. Through
precedential experience, the states have a working knowledge of what
processes and procedures are effectual in actual practice.

The contents on Sections 1200 and 4253 regarding "Look Behind" and on
the complaint investigation section (Washington State's September 27,
1984 review of draft SOM revisions) remain as concerns. This latest
SOM revision did not include these portions; it is unknown if these
sections were .odifled or not.

The revised SOM sections are somewhat improved compared to the
original version; however, it remains our professional judgment that
these procedures are contradictory and open to broad interpretation.
Their implementation would result in legal entanglements sufficient
to obstruct the timely and effective intervention necessary to
protect the health and safety of the clients served. Exatirples of our
concerns follow:

INTERMEDIATE SANCTIONS:

'le strongly support the need to develop intenrediate sanctions
in the Medicare/fledicaid programs. This encourages the provider to
secure compliance with rules and regulations and to advance the
quality of life for our nation's long term care patients. The use of
Intermediate sanctions, prior to implementation of program termination,
clearly best serves the Interest of the patients.
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The Omnibus Reconciliation Act (PL 96-499) of 1981 gave the Secretary
of DHHS authority to impose intermediate sanctions to providers who
were substantially out of compliance but did not have deficiencies
that irmediately jeopardized the health and safety of the patients.
An intermediate sanction that has been i;ost effective under these
circumstances in Washington State is the stop placement of all
patient admissions.

Stop placement is effective because it:

- Assures protection of patients.

- Ooes not require relocation of patients already in the nursing
hone.

- Assures an opportunity to and tirely correction of deficien-
cies. Admission of new patients with complex care needs does
not occur. Facility staff can focus on meeting the care needs
of the patients renainin4j in the nursing home.

- Speeds up the process of correction without compromising
quality. The longer the stup placement is in effect, the
greater the provider's financial burdens. The stop placement
should nut be removed until the survey agency confirms correction
has occurred and systems are in place to assure lasting correction.

Consideration must be given to adding this very effective intermediate
sanction to the proposed termination procedure.

The development of SOM sections, which address the issues of intermediate
sanctions, termination procedures and guidelines for Medicare and
Medicaid, requires a joint work effort on the part of federal and
state officials. Such SOM sections must be legally sound and have as
their primary consideration, the well being and protection of the
patient.

Procedures for adverse actions which detail roles, responsibili-
ties, authorities, and tinefraries for action have been developed
by the state of Washiogton in coordination with the Region X Regional
Office. These procedures have been proven to be effective, efficient,
legally sound, beneficial to the interests of the program and, most
importantly, in the best interests of the patient. Representatives
of the state of Washington would be willing to reet with HCFA Central
office as part of a work group to draft effective SOM procedures
that will be acceptable to, and usable by all states and regional
offices. To reiterate our Septe;iber 27, 1984 position, we stand
ready to meet with federal officials at any place and at any time to
assist in the resolution of problems and the development of sound,
uniform procedures.
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TERHINOLOG"

The termination procedures include a variety of new, undefined
terms which are not supported in federal regulation. Because
these terms have no basis in regulation, and are not defined, they
create serious problems.

These undefined terms will lead to:

- Differences in interpretation, misinterpretation, misunder-
standing and lack of uniformity of application among the
state and federal offices,

- Serious legal sturtling blocks in that administrative law
judges, hearing officers, and the courts will have to be
convinced by us of the meanings of the terms, and

- Forcing the SA to rely on subjective terms rather than
objective facts.

Examples of sone of the terms include "imiediate threat," "serious
threat," "services of an adequate level or quality," "potential
hazard," "unsolicited plans for correction," "early prospect of
compliance," "credible ailegation of compliance." "short form deter-
mination," "lock out," "credible evidence," and "reasonable assurance."
Section 3725(B)(2), at the bottom of page 3-188, states a decision for
a condition to be not met be based on a "subjective observation?"
This seems to be a contradictory term.

CONFORMANCE WITH REGULATIONS

The proposed termination procedures create legal problems. A
review by a Washington State Assistant Attorney General produced
the following comments and questions regarding vague, often con-
tradictory language:

- Page 3-179, 3720 initial Denials B. Vacated Actions which
are not Denials.

It is unclear when you proceed with a denial instead of a
vacated action. The provider rntist still receive due process.

- Page 3-182 F. Termination Action Based on On Site Federal
Survey. "Survey findings and factual development are the
responsibility of the kO, although the SA may be asked to
assist in documenting or developing aspects of the termina-
tion." The assistance with documentation or developing
aspects of the termination requires further clarification.
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This would result in an additional workload for the state
agency. This raises the question of whether or not federal
funding would be available for the increased costs.

The entire termifi ration-procedures rust be reviewed to assure
CFR language is being followed. The standards or regulations are
being modified by paraphrasiny,which creates potential legal problems.
Some examples are:

Page 3-159, 3726 A.2. The facility...and the deficiencies
seriously limit the provider's/supplier's capacity..."

Page 3-191, 3727 A.3. Exception: The CFR states "furnish
adequate care or threaten the health and safety," not adversely
affect the healthanId saTety.

Section 3724 states "do not use the HCFA-2567 to convey the
statement of deficiencies to the providers ... " This is contrary
to federal revulations, which require the use of official Office
of Management and budget (O11B) approved forrms cited at 42CFR
431.60(f)(1) and 42CFR.30(4).

Many parts of the procedure clearly indicate that the provider
is not to be allowed to submit a Plan of Correction if termination is
being pursued. In the state of Washington, a decertification case
was lost at the State Court of Appeals level, due to this very issue.
The Court ruled that the state erred in not obtaining a Plan of
Correction and jiving the provider the opportunity to achieve correc-
tion anid co; pliance.

While the Code of Federal Regulations does not specifically require a
Plan of Correction in cases where there is an unmet condition, it is
riot prohibitive on the issue either. Most state adrairiistrative
procedures acts and due process requirements will allow the provider
to submit a Plan of Correction or other statement of response to a
cited deficiency. We cannot take away this right to respond even
though the Plan of Correction nay riot be acceptable for recertifica-
tion purposes.

Page 3-181, First paragraph following II. Statement: "However, in
the course of a survey, a surveyor oay encounter information which
may be indicative of program abuse or failure to meet other program
requirements..." It needs to be understood by the federal and state
government that there is no penalty associated with the surveyor not
being aware of program abuse or failure to meet other program require-
,ients and, therefore, not reporting as noted.

The termination procedures are sufficiently restrictive to remove the
decision process out of the realm of surveyor judgment. As currently
proposed, the procedures are self-serving and mechanical rather than
allowing experienced professional judgment to act in a manner which
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is in the best interest of the patients. It is axiomatic that
decisions should be made at the lowest possible level.

Surveyors are required to initiate sustainable terminations when
conditions at facilities call for theni -Inc1usion of volurilnous
steps, information and documentation by the State Agency (SA)
simply creates an array of opportunities for a provider to attack a
termi nation procedure.

Page 3-189, 3726 B. "The evidence and reasoning must include a
surrmary of the basis for seclection of the category. Include
the specific reasons for the ... failure to meet ... the statutory
ments." Surveyor judgment is correctly the basis for selection
of the category. It would be the responsibility of the provider
to identify the specific reasons for their failure to meet the
statutory requi rements.

TINE LIMITED AGREEtiENTS AND AUTOMATIC CANCELLATION

The reliance on Time Limited Agreements and Automatic Cancellation
Clauses causes a trem;endous drain on scarce survey resources with
no benefit. A Time Limited Agreenent is an agreement that has a
specific ending date. If no action is taken to continue or extend
the ajreement, it ends on that date. In order to continue the
agreement, the survey agency aust complete a full survey of the
provider no rsre than 120 days, but no less than 6U days, prior
to the certification ending date. This means that the provider,
who knows what the ending date is, knows when the survey team
is coming within a 60-day "window' and is prepared for the survey.
The survey tea, may be surveying under "artificial" situations. In
addition, this is in violation of federal policy and Washington State
law, which prohibit advance notice of a survey.

The primary problem with Time Limited Agreements is the loss of
flexibility of the survey agency. Washinyton State currently
operates with open-ended certification periods, which means that
the certification can continue until there is an action to terminate
it. The contract that the state enters into with the provider
contains a clause that either party can terminate with 30 days
written notice; the ultimate effect is that we do have a time limita-
tion on the agreement. Under thQ open-ended contract, the state is
free to set a given provider's survey frequency based upon degree of
compliance achieved, compliance history, history of conplalnts,
Inspection of Care findings, staoility of key staff, and history of
adequacy of corrective action. In other words, the state has the
flexibility to be truly responsive to the situation. The "good"
providers do not need to be surveyed as frequently as the 'marSinal"
providers and, under Washingtun's system, they are not.
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Each provider receives at least an annual survey, Dut whenm it
occurs and how often is based on compliance. The providers with
problems are the ones that need close, frequent inonitoring. Under
the open-ended contract, the state can utilize its survey resources
to do this close, frequent monitoring to the ultimate end that the
patients health and safety are protected. If we go back to Time
Limited Agreements, each provider is seen on a pre-determined
schedule regardless of how well or how poorly they comply with the
regulations. The provider knows approximately when to expect the
survey. Lifited surveyor resources are depleted as there is no
flexibility allowed in the survey schedule. The patients in the
marginal homes are not adequately protected. This a costly, ineffi-
cient, and ineffective system.

Using an open-ended contract, the only action needed is teraina-
tion. It can be used at any time the facility is found to be in
noncompliance. It is not tied to any time frame during the
periods of the agreement, nor is it tied to an automatic cancella-
tion clause, both of which can be readily predicted by the provider.

Any survey, even those geierdted by complaints, can be used to
initiate a termination action when the provider is operating
under an open-ended contract.

Serious complaints found to be valid can be used to generate a
full survey and termination if indicated. In this s.anner those
providers which have the poorest performance history also have
the shortest survey cycles and, thereby, receive the most
attention, until such time as their record reveals that they can
provide adequate care with a longer survey cycle.

The same level of preparation; i.e., documentation/justification,
is necessary for all three types of action: Termination,
Non-renewal and Cancellation; so nothing is gained by using
non-renewal or cancellation procedures. Conversely, use of
cancellation and non-renewal procedures adds considerably to the
confusion and volume of these procedures, particularly when it
serves only to duplicate what we already use in the termination
procedures.

Page 3-181 D. P.L. 97-35 permits open-ended contracts except
that the federal government has the leeway to administer the
program. This is a policy decision which HCFA may make but
there also is no prohibition in the regulations (42 CFR 489.15-16
and 42 CFR 442.15-16) of allowin.j open-ended agreements. As a
practical consideration the most important issue is the final result
achieved without added paper work and increased costs to both
the state and federal governments.

The instructions, detailing the process for rescinding the cancel-
lation clause on page 3-193 are contradictory. Section 3728(A)(3)
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directs us to "state in the remarks section that the cancellation
clause has been rescinded," while Section 3728(B)(3) directs us
to "reflect in item 10(d) that the cancellation clause has been
rescinded." Why the difference, and what legal implications does
it raise?

On the other hand, page 3-194 Section 37288 states "Whenever a
cancellation clause is permitted to operate, i.e., no action is taken
to revoke it, process a HCFA-1539 to terminate the facility from
participation" (emphasis added). This sentence implies that an
action is required to stop the cancellation. Which is correct? Is
it assumed that if the SA is unable to complete the revisit in a
timely manner that the provider would automatically be terminated?

The automatic cancellation clause serves no purpose and has no
real effect. Washington State formerly wrote agreements with
automatic cancellation clauses but found that implimentatlon of
this provision is still a legal termination action and due process
legal requirements apply. There is nothing "automatic" about the
concept. It is required that we prove patient health and safety
jeopardy before any termination action can be taken. The automatic
cancellation clause concept is well-intentioned, but it does not work
in practice and should be discarded.

IMMEDIATE THREAT

Section 3724, page 3-184 lists some examples of situations that
constitute an 'immediate or serious threat to patient health or
safety." This section goes on to explain the timeline for action
in such cases and allows 40 days for the termination action to
occur.

We agree that some of the examples shown constitute an immediate
threat. In those cases, the state of Washington currently uses the
term "irmimediate" to mean there is a problem of such severity and/or
magnitude that it must be resolved immediately, or requires immediate
relocation of patients. In such cases, we cannot allow 40 days to pass.
Once the problem is identified, we are legally bound to ensure action
sufficient to protect the health and safety of patients. To identify the
problem as an immediate threat" and then to walk away and do nothing
further makes the state culpable and liable should further harm
occur.

Some of the examples obviously do not meet this narrow definition of
limmediate." As always, the only person in position to judge the
severity and immediacy of threat is the professional surveyor on site.
That is the person we rely upon to tell us what is wrong and how
serious it is. The SA cannot rely on a list of examples or 'critical"
regulations to make those professional judgment decisions.
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Wesley Brock, M.D., Assistant :ledical Director, Division of Medical
Assistance, supports this analysis. His and the Assistant Attorney
General's cominents are as follows;

None of these examples are serious by themselves - How many such
problems were there? What was the sample size? What are the
documented patient outcome problems?

Examnple No. I identifies fire hazzards as emergency situations.
What are emergency situations? This is too broad. A fire
hazard could be serious depending upon ease of correction.
Having the main fire sprinkler valve shut off is very serious
and yet it can conceivably be corrected in about two minutes by
turning the valve back on. Is this serious enough to warrant a
condition not ret and take negative action?

No. 2 cites failure to perform bacterial counts. Nationally
recognized control organizations involved in infection control
such as Center for Ulsease Control, Association for Practitioners
in Infection Control, National Sanitation Foundation, International
Association of Milk, Food, and Environmental Sanitarians,
National Environnental Health Association, American Society of
Clinical Pathology, etc. have uniformly discounted the efficacy
of routine plate counts as long as 15 years ago.

No. 3 addresses widespread rodent infestation. "Widespread" is
too general a tern. It would be necessary to prove disease
associated with insect or rodent infestation.

No. 4 reflects more concern with the review of the homes and
providers than in patient care.

No. 5 states "Widespread patient abuse or poor patient care
"Widespread" use is too general. Habitual n.ight be a
better word. Abuse; is this neglect or patient abuse, or staff to
patient abuse? If riot neglect, the issues should be separated.

No. 6 agrees with the seriousness of failure to adequately
isolate patient with corrmunlcable disease.

In addition, it seems that a very major problem was totally ignored,
namely, the quality of medical care by the physician including
problems such as lack of physician coordination and failure in
diagnostic and therapeutic delivery.

It is also noted that the criteria seem to be rigid and allow for
little or no professional judgment of quality of care as-opposed to a
laundry list of survey matters. Failures in the function zand coordina-
tion of the professional staff can be a ssuch more inunediate and
serious threat to the integrity of the frayile, brittle,- often
imulti-system diseased resident than o.any of the items listed.



223

-9-

REASONABLE ASSURANJCE

In Section 3070, the examples used to describe how to apply the
concept of "reasonable assurance" after an involuntary termination
allow for a wide range of time periods of 30 days up to one year
before readmission to the Medicare or Medicaid provram. The concept
could create problems for the state agency and negatively impact the
welfare of the long-term care patient.

In Washington State, the average occupancy rate of nursing homes is
about 97 percent. Relocation of nursing home patients because of
involuntary termiination is a tremendous problem. With this concept,
patients would have to be relocated long distances away fro+i family
or significant others. With a high occupancy rate, a 30-day period
for relocation is insufficient. Often the provider is accepted back
into the prograni, making the relocation efforts moot.

The application of a reasonable assurance concept calls for careful,
professional and prudent judgment. Intermedicate sanctions are more
often advisable and preferred actions. With those providers who
demonstrate repeated violations, other sanctions may need to be
considered such as civil fines, stop placement of patient admission,
stop payment or not allowing the provider to re-enter the program.

In those cases where the reasonable assurance concept should be
legitimately used, the period of the assurance should be at least
one year in order that there be a true penalty assessed and provide a
strong incentive for the provider to remain in full compliance.

If a provider goes into termination and then sells the operation
to a new provider, certain actions should occur.

- The termination action against the provider, whose actions or
inactions caused the termination, should proceed to completion.

- If the negligent provider wishes to re-enter the program by
purchasing another facility, that provider should then be
subject to a one-year period of demonstrating compliance
with laws rules, and regulations before being re-admitted
to the either Aedicare or Medicaid prograia(s).

- If the operation is sold to another provider who has a
"good" track record, that "good' provider should be allowed
to obtain certification and an agreement. There should
even be an incentive for 'good" providers to take over
operations in trouble and achieve correction. There should
be an effort to promote the expansion of good operators and
attempt to limit the expansion of the 'bad actors."

73-435 - 87 - 8
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The rost important principle would be to punish the operator
responsible for the adverse action; not to punish the patients who
happen to be living in the facility.

TIME FRAJ4ES

Washington State believes some of the forms and procedural tine
tables used are confusing for the following reasons:

- Forty (40) days should not be allowed for correction when
an "irmmediate threat" exists. As previously mentioned, in
Washington, 'i"bnediate threat" means there is a high proba-
bility that unless action is taken within 24 hours to
remove the patient(s), the threat of death will occur.

An "iamediate threat," therefore, usually requires a summary
suspension or license revocation.

- The SO0 should provide a maxinuni number of days for completion
of the termination. Beyond that, the procedures should
allow the state the flexibility to develop a time table
schedule and procedures which work for their state. For
example, the lUU-day procedures are confusing and not cost
effective. They call for two post surveys -- one at 30 and
another at 60 days. There is uncertainty as to whether
these procedures are to be used for Medicare or Medicaid
terminationi or both. Washington has developed procedures
for tenrination which are cost effective and which work for
the state. At the same time, they follow the CFR, meet the
intent of the law and protect the long-term care patients
in the state.

ORGANIZkTI0N

The termination procedures are written in a confusing, unorganized
manner. The procedures for Medicare providers and the procedures
for Medicaid providers are intermingled to the extent that the
reader cannot tell which applies in a given situation. The entire
set of procedures must be rewritten in clear, concise terms andmust clearly delineate and differentiate the Medicare process from
the Medicaid process and confcrri to existing state plans.

The procedures violate the existing State Plan for the implementa-
tion of Title XIX Medicaid projraiis. Title XIX of the Social SecurityAct mandates states to develop State Plans, which are accepted bythe Secretary and administered and operated by the individual
states. 42 CFR 430.U(A) identifies that the Secretary's authority
to prescribe State Plan requirements nust be on statutory requirements.The requirements, as prescribed by the Secretary, are to be reflected
in the approved State Plan.
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The cornsistent referencing of Title XVIII, which is solely a
federally administered program, with Title XIX, which is by law
administered and operated by the states, is an infringe-
ment of the federal government into the state domain.

A few examples from the revised procedures are:

- Section 3721 E. This paragraph identifies that each state
has developed procedures for termination for Title XIX
providers, but then proceeds to direct specific procedures.

- Section 3721 F. states "The S.A., and the State Medicaid
Agency... are notified of the action being taken." This is
in reference to surveys conducted by the Regional Office.
This action for Title XIX providers bypasses and unlawfully
supersedes the state's authority and responsiblity as
mandated by regulation and identified in the current State
Plan. In these instances the appropriate action would be
for the Regional Office to notify the S.A. of the findings
of threat to health and safety and then jointly proceed
according to each agency's procedures and responsibilities.

To summarize, we have conducted a thorough analysis of these draft
termination procedures and have also involved the Assistant Medical
Director of the Division of Medical Assistance and our State's Assistant
Attorney General. While this draft is slightly better than the original,
we still feel that there are many serious problems with these proposed
termination procedures.

We would welcome the opportunity to sit down together to develop good,
lebally defensible, acceptable procedures and guidelines to ensure
uniformity of interpretation and action across the nation. The out-
come of such a work session would be most beneficial to the -iedicare/
Medicaid program, the federal and state governments and, most impor-
tantly, the patients whom we serve.
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Memorandum
Novadber 9, J984

F, Regional Inspector General for Audit

,,,,Praposed TCP Research Project - Swing-Beds

t Assistant Inspector General for Audit

The swing-bed provisions of the Onibus Reconciliation Act of 1980
allcowed certain small, rural hospitals (lesa than 50 beds) to use their
Inpatient facilities to furnish SU and IS services to Medicare and
Hedicaid beneficiaries while being relabursed at rates appropriate for
those servioes. These provisions were Intended to encourage the osat
effective and efficient use of Inpatient hospital beds In areas with
declining occupancy rates (less than 801) and critical shortages ofnursing howr beds.

HCFA anticipated approxirately 1,350 hospitals nationwide being affected
by the swing-bed provisions. Kowever, the majority of the targeted
hospitals apparently determined the swing-ed provisions too restrictive
and Inflexible to be cost beneficial because only 309 hospitals in 31
states have designated swing-beds. Region III, owning one of the
heaviest conoentrations of hospitals targeted for swing-bed oer-
tification in the oountry, has no swing-eds and, the region's nursing
hore occupancy rates remain high while Medicare and Madicaid patients -
wait-listed for nursing hoe placement - occupy acute oare hospital
beds.

Criteria Used to Develor Swing-Bed Provisions
Is Now Ap, Icabla to All Nosolta1S

In adopting the swing-bed provisions, the House Caceroe Ccittee was
aware that a nu fer of large hospitals, In areas with a scarcity of
nursing hace beds, could use and iure using unoccupied acute care beds
to provide a less intensive level of care. To determine the feasibility
of adopting the swing-bed concept In larger hospitals, HCA was required
to review the situation and report their results to Congress by December
1983. This review was not performed timely and currently, no report Is
expected until 1986. In the meantime, howjver, hospital bed occupancy
rates have steadily fallen.
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page 2 - Assistant Tpetor General for Audit

For example, the average oooupancy rates for bospitals In the
Philadelphia area has fallen from 84 percent in 1981 to about 68 percent
in 1984. Thse percentages relate to between 1,000 and 2,500
unnecessary/unoccupied hospital beds In the Philadelphia area and, as
meny as 25,000 such beds throughout Pennsylvania. Maryland, dichigan,
Wisconasin, New York and Ohio are experiencing similar problems. In
Maryland, there were between 1,600 and 2,3DO excess hospital beds during
1983. As hospital use continues to decline in Yaryland, excess beds are
expected to double by 1988. In Ohlio, there is a cmvemnt to eliminate
2,3X0 unnecessary hospital beds that Blue Cross no longer wants to pay
for. Not only are the beds not being used, they are coating millions of
dollars a year to aintain. Blue Cros has etiScated that saintaining
the 2,300 unnecessary hospital beds costs epproxhiately $130 million or
about $56,520 per bed, annually. Using the Blue Cross estiSates In the
Pennsylvania situation, the cost of seintaining unnecessary beds ranges
from about $424 million to $1.4 billion annually. Nationally, the cost
of maintaining unnecessary hospital beds could be astronomical.

Nursina Home Beds Are Scarce

Declining patient populations in hospitals has triggered the opposite
reaction In the nursing home environment, nasely, steady increases In
occupancy rates resulting in nursing how bed shortages. These shor-
tages In nursing home beds are not limited to rural areas but have
spread to large metropolitan areas nationwide. As early as 1980,
Professional Standard Review Organizations, azong others, found
thousands of Medicare and Yedicaid patients being kept In costly acute
care hospitals Instead of being placed in nursing hoes mainly because
of bed shortages. Yedlcare and Medicaid patients can expect the nursing
howe bed shortage situation to worsen with the onset of prospective
payment systeme. Medicare's prospective payment plan ls expected to get
patients out of hospitals as quickly as possible. In mat cases, quick
discharges will san that patients still require additional care -
usually in nursing hoes - and hospitals will be competing with each
other to place their patients in the diminishing nursing home bed
market. It Is safe to say that mnny Medicare and Madinaid patients will
not be acomodated in existing nursing hoe beds. In such oases,
hospitals will be forced to continue providing care to patients at a SNF
or 17 level of care or put patients out in the street.

Pennsylvania Experience

During recent visits to rehabilitation and psychiatric hospitals in
Pennsylvania, we found that both facilities were experiencing difficulty
In placing tedicare patients ready for discharge in nursing how beds.
At the 90 bed rehebabilitation hospital, we found that patients were
reaminig an average of 4 additioal days after the need for nursing
home care had been made because nursing howe beds were not readily
available. Medicare reiabursed the facility at Its full per diem rate
and for the reasonable cost of ancillary services - about $250 per
patient, per additional day. This reimburseeent was significantly
higher than the SWF reimbrsent would have been If a nursing hom bed
were available.
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At the psychiatric hospital, the administrator told us about the dif-
ficulties experienred In trying to place discharged patients - the
saJority of which had been rehabilitated but still in need of nursing
hore care. The peychiatric hospital was also incurring additional days
for patient care and was being reixbrsed, In full, for the services
provided.

Research Is Continuing

In cur opinion, the time is right for the expansion of the swing-bed
eoncept to all hospitals regardlas of size or geographic location. The
siaplitication and expansion of the swing-bed provisions of the Omnibus
Recanciliation Act wuld enaure that hospitalized Medicare and Medicaidpatients continue receiving necessary care but, at significantly lower
SNP or IC reimbursement rates. Nusarous advantages would be realized
by both hospitals and Medicare/Nedieaid patients, nmely, hospital occu-
pancy rates would stabilize, open cetition for patients would becreated, presature discharges wiuld be curtailed, and cost savings would
be realized thrcugh reduoed Medicare and Medicaid reimzrsmnt.

Research Is continuing In this area. We plan to hold discussions withhospital and nursing home adrinistratora, as well an HCFA officials to
obtain their views. Once these steps have been completed, we will pre-pare a OP report. I will be happy to discuss this proposa with you
further should you have any questions or cments.

cc:
Director, HCFA Audit Division
Deputy Director for Audit Operations
Audit Coordination Division
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0o.. .. so. 5P~~~~~~SIAL COMMITTEE ON AGING

November 13. 1984

Mr. Charles Baker
Under Secretary for Health and Human Services
200 Independence Avenue, S.W.
Washington, D.C. 20201

Dear Mr. Baker:

I would like to thank you and Ms. Knight for coming
to my office to discuss solutions to the problem of nursing
home discrimination identified in the Committee's October
1st hearing. I appreciate your frankness in discussing
what has become a troublesome issue for your Department.

Your commitment on behalf of the Secretary that DHHS
will, by the end of this year, publish a final rule implement-
ing the Alternative to Decertification authority is a welcome
resolution to this problem. Please let us know if 0MB
objections or other unforeseen events will prevent this
from happening.

I also appreciate your fast action in convening a
formal working group of representatives from key DHHS agencies
with authority to respond to allegations of discriminatory
practices. The Inspector General should properly remain
outside of such a group, however, to observe and report
to the Congress on its effectiveness in bringing about
enforcement of beneficiaries' rights.

Your agreement to communicate the law to key State
and Federal. agencies is very important. Most have very
little understanding of the protections available to patients,
and what their position should be on these issues. I have
enclosed the memoranda issued earlier by HCFA Central and
Regional offices, to assist you in preparing the new materials
for dissemination (please see Items I and 2, attached).
Before they are reissued, however, I would like to direct
you to what I consider to be serious shortcomings in these
memos as they were originally drafted.

The memos quote portions of Section 1909(d)(2), which
states in pertinent part:

"Whoever knowingly and willfully charges, solicits,
accepts, or receives...any gift, money, donation,
or other consideration... as a precondition of admitting



230

kage Iwo
Letter to Under Secretary Charles Baker

a patient to a hospital, skilled nursing facility, or intermediate
care facility, or as a requirement for the arient's continued
stay in such a facility... shall be guilty o a elony..."(emphasis
supplied).

Problems arise, first. because the HCFA Regional memos
sent to the States omit the key phrase "or other consideration",
underlined in the passage above. This omission means that
serious problems are allowed to continue such as requirements
that a "responsible party" sign the admissions agreement
of a Medicaid eligible patient as a precondition of admission.
Such requirements, common in many States, constitute "other
consideration" within the meaning of 1909(d). I believe
it will be helpful for DHHS to explain in upcoming memoranda
how this phrase limits the circumstances in which a "responsible
party" requirement is legal (partially discussed in Item
2 at Question 2.)

Second, the memos focus solely on nursing home admissions
policy, by omitting reference to the phrase concerning
"the patient's continued stay in the facility". The omission
is significant. As the Committee's hearing revealed, most
private pay patients spend down within a year or two of
admission, and those residents who have signed a private
pay contract are often subjected to threats of eviction
at the time they become eligible for Medicaid. If this
key phrase is omitted, States will remain unaware of their
duty to enforce the Patients' Rights Provisions limiting
the circumstances when a resident may be involuntarily
transferred, and which require the provider to explain
those rights to each patient.

Therefore, the original language in HCFA's central
office memorandum dated June 14. 1983 (Item 1, Question
I) should be made available to key agencies concerned with
discrimination.

Third, while the Civil Rights Act is mentioned in
the Regional office memos, they omit any reference to Section
504 of the Rehabilitation Act of 1973, as Amended. This
important civil rights statute establishes the right of
handicapped persons to receive from federally supported
providers services equal in quality and effectiveness to
those provided to other patients.

DHHS should explain that Congress intended this law
to be applied to the problems "heavy care patients" have
in gaining admission to certified nursing homes. For example,
1974 amendments to section 504 were accompanied by conference
report language explicitly defining "[clxamples of handicapped
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individuals who may suffer discrimination in the receipt
of federally assisted services but who may have been uninten-
tionally excluded from the protection of Section 504....as...
handicapped persons who may be denied admission to federally
assisted nursing homes on the basis of their handicap..."
Since that time, we are aware of only one case which has
been handled appropriately under this statute by the Office
of Civil Rights (please see Item 3, "OCR Opinion...." attached).

My concern is that the prevalence of this problem
as evidenced in numerous studies of "hospital backup,"
is much greater than the volume of complaints received
and investigated by OCR. Most beneficiaries and many State
officials continue to be unaware of the implications of
Section 504 for nursing home admissions practices. I would
therefore request that provider responsibilities under
the Civil Rights Act and Section 504 of the Rehabilitation
Act will be fully described to all appropriate agencies.

We agreed that the new DHHS communications would be -
sent to the Stare Ombudsman programs and the State survey
and certification agencies. I would also encourage you
to send these to the Administration on Aging and the regional
and local Ombudsman programs it oversees, HCFA's central
and regional offices, State Medicaid agencies, State Attorneys
General, Medicaid Fraud Control Units, and State Departments
of Consumer Protection. Unless each of these entities
is fully informed, we cannot expect enforcement to be adequate.
I suggest that you also consider a training program for
AoA's Ombudsman programs, to ensure that DHHS policy is
fully implemented at the State and local levels.

Once again, thank you for your personal attention
to the matters raised by the Committee's investigation.
I am confident we can resolve these problems to the benefit
of elderly and disabled Medicaid beneficiaries.

Warm regards

J HEINZ
C i rman

Enclosures (
JH:dsm
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Dn. * UN 1 4 LCE3Director Item 1 HCFA Central OfficehoW. Bureau of MgibIlIty, Reimbursement, Memoranda
and Coverage

&5*Ct Medicald Admisslons to New Jersey Nursing Romes-(your Memorandum Dated
May S. 152]-PO2lCy INFORMATION FOR ALL REGIONS

To Regional Administrator
Region 11 Now York
Attn: Policy and Technical Asststance Branch

Division of Program Operations

5 your memoraum you brought up the problem that some New Jersey nuruing homeshave been refusing to accept Medicaid or potential Medicaid eligible patients unlersthe patient or their families pay at the private pay level for e Specific time periodunder contracts between the nursing home and the patients or their fanmilis.

As we pointed out In our interim memorandum of July 22, 19852, there Is no Federalprohibition against private Individuals who are not Medicaid recipients entering
Snto much contracts with nursing homes. We also indicated we would consult with ourOffice of the General Counsel regarding the application of sectlon 1909(od of the
Social Security Act to these contracts. The Office of the General Counsel has advisedus that section 1909(d) Is a criminal statute and that no one within the Department caneive a definitive interpretatIon regarding the ecope and appicasbility of a criminal
statute since those matters are within the province of the Department of Juiwtce,Individual United States Attorneys, grand juries, and ultimately the courts. lWhereInformation Is available suggesting a potential violation of section 1909(d), such casfashould be referred to the Office of the inspector General for Investigation andappropriate ection. (eg., referral to the appropriate United States AttorneylsOffice). The advice below Is thus provided on en informal bass.

1. If a patent. who has signed dngy such an agm ent with a ren% homebecomes Medicaid eligible prior to the expiration date of the agreement canthe contract be voided legally and the costs of his stay In the facility then
be relmbursed by the State Medicaid agency?

Section l909D(XB) Prohibits the charging or soliciting of "money-or otherecmideratIon-es a requirement for the patient's continued stay in (the) facility.'Therefore, In the case of a private pay patient who becomes Medicaid eligible, andMedicaid aumes the cost of care in the facility, a contractual provision requiring thecontinued payment of private pay rates seems contrary to section 1909(dXlXB)
Although the statute may not have applied to the agreement when It was executedtbecau e the patient was not a Medicaid benefilcary), payments under the agreementi exce o tihe Medicad rate cannot be charged once the dividuas cae Is coveredby Medicaid
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2 It a contract Is signed Jointly by patient and relative and the patient i
determined to be Medicaid eligible prior to Its axpiration can that contract be
voided as well tnd reimbursement be picked up by Medicaid?

The prohibition In section 1909(dXYX8) apples not only to the chargirg orsicit
of money from the patient but from anyone, IneludIng relatives of the patient.
Therefore the continued payment of private pay rates seems contrary to
section l909(t(2XB) for the reasons noted In response to question 1.

2. Can a contract between the patient's relative and the feallity be declared
Invalid if, prior to Its terminaton the patient Is datermined to be
eligible, and can reimbursement then be picked up by Medicaid?

m7e answer given for question number 2 would apply.

4. Some faciittiesrequire prlvat pay centreete to besigned by -I-eilve
patUentb who ae already Medicaid ellgible prior to admislon. Are suh
contreots vaid?

Section IgSdX2XA) prohibits the charging or soliciting of Smoney... or other
consideration ... as a precondition of admitting a patient to a sdkiled
nursing facility, or intermediate care facility,". Therefore the requiring of sbch
a contract seems contrary to the statute.

U you have any questions pleas eontect DI Fg533 4L

A. Oda
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?r4 msfietd oAntie
REGION IV

DATE: November 2, 1983 PROGPAI IDENBTIFIER: MCD-29-S3 (PO)

Item 2: HCFA Regional Office
Memoranda TO, All Title XIX State Medicaid Agencies

SUBJECT: Freedom of Choice Issues Involving Long-Term Care Providers

In response to questions from several States, we asked cur Central Office for guidance on
several issues which involve the freedom of nursing homes to deny admission to Medicaid
recipients. The specific questions and responses are as follows:

9uestion I:

Can a nursing home that has a vacancy deny admission of a Medicaid patient In need of
nursing home care?

Response:

Yeap Admission of a Medicaid patient in need of nursing home care can be denied if the
denial is not in violation of the Civil Rights Act. According to Section 1902(a)(23) of the
Social Security Act, the "freedom of choice" provision, a State plan is required to provide
"that any individual eligible for medical assistance (including drugs) may obtain such
assistance from any institution, agency, community pharmacy, or person, qualified to perform
the service or services required... who undertakes to provide him such services ... (emphasis
added).

In the situations raised by Question I (e.g., it the recipients needs cannot be met by the /
Gnsnit~tio<) the recipient has no statutory right of admission under the freedomn of choicef

T nrovision of the Actau, Therce u t leenera t Consel (0CC) advised that two ports of the
Statute may reasonably be interpreted to reach this conclusion. First, the provjpEidep
"wsdertaken to provide~sim such services," i.e., is not willing to do ond,,aassuming that.
thie nu ngjkomne cannot me~etjthe rni-dical ne eds of the recipient, the nursing home would not
Se "qualified to perform" the services needed and there would consequently be nio right of
admisslon.

There it no other provision of the statute or regulations that grants such a right of admission.
Therefore, we believe that the nursing home's action would be legal.

Question 2:

Can a nursing home deny admission to Medicaid patients who have no responsible party to pay
for services not covered by Medicaid, while admitting Medicaid patients that do have such
responsible parties?
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Response:

ve believe that the answer is affirmative because Sectiin,9 2(aX23) of the Act do- not
establish a right of admission for the first category oa recipients where the pro -ider has not
"undertaken to provide (the) services-' Once again siere is no other Medicaid provision which
would prohibit such discrimination.

However, States may legislate in the area of nursing homes' ability to deny access to
Medicaid recipi nts. If by Sfata a-ru'rsing homfhs rohibited f F-oireny.ng access in
enreral &r in the particular situations discussed here, then the action would be illegal under

State law and, therefore, the provider would not be "qualitied" to participate in the Medicaid
program because State provider requirements are rot met.. For example, the State would
require the nursing home in (i) to obtain the needed services, or in (2) prohibit discrimination
against recipients without a responsible party.

Question 3:

Can a nursing home charge or solicit money from a patient or the patient's relatives as a
condition of admission?

Response,

vWhie nothing in the Medicaid statute or regulations compels a provider of institutional
services to admit a Medicaid recipient, section 1909(d)(2)t(A prohibits the chareine of a fee as
a precondition to admittLng a patient whosare tsjs pairf&Wdicaidh Thus, we believej
that theinmajy be a potential violation of the statute when a prospective pzatient who
receives Medicaid tikfi is -eligible to have Medicaid pay for care in the nursing home is
require9 focontraaT with the facilities to pay an amount in excess of the Medicaid rate as a
condition of admission. This may be viewed as the charging or soliciting of "money ... as a
precondition of admitting a person' to the facility when the cost of that person's care is to be
paid for by Medicaid.

It should be noted that OGC has advised that Section 1909(d) is a criminal statute and that no
one within this Department can~give a definitive eptitfion regarding -the ~sco irnd
apelicability of a crimnlt. statute. since those matters are within the province of
Department of Justice, individual United States attorneys, grand juries, and ultimately the
courts. If Ut appears that a potebtii sectioi 1909(d) violation is involved, the case should be
referred to the Office of the Inspector General.

If there are any further questions regar:ing these issues, please contact Cathy Kasriel at
(404) 221-2407.

orge R.f oiianX A i

Health Car>lFi~hncing Administration
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I LQ:ti 3: OCie Op inl lo in iase

of Crestwood (SNF) i4k 1 4 [03!
.7-) i sTr FIov3 PierL. * Pe-ilonAl Dlreztor

Offkce for Civ111 gihts, Re-lol ITX

.TD~ S Ana ~:ria Maertel, DeYaty 01rector
Off!kc of Co!r~l1anUe- e1 Lnfsorce-nnt .

-J'3JVr s Crest'v- l M'anor Co,?11)n-? R-vietw
(0:1_77-3440)

Trhis Is in res-xwnse to your request for written clarification on whether
an-3h'ow -ersons wlth thM following -eiical con~ltlons onf3/or reauireoents
are cons-iirel 'cjalifled handlcaooei persons' as deflned by 45 CFR 84.3
(j) an: (k)(4)i

- Class IV decubitus ulcers (bed sores)

- Colosto=7

- Tle~sowrr

- TsRsoiratory therapy

- In-3-elling catheter

Yom Idicate that Crestwood Manor has chNllenoel UZR's finding that
the facility's olicy of refusirg ed-niszlon to suc psr=-ss is in violat!0io
of Section 504. SpecifIcally, Crestwood officals have ntated that they
are unvilling to negoriate on this Issue because they reject OCR's
conclusion that such persons are orots-te3 by the Section 504 statute.

Conzl uslon

Bs1ed on extensive discusslons sy office has hal with the office of
Program Develoxent and the Office of General Coun-el, we can now
twrovide the guidtnce you rev-este5. Section 504 rrovides thatt

1b qualifiel hanricasood erson shall, on the basis of handicyp, be
exciulel fro- pr-rticioation In, be denied the benefits of, or
otherwise be subjected to diszririnstion unier any pro3rae or
activity wSdcb receives or benefits fro Fe deral financial bsistarnce.

We have deteroined that persons with the aedical conditionz and/or
reupiremrnts liste7 above are Thandicaooed' to> the extent that thesr
conditions are serious enough to substantially 1unit a major life
activity. S-hen such in3iv1Idusls are certifle7 by a rhvsl-ian as
needing SJ care, they are Tsialified to receive i set-vices fro'
a fcililty reciving Federal financlal assistance. For ourooses of
clarity, we will diszuss seDnratelyt (a) ho- w rsonz with such
conditions mow be consllerei to tS hsn71cavoxe, and (h) how >ers=ns
with these or other coniltions are c ntidere3 'uallfied, for
purrntss of silssion to s.illre- nursinm felilties.

NH/Appendix 5
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Memorandum
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Regional Inspector General tor A£dit

Planned National Review on Survey and Certification Activities at
Skilled and Intermediate Nursing Facilities

To Regional Inspector General for Audit
Region r

The Inpector General las been requested by the U.S. Senate Special
Cittee on Aging to cawduct a nationwide review of survey and oar-
tifIcation activities at skilled and intermediate narsing facilities.
This request wms based on allegations received by the Coittee on
specific instances at poor physical conditions at isrsing 's and
Inadequate patient care. Follow-up work by the C ittee indicates
that both Federal and State controls over mirsing homea need
strengthening. Region III, Office of Audit ma assigned the respon-
sibility for the project because the specific nusing hoe In question
was In Pennsylvania.

As part oa our survey, we have de a preliminary analysis or nursing
hooe licensing and lnspeotion data available on HCPAl
MedicareMlediosid Automated Computer System (MUCS). This Infonration
combined with other intrmation gathered during our survey has lead us
to request your participation In the national project.

Initially we hbve concentrated on three specific areas of concern:

1. Facilities that did not met important conditions and stan-
dards as reported an KLQCS. We selected 7 conditions and 25
Standards Wa felt 'are Met related to patient care and
designed ompter progrems that Identified facilities that did
not met one or more of our predetermined criteria relative to
the conditioa and standards.

2. Facilities that w're not surveyed within the last 18 months.
Federal law does not require annual surveys bit Federal regu-
lations w're not changed. These regulations still require
annual surveys. We Identified many hames that, according to
MKACS, were not surveyed within the last 18 mnths. Wo also
found, however, that in Region III, HCFA did not always input
data on nursing tames in the termination process. Therefore,
the nursing hosa we identified were either not surveyed or
could be experiencing serious health and safety problem.

3. Facilities that were not fully sirveyed. Federl regulations
require that all conditions of participations be reviewed
during the facilIty's annual survey. Our initial MKACS appli-
cations Indicated that several states are reviewing selected
conditions of participation.
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In Region X, we are Interested In obtaining intoreation on the last
two point. Our analysis has indicated that 146 (12 percent) of the

,243 tacilitles that were reported to have been last s=rveyed over 18
months ago are located in your Region. Also, our survey has indicated
that the state ot nshirgton is perforuing "prial: aurveys. As a
start ot the national review we would like to address these two areas.

I am providing as an atta I ent to this meranduz a short list of
questions that we wculd like answrs to. Howver, before contacting
HCA and the various state agencies I would appreciate it if your
staff mbers assigned moet with the audit supervisor on y staff who
will provide additional details and background information.

It you have any questions or wish to discuss thIs catter further,
please contact me, or have a mber of your staff contact Jaes
Maiorano ot this office.

Attachmnt
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Preliminary Questionnaire

Facilities Not Surveyed in Last 18 Months

1. Can HCFA explain why these facilities appear on MMACS as not being
surveyed in last eighteen months.

2. For a sample of facilities in each state determine if there is a
pattern that could explain why they appeared on the list - is it
an indication of a potentially deficient facility that is in the
process of being removed from the Medicare and/or Medicaid
program.

3. If there are "clerical problems" in updating the MHACS determine
what is causing the problem. Could the problem be a sign that
substandard homes could be allowed to continue in the program
undetected.

Partial Surveys (Washington Only)

1. Determine why the state of Washington is performing only partial
surveys.

2. Under what authority is Washington acting.

3. Is HCFA aware of this practice?

4. If the partial surveys are being done with knowledge and approval
from HCFA what were they trying to accomplish.

5. What criteria was used to develop the strategy for selecting the
specific condition that were included in the partial surveys.
Were they consistent?

6. Has this process (partial surveys) been successful according to
HCFA? According to Washington officials?

a. Can cost savings be attributed to this action?
b. Any changes in the quality of care or condition of facilities

noted?

ATTrAcHMEr
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Memorandum
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;,, Regional Inspector General for Audit

S5aied planned National Review on Survey and Certification Activities at
Skilled and Inteardiate Nursing Facilities

Toa Regional Inspector General for Audit
Region V

The Inspector General has been requested by the U.S. Senate Special
Committee on Aging to conduct a nationwide review of survey and car-
tification activities at skilled and Interwediate nurming facilities.
This request was based on allegations received by the Coittee on
specific Instanoea of poor physical oonditions at nursing horn eand
inadequate patient care. Follow-up work by the Couittee indicates
that both Federal and State controls over nursing hores need
strengthening. Region III, Office of Audit was assigned the respon-
sibility for the project because the specific nursing howe in question
was in Pennsylvania.

As part of our survey, we have made a preliminary analysis of nursing
home licensing and inspection data available on HCFA's
Meadcare/Hedicald Automated Computer System (WACS). This information
combined with other informetion gathered during our survey has lead us
to request your participation In the national project.

Initially we have concentrated on three specific areas of concern:

1. Facilities that did not met important conditions and stan-
dards as repnrted on ?KACS. We selected 7 conditions and 25
standards we felt were most related to patient care and
designed computer prograe that Identified facilities that did
not met one or more or our predetermined criteria relative to
the conditions and standards.

' 2. Facilities that were not surveyed within the last 18 months.
Federal law does not require annual surveys but Federal regu-
lations were not changed. These regulations still require
annual surveys. We identified many holes that, according to
I4ACS, were not surveyed within the last 18 zonths. We also
found, however, that in Region 1II, HCFA did cot always Input
data on nursing hos in the termination process. Therefore,
the nursing hows we Identified were either not surveyed or
could be experiencing serious health and safety problem.

J3. Facilities that were not fully surveyed. Federal regulations
require that all conditions of participations be reviewed
during the facility's annual survey. Cur Initial WC appli-
cations indicated that several states are reviewing selected
conditions of participation.
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In Region V, we are interested In obtaining Informtion on the last two points.
Our analysis has indicated that 503 (40 peroent) oa the 1,243 facilities that
were reported to have been last surveyed over 18 mnths ago are located in yaur
Region. Also, abr survey has indicated that the state of Wisoonsin Is per-
forming 'Partial' surveys. As a start ot the national review ua zwuld like to
address these two areas.

I am providing as an attachment to this urenadu a short 11st or
questions that we wuld like ansers to. However. before contacting
HCA and the variots state agencies I zwuld apreociate It it yonr staff
mbers assigned met with the audit supervisor on aW staft who will
provide udditional details and background inforuation.

It you have any questions or wish to diaruss this mtter further.
please contact me, or have a mber of your staff oantact Jams
Kalorano of this office.

A. atstao

Attacieent
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Preliminary Questionnaire

Facilities Not Surveyed in Last 18 Months

1. Can HCFA explain why these facilities appear on MMACSsas~not being
surveyed in last eighteen months.

2. For a sample of facilities in each state determine ir-there is a
pattern that could explain why they appeared on the list - is it
an indication of a potentially deficient facility that is in the
process of being removed from the Medicare and/or Medicaid
program.

3. If there are "clerical problems" in updating the WAGCS determine
what is causing the problem. Could the problem be a sign that
substandard homes could be allowed to continue in the program
undetected.

Partial Surveys (Wisconsin Only)

1. Determine why the state of Wisconsin is performing only partial
surveys.

2. Under what authority is Wisconsin acting.

3. Is HCFA aware of this practice?

4. If the partial surveys are being done with knowledge and approval
from HCFA what were they trying to accomplish.

5. What criteria was used to develop the strategy for selecting the
specific condition that were included in the partial surveys.
Were they consistent?

6. Has this process (partial surveys) been successful according to
HCFA? According to Wisconsin officials?

a. Can cost savings be attributed to this action?
b. Any changes in the quality of care or condition of facilities

noted?

ATrACHMET
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Memorandum
Nov is5384

Fr- Regional Inspector General for Audit

Sba C Planned National Review an Survey and Certification Activities at
Skilled and Intermediate Nursing Facilities

To Regional Inspector General for Audit
Region IV

The Inspector General has been requested by the U.S. Senate Speclal
Comittee on Aging to conduct a nationwide review or survey and cer-
tification activities at skilled and intenecdiate narsing tacilities.
This request was based an allegations recelved by the ommittee on
specific instanoes of pcor physical conditions at umraing haws and
inadequate patient care. Follow-up work by the Cittee indicates
that both Federal and State controls over nursing homes need
strengthening. Region III, Office of Audit wsa assigned the respon-
sibility for the project because the specific nursing heme In question
ws In Pennsylvania.

As part of our survey, we have made a prelilinary analysis of nursing
hoe licensing and inspection data available on HFM's
NedloareMedloald Autocated Computer System (44ACS). This Information
coobined with other Informtion gathered during oar survey has lead us
to request your participation In the national project.

Initially we have concentrated on three specific areas of ooncern:

1. Facilities that did not inet important conditions and stan-
dards as reported on WACS. We selected 7 conditions and 25
standards se felt 'wre eont related to patient care and
designed omputer pro-amr that identified facilities that did
not met one or more of our predetereined criteria relative to
the nonditiona and standards.

2. Facilities that were not surveyed within the last 18 ronths.
Federal law does not require annual surveys but Federal regu-
lations were not changed. These regulations still require
annual surveys. We identified nany homes that, according to

HACS, were not surveyed within the last 18 months. We also
found, however, that In Region III, HIA did not always Input
date on nursing homs In the termination process. Therefore,
the nursing has we identified were either not surveyed or
could be eaperiencing serious health and safety proble s.

3. Facilities that were not fully surveyed. Federal regulations
require that all conditions of participations be revlewid
during the facility's annual survey. Our initial MIACS appli-
cations Indicated that several states are reviewing selected
condition of participation.
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In Region W, we are interested in obtaining information on the first
point. Our analysis has indicated that several states in your region
had a relatively high miber of facilities that did not meet i portant
conditlons and standards for a long period of time as reported on
W&CS. Specifically, we are Interested in the states of Georgia,
Alam, Mississippi, and Xentunky. Facilities In these states
matched our perseters 152 tims. As a start of our national review
we wld like to address this area.

I am providing as an attachment to this --scndua a short list of
questions that we wuld like answers to. However, before contacting
HCFA and the various state agencies I would appreciate it If your
staff mebers assigned moet with the audit supervisor on m staff who
will provide additional details and background information.

If you have any questions or wish to discuss this mtter furtber,
please contact me, or have a ber of your staff contact James
Malorano of this office.

Attachment
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Failure to Meet Specified Conditions/Standardbs
Over a Period of Time

1. Determine latest status of each of the facilities identified.

2. Review files at HCFA to determine details on each facility (or a
sample it need be). We should be looking for things such as:

... how long have the identified deficiencies existed.

... what actions have been taken, or are planned, to improve faci-
lity or remove it from participation (Both by HCFA and state).

3. Determine at the State AGency the status of each of these facili-
ties. Has all information been forwarded to HCFA.

4. Would a site visit to facilities be warranted? Is there a need
for outside consultants (medical or other) to get involved?

Attachment
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Memorandum
D" NV0? 15 W4

F-m Regional Inmpactor General fnr Audit

S~b"e Planned National Review on Survey and Certification Activities at
Skilled and Intenasdiate Nursing Facilities

rT Regional Inspector General for Audit
Region IX

The Inspector General has been requested by the U.S. Senate Special
Csittee on Aging to ccrduct a nationwide review of survey and oar-
tification activities at skilled and interidiate nursing facilities.
This request WaS based on allegations received by the Caittee on
specific instances of poor physical conditions at sursing ho es and
Inadequate patient care. Follow-up work by the Coittee Indicates
that both Federal and State controls over nursing homes need
strengthening. Region 1II, Orfioe of Audit Was assIgned the respon-
aibility for the project because the specific nursing hao in question
was In Pennsylvania.

As part of our survey, we have made a preliminary analysis of nursing
home licensing and inspection data available on HCFA's
Medicare/Medicaid Automated Computer System (M4ACS). This information
combined with other inforution gathered during our survey has lead us
to request your participation in the national project.

Initially we have concentrated on three specific areas of concern:

1. Facilities that did not met Important conditions and stan-
dards as reported on WACS. We selected 7 conditions and 25
standards we felt were aost related to patient oare and
designed oo puter programs that identified facilities that did
not meet one or more of our predetermined criteria relative to
the conditions and standards.

2. Facilities that were not surveyed within the last 18 months.
Federal law does not require annual surveys but Federal regu-
lations were not changed. These regulations still require
annual surveys. We identified many hoaes that, according to
IACS, were not surveyed within the last 18 months. We also
found, however, that in Region III, HCFA did not always Input
data on nursing hmeas in the termination process. Therefore,
the nursing hcoe we identified were either not surveyed or
could be experiencing serious health and safety problemu.

3. Facilities that were not fully surveyed. Federal regulations
require that all crnditions of participations be reviewed
during the facility's annual survey. Our initial MKIACS appli-
cations Indicated that several states are reviewing selected
conditions of participation.
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Page 2 - Regional Inspector Ceneral for Audit

In Region IX, we are interested In obtaining information on the firstand third points. Our analysis has Indicated that California has arelatively high rumber of tacilities that did not meet Important con-ditions and standards for a long period or time as reported on !4WACS.Over 100 facilities in California met our criteria In the variousc4tegories. Also, oar survey has indicated that California is per-forming "partiall surveys. As a start of the natioral review we vouldlike to address theme tw areas.

I am providing as an attachment to this crandu= a short list ofquestions that we would like anwers to. However, before contactingHCF& and the varicus state agencies I would appreciate It If yourstaff ers assigned met with the audit supervisor on my staff whowill provide additional details and background information.

If you have any questions or wish to discusa this mtter further,please contact me, or have a rmmber of your staff contact JamsHalorano of this office.

AA7h

Attacir~nt
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Preliminary Questionnaire

Failure to Meet Speci fied Cond it ions/Standards
Over a Perlod of Time

1. Determine latest status of each of the facilities identified.

2. Review files at HCFA to determine details on each facility (or a
sample if need be). We should be looking for things such as:

... how long have the identified deficiencies existed.

... what actions have been taken, or are planned, to improve faci-
lity or remove It from participation (Both by HCFA and state).

3. Determine at the State Agency the status of each of these facili-
ties. Has all information been forwarded to HCFA.

4. Would a site visit to facilities be warranted? Is there a need
for outside consultants (medical or other) to get involved?

Partial Surveys (California)

1. Determine why the state of California is performing only partial
surveys.

2. Under what authority is California acting.

3. Is HCFA aware of this practice?

4. If the partial surveys are being done with knowledge and approval
from HCFA what were they trying to accomplish?

5. What criteria was used to develop the strategy for selecting the
specific condition that were Included in the partial surveys.
Were they consistent?

6. Has this process (partial surveys) been successful according to
HCFA? According to California officials?

a. Can cost savings be attributed to this action?
b. Any changes in the quality of care or condition of facilities

noted?

Attachment
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/ ? - DEPAiLTMEN! Of HEALTH & HUMAN SERVICES

NoV 21 am

as8b4 Ou wn AIe1
r4-~ 21207

Kr. Conrad Thomson. Director
Bureau of 4ursing Some Affairs
Departmnen of Social And Health S-rIces
Olylpia. Washington 98504

Dear rr. Thompson:

Thank you for again forwarding comtmet on the redraft of the termination
procedures. T2ay arm coCprehensl. and insightful as were your earlier
comaents. I can asaure you that thai. commenta -ill bh given full and careful
consideration in any future reevaluation of the procedures regardlasa of
.hathar the reevaluation takes klace in a vcrk group along the linas you
suggest. or in sc other format.

I agree that intermediate sanctions should be an integral part of heS
procedures. fowever. our General Counsel has advised us that limplemnting
reulations are needed before thle provision tot tncorporated as part of our
operating manuals. That process is just underway and final rculs will
iroably not 1 Abililsh*e ruch before the en4 of 19MS.

The reasonabie assurance proVisions will be given the sam careful scrutiny as
the rest of the procedures, but w_ are convinced that the axisting procedures.
as currently being imement-etd, have not been effective onough in carrying out
the intent of the law and regulations.

W have hut the procedures or. hold for the time being. Final procedures wil1
not be l&W.leented until all affected groups have had the opportunity to voice
tihir cot ents and recoemendation.

Sincerely youre.

KhaZtre Valftringe
Director,
Office of Survey and CertIfication

S4vr. R..a4

p1% S1:9 C_,
Is5 16m
U. tF *ex-ttis

A4Lr%6A#J

C U7 104

sjAM 7 ECEiVED

NOV 3 01984
mmeunUQ-o
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TCOMMITTEE STAFF NOTE: Sumary of State Survey and tertification Agency rcponses to a
queationaire cent out by the National Academy of Sciencee' Institute of l4edlcine, under
contract with HCFAL. Survey of State Licensure and

Certification Agency Directors

Form Approved
am No. :09384395

Iatruetions. This survey 1s being conducted by the Coemittee On
Nursing Home Regulation of the Institute of Medicine, National Academy
of Sciences. In order to provide a complete picture of each state's
nursing home regulatory system to the study Committee, this
questionnaire zeeks information about state laws, organizations,
staffing, workload, and procedures.

Please fill Out the following questionnaire as completely as possible,
and return it in the enclosed envelope by Cecrmber 5 ..1c. There
are lines whenever short anwers are required. There are parentheses
whenever a check mark is required. Please use an "X" for the check
mark'. In order to complete the questionnaire, you may need to confer
with others.

In the questionnaire, 'survey agency' refers to the state agency which
actinisters licensure and/or certification surveys of nursing hones,
and "Medicaid agency" refers to the single state agency which
ad±nisters Title XIX funds.

Thank you very much for your cooperation.

If you have any questions regarding the questionnaire, please call
Y'ire 4cGeary at the Institute of Medicine (202) 334-2312.

1. Nane of State:

2. Nane of respondent:

3. Title of resoondent:

4. ane of organizational unit headed by respondent:

5. Namre of department in which unit is located:

6. Phone number of respondent (required in case clarifying information is
needed):

HCFA-466



251

0X3 So :0938-0393 -2-
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A. Organization of Nursing Home Regulation Activities

7. Does the survey and certification unit do any or the following
activities Concerning nursing homes in your state:

Activkt-

a. State licersure surveys
of nursing ho3s?

b. Hedicaid certification
swuvey5?

c. HMedcare certification
surveys?

4. Inspection of care
reviews?

e. Setting of Kedicaid
reibursenent rates
for nursing homes?

r. CoMPlaeit investi-
gations concerning
nursing homes?

g. Life safety code
inspections of
nursing homes?

h. Certificate of need
determinations

3. Does your agency also survey any
facilities?

Facility tyne

a. Hospitals

b. Home health agencies

c. Hospices

d. Board and care/doniciliary/
rest homes

e. Supervised or congregate
living facilities

Yes/no If no, nme
responsible.c
agency end Its dept.

46/t

46/0

67/0

I T/29

2/44

46/1

32/1i

7/3"

of the following

Yes/no

44/3

45/2

45/2

33/14

types of health

If no, name of
responsible agency

13/33
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STATE:

9. Are nurmsg hoan sUrveys officially delegated y Your stat, to
any city or county level government agencies?

a. C 43 ) No.

b. ( 4 ) rUs, they are delegated to (do not include your own
district office. please list):

B. Survey Agency Personnel a d Budget

10. What is the total mater Of all full-time equivalent persons In yoursurvey aegncy? (Include those wfo work on other than nursing how
surveys .)

Median 43.5: Range * 3 to SSG

11 What were your licensing and certifecatic :penditures for all
facilities for fiscal years 1980 and 1983 1984 (the mst recent
year for which you have data!?

FY endsa__: 1980 (check aepropriate

a. NF 18

b. Non-W 18

c. Total Title 18

d. Federal Title 19

e. State rntch for
Title 19

f. Total Title 19

g. State licensre
only

h. TOTAL

Median Range

101, 150 L 346-16B99724

246,695 4EAE 7- 7I*3.714

240,745365LJ20- S-S. S8

396,425 41,000-4 294,143

56,91C 2 Al-2.2±129,351

year) 1903C)or
1984 ( )
Median Range

.117... 2..377-2.486.881

2S. 28130 13.376-4,50fl21

307.11. 3..123-6,494.925

411-115 ;1 876-3.673.i55

7,AO773 11 63-3.244,319

541, 98 66.J75-7,049,I90 .ALAS2C 61509-6.964.34S

20 6,S.4.ALjgS56.L36S.56 ..3 Z 766,9376-6.944.34B
1,321,052 1.W5-1S%5,592,224 1 26-96t s9.632-3S.S0.768

HCYA-466

'Plea attach an organizaSion chart of your agency and departient.
"'If your F endas on a different date for each of the following questions,
please note date; othearwise write S for same as listed in question 1.
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OHB N. o:098-039a -4-
STATE: _____

12. Nuber of full-tise equivalent epclnyees enaed in all healthfacility licensing and cartinicatona ctivities in..
FY end: _ 1980 (check appropriate

year) 1983 ( ) or
Radian Range.ed Median Range

a. Surveyors 23 3S200 26 -

b. Others (e.g.,
superviory,
adainistrative,
clerical) Z3 7._14 14 _ - 1L

c. TOTAL 4g 6-2snL 44_
13. Overall, what percentage of your state gecy's total state survey andfederal certification efrort is devoted to

Median Range
a..S& S 14-9Pitng hoes (SNF and/or IGC)?

b4. S 2-6S Other long-term care facilities and servtce (e.g..ICF'/NR, hospices, hone health agencii', board andcare/doiciliary/rest Dome, congregate ur supervised
living facilities)?

c. S054 Qther health Facilities (e.g., hospitals, laboratories,

100 TOTAL

14 Irf your agency conducts inspection of care reviews, At were yourexpenditures in fiscal years 1980 and 1983 or 1984 (the year for bichyou have tle Cact recent data)? Please leave blank if not cone inyour agency.

FT ernds

a. Title 19 540.721

b. State match 3493045

c. Total r0C expenditures
1.019,700

1980
Range

I.,LMA.L.2S .26

5-906E52u 882

25 ZZS-9 162. 408

(check Sigropriate
year) 93 ( )
or 1984 ( )

Median Range

570 os677-70-8.S506 510

28ft.5O- ,496-3.448.S66

770,08e IZ9.284-11.195,547

RCFA-466
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ons %0.:UVJ8-UJ92 - _
STATE:

15. How many full-time equivalent employees in your agency were engaged In
inspection of care reviSew

dbeck a7propriate
year) 1953 ( E

FY ends: 1980 or 1984 t )
PtZ11101 Median Range Median Range

a. Mus 05 h .. .*9.- fLU

b. Social workers
and others 9 11-171 5.5 nL2K8

c. Total FIMs 26 0.AL 18 --.----- _S

16. L Lnadditin to the personnel who carry out survey and inspection :f
care functions wdo are listed above, does vwr agenev have persorm :
bhoae specific duties are to process enforcement act::n3 against
facilities or individuals %1d violate mrsing home regulations? tf
yes, 7lease indicate full-time equivalent positions on the approp late
line.

Response 0 1 2 3 4 8 11
a. Attorneys * States 2'04 2 1 1

b. Hearing officers/admin. lia judges 28 4 1 1

c. Investigators 30 0 0 1

d. Special assigunent surveyors 3G-I 0 0 0 I

e. Other (pecify):

17. Does your agency have under state law a mrsing home coplaint and
abuse reporting system?

a. ( ) *es.

b. 7 7) No, but sumh a system is operated by another agency (please
specify):

c. 6 e) No, there is no statutory crplaint system.

18. If your agency handles nursing hle con7laints, are they investigated
by:

. t 3S) the regular surveyors?

b. ( 10 ) a separately staffed unit of _ FTEsMedian . 5; Range * -30

c. t a) others? (please specify):

RCFCA-466
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C. Survey Agency Workload

19. How mrny nonert dnzrainrg homes ith SNF andaor-CF-ike aervicesdid Your agency licensa (as Of Septemer 1984) that have no federallycertified beds?

Median - 7.5: Range 0-2;1

20. How many visits to certified SMFZ and 1CFs did your agency mnke in1980 and In 1983 or 19841

(check a priatoYear) 198FY enda! 1980 or 1984 C

t'VY of VI1t, Median Range Median Range

a. Full licenaure or
certiflcation surveys 250 .c ... .. 331 2A? -5.,432

b. Abbreviated or partial
surveysa ° n ------ a-S n 708

C. Peat certification 268 A B. .R7 in?.- . -2.280revisits
4. Coplaint

Lnvestigatios IS1. S . n.;s,371 1U7 A-7.218
a. Inspection of care

V. ith vst 1 .. L..........l,900
r. Other viites 59_ 1~~5 7 7 ,

Toe l 914_--- Z_-j44,370 IoQ9e _ 76-21,839

HCFA-466

73-435 - 87 - 9
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21. In an averag, visst, heW mny Der 3Va Would sour agency spend on
site conducting the following activities in a urwsing he of average
size - approxiately 100 beds - and qialityl (E.g., a three person
Uam spending'two days in a facility wCul spend eSx person-days).

a. Certification a Median Range Median Ruge Median Range
Licensre Survey(s) 6.8 1..IL.day3 is I &Cs9As 1.5-20

b. Inspection Of Care a -3. Y y in.a P 3-20

c. Post Certification 2 .L.daya-2 X Cdys .S-25
Revisits

d. Coaplsint Investi- I .4-2 Cdays Ljd 3 .L days .4-4
gatlons

*. Other: 5 s-L-daye A-,;OdYs -L dXay 3-2

22. Do all the surveyors in your agency work out of the central office?

a. ( 24) Tes, they are all based at the central office.
Median - 4; Range - 1-17

b. ( 22 ) No, we nave _A__ . a.TiOr district offices and/or ea. - 0; Range * 0-
staff who wor1 out of their hones.

D. State Regulatory Standards

23. In comparison with current federal Conditions of Participation anm
standards, are your state's licensing requiremnts for siled
facilities:

S. ( 14 Exactly or about the s as the federal rules?

b. ( 14 ) Less stringent than the federal mles? Stringent means
operationally defined and deinnding. The injor differancas
are:

c. ( 17 ) More stringent than the federal rules? The major
dIfferences are:

RCA-466

-
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24. In coparison with current federal standards Ore pur AUe
lieensing rquiremnts for lntermeditat faciltites:

a. CIL I Exactly or about the sae as the federal rules?

b. (12 ) L&er/less stringant than the federal rulaes? The emapr
differences are:

c. (24) Higher/nore tringent than the federal rules? The maJor
difference are: ...

E. Special Surveyor Training

25. Have your surveyors received aspecific training to better justify
enforcement actions when necessary, including 1) how to prepare better
documentation of evidence; 2) how to be a better participant/witness
In enforcement proceedings; 3) how to work with the court, with the
district or state attorneys, and hearing officers?

a. C 33) yes. (If yes, answer question Zk.)

b. ( 14) No. (Cf no, skip to question 31.)

26. HPw many hours of such training does each surveyor receive in a year?

7L. Median Ranga - 1-9S

27. WIV conducts the training?

a. 9) Staff internal to our agency

b. C 1) State stafr external to our agency, e.g. the DOstrict
Attorney's office

c. C 2) Outside consultants

d. ( 22 ) Cobination of the above

28. Who pays for the training? Whsere do the funds come froe?,"

a. (26) Line item in our budget

b. 7 Included in another line item

c. C Funds external to agency

RCFA-466
V
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29. Ha the training assistid tha surveyor to carry out his/her duties?

. ( 33 ) T,_cot how_ -

. t 0) Ho: coinent* how

3). S the training contintie?

a. ( 3 ) Yes.

b ( o ) so.

F. Survey Procedures an Coordination Arrangements

31. Are lcensure and certification surveys combined?

a. ( 2 ) Ozr state only conducts the federal certification survey

b. ( 33 ) Yes. al te time.

c. (1 ) Yes, smtimes. Please explain;

d. I) No, but they are both done by thas agency on different
visits

e. o ) Ho, our agency does one; another agency does the other

3i. How frequently are facilities In your state given the full 11icenura
and certification surveys?

a. 11l facilities are surveyed for licensure every _12_ months.

b. All facilities are surveyed for certification every _IL_ manths.

c. The time period between full wurveyS varies, depending on:
9 responses

HCTA-466
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OM So. :0938-0395 -10- S-AE:

33. If a full survey-is not-elwayS Siven-do-ywu uewi seensihgar
abbreviated survey to determtne wich facilities sha-ld receive a full
licensure or certificeaion survey?

a. ( 7 ) Yes.

b. (22 ) No.

34. During licersure/certification surveys, do surveyors conduct a
n"hnds-On" asses ent of residents?

a. (33 Always, as as matter of agency policy.

b. (12 1 Sometimes, if necessary to collect Information.

c. t 2 ) Rarely.

35. Have you charged your licersure and/or certification survey procedures
ir. recent years?

a. (14 1 No.

b. (33 1 Yes; the =aor changes are:

36. Does your agency have written guidelines or policies and procedures on
how surveyors snould interpret State regulatory standards?

a. ( 16 Yes. (If yes, please return a copy of the guidellne3 with
tuis quest onnalra.)

b. (31 1 No.

37. When is the statement of deficiency form (HCFA 2567) ccleted? -

a. ( 3 ) At the facility, for the exit interview.
Xedian - 1;lm.-21

b. (41 At the survey agency office within ..,r days after the survey
is completed.

c. C 3 J Other. explain:
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38. iho'ha theo'kthority to decide whether or not an F-nifer on the HCFA
15t9 fore or Taber on the Ha 3070 form' is not et, resulting in a '-
statement of deficiency on, the MCFA 2567 for,?

a. (3i ) Any wveyor..

b. C s J The 5Urvey teem leader.

c. :2 s auperisor.

8. C 3 Other (pleae specify):

39. L surveyin6 * nursing home for SWF certification, how myny standards
hae, to be deficient for the nursing services condition (F123) to be
maioed *not mt*?

Crtck the aspropriate box andexplain if required.

* C2 anyone g. (3 6
b. (1)1 bI () 7
c. (z)2 iS (o)
d. (lt33 J. Co 9
e C O4 k ( 5 3 only specific F', nmely
f. (0) 5 BirectOr Of N..e.g (1f : 1-enty-four hou:

nursing (4); adinistration of drugs (3)
( 36) It depends on

4G. Wich of the following documents does a Surveyor routinely review
prior to conducting a 3urvey? Check all that apply.

a. Qu previous licensure
b. (47 previous certification
c. I )NIQUCS
d. (j4) inspection of care reports
e. C() complaints
f. t none of the above
t. 7 o) O n reports
h. (i) other
i. C total Median * 4; Range . 2-7

CIA-466
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41. A munberof agencies in addition to the survey.unit collect or receive
informratio .about conditions in. pecific nursing htows. iWen
information i1 received indicating that a facility is providing
qu8stionabl* care, ludat other units or agencies do you usually
notify? Do they usually notify the survey agency wfhen they recelve
information? Please checkt the appropriate boxes.

Agency We nfor Th They rnfor4 Us
Sw X ft in1 _ -l sat

a. Medicaid Agency 36 a t 29 12 3

b. State Ombudsman t4 24 6 21 24 2

c. Your own agency's
complaint unit 27 Z o 2tL. 3 L

d. Your own agency's
consultant unit 19. 2 4 2-0 4 1

e. Certificate of Need 7 tl tL. 1 ft ..
unit

f. Resident Advocacy 4 ... 2 6 20. .LL.

Groups

g. State Department of 10 Z1 o IZ Z6 3
Aging

h. KCFA Regional Office 35 itt Q 34 1 L

1. inspectlon of Care Unit 27 S 6 29 2. 3...L

J. Nelicaid Fraud Unit I2 75 4 6 2L 6

k. Other: 5 a L 4 a 2

_2 I O z I o

HCFA-466
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t2. If your agency conducUS Inspection of care reviews, they are done:

a. ( 2 ) At the sae visit W the certification survey. Both a and c. 9
b. t 3 ) At a different viz Both a end c:3) loin~~~~~~~~~~~~~Dt b end c:
c. o y the sy w tem which condbets the certificatio n urvey .

G. t 2 8Y a separate tem.

43. Are inspection of care review findings cited as part of thedocae ttlOn of deficiencies on the HMI 2567 form?

a. ( 14) Yes (if yes, how frequently?): 1. 8) often/all the time.

ii. t 5) 3cmetimes/about half
the time.

iSS. t I) rrely/aolt, never.
b. ( 17) No.

HCFA-466
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G. Enforcement

44. Different states have different legal provisions for enforcing their
nursing home standards. Below is a table that lists down on the first
coluin several provisions. There are six other colhin headings
labeled A through F. As instructed please complete coluxsI A through
F. For Column A, State Has Provision, if your state has the
provision, place a 'y" on the approprSate lne. If St does not, place
an In' on the appropriate line. Column 8, ecmmending Agency, we
are also interested If the survey agency and/or some other agency
reconds the legal action. If your agency recoende the action,
place a "y" on the appropriate line. If another agency reconmenda,
write the nane of the agency on the provided line. In many sttes
different agencies determine wether the legal provision will be
carried out depending on the sanction. For each sanction please list
the appropriate agency or individual in Column C, -Deciding agency."
In Column D, "Ner of Recommendations Carried Out," we would like to
know the number of tines the recomended actions were carried out in
1980 and 1983. Please write the nrnbers on the provided lines. In
Column E, 'Order of Importance," please rank order your perspective of
the importance to the regulatory proceas of each of the provisions
using the nuzDers 1,2,3 or 4 where

4 Very important
3 * Important
2 Unimportant

V = Very unimportant
Finally, in Colun F, "Order of Effectiveness," please rank order how
effective you feel these provisions are in assuring comp1lance.
Please rank each of the provisions using the nunbern 1,2.3 or U where

4 Very effective
3: Effective
2 Uneffective
I * Very uneffective

rf you do not use som of these sanctions, place an "XI on the line.



law t J r stites carryinL Hp U. otif * 4i1 Pffective/
Agenc Idetidmtil out 1983 actTons taken aetions ineffective

-.ativ a fas 26_ 2A. I 13- 2.450 900 19/i.-

rcn ftate 21 19 3 8 8_ _ 1-4 _ 12 15/3

Un&lO nr e 7 N 7 4 3 _ 1 _ 3 4/2

baWeassoe at

alli a 32 24 6 17 1Z - 1-29 - 96 26/i

Cuulierstlin of
pet rem" Ia
ala hen ct car-
tiflera at rtod
ppisatues 2S 17 12 7 10_ - 1-36 W I0S 10/1L

tem te n~te
4lardeperatllea 37L 36 I 113_3 lS I

raLtooaltsad

b b d 36 31 5l. 21 .. - 1-8 - 27 22/1.

tied Pditcald
raiefr Interior 9 6 12 3 L _ 10 _ 10 4/2_

cm ~amar pie
*tatl Ilentmar I.. 4 * 33 _ - 1-72 - 265 23/4-

P1*7r is 14 6 I _.L - 1-72 _ 154 9inlseam - -

rndra p.eetlea so 16 14 913 0 _ I-'0 3_ 76 13/Ilfor pause sbuse - - -/L

Lama ra on 4L AL a 2 - 1-13 - S9 3S/..

ternimruT 40 39 1 22 ___ I-SS _ 129 26/7decertification - - --

WIlu~dIp& of 19 8 14 S 3 _ 4-263 272 13/2

per. state: Total sanctions available: Median * S; Range * 1-14
-i b., of tYPes of sanctions appltied: Median . 2; Range * 1-12
Total number of sanctions applied: Medion . II; Range * 1-457
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45. Does your agepcy have written guidelines on when or how formal
enforcement action should be tacen against a facilIZ9 with
deficiencies?

a. (20) Yes. Cu est, please return a copy of the guidelines withthis quest.iernair..)

b. (27 ) No.

46. Does your state have a law requiring mndWtory reporting of patient
abuse?

a. Cm ) Yes. b. ( 9 ) no.

47. Does your state have a law Permitting residents to sue facilities toprotect their rights?

a. ( 24 ) Yes. b.C () No.

48. Does your state have other legal provisions which can be used to
enforce quality of care standards?

a. C 30 ) No. b.C 16 ) Yes. Send copy or list:

49. Does your state have a system whch rates oursing hores and publicly
discloses the ratings?

S. (AI ) No. b. C 6 ) Yes, It i operated by < As .. X

50. Do nursing homes with good compliance records (e.g., few deficiencies)
receive higher MedicaLd reS bursement retes or receive an incentivepayment?

a. ( 6 ) Yes. b. ( 41 ) No. skip to question 52

S1. What proportion of the homes In your state are currently receiving the
higher rate(s)?

--- la--% S edian; Msge - 28-32Z

52. When you recoend court action, is there an attorney on staff to take
cars, of this?

a. C 13v Yes, the attorney iS part of My agency's staff

b. ( 31) Yes, the attorney is part of the state or district
attorney's staff but is assigned to My unit.

e. (3) No.

d. C ) Dont know;.we have never requested court action.

Ir
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53. When you recomend court action, does the state attorney gneral -carry
out your request by filing suit.

a. RZO) All of the time

b. (I1) Host of the time

c. (12) S5 of the time

d. t 2) Don't know; we have never requested court action.

54. Yhen you have taken a facility to court, do you think the courts have
supported the agency's position?

a. ( 3) All of the time

b. (20) Hst of the time

C. (15) Scne of the time

d. t 9) Don't know; we've never taken a facility to court.

The next several questions address the effectiveness of various
enforcenent efforts. For these questions effectiveness is defined as
getting the facilities to caxply with nursing hegne regulations
terinating contracts with facilities that fall to cocply, as well as
the speed and thoroughne4s with which the sanction is carried out;
e.g. new adnisSions to the facility were stopped Ix liately on court
order. You need to refer to your answers to question 44.

55. In general, would you say your agency or state enforcement efforts
have been

a. (t5) Very effective?

b. (29) Effective?

C. ( 3) NIot effective?

56. Why are the sanctions you ranked Inumber e" listed in question.44,
Colmnm F. Order of Effectiveness," effective?

"t Fet Intc. of erovyder (20)

0 i1 ek rn1rc t r ( 71

Publict" 5 5)
Ability to rrmove operator (4)

5T. what are the obstacles-to effective use of the sanctions you ranked
"number I" in question 44, Column F, 'Order of Effecttveness?5

0
1
. A 4 ( --)

Potential hirm to residents (4)
Small impact an provider incone (2)

HCFA4-466
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H. Views on Federal Regulations

58. The current federal Conditions of Particicatlon for skilled nurshn
faclty:

*. C 8) CAn ensure rsing nome services of adequate quality as they
are.

b. 9) Can ensure nursing Ime Iervic*a of adequate quality, it
they deleted some Unecessary or uneasurable provisions.

c. (Z2 Could ensure adequate quality services It ;hey included
certain additions and modifications.

d I 16) Cannot ensure adequate quality services viumt a maJor
overhaul and reorientation.

59. The current federal standards for intenrediate nursint facilities:

a. ( 6) Can ensure nursing hoe services of adequate quality as they
are.

b. C a) Can ensure nursing hone services of adequate quality, they
deleted unnecessary or tnlasurable provisions.

c. (2o) Could.enswure.dequate quality services -if they included
certain additions and exdifications.

d. ( 3) Cannot ensure adequate quality services without a major
overhaul and reorientation.

Yhich of the following statements do you feel is an accurate
description of the situation In your state?

60. The current federal suvey procedures,

a. (j1) Work reasonably well as they are in assuring that Medicare-
and Medictid-fuded residents do not receive au!jstandatd
services.

b. ( 7) Would work as well if certain unnecessary or uneasurable
items were dropped.

C. ( 7n Would work reasonably well If HCFA gave the states enr0
support when they meve to terinate substandard facilities.

d. ( 2) Would work adequately it some changes and additions were
sudee

*. 1 2) Need to be caletely revied.

RCFA-466
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61. Which, if any, federal survey and certification regulations (includingboth the Conditions of Partiolpation and the Subpart S regulations)
inhibit quality patient care?

L'rkization Control (2)

62. Which, If any, federal survey and certification regulations (includirgboth the Conditions of Participation and the Subpart S regulatos)
are currently Ineffectiie and should be dropped completely?

Utilization Control (11)

Quarnerly.Staff Reports (5)

63. Which, if any, federal survey and certification regulations (includingboth tme Conditions of Participation and the Subpart S regulations)should be retained in a codified or alternative form?
Ibursing Services (5)

Medical Ofrector (4)
Physician Services (4)

64. Which, if any, federal survey and certification regu'ations (includingboth the Conditions of Participation and the Subpart S regulations)
are ne'ther effective nor mrth the time and cost?

Utilization Control it1)

65. List what you feel are the five cost important federal survey andcertification regulations (Including both the Conditions ofParticipation and the Subpart S regulations) for ensuring adequate
quality patient care?

2. Dieteti e,*vl,,.. (

3. Pharmaceuticel Sa,'O-es (26)

4. Physician s Crvice(19)

5. Phtsical Envtronene (13)

66. What, if anything, should be in the federal survey and certificationregulations (including both the Conditions of Participation and theSubpart S regulations) that is not there now?

Rasident Arssant otcomaes (13)

intermediate Sanceios (6

Staff Ratio. (5)
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67. The current requirement for annual surveys of all ftderally certified
nursing homes should be made more flexible to permit less frequent
surveys of facilities With histories of compliance and more than
annual surveys of facilities with histories of noncompliance.

a. ( 12) Strongly agree
23

b. ( t1) Agree

c. ( 10) Disagree
24

d. ( 14) Strongly disagree I

68. The tim-limited agreement requirement Should be dropped because its
usefulness as an enforcement tool is outweighed by the consequent
ability of facilities to predict the timing of survey visits.

a. ( :4) Strongly agree
28

b. ( 4) Agree

cev ( 12) Diaagre e
L 9

d. C 7 ) Strongly disagree

69. A short screening Instrument should be used In conjunction with mre
flexible survey cycles to Identify hilch facilities Should receive
more frequent full surveys.

a. -.) Strongly agree
134b. ( z3) Agree asmewhat 3

C. 6 ) Disagree

C. 7) Strongly disagree

70. It is desirable and practical to include a patient-centered asseslent
in the certification survey process.

a. ( 30) Strongly agree

b. ( tS) Agree

C. o) Disagree

d. ( ) Strongly disagree

KCrA-466
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71. A 3S1e Of alert nursing he residents should be lntervtewed and
their opinions be included 2a part Of the survey process.

B. (10 3 Strongly agree 3

b.( 8) Agree

c. 3 ) Disagree
3

d. ( 0 Strongly disagree )

72. How rany on-site visits should be required to verify correction withall items identified as deficiencies In a Statement of
Deficienciez/Plan of Correction form? -

a. ( 30 ) One on-site revisit Is adequate and rcre practical in
oost cases.

b. C 13 Several; there should be a series of or-site visits if
there are multiple deadlines for corrections.

c. t 3 3 None, because on-site visits are expensive and some
corrtn deficiencies can be adequately verified by
telephone or mail.

73. Accreditation by JCAH or some other accrediting body should beper ttted to stand in place of state surveys for federal certification
purposes.

a. I )Strongly agree

c o) Agree

c. C It I Disagree
346

d. ( 35 ) Strongly disagree )

74. The rederal regulations should require posting of survey results. The
poasting should include whether or not the facility is in cmpliance ingeneral and list the specified elements found not to be in
compliance. This posting should be In a prominent location in each
facility.

a. 17 Strongly agree 3
3 30

b. 13) Agree

c. C i 3 Disagree
d 17d. C 3Strongly disagree3

HCFA-:66
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75. The reglations, procedures, And forms for surveying skilled andintermediate level facilities should be omfbined Mh to onecoprehnsiv. Survey.

a. (18 ) Strongly agree

b. (18) Agree ) 36
cO( 9 Disagree

d. C I ) Strongly disagree )

76. Should the inspection of care reviaw system be integrated with theprocess of surveying nursing homea for certification?

a. C6 ) Yes. they both should be done at the Sae visit bydifferent teams so that significant inspection of careproblems can be cited and corrected in the surveyprocess WhAle the burden on providers iS reduced.

b. 6) Yea, and to Save costs and avoid duplicatSion, theyshould be done by the same team as well as during thesame visit.

c. 7 ) No, the two functions should be conducted by separateagencies or departments, because they have different
foci (patient vs. facility) and/or two visIts allowbetter surveillance of facilities.

d. C ) No, they are separate functions, but they should beunder the sane supervisor in the state health cr healthand tumen Services department so that the pertinent
findings of each process can be shared.

77. Federal regulations should contain a requirement for statecertification of nurses asides.

a. C14 ) Strongly agree

'34b. (20 ) Agee"

c. (to ) Disagree
) 12d. ( 2 ) Strongly disagree

HCFA-466
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78. Specific dio~mm nwrsim stOff to patient ratios shdbld:be'idopted In
the federal rtgulations.

a. (13 ) Strngy agree
)32

b. (19X Agree

c. ( 13 ) Disagree )
d 1)

d. C 2) Strongly diSagree

HCFA-466
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DEPARTMENT OF HEALTH & HU4AN SERVICES
POIM cmos

Rb, X

291 Thd Avenue
Su IWAU121

February 15, 1985

DIViSION OF HEALTH STANDADS ALYD WAILITY
STATE LETTER NO. 170

SUBJECT INDEX CATEGORY: 2

SUBJECT: Long Term Care Time Limited Agreements

As a reminder, we have rescinded those parts of our State Letter No. 101l
dated November 20, 1981, idrted a ecents d rassovey
intervals. The part covering te- addit M EN
a survey al still in effect.

The ettached Medicare and Medicaid regulations require specific procedures
for time limited agreements and for cancellation or non-renewal of these
surrc rtS They remain, of course, in full force and effect.

If there are any questions about this subject, please contact your DHSQ State
Representative.

Sincerely,

Thomas C. Wailner
Associate R9gional Administrator
Division of Health Standards and Quality

Enclosure
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COOIMlTTEE STAFF NOTE: On February 21, 1985, the Health Care Financing Administration
published proposed rules for the "Intermediate Sanction of Long Term Care Facilities"
in the Federal Register, page 7191. 1
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( ; 4 DEPARTMENT Of HEALTH & HUMAN SERViCES
Cav

-Fn u

Pvem Sharon Hattis. Acting Director
Office of Survey and Certification

S. Imp Iementation of HIKACS Frout-EHd Data ntury and Case Control System

Associate Regional Adainistrators
To Division of Health Standards and ablfty

Regions I - X

After reviewing your oments on our January 1s manoranda, we have
decided to proceed with the Implementation of a front-end data entry and
ca" control system to prowote national unIforsity In the identification
of providers for substaotive revise before recertification. Effective
Fercb 11. all recertification hits from the Statt agencies are to be
entered into XOACS upon receipt In the regional office prior to revie by
the cerificestion specialists. Until further notice, the front-end data
entry portion of thit system will apply only to recertificationa.
Regional certification specialists *hould continue to review all other
types of actions (e.g., initiala, 15S, revisits, adverse actions) prior
to entry into EACS.

Rased on your cownts end suggestions, we have made several
modifications to the system as outlined In the attachments to the January
1 mrendum. These changes incladet

0 Critical Requirements

We have decided to add to our original list of critical
requirements the Conditions of Participation (COe) for all
provider types. (Ha will not add the etaudarde for ICF& and
ICY*s/M.) Regional Offices are free to supplement thee
andatory flags with additional flags of their choice. However.

at least during the Initial evaluation period, we will not
progren the system to identify the additional flagged iSaQ&.
After we have gained eowe eapriec in uaing the system we
will reevaluste our original flags and consider prograning
additional central office and regional office flags.

nrandumN
an-v
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Page 2 - Associate Regional Administrtors. legions I - I

o Certification Workflow

For Hedicare end Medicscersediceid providers, the entire
recertification kit, with the exception of the determination
approval date (33), should be entered into MHACS upon receipt
in the regional office. This involves a chenge in the existing
method of front-end data entry need in s Regional Offices.
Any State agencies doing direct date entry should also enter the
entire kit with the exception of L33. ALL cases entered In this
mancer will go to the transaction (orbit) file until the L33
data ts completed. This will allow the Regional Offices to make
any necessary changes to the provider record, if naceesary.
before the kit is accepted to the mester file. We are also
revising the WACS update screen to allow you to enter the 133
date more easily. For Medicaid only providers, the entire
recertification kit, including L33, should he entered upon
receipt In the Regional Office.

o Individual Facility Profile (IYY)

We are revising the IFFs in order to permit easier
identification of flagged cases. The upper right band corner of
the IFY will have a 'TUGZGD PROVIDER indicator. There will
also be an indicator (O) beside anl current COP or critical
requirement deficiencies and deficiency counters will be built
In to tally and display on the IFY the otnher of flagged
deficiencies.

o IMACS Daily Rport

To provide you with a sary report on the euber of providers
flagged each day, the Receipts nd Dispositions report will
includa en indicator (X) next to the flagged provider numbers
end a total of these providers.

We plan to Implement the case control system entime this Spring. We
are now developing reports to be used In thie system which will apply at
first only to initials and recortifications. The system will be expanded
later to include other types of actions (*.S. follo-up visit reports).
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Pose 3 - Associate Ragtonsl Adaoetrators, Regions I - I

Ve plan to esluate the front-tnd data entry snd case control system for
approximataly six months afitr its Implsmentation. Your commsnts and
feedback doring this period viil be intsrmenutl in aking the cyst. sb
usaful as possible for both the Regional Office and Central Office.
Plea" direct any qosetions. eoente, or suggestions in this regard to
Barbara Slobodin at mn 934-7942.

cc:
Philip Nathanson
Tbas Morford
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a
Attachment A

Conditions of Participation (COPs) and
Critical Requirements

Hospitals (LWO7 -01) Provider Group I

COPs Data Tag Identifier Description

A006 I Compliance with State and Local Laws
A009 II Governing Body
A021 III Physical Envirooment
A026 IV Medical Staff
A047 V Nursing Department
A073 VI Dietary Department
A091 VII Medical Record Department
AL115 VIII Pharmacy and Drug Room
A126 IX Laboratories
U153 X Radiology Department
A162 XI Medical Library
A163 XII Complementary Departments
A190 XIII Outpatient Department
A195 XIV Emergency Service or Department
A199 XV Social Work Department
B006 XVII Special Medical Records Requirement
B038 XVIII Special Staff Requirements

The following COPS apply when the facility is designated as Hospital-SNF
swing bed (SF44:1).

A512 VII (F249) Specialized Rehabilitative
Services

A523 X (F300) Dental Services
A531 XI (F308) Social Services
A547 X}I (F324) Patient Activities

CDP Total - 21

I , /#T.
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CRs Data Tag Identifier

A014
A039
A043
A049
A068
A090
A144
A164
A182

A197

A206
A228
A506

K9: B
L237-13

2B-3
4L
40
5A-1
5B-3
6D
91
12A
12B-2

14B

9K
9L

2K-7

(RADARS
Conversion)

Description

All Patients Under Physician's Care
Infection Committee
Review of Clinical Work
Registered Nursing Services
Administration of Medication
Diets
Blood and Blood Products
Surgery
Persons Qualified to Administer
Anesthetics
Emergency Medical Service Medical and
Nursing Personnel
(E032) Proficiency Testing
(E087) Quality Control
(F073) Free from Mental and Physical
Abuse
Life Safety Compliance

Critical Total - 14

Skilled Nursing Facilities (L007-04) Provider Group 2

COPS Data Tag Identifier
I

F015 II
F090 III
P101 IV
F123 V
Y207 VI
P249 VII
P263 VIII
P286 IX
F300 X
F308 Xi
P324 XII
P335 XIII
P359 XIV
P366 XV
F428 XVi
F448 XVII
F4f.2 XVIII

Description
Compliance with Federal, State, and
Local Laws
Governing Body and Management
Medical Direction
Physician Services
Nursing Services
Dietetic Services
Specialized Rehabilitative Services
Pharmaceutical Services
Laboratory and Radiologic Services
Dental Services
Social Services
Patient Services
Medical Records
Transfer Agreement
Physical Enviroment
Infection Control
Disaster Preparedness
Utilization Review

COP Total - 18
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CRs Data Tag Identifier De-scription

Free from Mental/Physical Abuse
Patient Supervision by Physician
24 Hour Nursing Service
Rehabilitative Nursing Care
Administration of Drugs
Conformance with Physician's Drug Orders-
Menus and Nutritional Adequacy
Sanitary Conditions
Provision for Laboratory Services
Blood and Blood Products
Emergency Generator for Life Support
System
Communication System
Aseptic and Isolation Techniques
Disaste' Plan
Staff Training and Drills
Life Safety Compliance

Critical Total - 16

Intermediate Care Facilities (LO07-10) Provider Group 2

Note: ICFs do not have requirements at the condition level; therefore,
the CRs listed below will be the basis for the ICF flags.

CRs T055
T094
T096
T102
T105
T106
T112
T117
T123
T159
T165
K9: B
L237-13

5A-1
12
13A-9
13A-9
13A-9
14
14A-I
14A-7
15A-8
18A-6
18A-6

(RADARS
Conversion)

Disaster Preparedness
Physician Services
Health Services Supervisor
Responsible Staff Member
Nursing Service
Meals
Therapeutic Diets
Sanitary Conditions
Conformance with Physician's Drug Orders
Equipped with Resident Call System
Isolation
Life Safety Code

Critical Total - 12

x-hs/I

F073
F105
F134
F173
F181
F189
F221
F244
F287
F296
7370

F395
7435
F449
P457
K9-B
L237 13

2K-I
48
SC
5E
5G
5S
6B
6G
9A
98
158

1SD
163
17A
17B
15A
(RADARS
Conversion)
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KC:1 DEPARTMSENT OF HEALTH & HUMAN SERVICES

'~~~~~ ~~Memorandum
Datas 1arch2,X8

Pto 
4

rediiHalb1
HCFA Audit Minager-Region V

SbJa.t Planned National Review of Survey and Certification Activities
at Sil led and Intermediate Nursing Facilities

To Jim Ma"orano
Region III

In the memorandum from your office dated November 13,1984, subject
as above, you provided a 'preliminary questionnaire' which you
requested that we address in Region V. On January 16 and 17,1985,
staff from your office visited the Springfield office staff to
clarify and provide additional information related to the November
13,1984 memorandum.

Essentially the 'preliminary questionnaire, raised questions con-
cerning (i) facilities identified on the Medicare/Medicaid
Automated Computer System (MMACS) as not surveyed In the last 18
months and (ii) the partial surveys performed in Wisconsin. The
results of our review of these two areas were as follows:

Facilities Not Surveyed in Last 18 Months. At the HCFA Office in
Chicago and where necessary the State level, we followed up on a
random sample of 100 of the 303 nursing facilities in Region V
which were identified in early January 1985 as not being surveyed
in the last 18 months. Our review disclosed that:

-Twelve of the facilties had surveys made and the results
recorded on the MMACS under a different provider number than iden-
tified by Region III audit staff. Ten of the 12 facilities had
switched from XIX only facilities to XVIII/XIX Facilities. The
other two switched from XVIII/XIX facilities to XIX facilities.
These switches necessitated the change in the provider numbers.
HCFA Region V did not remove the old provider number from the
MMACS file of active providers.

-Fifty-two of the facilities were surveyed in the last 18 months
under the same provider number as identified on the MMACS. HCFA
had a copy of the surveys. Prior to October 1984 HCFA Region V
generally made it a practice to delay entering survey information
on the MMACS until deficiencies identified on the surveys were
corrected. This often resulted in a delay for many months before
the survey results were recorded on the MMACS. In October 1984,
HCFA-Region V changed its procedures (Attachment A) whereby sur-
veys are now entered into MMACS immediately upon receipt.
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-Thirty-one of the facilities did not have surveys per-
formed In the last 18 months. The last surveys made for these
facilities were identified on the NMACS. Twenty-seven of the 31
facilities were located In the state of Indiana. We recently
completed an audit of the certification of nursing facilities in
Indiana . We will be issuing a draft report shortly In which we
will be questioning FFP claimed under Title XIX for facilities
which were not properly surveyed and certified. See Attachment B
for a draft PAK on the subject.

The remaining 4 of the 31 facilities not surveyed in the last 18
months were located In the state of Wisconsin. Under that state's
plan each nursing facility was not expected to be surveyed every
18 months.

-Two of the facilities were Christian Science facilities.
HCFA-Reglon V does not get involved with the certification of
these facilities. We were advised that they are certified by the
First Church of Christ Scientist In Boston. Miessachusettes.

-Three of the factiities were closed or were no longer
operating as SMF's; therefore. surveys were not late. HCFA-Region V
did not remove the provider from NMACS file of active providers.

The above results for the 100 sampled facilities identified by
state are as follows:

State
Category IL INI ml gim ONl WI Total

Change in Provider Nuriber 4 4 4 12
Entry of survey data delayed

by HCFA-Region V 22 2 10 14 4Q 52
No Survey Performed 27 4 31
Christian Science Facility 1 1 2
Facility Closed or no

longer SNF I 2

Total Z6 29 2 14 15 14 100

*Includes some partial surveys

It should be noted that, while the 64 facilities (12 plus 52) that had
surveys performed did have deficiencies cited, none of them were of the
type that resulted in the nursing facllities meeting one of the
following three criteria used by Region III in identifying potentially
deficient facilities:

-Failure to meet any one of the listed Conditions of Participation
for two or more consecutive years since 1979.
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-Failure to meet three or more listed Conditions in any one of the
last three most recent surveys.

-Failure to meet any one of the isted Conditions of Participation
four or more times.

In summary. with the eaception of surveys not performed in
Indiana, we do not believe that the problems disclosed by our
review are a sign that substandard homes are allowed to continue
in the program undetected or that surveys are late.

Partial Surveys HWisconsin Only). Answers are In response to the
six questions raised in your questionnaire.

1. For the period from July, 1981 to July,1983 Wisconsin's
plan for surveys of SNFs and ICFs (Attachment C) called for
variable survey schedules. Generally. facilities Identified as
.problem' facilities were surveyed annually. Those XVIII/XIX
facilities considered as not problem facilities were surveyed at
least once every two years. As a part of this two year survey,
partial surveys were made of the facilities problem areas to
monitor correction of problems and continued compliance.
Reportedly. Wisconsin went to the variable survey schedule as a
result of a reduction in funds available to do surveys of SNF
facilities participating in the Medicare program. In August, 1983
Wisconsin began again its past practice of surveying all facili-
ties on an annual basis.

2. The variable survey schedules were authorized for SNFs
under Section 2153 of the Omnibus Reconciliation Act of 1981 which
repealed the mandates that agreements with SNF facil ities be
limited to a duration of 12 months. HCFAs guidance (Attachment 0)
extended this flexibility, in certain circumstances. to Medicaid
as well.

3. HCFA-Region V was aware of Wisconsin's practice of per-
forming partial surveys.

4. See answer in 1 above and Attachment C.

S. The criteria used to develop the strategy for selecting
the specific conditions that were Included In the partial surveys
is identified in Attachment C. This criteria appears to have been
consistently applied.

6. Concerning the success of the partial surveys,
KCFA-Re ion V officials have no basis to form an opinion.
Wisconsin officials believe that, while survey costs were reduced
during the period of partial surveys, the overall condition of
nursing facilities may have worsened during that period.
Wisconsin officials believe that the annual surveys are a better
tool for ensuring quality care than partial surveys.
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In accordance with your verbal request on February 28.1985, we
have discontinued any further efforts concerning your 'preliminary
questionnaire'.

Attachments (4) tCOMMIrTEE STAFF NOTE: Attachments "A" and "D" are located
elsewhere in this chronology of DMRS Internal documents.]
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ICOMMITTEE STAFF NOTE: Draft Priority Audit Memoraod= attached to !arch 1, 1985

m.eo from Region V 0IG Audit office to Region III 0IG Audit office,]

DEPARTMENTOF HEALTH& HUMAN SERVICES A ,4r t Q
a~~~~~~~~~~~~~~~~A'~~ Cm .a _

Memorandum
D~ta

FRom Richard P. Kusserow
Inspector General

su.bici PRIORITY AUDIT MEMORANDUIM - Review of Title XIX Certification Agreements
for Intermediate Care Facilities (ICF.) and Skilled iNursing Facilities
(SIO) Administered by the Indiana Department of Public Yelfare for the

T. Period June 1, 1982 to March 31, 1984. ACl 0-50150.

Carolyne K. Davis. Ph. 0
Admi ni strator
Health Care Financing Administration

This memorandum is to alert you to significant findings disclosed during our
audit of Title XIX Certification Agreements for ICFs and SNlFs administered
by the Indiana Department of Public Welfare.

The Code of Federal Regulations (CR), Title 42 Chapter IV, Subchapter C,
set forth State plan requirements, standards, and conditions for obtaining
Federal financial participation (FFP) in payments for services provided under
the Medicaid program. FFP is available In expenditures for SNf and ICF
services only if the facility has been certified as meeting the required
conditions for participation.

The regulations state, in part, that;

(a) Certification end recertification.. .c Medicaid agency
may not execute a provider agreement with a facility
for SliF or ICF services nor make Medicaid payments to
a facility for those services unless the Secretary or
the State survey agency has certified the facility under
this part to provide those services....

The regulations further state that, the survey agency must perform on-site
inspect0ons of a facility at least once during each certification period; the
duration of a provider agreement may not exceed 12 months; and the provider
agreement must be for the same duration as the certification period set by
the survey agency. In Indiana, the medicald agency Is the Department of
Public Welfare while the survey agency is the State Board of health.

Our review disclosed substantial non-cmpliance with both certification and
provider agreement requirements of the Medicaid program. We identified a
total of 230 facilities, out of the 347 facilities reviewed, that operated
without effective certification for varying periods of time between June 1.
1982 and March 31, 1984, because the survey agency had not conducted the
recertification surveys required for participation in the Medicaid program.

73-435 - 87 - 10
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Payments made to these facilities during the time they were not certified to
participate In the Medicaid program totaled about S70.4 million. The Federal
share of these payments totaled about S41.3 mi1Io0n.

we plan to recommend that the medicaid agency make a financial adjustment in
the amount of 141.3 million. We also plan to make procedural recommendat1ons
regarding compliance with the certification agreement regulations.

We expect to issue our draft report in March 1985.

cc: Majka Vengrin
Mitchell Nicholson
McGowan Haskins
Tyson Boyd
Siguler Mangano
O Shaughnessy Britten
Morey Piazza
Scott RiGAs
Nel son
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-Participating in the initial surveys and follow-up visits for
Ambulatory Surgical Centers and Comprehensive Outpatient Rehabilitation
Facilities. Since these are new programs, the number of surveys to
be completed during 1984 is unknown.

-Provide inservice training, expert consultation and rule interpretation
to other Bureau of Quality Compliance staff.

Long Term Care Section

The Long Term Care Section is primarily responsible for performing
certification and licensure surveys, and for completing the Title XIX
Inspection of Care Program. Survey activities for nursing home licensure
and Title XVIII/XIX certification will be conducted at approximately 652
of the 487 nursing homes annually. A full survey will be conducted
at least once every two years in all facilities. ICF/KR facilities will
be surveyed on at least an annual basis per federal requirements. The
basis for selecting facilities for survey is described elsewhere in this
report (see attached criteria for ranking), and uses the inspection of
care process to help identify facilities requiring more detailed attention
by the Bureau. The completion of annual IoC's for the 37,000 medical
assistance residents in Wisconsin nursing homes provides an additional
monitoring mechanism to detect serious problems.

Complaints remain one of the highest priorities of the long term care
program. The long term care section maintains the capability for immediate
response to serious complaints, but also considers alternatives to
immediate on-site investigation, for those complaints that offer minimal
threat to patient welfare and safety, in order to maximize the efficient
use of field staff. Surveillance is utilized to ensure continued correction
of problems in facilities with a history of short-term compliance.

Inservice/consuirstion efforts focus upon needs identified by survey
staff or related to correction of violations, rather than to formal
requests for inservice from facilities in order to meet inservice or
continuing ed,,catlon requirements. Facilities are encouraged to seek
special consultation from outside resources which is complementary to
the Bureau's regulatory role.

The Department of Health and Social Services is developing a requirement
that each SNF be certified for Title XVIII. 176 initial Title XVIII SNF
surveys may result from this requirement during FY 1984.

A-4
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Bureau of Quality Compliance
Variable Schedule for Surveying SNF and ICF
Facilities - Health Facilities Surveys (RN. SW and RS)

For FY 1984, the Bureau of Quality Compliance will again be required by
budget constraints to reduce health facilities surveys for SNFs and
ICFs. The Bureau will identify and target facilities with poor compliance
histories for annual resurveys, while resurveying facilities with a good
compliance history only once every two years. In addition, the Bureau
will direct more staff time to performing complaint investigations,
partial surveys and/or surveillance visits for facilities with a marginal
or poor history of compliance. The Bureau uses a combination of an
objective assessment of compliance history, tempered by subjective
impressions of surveyors, to establish survey priorities.

The Bureau of Quality Compliance intends to complete a full health
survey (including a nurse, social worker and sanitarian on the survey
team) for at least 65% of the facilities scheduled for annual survey in
a given month. Other facilities with historical compliance problems in
a particular service delivery area (e.g., dietary, pharumacy, ete.) may
receive partial surveys.

The following guidelines establish survey priorities.

1. Every certified facility will have annual oC's performed on Title
XIX residents in the month currently established by the master
survey schedule.

2. All ICF/MR's (Community Based Residential-Facility or Nursing Home)
will have a full federal certification survey at least annually,
based on the current master survey schedule.

3. All state licensed nursing homes and community based residential
facilities will have a state licensure survey at least once biennially.

4. All federally certified SNF's and ICF's will have a federal certification
survey at least once every two years.( t1.tr; as +.i >. I..

\ L
5. State licensure and federal certification surveys will be conducted

during the same visit by the same inspection team.

6. Facilities identified as "problem" facilities (see Attachment A)
will have full health facility licensure and, if certified, certification
surveys at least annually.

7. Partial or interim surveys and/or surveillance visits, focusing on
the facilities' problem areas, will be used to monitor correction
of problems and continued compliance.

8. Complaint investigations will be prioritized and scheduled for
investigation, based on the seriousness of the allegations.

A-5
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Slc h-cdulinE

Advance scheduling will be Initiated two months in advance of the month
to he scheduled. For example, during the first week of July. a rough
schedule is developed for the month of September.

In advance of the monthly scheduling meeting, the Field Operations
Manager will request a list which will show all activities tentatively
scheduled for the given month. The list will show activities of high,
medium and low priority. The Field Operations Manager will use the list
to assign specific team members to daily activities to be performed
during the month. Activities are scheduled by high priority, followed

by medium priority, and lastly, low priority.

The Field Operations Manager will forward copies of the schedule to the
central office (Madison) scheduling coordinator within three days of the
scheduling meeting.

The central office scheduling coordinator will review ill schedules to:

1. Ensure that all priority activities are scheduled;

2. Ensure that the Field Operations Managers are scheduling in
accordance with the guidelines;

3. Monitor workload distribution and recommend changes of assignments

to balance workloads.

Changes made to the survey schedule will be reviewed by the central
-office scheduling coordinator and approved by the Long Term Care Section
Chief. If surveyor time is available, or needed, in a district, the
central office scheduling coordinator will balance schedules accordingly.
Final decisions regardlng scheduling changes, facility reassignments and
workload balance will be made at the monthly Field Operations Managers'
meeting.

Pn~st Survey .Suunr

After each full team (RN, RS, S.) survey, but prior to the exit conference,
the Field Operations Manager, as schedules permit, will meet with the
team members to evaluate the survey findings, review violations/deficiencies
to be cited, and make recommendations for the scheduling of the next
full survey, partial surveys or surveillance visits by one or all surveyor

disciplines.

A-6
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ld.n tifying Problem Facilities

Objective Data

The criteria which comprise the "objective data" are the historical,
"hard" facts about a facility which are readily obtained from the computer
tracking system. The criteria used includes:

(a) Total Class A and 8 Violations/*Deficiencies.

(b) Total Number of Violations/Deficiencies. The total number of
violations can indicate the scope of problems at the facility.

(c) Number of Uncorrected Violations/Deficiencies. The number of
uncorrected violations/deficiencies indicates the facility's
diligence and willingness to attain and maintain compliance.

(d) Number of Substantiated Complaints. The number of substantiated
complaints indicates the facility's efforts to maintain compliance
between scheduled survey visits.

(e) Number of Unsubstantiated Complaints. The number of unsubstantiated
complaints can be an indication of the facility's efforts to
maintain compliance.

In order to properly reflect a good or bad facility, Bureau of Quality
Compliance staff ranked the above criteria on a scale from I to 5, with
5 reflecting the best indicator of a problem facility. Based on this
ranking process, each objective criteria was weighted based on its
proportion to the total number of possible points.

The following is the current weighting system:

T,.tal Number of Class A & B Violations: 10
Total Number of Violations: - 7
Number of Uncorrected Violations

(inclu-ding violations cited by
vngincur surveyors) 6

Number of Substantiated Complaints: - 6
Number of Unsubstantiated Complaints: - 4

*A Class 'A" violation creates a condition or occurrence relating to
the operation and maintenance of a facility presenting a substantial
probability that death or serious mental or physical harm to a
resident will result.

A Class "B" violation creates a condition or occurrence relating to
the operation and maintenance of a facility directly threatening
the health, safety or welfare of a resident.

A-7
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A facility's total rating is calculated by totaling the points it received
for each criterion. These criterion are calculated by locating the
facility's record in that criterion area over the previous 12 months on
a graph and chart, determining the attached point value, and multiplying
that value by the weight assigned to that criterion.

In addition to the five criteria used to rank facilities, other objective
data is considered when determining when and how often to survey a
facility, such as loC results or changes in facility status. (e.g., Changes
in ownership, etc.)

Subjective Assessment

In addition to using objective data to determine survey schedules, the
subjective assessment of a home by surveyor staff is considered, and in
some cases, indicates when to survey a facility.

The following is a list of subjective areas, not directly related to the
codes, that may indicate when to survey a facility.

1. Management

-effective management evident?
-good communication among department heads?
-good communication among staff within department?

2. Attitude Towards Correction

-borderline compliance with the codes?
-attitude toward problem identification by the state?
-receptive to consultation, willing to try new ideas?

3. quality tf Resident Care

-resident satisfaction with care?
-good interaction among residents?
-rcsidents appear open, willing to talk?
-resident attitude toward staff, good communication noted?

Facilities Hrgulation Section

The Facilities Regulation Section is responsible for coordinating all of
the Title XVIII and XIX certification of providers of services in the
state. Whenever a provider is determined to not comply with the regulations.
this Section recommends appropriate adverse action.

A-8
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SYSTEM FUNCTION - APPLICATION CODE: 5220
APPLICATION CODE TITLE: PROGRAM MONITORING

BLDGET SOURCE(S); 051101

DATA PROCESSING FACILITY(IES)t 10000

[ COMMITTEE STAFF NOTE: HCFA sent this evaluation of the MMACS database to the
Office of the DH8S Assistant Secretary for Management and Budget.

PAGE 284 S5-83-13 08:31:04

DEPARTMENT OF HEALTH AND HUMAN SERVICES
HEALTH CARE FINANCE ADMINISTRATION

OFFICE OF MDCL REVIEW

REPORT DATE, 03/13/85

DHHS ID NUMBER: FPE4 001 DATE UPDATED/ENTERED' 00/00/00

SYSTEM TITLE:
MEDICARE/MEDICAID AUTOMATED CERTIFICATION SYSTEM(MMACS)

GAO ACCESSION NUMBER: 00524027
OMB REPORT NUMBERS: 093Sr004S

RESPONSIBLE OFFICE: OFFICE OF STANDARDS A CERTIFICATION

PHONE NUMBER: (301)-504 2i95 SYS MORI

SYSTEM DESCRIPTIONH
MANAGE CERT. PROCESS FOR ALL MEDICARE/MEDICAID

FACILITIES. INPUTS: APPLICATIONS FOR PROGRAM PARTICIPATION
CERTIFICATION KITS & SURVEY FORMS. DATA IS ENTERED DAILY. AN-
UPDATE IS PERFORMED A INFORMATION RETURNED TO RODS WITHIN 24 HRS.
DATABASE CONTAINS MEDICAL CAPABILITIES & CONSTRUCTION PROFILE A
PATIENT CARE A WELFARE OF EACH FACILITY. M I REPORTS ARE
GENERATED DAILY - BI-WEEKLY - MONTHLY A QUARTERLY. ON-LINE
ACCESS TO PROVIDER HEALTH LIFE/SAFETY DEFICIENCIES & FACILITY
CHARACTERISTICS THROUGH RADARS QUERY RESPONSE SYSTEM.
AUTHORIZATION: FL 89-97.

RES SUMMARY FYS4 FY85 FY06 FY87 FY58 FY89 FY90

TOT RESttOOI) 801 779 1091 853 0 0 0
WORK YRS(FTE) 17.6 17.6 17.6 17.6 0.0 0.0 O.

LIFE CYCLE - START DATET 03/01/75' SYSTEM STATUS: OPERATIONAL
END DATE: 09/01/07 OPERATIONAL DATE: 03/01/75.

EVALUATION SCHEDULE - LAST EVALUATION: L3 /B32'r
NEXT EVALUATION SCHEDULE: ' -6>

SYSTEM SECURITY SENSITIVITY: LOW FIPSPUBS:

SYSTEM CONTAINS PRIVACY INFORMATION? NO
HAVE NOTIFICATION REQUIREMENTS BEEN MET? NOT APPLICABLE
PRIVACY ACT IDENTIFICATION NUMBER:

A76 REQUIRED? NO A76 COMPLETED? NOT APPLICABLE-

SYSTEM FUNCTION - APPLICATION CODE: 5220
APPLICATION CODE TITLE: PROGRAM MONITORING

BUDGET SOURCE(S): 051106

DATA PROCESSING FACILITY(IES): 20202 10000
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SYSTEM EVALUATION SUMIURY

HEDICAREMEDICAIT AUTOMAtED CERTIFICATION hETwORK

Systems Included: PVC00l - Medicare/Medicaid Autonated Certification
System

FVCDOI - Provider of Service Data

Date Operational: FVC001 - 1975

FVCWO3 - 1968

Providers of Services: Health Care Financing Administration
Bureau of Data Management and Strategy

Annual Cost: FVCOOl - S897,000*

FVC003 - t 8.DOn

Total - t905,000f*

Systeas Manager:

Summtary:

Michael Moran (594-7940)
Health Standards and Quality Bureau (BSQB)
Office of Survey and Certification (OSC)

See Attached

* This total was for FY 1982, the total cost for FY 1984 has been
estimated to be less, because of the hardware change fra: Univac 1108, to
IdH 4341, and use of CICS software procedures to support data entry and
front-end editing. Exactly how much less is not available at this time,
because the cost accounting system (at the HCFA Data Center) Is still
being developed and as of this date cannot isolate these specific costs.

** See * above

2 ) ' i
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Page 2

Nedicere/Medicsid Automated Certification Network

Purpose of System

The Medicare/Medicaid Automated Certification System's primary objective
is to support the certification process by maintaining accurate, complete
and current information on all medical facilities participating in the
Medicare or Medicaid Programs.

The infornational contents of the data base are used by HSQB, BDMS, RO'a
and the various State Health Agencies in determining the eligibility of
facilities to participate in either the Medicare or Medicaid Programs.
Various reports generated from the data base are used as aids in
acheduling recertification surveys of facllities, general administrative
functions, and also in efforts to raise the general level of patient care.

Extracts from this data base art used by various other government
agencies to obtain statistical data to determine the adequacy of the
nation's current medical resources and project future medical service
requirements.

Beckground/Historical Development

The Medicare amendments in 1966 created a need for information on medical
facilities. To meet these needs, the Provider of Services (POS) file was
created. This file holds information relating to the medical resources
of a facility.

In 1969, the Bureau of Health Insurance developed a system to certify and
determine the eligibility of medical facilities to participate in health
care programs.

Through 1972, the method of processing was to receive numerous forms by
mail from the regions. The forms were categorized and processed through
either the POS system or the Survey Report system, There was a
repetition of work and considerable redundancy of data in files and
outputs.

In an effort to alleviate some problems, the 1972 Congressional
amendments were passed. A maximum of 90 days from date of application to
completion of the certification process was allowed. Thus, a complete
profile of each facility's capabilities, resources, and deficiencies
would be available for public disclosure within 90 days. SMACS was
designed to meet the requirements of the 1972 Amendments.
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Page 3

In 1975, the Repid Data Petrieval System (RADARS) was developed.
RADARS Is an on-line data base which allowed the regions to access
codified PCIACS data and generate ad-hoc reports on demand. In July
1981, an expanded version of RADARS was released for regional office
use. It contains all master file data elements, provides flexibility
in the generation of reports and supplies specific data rather than
range codes.

In 1584. the ultimate goal the upgrade of MMACS to a -State-of-The-Art'
system was achieved when the MHACS Master file was migrated to the IBM
43A1. This allowed the data base to be placed on line providing the
users will demand access to all data items contained in the CO data

base. This access is available through the HCFA telecomunications
network (Central Office And Regional Dispersed Terminal - CORDT).

Schedule Requirements

Information is collected regionally and transmitted to Central Office
daily. All data received by 4:00 p.m. is processed and subsequent
reports are transmitted to the regions by the following morning.
Twenty-four hour turnaround allows the regions to use the reports
generated by the system to determine if a facility should be denied
certification.

Monthly land quarterly reports include all data processed by the system

through the day preceding the last processing day of the mouth. All
reports must be generated and transmitted to the regions by the 10th of
the month. This allows for the timely distribution of reports to the
State Agencies for use in scheduling facilities for resurveys.

Special Security Consideration

A. Program Backup

Test. production and backup versions of each program in the daily
update process are maintained on a mass storage program file. All
files are backed up daily by the Office of Computer Operations.
BDMS, HCPA and retained for 30 days.

All bi-weekly, monthly, and quarterly programs are released for
production through a central control section to the Office of
Computer Operations. CICS programs are copied to production
program files once a veek and prograers are notified after the
copy has been completed.
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B. Data Backup

The Medicare/Medicaid Automated Certification System maintains a
file of all medical facilities participating in the
Medicare/Medicaid Progras. The input forms are stored In the
regional offices and state agencies. The retention period varies
from 3 years to indefinitely depending on the region. The MOACS
master file is retained for 180 days. while the Provider of
Services (PCOS) extract file (PHO749) is retained indefinitely. All
WACS data is stored in a secure tape library.

C. _~siem urit e Masures

1. Pac-F Systems Security Software

2. Access Codes/Passwords

3. Regional offices are only authorized to input or access data
fr their region.

4. All requests for substantial processing changes are completely
documented.

5. 11MACS data is available to the public through publications and
special requests.

Overall Systems Description

The MMACS data base contains Information on over 42,000 medical
facilities which are broadly divided into eight separate categories
depending on the type of medical service the particular facility
offers. The broad categories are Hospital, Skilled Nursing Facilities,
Intermediate Care Facilities, Institutions for the Mentally Retarded,
Home Health Agencies, Independent Laboratories, Physical Therapists,
Portable X-ray, Chronic Renal Dialysis, Rural Health Clinics,
Comprehensive Outpatient Rehabilitation Facilities, Ambulatory Surgical
Centers, Hospices, Physical Therapist in Independent Practice Hospitals
and Extended Care Facilities are further divided into sub-categories
indicating the type of patient care being offered.

Each medical facility record In the data base is composed of multiple
variable length segments within the provider, with each segment having
a distinct type of information and its own Record Identification Code
(RIC).
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The 'P FIC, Provider of Services (POS) segment, contains information

relating to the medical capabilities of the particular facility with

Wame, Address, and Geographic Codes; this segment is used extensively
in all Health related processing and for statistics and tabling.

The 'PX RIC, Survey Report Form (SRF) segment, contains detailed
information on all aspects of the facility related to patient care and

welfare, and this segment is used primarily in the certification
process for determing eligibility to participate in the Medicare or
Medicaid Program.

The S PlC, Life Safety Code (LSC) segments, contain detailed
information on construction and type of each building, wing and annex

of the overall facility as it relates to patient safety. The
information contained in this segment is used in certifying or denying

a specific building for use in the programs.

The POS, SRIF, and LSC data are collected periodically by the State

agencies through on-site surveys. Their findings are recorded on

Certification and Transmittal, application, resurvey, building, and

plan of correction forms for the type of facility being surveyed.

The completed forms are forwarded to the ECFA regional offices where

they are reviewed and the contents of the forms are keyed on ITT
COURIER terminals.

On a daily basis, each region transmits the data to the IBM 4341's at

the BCPA Data Center in Woodlawn where the data frao all regions is

collected and stored. On a nightly basis, the information transmitted

from the regions is processed against the KWACS OCOO.PCDMB.HH200401 in

a series of editing and updating operations on the IBM 4341's. After

processing is copleted, the supplemental data generated in the field
has been divided into three categories:

C
1. Rejected - Receipt and Dispositions (Phase II)

2. Orbitted - Input data errors/or inconsistencies (Phase III)

3. Accreted - Individual facility profile (IFP)

A ccnplete profile of each facility and a couplete analysis of the data

submitted are generated and transmitted from the IBM 4341's to the

region's Datapoint terminals.

In the morning, each region receives an analysis of the Information for

facilities submitted the previous day.
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On a monthly and quarterly basis, each region also receives reports and
listings indicating the status of the various facilities in their area,
for example, facilities requiring resurvey or revisit within any
particular month.

An index of forms used in the certification process and a copy of the
Medicare/Medicaid Automated Certification Brochure, which provides
users with fundamental guides to the interpretation of NMACS data
outputs, are attached and identified as TAB A and TAB B, respectively.

Evaluation Findings

The system was designed to reduce the mount of regional office staff
time required (manual review of current/prior survey findings) to
complete the certification or recertification of health care providers
and supplies; and to establish a centralized data source which would
provide information on the quality, quantity, and availability of
health care related services in the United States. Tbe original
requirements and objectives of this network are still valid and are
being satisfied efficiently.

Through the use of the system, we have been able to:

- expedite the SA survey documentation review process in the NU, by
providing cemputer generated current/prior deficiency comparisions
(Individual Facility Profiles);

- provide for scheduling/csapletion of required surveys in
accordance with disclosure of information requirements;

- provide for the efficient/economical assessment of RO's -
, Regional Office Program Evaluation System (ROPES) and State survey

agencies - State Agency Evaluation Program (SAEP) certification
operations;

J - maintain uniformity in the certification decision procesas;

- prepare OSC management reports to advise R0's and SA's of
weaknesses or bottlenecks in their operations;

- identify certification problems which require additional
/ training, modification of operating practices or revision of

regulations;
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Evaluation Vindigs

- provide information to the Office of the Secretary. Congress, and
numerous other sources, on certification Information; and

- provide fecility characteristics for statistical reports and
analyses by the Bureau of Data Hanagement Strategy end (most
recently), apply screening criteria for determining the frequency
of provider surveys, necessitated by recent reductions in SA
budgets.

System enhancements have been implemented on an ongoing basis and
resulted in improved efficiency of the provider certification process
as well as providing timely and quality information to all users of the
network. For example, the estimated FT '81 M//ACS system cost of
81,250,000 decreased to $897,000 for FY '82 due to enhancements
resulting In improved data transmission and data element input. Data
transmission was changed to eliminate the use of Data Management Cemter
services, thus cancelling an interagency services contract for /MXACS.
Lnimting data element input to the masterf1le to include only critical
data needed for certification operations resulted in substantial
reduction in the date keyed and transmitted to Central Office by the
regional offices.

The transfer of the cC processing operations, which began In FTY 1983
and was completed in FT 1984, to the HCFA Data Center and software
conversion to ClCS procedures for data entry and front-end editing have
resulted in additional reductions in the yearly operating expenses of
MACS.

System management/documentation and equipeent operations are
appropriate for this activity. The overall operation of the network ie
satisfactorily monitored through review of output products and through
meetings of user groups which include RO and Central Office personnel.
These meetings help assure that each user is receiving proper support
and that needed system changes are implemented timely and properly
coordinated.

(A copy of the questionnaire used in this evaluation and the
documentation resulting fron its application are located at rA8 C.)
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Recommendation

Based on the accoaplisheents and benefits discussed above, which are a direct
result of the autoaated provider certification network, and overall user
satisfaction, we recommend the operation of these sistems (PVCOO1 and FVC003)
be continued.

Approved: _ Date_
System Manager

Approved: Date:
Chief
Systems Evaluation Branch
SPPS
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CERTIFICATION FORMS INDEX

Survey Report Form

Form Number Form Description
HCFA-30 Rural Bealth Clinic Survey Report
BCFA-360 Comprehensive Outpatient Rehabilitation

Facility Survey Report
HCFA-378 Ambulatory Surgical Center Survey Report
HCFA-449 Hospice Survey Report
HCFA-1537 Hospital Survey Report
HCFA-1537A Psychiatric Hospital Survey Report
HCFA-1537B Tuberculosis Hospital Survey Report
HCFA-1538 Hospital Utilization Survey Report
HCFA-1557 Clinical Laboratory Survey Report
HCFA-1569 Skilled Nursing Facility Survey Report
HCFA-1572 Home Health Agency Survey Report
HCFA-1882 Portable X-Ray Survey Report
HCFA-1893 Outpatient Physical Therapy-Speech

Pathology Survey Report
HCFA-2786 Fire Safety Code Survey Report
HCFA-3042 Physical Therapist in Independent

Practice Survey Report
ECFA-3070 General Intermediate Care Facility

Survey Report
HCFA-3070A Survey for Institutions for Mentally

Retarded or Persons with Related
Conditions

HCFA-3070B 1977 Standards for ICF Services for
Mentally Retarded or Persons with other
Related Conditions

HCFA-3070C Addendum - Institution for Mentally
Retarded or Persons with Related
Conditions

HCFA-3070D Addendum - General Intermediate Care
Facility Survey Report

HCFA-3427 End-Stage Renal Disease Survey Report

Miscellaneous

HCFA-1513 Ownership and Control Interest
Disclosure Statement

Requests to Establish Eligibility

HCFA-29 Rural Health Clinic Request to Establish
Eligibility

HCPA-262 Physical Therapist in Indepeadent
Practice Request to Establish Eligibility

HCFA-359 Comprehensive Outpatient Rehabilitation
Facility Request to Establish Eligibility

BCFA-377 Ambulatory Surgical Center Request For
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CERTIFICATION FORMS INDEX

Survey Report Form

Certification
Hospice Request For Eligibility
Hospital Request to Establish
Eligibility
Home Health Agency Request to Establish
Eligibility
Long Term Care Facility Request to
Establish Eligibility
Clinical Laboratory Cover Sheet
Request to Establish Eligibility to
Provide Outpatient Physical Therapy
and/or Speech Pathology Services
Request for Approval as Supplier of
Portable I-Ray Services
End-Stage Renal Disease Facility Request
to Establish Eligibility

Certification and Transmittal

Certification and Transmittal
Certification and Transmittal-Spell of
Illnese(j)(l) Supplement
Certification, Transmittal and
Determination (ESRD only)

Deficiency Reports

Statement of Deficiencies/Plan of
Correction
Continuation Sheet
Post-Certification Revisit Report
Summary of Deficiencies Not Corrected

Form-N umber

HCFA-417
- BCFA-1514

HCFA-1515

I.CFA-1516

HCFA-1557
HCFA-1856

8CFA-1880

YCFA-3402

HCFA-1539
HCFA-1539A

BCFA-1540

HCFA-2567

HCFA-2567A
HCFA-2567B
HCFA-2567E
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SYSTEMS REVIEW QUESTIONNAIfRE

A. Systems Requirement - relates to the need, objectives, and impact of the

system

1. What is the basis for the need of the system (legislation, Executive

Order. etc.)? Cite authority.

Title XVIII of the Social Security er - Health Insurance for the

Aged P.L. 89-97 July 30, 1965, requires the development and

implementation of health quality and safety standards and the

evaluation of conditions under vhich providers and auppliers of

health services can participate in Medicare and Medicaid. BCFA is

subsequently charged with monitoring and validating the process for

certifying that providers and suppliers are in compliance with

established conditions and standards.

2. Describe the objectives of the system and how they relate to the

progreisaticladministrative functions of the organisation.

MMACS wes designed to reduce the amount of RD staff time required

(manual review of current/prior survey findings) to complete the

certification or recertification of health care providers and

suppliers; and to establish a centralized data source ubich would

provide information on the quality. quantity, and availability of

health care related services in the Dnited States.
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Through the use of KKACS. we have beem able to:

- expedite the SA survey documentation review process in the RO,

by providing computer generated current/prior deficiency

comperisons (individual Facility Profiles);

- provide for seheduling/completion of required surveys in

accordance with disclosure of irformation requirements;

- provide for the efficient/economical assessment of 1O - Regional

Office Program Evaluation System (ROPES) and State survey

agencies - State Agency Evaluation Program (SAEP) certification

operations.

- maintain uniformity in the certification decision process;

- prepare OSC management reports to advise ROs and SAS of

weeknesses or bottlenecks in their operations;

- identify certificetion problems which require additional

training, modification of operating practices or revision of

reguletion;

- provide information to the Office of the Secretary, Congress,

and numerous other sources, on certification information;

2



307

- provide facility characteristics for statistical reports and

analyses by the Office of Research and Demonstrations, and

(most recently) apply screening criteria for determing the

frequency of provider surveys, necessitated by reductions in SA

budgets.

3 How well is the system meeting objectives? Explain in terms of

impact such as. improve timeliness of data, validity of data,

usability of date, or results In better decision making, staffing,

planning, etc.

System is satisfactorily meeting its objectives. Additionally, all

of the deliverables outlined in 2. above were not possible at all,

or without prohibitive amounts of staff time, before MMACS.
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B. Systems Administration - applies to system development, personnel

resources, and planning

1. Is the system currently being supported by in-house personnel,

equipment, or by another BCFA component, and/or a private

contractor? Indicate by entity and type of support provided.

- Data Management Branch, Office of Standards and Certification,

Health Standards and Quality Bureau - tMB-OSC-HSQB

NUMBER TITLE GRADE I OF TDHZ

1 Branch Chief CS-14 100%

2 Program Analysts CS-13 100%

4 Program Analysts GS-12 1002

1 Secretary-Typist CS-05 1002

- Provider Certification and Data Management Branch, Office of

Health Program Systems, Bureau of Data Management and Strategy

- PC1MB-ORPS-BMS.

NUMBER TITLE GRADE 2 OF TIlE

1 Computer Systems Analyst CS-13 100%

1 Computer Systems Analyst CS-13 85S

6 Computer Specialists CS-12 1002

1 Computer Specialists CS-12 902

1 Computer Assistant CS-06 802
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2. Are the personnel resources provided appropriate to support this

system? If not, explain.

Yes

3. Are any modifications, changes, or alternatives to the system

expected to be implemented during the next 3 years? Include

equipment enhancements, increased workloads, new applications,

and/or system retirement proposals.

Yes. If a State agency requests approval to do direct input and has

the necessary staffing/hardware resources, we will grant approval on

an ad hoc basis.

4. Have the above plans been reported to BMhIS/OIPhI in accordance with

HCFA ADP Planning and Budget requirementv to insure that plans are

in consonance with budget requests?

Yes

5. Describe the mechanism used for reporting and correcting system

deficiencies or irregularities which are recognized by the system

user, system operations personnel, etc.

Request for ADP SErvices, Form SSA-3893, along with specifications

memorandum. Use of form is outlined in BDMS procedural description

of MHACS HHOl-Ol. And also through telephone contact, formal

memorandum, and/or meetings.
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6. Was the system development In-house, by another component within

HCFA, under contract, or by a combination thereof?

N/A

7. Complete Exhibit A, Item IV, of this System P.eview/Recertification

Packet.
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HCFA.e:0502-11 AUTOMATIC DATA PROCESSING March 1. 1981

EXHIBIT A(contd)
ffEM iV

Budzet Titles rmd Proeram Activities

(Circle the appropriate budget code(s) that are applicable to your system.)

Titie and Proeram Categories Budget Code

1. HCFA - Prolram Manaeement Activities

A. PSRO 051101
B. Research-Demonstration & Evaluation Project 051102
C. Medicare Contractor 051103
D. State Certification 01104
E. ESRD Network 031lD5
F. Administration Costs <: 0i

2 HCFA - Medicaid Grant& to States Activities

A. Medicaid Vendor Payments 051201
B. State & Local Administration 051202

3. HCFA - Payments to Health Care Trust Fund Activities

A- Military Service Credit 055001
B. Supplemental Medical Insurance 058002
C. Hospital Insurance for the Uninsured 058003
D. PSRO 0OSBD4

4. HCFA - Federal Supplementary Medical Insurance Trust Fund
Activities

A. Benefit Payments S00e01
B. Administration 800402
C. Experiments & Demonstrations 800403

5. HCFA - Federal Hospital Trust Fund Activities

A. Benefit Payments S00501
B. Administration S00502
C. Experiments & Demonstrations 800503
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C. Equipment - relates to the type of equipment used for the system.

1. List the equipment used in support of this system to include

manuracturer, model, snd location of equipment.

REGIONS - Datapoint 6600 Datashare System. ITT Courier terminals

(Model #110219-001); and ITT Courier Printers/Controllers (Model

#110277-001), located in each of the 10 BCFA Regional Offices.

Responsibility for the management of these resources rests with the

Regional Administrator in each HCFA Regional Office.

CENTRAL PFFICE - IBM 4341c (2) and related I/O equipment, support

the interactive mode and demand processing. This equipment is

controlled/operated by the BCFA nata Center - BDHS.

2. Is the above listed equipment appropriate/edequate to support this

system?

This equipment is adequate to support the system (in a dedicated

environment). However, the HCFA Data Center hardware Is configured

in a multi-user environment, with an ever increasing number of

MOACS/Noa-NMAh'S users. At this tine, the situation is being

monitored, in an effort to determine how additional resources can be

allocated to the MHACS activities in order to improve processing

turn-around time. It appears that additional upgrades will be

needed, unless non-HMA2S users can be rehllocsted. These activities

are part of an ongoing ADP planning function centralized in BCFA's

Bureau of Data Management and Strategy.
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3. If you operate any of the above equipment, are pertinent technical

manuals, operation procedures, end standards current and available

to all operating personnel? If not, are you taking action to obtain

such materials?

All of the related manuals and/or procedures have or are in the

process of being revised/distributed.
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D. Progrrwming

1. What is the primary programming language used for this system?

Primary language used is COBOL.

2. What documentation exists that describes each application program

used for this system?

See attached system specification - HHOl-O1, Section VI. attached.

3. Hov many programs are there in the system (excluding sorts)?

See 2. above.

4. 1ho performs the application programming and related documentation

functions in support of this system?

Office of Health Program Systems (PHYS), Bureau of Data Management

and Strategy (3DMS).

5. If progrming support and documentation is not adequate, what

action is being taken, or would you suggest be taken, to improve the

situation?

Support/documentation is adequate.
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6. Are date files reviewed periodically for possible consolidation,

data element elimination, and/or standardization? By whom?

Yes. C'ffice of Standards and Certification (OSC) HSQB, and Office

of Health Program Systems (ORPS), BDMS.
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E. Alternatives

1. Since the system has been declared operational, have any feasible

alternative processes (other than those discussed in item B.3) to

the current *ystem been identified? Briefly explain each

alternative.

Analyses of the system with regard to proposed modification and/or

daily operations have not indicated a better alternate process.

2. Explain what considerations, if any, make the above alternatives

inappropriate at this time, e.g., non-availability of experienced

personnel, budget constraints, cost factors, compatibility,

management decisions, etc.?

N/A



317

HCFA.It0sOB2-I1 AUTOMATIC DATA PROCESSING March 1. 1984

EXHIBIT A (contd)
i7EM 1-1

F. Data Utility - relates to the value you place on the data (both Input and output)
that the system processes.

I = Never
2 = Sometimes (Circle one for each category)
3 = Usually
4 Always

Responses to each of the following items could be multiple when considered In
terms of what is desirable versus what Is feasible under current program
reporting requirements. For example, submission of data by entities under
Periodic Interim Payment (PIP) procedures may not be as timely or current as
desired, but may be the best attaInable when considered in regard to current
policy. Therefore, your responses should be based on what is attainable under
current reporting requirements.

You may want to provide a qualifying statement for responses affected by such
considerations, If so, please footnote and provide the statement on the reverse
side of the page.

I. Is the data believable?
(Pertains to your confidence
and trust of the data.)

Input I 2 4
Output 1 2 4

2. Is the data timely:
(Pertains to the data being
available when needed.)

Input 1 2I 2 4
Output I (.) 3 4

3. 1s the data sufficiently current?
(Pertains to the age end
usefulness of data.)

Input 1 260
Output I 2

*. Is the media type (paper, tape,
microforms, cards display terminals,
etc.) appropriate for your needs?

Input I 20
outpu2 1 2 2

Do you recommend any changes? (Explai)

T5-O*O24&lg
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March 1, 1984 AUITOMATIC DATA PROCESSING HCFA.g:0802-11

EIO{I8IT Af onr d)
iTEm I }

5. Is the format of the data appropriate?

Input 1 3 4

Output 1 3 4

Do you reformat any of the data after receipt?

Yes V No

If yes, explain how and why. 0_

Sometimes we prepare charts to summarize data for ease of reference.

6. What percentage of data provided by this system is currently used

for decision making and/or user reports (as opposed to

'nice-to-know,' but not abso3,utely needed)? Circle one.

10-20 30-40 _'O-100

Do you recommend the deletion of any data?

Yes VI No ______J

7. If any data in this system are directly input from a public use

report, list the OMB report nuomberis) below.

NOTE: If data from public use reports are input to this system,

but is obtained as an output from another system, do not

provide the OMB report number(s).

01S Report Numbers:

1) 0"38 - 0103 Hosp Req for Cert (H!CFA-1514)

2) 0938 - 0100 LTC Req for Cert (HCFA-1516)

3) 0938 - 0011 HIA Req for Curt (HCFA-1515)

4) 0938 - 0065 OPT/SP Req for Cert (HCFA-1856)

5) 0938 - 0032 Lab Cover Sheet (HCFA-1557)

6) 0938 - 0027 Portable X-Ray Req for Cert (HCFA-1880)

7) 66-R-0087 ESRD Req for Approval (HCFA-3402)

8) 066-R-0117 RHC Req to Est. Elig. (HCFA-29)

9) n938 - 0266 ASC .cq for Cert (HCFA-377)

10) 0938 - 0313 Hospice Req for Cert (HCFA-417)

11) 0938 - n267 COrPF Req for Cert (HCFA-359)
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8. Are the data/informationo produced by this system used only by HCFA
components or are they provided to other nover-ment &eancies and/or
the public?

NMTE: If the data/information provided by this system is not
directly provided to entities outside bCFA, but are

- instead input to other systems which directly provide such
data/information outside HCFA, your response should be
HCFA components only.
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6 User

1. List the outputs you receive. Include title, frequency. media type

(paper, tape, microfiche, cards, etc.), average number of pages or

items per output, number of copies, and uses of each.

Daiy -

a) MMACS Table #13 "Individual Facility Profile"

Media - paper

* of pages - 1 1/2" ro .4"

* of copies - I

use - monitor daily RO input

a) XMACS Table #5 "Overdue Recertification Listing"

Media - paper

J of pages - " to 3"

# of copies - I

Use - evaluate S/A ability to process workloada

23
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b) MMUcSlPoS Table #7033 "Selected Date Listing"

Media - paper

t of pages 10"

t of copies - 1

Use - reference recource for provider characteristics

Quarterly -

a) HMACS Table #12 "Average Certification Work Processing Times"

Media - paper

* of pages - 2" to 4"

t of copies - 1

Use - identify probleaa/bottlenecks in certification work flow.

b) MxACS Table #8 "Comparison of State, Regional, and National

Deficiency Patterns"

Media - paper

* of pages - 10" to 12"

# of copies - 1

Use - identify high deficiency areas

M) NMACS Table #10 "Frequency of Deficiencies Comparison of State

co nation

24
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Media - paper

# of pages - 10- to 12-

f of copies - 1

Use - identify weaknesses in S/A survey operations

d) MMACS Table t6/6A -Validation Listing - Provider Number

Sequence and 'Alphabetical Listing of all Providers

Media - paper

# of pages -8

I of copies - 1 each

Use - reference resource on all providers/suppliers

2. If this system were abandoned or discontinued, what effect would

thia have on your operation? None, Minimum. Moderate, Significant?

Would you need to devise another method for obtaining or

disseminating the data?

Significant - yes

3. As the user, are you satisfied with system performance, 
e.g..

timelineasof data, quality of data, presentation, utility of data?

If not, identify areas of concern.
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Data Input support for some PFs Is less than totally desirable.

Discussion of this problem with the Regional Office Users Group

Coordinator indicates it is caused by personnel turnover and current

hiring restrictions.

Overall, the operation of the system is satisfactory.

4. Do you maintain a manual system as a supplement to the automated

system? If so, explain.

No.

5. Have you been provided with formal written documentation (User's

Guide) that explains how to use the system, editing rules in effect

explanations, of files, data fields, etc.)?

Yes. See HHOl-Ol, Overall Systems Concept (attached) and the MHACS

Brochure at Tab B. Also, screen prompts are in place in each region

to guide data entry operators and edit input.
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B. Budget - applies to finance related recordkeeping practices,

identification and coat contracts, and certification of bills.

1. What finance related records are maintained to support budgetary

justification and/or coat benefits analyses?

a. personnel and related costs are maintained by each organization

(8CFA-HSQB, OHPS, regions; ECFA Data Center) involved with the

system.

b. Equipment and comunications costs are maintained by BD#S and

the Regional ADF Coordinator in each region. For exaople,

EMS, as part of the HCFAADP budget, provides for all

Datapoint/ITT Courier equipment; the regions maintain cost

expenditure data for coiunication with Central Office.

c. HCFA'a Data Center maintains batch and demand processing costs

as they pertain to IBM 4341 operations.

All of the above information is reported to BDRS which incorporates

it as part of the HCFA ADP budget and spending plans and for

updating the system inventory data base.

2. Who maintains the above information?

Bureau of Data Manageaent and Strategy (3DHS) and Regional Offices
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3. List all applicable contracts by vendor and Intra, inter-agency

agreements currently in use in support of this progrnm. Include

total cost for each, end effective dates, beginning and ending.

Intra-agency - Office of Health Program Systems provides prograding

and system analyses. Costs total about t270,000.

- Bureau of Data Manasgemen: and Stragegy (BDMS) provides computer

operations support through HCFA Data Center. Costs total

about ? (Cost accounting system, which is now under

development, cannot currently isolate these costs.)

4
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1. Systems Operation - examines related components and system interfaces to

include operations methodology, ADP workloads, recurring requirements,

and procedures.

1. Briefly describe the overall operation of the system to include

interfaces with other systems and components. This explanation

should basically follow the system flow chart as requested in

Exhibit B of this AIS Cuide.

Attached (Attarhment #1) is the system specification which briefly

describes the overall operation of the system.

2. Describe the application methodology (e.g., interactive, batch,

query, mixed-mode) and why this approach is best suited in the

meeting of objectives.

See E.1 above.

3. What types of data entry methods are used for introducing data to

the system?

ITT Courier (Model 1110219-001) terminals tied to the HCFA Data

Center IBM 4341's support daily interaction mode transmissions.



328

4. How often are computer processes that are directly related to this

system executed? Reflect the frequency and number of approximate

hours of executive (e.g., twice a week - 3 hours, daily - 5 hours,

etc.)

* These figures are qualified estimates.

Frequency

Daily

Bi-weekly

Monthly

Quarterly

Elapsed Time

200 tin.

15 min.

270 min.

300 min.

CPU Time

25 min.

5 mmi.

125 min.

185 min.

5. Describe the procedures/policies that are in effect governing tape

and/or disk backup activities (e.g.. master files, operating

software, libraries, backed-up daily).

Refer to Section IV of EHOl-Ol, overall Systems Concept, attached.
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J. Pata File Documentation

Master File Data Base _

-File Name: MMACS - OCOO. PCDMB. H200401

-Description Record of current facility characteristics, and all

health and/or life safety deficiencies for all providers and

suppliers

-Source Document(s): See attachment at Tab A.

-Input Volume; 36,000 records annually

-File Volume: 42,000 records

-Contents: See description above and HBOl-Ol, Overall Systems

Concept.

-Update/Retention: Updated daily, retained on history file for 5

years

-Uses: See attachment at Tab B.
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-File Structure: VSA)I

-File Responsibility: OHPS-BDlMS

-Storage Device: UJNIVAC 1108 IBM 4341's

-Planned Changes: None at this time.
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DEPARTMENT OF HEALTH & HUo

0ine ORRS21 M

F- Jim Yeloreno

MIAN SERVICES

5,,, Reply from Region V - National Review of' Survey and Certification
Activities

T. Regional Inspector General for Audit

We received a reply fros Region V an March 6, 1985 responding to cur
request of November 13, 1984 on the above subject. This reply was
responsive to the memorandum, and crmes to acme Interesting
conclusions.

Highlights of their findings and my comments and recommendations follow.

aniliist N18 Surveyed

They sampled 100 of the 3D3 SNFs reported not surveyed in last 18 ainthsand ftand that two states, Indiana (27 of 29) and Wisconsin (4 of 14) did
In fact not survey some or the facilities included In oar listing.

Indiana

Region V Is preparing a draft report questioning $41.3 millin In
Federal funds paid to these hbmes. A copy of their PAM is attached.

Wisconsin

They sampled 14 or the 74 hoes included in our listing and round that
4 (29%) were not surveyed. If the pattern Is consistent we ciuld
expect 22 SEFs or 384 In Wisconsin to not have been surveyed within 18
months.

Within Indiana and Wisconsin, as well as the other states In Region V
they identified cther reasons for the apparent "no survey" Including:

H..NA's long delay in entering data Into FHACS system

... facilities closing or changing category with no note by HCFA

... change In provider ramber

... survey not the responsibility of State Agency (these are ChristianScience facilities)

REON in

i
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2

Shey were able to identify that HKA was hd ing' problem survey results

by not putting th on Ht4CS until deficiencies were corrected.
Interestingly this practice ws changed on October 24, 1984 Just %ben the

U.S. Senate Cittee camipaned to JaA about delays In Iplementing
'Alternative to Deortification".

Most Importantly, hoever, Region V has ococluded that the problem of not

surveying or not properly recording surveys hae not uncovered a pattern
of poor quality of I n.

Partial &u-Mes (WisconsIn (kiiv)

HIA "approved' Wisconsin' s use of partial surveys, because of money
problem. The "partiall surveys ended in August 1983. Wisconsin offl-

cials believe that "partial' surveys were unsuccesarul and the overall
conditicn of nursing hames y have worsened. They believe that annual
surveys are mre appropriste.

Conclusions and Reca mtions

In aocordance with cur later instruction they have stopped wrk on this

aspect to devote full tim to the second phase - facilities not certified
timly. We know that there Is a significant problem In Indiana. They
will report by March 29, 1985 on the reminder of the states.

Hy opinion of their reply is that It is responsive, but not really

conclusive. As I pointed out to them when we met, our approach was a
beginning not all inclusive, and that it certain things were noted
they would have to mike soce determinations of kAat should be done to

determine if there us a real problem. I believe they left too much

unanswered. It se to e that there ere some Interesting possibilities
in both Indiana and Wisconsin to relate lack of surveys with poor quality

of care, and most Importantly in Illinois problem homes could be a msJor
problem since Region V Identified that HIFA 'delayed entering survey
intorsation on the !ACS until deficiencies Identified on the surveys
were corrected".

Given our second request and what I experienced during my visit I recca-
mend that we ask for no Flrther work, at least until we get their second
reply, and replies from the other Regions.
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Ofatkenof tnV n mI
DEPARTMENTOF HEALTH &HUMAN SERVICES Offik of

eRgin IX

Memorandum
Dan mIu 2 a ass

F-, 015 Office of Audit

Expansion of National Review on Survey and Certification
S.b. Activities at Skilled and Intermediate Nursing Facilities

G. A. Rafalko
To Regional Inspector General

for Andit
Office of Inspector General
Office of Audit
Gateway Building
3535 Market Street, Room 10250
Philadelphia, PA 19104

This memorandum presents the results of our review on the time-
liness of surveys and certifications of Medicaid skilled and
intermediate care facilities in California. We have reviewed
the facilities on the Rapid Data Retrieval System (RADARS)
listing that you provided us for California. The listing indi-
cated that 141 facilities had not had a survey in the last 14
months. Our review showed that the RADARS listing was not
current because aCPA was not updating the information on
completed surveys in a timely manner. Our review of individual
provider files at 8CFA disclosed that for 131 of the facilities
the surveys were done within 14 months, for 7 facilities a
60-day extension was granted, and the remaining 3 facilities had
been closed.

We are working on the Oregon cases and will send you the results
in a separate letter. If you have any questions, please contact
Dan Mc~ulty or Ron Yee at 556-7004.

Regional Inspector General
for Audit
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'1 memorandum
Date March 28, 1985

F-om Regional Inspestor General for Audit
Region V

submect Survey of Intermediate Nursing Facilities (ACN 05-50153)

To Regional Inspector General for Audit

Region III

In accordance with your request dated February 28.1985d we have

performed an audit of the timeliness of surveys In three states

(Illinois. Michigan and Ohio). The stated objective of the audit,

per the audit guide, was 'to identify the amount of Federal funds

erroneously reimbursed to nursing homes participating exclusively
In the Medicaid program that have not been surveyed within a 14

month period. Our audits disclosed that, except for a few State

operated ICF/HR facilities in Illinois, the surveys were timely.

The audit guide identified 650 nursing homes in the three states

that, according to the KACS, were not surveyed within the last IS

months. we randomly selected for review the states' survey files

of 165 of these hones. Our review disclosed that the surveys were

timely. The results by state were as follows:

Per WKACS SWe Results
Tota-TSur-ve Total Total

State Identif1ed as Late Smnpled

I1. 1841 50 0

Mich. 250 5S 0
Ohio 216 60 3

650 165 3

'The 184 nursing homes Included 12 State-operated ICF/NR facilities

which were excluded from our sample selection. The survey results

for these 12 facilities had been included in an audit of the

overall certification process over State operated ICF/MR facilities

(ACl 05-50219). It Is expected that the report for that audit,

which is being drafted, will have about 56 million (Federal share)

in questioned costs claimed during periods surveys were late in

seven facilities.

These three late surveys were only one month late.
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Based on our review of the sample, we are able to conclude that the

absence of current survey information on the IKXS was not due to the

surveys not being performed in a timely manner. Rather, it was due to

HCFA not Inputting the survey results on their MWKS in a timely

anner.

The above audit results were discussed with Jim Xaolrano of your

office by Fred Halbig, my Audit Manager for edicaid audits, on March

20, 1985. Both agreed that there was no need (1) to pursue the

remaining nursing homes identified In your aeerandum or (ii) to do

the additional work called for in the audit guide.

Should you need additional Information please contact Fred Halbig at

FTS 955-4032.

Asher Tenner

cc: Halbig
Koltmeyer
Simons
Pervisky

2
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Memorandum

Mu.* Visas
F'om Regional Inspector General

for Audit, Region IV

IISROI Report on the Timeliness of Nursing Home Certification Surveys in
Florida and South Carolina (ACH 04-50152)

t° Regional Inspector General
for Audit, Region III

In accordance with your Pebruary 15, 1985, request, we have
reviewed the timeliness of nursing home certification surveys for
the 56 Florida and 41 South Carolina intermediate care facilities
and intermediate care facilities for the mentally retarded.

The primary objective of this review was to identify the amount
of Federal funds erroneously reimbursed to nursing homes participa-
ting exclusively in the Medicaid program that had not been
surveyed within a 14 month period; the review was limited to the
last two survey periods. The review was performed at the SCFA-
BSQ Regional Office and at the Bureau of Health Licensing and
Certification in Columbia, South Carolina. Our review consisted
of obtaining updated survey data input into MKACS after December 31,
1984, reviewing individual provider certification files, and
discussions with HCFA-HSO personnel.

The review was performed in accordance with the applicable
Standards for Audit of Governmental Organizations, Programs,

Activities, and Functions as considered necessary under the
circumstances. The field work was performed between March S and
March 22, 1985.

Our review showed all 97 (56 in Florida and 41 in South Carolina)
facilities had been either surveyed within the past 14 months or
terminated from the Medicaid program. Accordingly, no erroneous
Medicaid payment occurred as a result of late certification
surveys. The current survey data on 64 (34 in Florida and 30 in
South Carolina) facilities had been input into MMACS between
January t and March 4, 1985. Survey data on 28 (18 in Florida
and 10 in South Carolina) facilities was in the RCFA-HSO Regional
Office but due to an oversite the data had not been input to
MMACS; and survey data on 2 (1 in Florida and 1 in South Carolina)
facilities had not been forwarded to HCPA-RSO by the state survey
agency. Three other Florida facilities had been terminated from
the Medicaid program. Detailed survey data by facility is
attached.
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Page 2, RIGA, Region III

HCFA-HSQ, Region IV, uses NMACS to backup a manual system; themanual system is sore current and is more responsive to manage-
ment needs. The manual system provides a biweekly status report0n certification surveys.

Please contact Gary Furlong (PTS 242-2113) for any further
assistance.

Emil A. Atta

Attachment
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Results of Review
Sun Prior 3rd 4th

10-29-84- 10-19-83 10-29-82 10-14-81
09-14-84 09-09-83 08-04-82 08-28-81
10-13-84 10-13-83 10-29-82 10-14-81
10-17-841 10-04-83 11-09-82 10-02-81
10-18-43 10-1983 10-27-82 10-22-81
09-12-84 09-28-83 09-30-82 10-23-81
06-08-84 06-24-83 06-23-82 06-05-81
09-13-84 09-22-83 08-26-82 08-26-81
10-20-84* 10-20-83 11-17-82 12-11-81
09-26-84 08-31-83 10-06-82 06-1-81

08-09-84 07-15-83 08-25-82
11-16-84** 10-27-83 11-30-82
09-06-84 10-07-83 10-22-82
08-29-84 08-24-83 08-04-82
07-26-84 08-09-83 09-14-82
08-09-84 08-11-83 08-11-82
09-20-84* 09-29-83 10-27-82
09-28-84 09-23-83 09-29-82
10-24-84 10-13-83 10-13-82
10-18-84 10-27-83 10-28-82
09-11-84* 09-21-83 10-14-82
11-15-84 11-03-83 12-02-82
07-11-84 08-05-83 10-01-82
09-27-84 09-28-83 09-01-82
04-26-84 03-17-83 03-17-82
09-24-84 09-23-83 09-16-82
10-31-8 10-21-83 10-15t-2
01-10-84 01-05-83 01-2582

1EWQ.2M 01-18-85
10-26-84 09-07-83 10-21-82
09-20-84 09-29-83 08-26-82
10-19-84* 10-19-83 09-28-82
10-03-84 10-14-83 10-17-82
10-31-84 09-12-83 09-17-82
10-16-8 10-11-83 10-21-82
08-31-84 08-11-83 10-19-82

10-10-84 10-13-83 11-04-82
08-09-84 08-11-83 07-26-82
10-22-84 10-31-83 10-06-82
10-24-84 10-26-83 10-28-82
08-24-84* 08-23-83 -

07-30-81
12-1S-81
09-10-81
07-28-81
08-05-81
09-01-81
09-25-81
08-04-81
09-17-81
09-02-81
09-09-81
11-18-81
08-19-81
10-05-81
03-20-81
08-19-81
10-13-81
01-12-81

09-10-81
08-04-81
09-02-81
0902-81
09-03-81
10-30-81
09-1S-81

10-20-81
07-30-81
06-02-80
10-26-81

* Current survey data not on 5I4C as of 3-4-85.
** Ourrent survey data has not been transitted by state survey agency.

NLmer nlit

10-19-83
09-09-83
10-13-83
10-04-83
10-19-83
09-2.-83
06-24-83
09-22-83
10-20-83
08-31-83

07-15-83
10-27-83
10-07-83
08-24-83
08-09-83
08-11-83
09-29-83
09-23-83
10-13-83
10-27-83
09-2t-83
12-02-82
08-0543
09-28-83
03-17-83
09-23-43
10-21-83
01-0-3
11-23-83
09-07-83
09-29-83
10-19-83
10-14-83
09-12-83
10-11-83
0-I 1-83

10-13-83
08-1 t-83
10-13-83
10-26-83
08-23-83
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Florida
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___ber Facility Survey

00-00-00
01-14-83
08-17-83
09-23-83
10-07-83
07-26-83
00-00-00
10-14-83
08-04-82
08-06-82
09-22-83
09-o082
07-09-2
07-21-83
08-19-83

Resdlt of Review
Sut~ Prior 3rd 4th

09-13-84 08-17-83 09-10-82
10-31-84* 11-23-83 01-14-83
09-13-84 08-17-83 09-10-82
10-24-84' 09-23-83 12-08-82
09-27-84 10-07-83 02-05-3
06-28-s4 07-26-83 07-30-82

D 12-31-81
10-11-8a4 10-14-83 11-24-82
08-10-84* 08-24-83s 08-04-82
04-1 4-B4 08-26-s3r 08-06-82
10-18-84- 09-22-83 09-03-82
09-25-84' 08-31-83' 09-08-82

TEMt1@.M 04-19-03
10-31-84' 07-21-83 02-16-83
09-26-84 08-19-83 10-13-82

* Current survey data not on MCS as of 3-4-85.

73-435 - 87 - 12

06-16-82
06-03-82
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RMIO:III USIMCL

Number Paility

10-19-83
09-06-83
10-26-83
10-07-83
09-01-63
07-08-83
10-26-83
09-30-83

09-14-83
09-23-83
09-22-83
10-13-83
10-21-83
10-06-3
09-23-83
09-21-83
10-19-83
09-01-83

09-07-63
05-05-83
10-04-63
10-13-83
08-03-83

Resu ts of view
sv Prior t 4th

10-24-84 10-1943 10-2742 11-12-81
09-26-84 09-08-83 09-30-62 09-24-81
12-05-94'' 10-26-83 10-062 10-2X-81
10-25-64 10-07-83 10-13-82 10-08-81
09-06-84* 09-01-83 10-01-62 09-10-81
07-26-84 07-0643 07-07-62 0602-61
10-04-64 10-26-63 10-29-82 10-29-81
09-2G-84 09-30-63 09-10-62 09-17-81
09-06-84 09-14-83 09-22-82 09-30-61
09-27-64' 09-23-83 09-30-62 09-361
09-13-84 09-22-83 09-17-92 09-23-81
10-18-64 10-13-83 10-20-82 10-14-61
10-10-64 10-21-63 10-15-62 10-1S-81
10-04-84 10-06-63 10-062 10-22-81
09-14-64 09-23-63 09-17-82 09-25-61
09-12-84 09-21-83 09-17-62 09-23-81
11-01-64' 10-19-83 10-15-62 11-25-61
08-15-84' 09-01-83 09-01-82 08-12-81
09-27-64 09-07-83 09-29-62 09-23-61
05-31-64 05-05-83 05-26-82 04-02-61
10-02-84 10-04-63 10-12-82 10-23-81
10-10-64 10-13-83 10-06-62 10-28-81
07-24-84 06-03-83 08-18-82 01-26-82

* Current survey data not on MKCS as of 3-485.
" Current survey data hos rnt been transmitte by state survey agOncy .

Page I of 2
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South Carolina
Page 2 of 2

NAor racility Survey

05-20-83
00-00-00
03-04-83
10-29-82
06-10-83
09-09-83
11-30-82
12-16-82
12-16-82
06-17-83
03-14-83
05-27-83
06-22-83
02-01-83

12-14-82
12-15-32
06-15-83
02-22-83

05-18-84
01-18-84
03-01-84*
10-18-84
06-28-84
09-21-84*
1 2-28-84
11-14-84
11-15-34
06-14-84
04-06-84
05-24-8
05-08-84
03-02-84

10-10-34*
11-30-34*
06-27-84
01-l0-85-

Results of Repie
Prior 3rd

05-20-83 05-25-82
01-21-83-
03-04-83 -
12309~83* 10-29-82
06-10-83 06-16-82
09-093 08-13-82
12-01-83 11-30-42
12-06-83* 12-16-82
12-07-83* 12-16-82
06-17-83 05-11-82
03-14-83 -
05-27-83 05-05-82
06-22-83 05-06-82
02-01-83 -

12-06-83 12-14-82
12-29-83 12-15-82
06-15-83 06-15-82
01-13-84 02-22-83

* Current survey data nre a IM9@ as of 3-4-85.

4th

01--07-76



354

DEPARTMENT OF HEALTH a HUMAN SERVICES Ott- of 1rwofao G.,-,.

[APR. 4 19852 Memorandum

Richard P. Kueeerow
F-om Inspector General

Priority Audit Memorandum - Indiana - Certification of
9-ah Intermediate Care Facilities (ICFe) and Skilled Nursing

Facilities (SNPs) Under Medicaid - ACN: 05-50150

to Carolyne K. Davis, Ph.D.
Adminietrator, Health Care

Financing Administration

This memorandum alerts you to a preliminary significant audit
finding disclosed during our review of SET and ICF survey and
certification activities under Indiana's Medicaid program.

Specifically, we identified 261 facilities, out of 352
facilities reviewed, that operated without valid provider
agreements during varying periods between June 1, 1982 and
September 30, 1984. This was due to the State survey agency not
conducting recertification surveys of all facilities
participating in Medicaid. Payments to these facilities during
the times they were not certified totaled about S67.7 million
(Federal share).

In April 1982, claiming a shortage of funds due to the reduction
in FFP, the State Medicaid agency requested a waiver of the
regulatory requirement to conduct annual surveys of all
facilities and to maintain time limited agreements which
corresponded with the certification period. SCFA responded with
a short-term interim national policy that provided authority for
all States to prioritize survey activities as a temporary
solution to a funding problem several States reported they were
experiencing.

The State agency erroneously Interpreted this temporary policy
to be the waiver they had requested. Because there actually was
a staffing shortage instead of a funding problem, the State
survey agency curtailed onsite recertification surveys at all
facilities except ICFe. Time limited agreements with all
facilities were suspended; prioritized survey activities as
suggested by HCFA were not implemented.

With respect to the State Medicaid agency's claim that a funding
shortage existed, our review disclosed that the State survey
agency did not spend all funds received for recertification
surveys in fiscal years 1982, 1983 and 1984. In 1982, for
example, 5 providers were not surveyed/recertified to continue
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participation in Medicaid despite aseurplus of $347,160 at the
end of the year. In 1983, there were 153 providers not
eurveyed/recertified despite a surplus of S237,983.

For fiscal year 1984, HCFA regional officials advised the State
survey agency that full Federal funding had been restored and it
wae expected that the necessary staff would be obtained and that
full and timely certification activities would be reauned to
avert lose of both certification funds and PFP. Severtheless,
256 SNIs and ICFs had not been surveyed/recertified despite a
surplus of $273,564 at the end of the fiscal year.

From correspondence we have reviewed, it is clear that HCPA
regional officials were aware, in 1983, of the State survey
agency's curtailment of onsite recertification surveys at
certain facilities. It is not clear, however, why deferral
action by hCFA was not taken earlier because of the State's
failure to perform recertification surveys in all facilities.

We know of no vaiver that was granted to the Indiana State
Medicaid agency to discontinue recertification surveys and time
limited agreements. Federal regulations state that FPP is
available in expenditures for SSP and ICP services-only if the
facility has been certified as meeting required conditions for
participation. Regulations further require that, the State
agency perform onsite inspection of a facility at least once
during each certification period; the duration of a provider
agreement generally may not exceed 12 months; and the provider
agreement must be for the same duration as the certification
period set by the State survey agency.

Accordingly, in a draft audit report we will send to the State
Medicaid agency in April 1985, we will recommend a financial
adjustment totaling about $67.7 million, and that procedures and
controls be established to ensure the making of appropriate
recertification surveys of all facilities in accordance with
Federal regulations.

We understand that the HCPA regional office has deferred S21.2
million claimed by the State agency for the quarter ended
December 31, 1984, based on findings being developed by our
office. Since HCFA's action indicates concurrence with our
finding that many facilities in Indiana remain uncertified and
operating without valid provider agreements, we believe you
should consider undertaking, an necessary, recertification
surveys In such facilities to ensure that no serious violations
of Pederal standards exist, i.e., deficiencies that immediately
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jeopardize the health and safety of patients. Further, we
believe you should begin initiating the disallowance process for
PPP claimed by Indiana for those facilities which are the
subject of this memorandum.

We would appreciate receiving, within 30 days, any comments you
may wish to offer on these matters.
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Memorandum
Date April 5, 1985

Regional Inspector General
From for Audit

To oervus A. Rafalko
Regional Inspector General

for Audit, Region III

Suject Request for Information on Survey and Certification Activities

at Intermediate Nursing Facilities in New York and New Jersey -

Audit Control No. 02-50201

This is in response to your memo of February 28, 1985, requesting

certain information on survey and certification activities at

intermediate nursing facilities in New York and New Jersey. You

requested that we obtain information on intermediate nursing

facilities that were identified as not being surveyed within the

last 15 months as of December 31, 1984. These facilities were

identified by accessing HCFA's Medicare/Medicaid Automated

Certification System (MMACS) which is the principal management

tool available to 8CFA for monitoring nursing home compliance

with Federal regulations. The objective of our review was to

identify; (1) the amount of Federal funds erroneously reimbursed

to nursing homes participating exclusively in the Medicaid

program that have not been surveyed within a 14-month period and

(2) determine whether HCFA is using MtACS as a management tool

for monitoring State survey functions.

Back2gound

We found in New York that surveys of Health Related Facilities

(EHRF's-New York's title for Intermediate Care Facilities) and the

Intermediate Care Facilities for Mentally Retarded (IC/MAR)

Developmental Centers are performed by the New York State

Department of Health (NYS DOE) area offices. Community-based

ICP/MR's are surveyed by the New York State Office of Mental

Retardation and Developmental Disabilities (NYS OKRDD) area of-

fices. All surveys are sent to NYS DO in Albany, New York with a

recommendation for certification or termination. NYS DOE reviews

the surveys and recommendations and, for Medicaid facilities

found to be in compliance with Federal regulations, sends the

survey package with a Medicare/Medicaid certification and

transmittal form to the New York State Department of Social

Services (NYS DSS) for signature. For facilities that are not in

compliance, NYS 00E sends the survey package and a termination

letter to be signed by NYS DSS. NYS DSS completes the cer-
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tification process by issuing a provider agreement based on the
signed Medicare/Medicaid certification and transmittal form.

The Health Care Financing Administration IHCFA) receives the sur-
vey package for all facilities from NYS DOH. The signed
Medicare/Medicaid certification and transmittal form, provider
agreements and termination letters for HRF's and the ICF/MR
Development Centers are sent to HCPA by NYS DOH. For the
community-based ICF/MR's, the documents are sent by NYS ONRDD
HCFA enters the survey information into MMACS when they receive
all the survey and certification documentation.

In New Jersey, we found that all surveys are conducted by the
New Jersey Department of Health (NJ DOH). For Medicaid facili-
ties NJ DOn sends the survey package to the New Jersey Division
of Medical Assistance and Human Services for completion of the
Medicare/Medicaid certification and transmittal form and issuance
of the provider agreement. This agency is also responsible for
issuing termination letters. Once the survey process is
complete, a copy of the entire package is mailed to HCFA for
review and input into MMACS.

Results of Review

According to the printout obtained from MRACS as of December 31,
1984, there were 150 RRF's and 289 ICP/MR s in New York that were
not surveyed within the past 15 months. For New Jersey, the
printout showed 202 ICFPs and three ICF/MR's out of compliance.

Review at the State Agency

We began our review at State offices in Albany, New York and
Trenton, New Jersey. Shown below are the audit steps you
requested we perform at the State level, followed by the
results of our tests of each area.

Step 1. Determine if nursing homes out of compliance
according to HCPA records, were, in fact, out of
compliance. In other words, were surveys made
within Federal timeframes?

Auditor's Reply Our review of New York and New Jersey sur-
vey records showed that all the facilities listed on the MMAC
printout were surveyed and in compliance with Federal
timeframes.
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Step 2. For those nursing homes out of compliance, identify
all Federal funds reimbursed to homes during the
periods of noncompliance.

Auditor's RMP 1: As stated above, all facilities listed on
the hMAC printout for New York and New Jersey were in
compliance.

Step 3. For those nursing homes that were surveyed withir
Federal timeframes, determine if the State agency
forwarded material to HCFA. on a selected bais,
trace a few back to HCFA and determine why there was
no input to MNACS.

Auditor's Reply: We found in New York that the survey and
certification documentation is sent to HCFA in piecemeal
fashion. A copy of the survey package is sent by NYS D0O to
HCFA at the same time the package is sent to NYS DSS for
completion of the certification process. After NYS DSS signs
the Medicare/Medicaid certification transmittal form and
issues the provider agreement or issues a termination letter,
two copies of each of these documents are sent to HYS DON for
BRF's and ICF/MR's Developmental Centers and two copies to
NYS OKRDD for the Community ICP/MR's. It is the respon-
sibility of these agencies to send one copy to HCFA to
complete the survey and certification package for input into
MMACS.

For the SRI's and the ICF/MR Developmental Centers, we found
that NYS DON was sending all the survey and certification
material to HCFA once the process was complete. However, we
did find a problem with the community-based ICF/MR's. of the
289 ICP/MR's listed on the KNMACS printout, 220 were
community-based and according to HCFA, 112 Medicare/Medicaid
certifications and transmittal forms and provider agreements
were not received by them. We checked with the State and
found that NYS OMRDD did not mail a copy of these documents
to HCFA during the period December 1, 1984, through March
1985. NYS OMRDD indicated that there was a change in person-
nel and that the new employee responsible for mailing the
documents was not made aware of this new responsibility. NYS
OHRDD was unable to tell us exactly which documents were not
mailed. based on the above, we can only assume that the
documents for 112 community-based ICF/MR's were never sent to
HCFA.
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In addition to the above, we selected ten HRF s and ten
ICF/MR's and traced them back to HCPA to determine why there
was no input to MHACS. We found that HCPA will not enter
information into WKACS if a problem is found during the
review of the survey package. Until the problem is
corrected, this information will not be entered into MKACS.
In addition, survey and certification packages have been
received but not entered because of a serious backlog problem
that exists due to personnel shortages. HCFA did not main-
tain statistics showing how many of the backlogged cases were
due to problems they had with the survey package. Becavise of
the tight timeframe for completion of this review we did not
attempt to identify this number. If you believe it is
necessary to do so, please let us know and we will perform
follow-up work in this area.

In New Jersey, we found that the survey and certification
documents were forwarded properly to HCPA. New Jersey sends
all the documentation together in one package to HCFA for
review and input into MMACS. What we found in New Jersey was
that of the 202 ICF s that were listed on the MACS printout,
192 are attached to Skilled Nursing Facilities (SN? 8). The
remaining ten are free standing. The attached ICP beds are
classified as swing beds that can be switched back and forth
between SN? and ICP depending on the type of patient
occupying it. During December 1982, HCFA decided to classify
all IC? swing beds as SN? beds to avoid the problem of double
counting. Since the survey of a SN? and IC? are done at the
same time, the information would be entered into KKACS under
the SNF provider number. However, it took HCFA until January
1985 to finally resolve this problem and begin entering ICF
survey and certification information into MMACS under the SN?
provider number. No input was done during the period
December 1982, through January 1985.

We reviewed mAcS data related to 34 facilities and found
that HCA is presently entering ICr current survey and cer-
tification information under the SNF provider number. This
accounts for the appearance of 192 ICe numbers on the MMACS
printout. HCA is currently removing the 192 ICP provider
numbers from the MNAC system.

The remaining ten ICF's are free standing and will remain
separate on the MAC system. These ten ICY's and the three
ICF/MR's that were also listed on the MHACS printout should
have current survey and certification information. We
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decided to review the recent survey and certification history
of these facilities to determine why information wasa not
entered into KMACS. The same reasons were given by BC'A as
those given for New York, i.e., the information was received
but not entered because problems were found with the survey
or because of backlog problems.

Step 4. If surveys were not made as required, determine why.
not through interviews. Do State officials
interpret Federal regulations differently?

auditor's aegly: For both New York and New Jersey, the sur-
veys were made within Federal timeframes.

Step 5. Through interviews, determine if the State agency
has been contected by, HCFA officials regarding
timing of surveys, performance of surveys, etc. -

Auditor's Rente we found that for New York and New Jersey-,
HCFA is using summary sheets-on all facilities, maintained
manually, for monitoring the timing and performance of sur-
veys. Both States are in constant communication with HCFA.

Review at HCPA Regional Office

Shown below are the audit steps you requested we perform at
the HCFA Regional office followed by the result of our tests
of each area:

Step 1. Determine current status of State surveys for all
nursing homes included in the MRACS printout. This
involved:

a. Updating our listing to determine if survey data
was input into NKACS after our cutoff date of
December 31, 1984.

b. Checking with HCFA personnel to determine status
of nursing homes where no survey information was
input after December 31, 1984.

Auditor's Reply:

New York

We updated our listings in New York through March 21,
1985 for HRF's and ICF/MR's and the following is the
result of our analysis at the HCFPA Regional office:
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No. Pacilities
Reviewed

HRY 150

1CF/MR 289

Total 439

Survey Status of
Above Facilities

Current 108

Not Current 331

Total 439

KKAC 3/21/85 SURVEY DATA

Year of Latest Survey Shown
No Date 1979 1980 1981 1982 1983 1984 1985
Shown Date Date Date Date Date Date Date

- 1 2 8 44 65 29 1

25 - - 1 25 198 40 -

25 1 2 9 69 263 69 1

25

25

1-A 2

1 2

- - 38 69 1

9 69 225 - -

9 69 263 69 1

The above schedule shows that of 439 RRF/ICF/MR'S, only
108 reflected current survey and certification infor-
mation. We found that HCFA updated survey information on
70 facilities that were listed on the December 31, 1984
KMACS printout. (This includes 69 shown under 1984 and
one in 1985.) In addition, we found that 38 facilities
showing 1983 as the latest survey dates were actually
current because the 1984 surveys were conducted late in
calendar year 1984 and NYS had not completed the cer-
tification process. The remaining 331 facilities (751)
were not current because: 1. NYS OMRDD failed to mail
the certification documents to HCPA for 112 facilities,
2. survey and certification information was not entered
into MMACS because of a backlog problem caused by person-
nel problems within HCFA and, 3. HCFA does not enter
information if a problem is found during the survey
review process. Our analysis found that survey data has
never been entered for 25 ICF/MR s. Some of these fa-
cilities have been surveyed by NYS since 1980. Our
analysis also shows that survey information has not been
updated for some facilities since 1979 and 1980.
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New Jersey

We updated our listings in New Jersey through March 16,
1985 for ICP's and ICF/MR's and the following is our a-
nalysis at the HCFA Regional office in New York:

MelACS 3/16/85 SURvEY DATA

Year of Latest survey Shn
No. Facilities

Reviewed

ICF 202

ICP/MR 3

Total 205

Survey Status of
Above Facilities

Current -
Not Current 205

Total 205

1978 1979 980
Date Date Date

1 25 121

1 25 121

1 25 121

1 25 121

Date

41

41

41

41

198Z
Date

3

1983
Date

11

3

14

3 14

3 14

This schedule shows that HCFA has not updated the
New Jersey file between December 31, 1984 and March 16,
1985. All of the facilities listed do not have current
survey information. As stated before, 192 of the ICF's
are attached to SNF's and the survey information for both
facilities is entered under the SHP provider number.
HCFA has indicated that the provider numbers for the
attached ICF's will be terminated from MMACS. This
brings our number down on the NMACS printout to ten ICF's
and three ICF/MR's which do not reflect current survey
data. Reasons for outdated survey information in
New Jersey, provided by HCFA, are the same as those
listed for New York State.

Step 2. For those homes that were either updated since
December 31, 1984 or have survey reports in the
regional office but not on system, determine if 14
month requirement was met for both survey periods.
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If the requirement was not met, then further work is
required at the State agency to determine if a
financial adjustment is warranted.

Auditor's Reply: We determined that for New York and
New Jersey, the Federal timeframes were met and no financial
adjustment is warranted.

Step 3. Determine through interviews if MHACS is used as a
management tool to monitor State survey functions,
If not, why not? Check for any policies and pro-
cedures on updating MMACS which could affect its use
as a management tool.

Auditor's Replyt We have concluded that for New York and
New Jersey, the MMACS is not used as a management tool to
monitor State survey functions because the information in it
does not represent current survey and certification infor-
mation on all facilities. HCPA relies on a manual system for
monitoring these States.

A possible solution to this problem would be to have survey
and certification information entered into MRACS at the State
level. Direct Input at the State level would eliminate
mailing delays and the backlog problems experienced at the
HCFA Regional office. HCFA staff could review survey pack-
ages on an after-the-fact basis.

Step 4. Determine through interviews and record review what
actions, including withholding of Federal funds,
HCPA has taken to insure that nursing homes are sur-
veyed annually.

Auditor's Reply New York and New Jersey are in compliance
w Fth ederal t meframes so punitive actions, such as with-
holding Federal funds, would not be warranted.

A verbal report on the results of our review was given to
Patrick Marion of your staff on April 3, 1985. We trust this
will satisfy your request for information on this subject. If
you have any questions or need more data, please call Frank zuraf
of my Albany staff on FTS 562-3971.

/John Tournour
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Enclosure #1

AfSTATE OF IDAHO
DEPADERARTMENT oF HEALTH AND WELFARE

FACILrrY STANDARDS PROGRAM
420 West Washington Boise ID 83720-9990 (208) 334-4169

MEMORANDUM

DATE- April 8, 1985

T0- Nancy Rothwell, RPT, MPH, Chief
Survey and Certification Review Branch
Division of Health Standards and Quality

FROM, Jean Schoonover, RN, Manager (L..>'
Facility Standards Program

SUBJECT: Topics for Discussion -- April 25, 1985
State Agency/Regional Office

The most significant and unfortunate change in state and federal
relationships over the past five to six years has been the inability for state
surveyors a ederat surveyors to discus survey findings, share information.
anid asically nsupport and nourish each other. We believe the cutbacks
in budget for the regional offices, which has reduced staff and travel, has
contributed to this detrimental situation. Idaho has experienced productive
working relationships with the regional office in the past in which the state
and federal surveyors learned from each other. We no longer find that
opportunity primarily due to the lack of surveyor-to-surveyor contact.
This situation tends to place federal surveyors in a position of 'tellingn
the state agency their findings, which are not always understood or supported
by the state agency, instead of sharing ideas which lead at least to a
concensus of agreement. This, in turn, creates an atmosphere of animosity
between equally professional and knowledgeable employee. at both the state
and federal levels. Irregardless of the appropriateness of this kind of
reaction, the fact remains that the feelings do exist at both the state
and federal levels and the building of working melaiois-i.ips suffer. When,
communications consist in a large part of mutual criticisms and mixed
messages, distrust and frustration is a sure result.

It is my sincere hope that you and I can direct our staffs in such away
as to break this pattern that has insidiously developed over the past few
years and has continued even with new employees who question some of
the regional office actions.
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the plan to have a rather informal discussion following the Surveyors'
Conference Is a positive step forward in my opinion. Surveyors must be
able to talk to each other and work out differences I truly believe there
are no differences which cannot be clarified and mutually resolved or at
least accepted. The race-to-face discussion is superior to the telephone
conference. We look foward to the opportunity. In addition, an excellent
learning atmosphere is the joint federal/state survey if more could be
arranged.

We have gathered information regarding regional office survey findings
or instructions from regional office which have lead to state agency
confusion or which differ from the state agency interpretation or
understanding. I am enclosing a list of such issues for discussion at our
April 25 meetiiig. Some of the issues may be ones that arose some time
ago. Please recognize that some of the past issues have lead to the present
misunderstandings aiid remain unresolved. if we can clarify the questions
the state agency has, it should lead to greater understanding between the
regional office and the state agency. The issue list is enclosed.

IS/nh

Enclosure

cc Bee Biggs, RN
Thomas C. Wallner
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TOPICS FOR DISCUSSION
STATE AGENCY/REGIONAL OFFICE MEFTING

Seattle, Washington
April 25, 1985

1. If the regulations require a certain professional on the facility staff
or as a consultant, do we require it only if we see a problem with
the corresponding service?

Example #1: An ICF/MR of less than 15 beds employs a dietitian
to oversee the food services. She visits occasionally. No staff
member at the facility is designated repsonsible for food service.
Living unit staff share the responsibility for food preparation. No
one has experience or training in food service or nutrition. Staff
turnover is great. The state surveyor cited 442.473(c) as a deficiency.
The facility wrote to the regional office for an interpretation. The
state surveyor was contacted by the regional office and was informed
that the deficiency was not appropriate. The regional office then
sent a letter to the facility with recommendations equivalent to the
surveyor's deficiency. (See Attachment #I.)

Example #2: F224 of the SNF survey report form requires that
therapeutic diets are planned ". . .with supervision or consultation
from the dietitian. . . There doesn't seem to be any flexibility to
this requirement from the state agency's point of view. The surveyor
cited F224 as not met" since there was no dietitian on staff or on
contract to the facility. The regional office staff informed the
surveyor that the deficiency should not have been written since there
were no problems cited in dietary services. (See attachment #2,
memo to Loyal Perry from Barry Goff.)

2. Federal deficiencies have been written that the facility charted the
percentage of food taken by a patient without identifying what specific
foods were eaten. This has been cited without evidence that strict
food monitoring was indicated. When would the regional office expect
to find this type of monitoring and what documentation should be
given to support the citation?

3. What percentage of drugs errors would warrant a deficiency? Does
the type of medication affect your decision? Under what conditions
would the deficiency be entered as a documentation problem or an
administration problem?

4. Does the facility have to document the effect of prn medications
in all instances9

5. Federal deficiencies ale often written regarding patient rooms; i.e.,
"Not designed or equipped for adequate nursing care, comfort, and
privacy. . .
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Topics for Discussion
State Agency/Regional Office Meeting
Seattle, Washington
April 25, 1985

Example: Curtains did not enclose beds and beds not two feet apart.

State agency observation: Regulations do not require curtains to
enclose beds nor that beds be two feet apart. There were no examples
given to indicate that privacy was lost or adequate nursing care wasn't
provided. In one particular instance the beds were closer together
for a specific comfort and care delivery purpose in the room where
several wheelchair patients resided.

Question: Can a citation be made regarding privacy assuming that
it isn X available or should lack of privacy be observed? Is the design
of a room arbitrary or are the needs of the individual patients in
that room considered?

6. A requirement for reality orientation is often cited by the regional
office surveyors for all confused patients. Reality orientation is a
formal program designed for certain individuals who could benefit
from the program. All confused patients may not. What does the
regional office look for to determine who needs reality orientation
and can it be cited as a deficiency when there is no requirement
for reality orientation? Could it be a recommendation instead? Does
it need physician approval?

7. There are not temperature requirements for water in the laundry
although CDC recommends one of "about 160°' in the absence of
other sanitizing procedures. Facilities have been cited by the regional
office for improper water temperatures without documentation to
support the decision. Does the regional office look for other sanitizing
methods such as chemical, dryers, mangles, etc.? This is especially
significant in regard to personal laundry citations.

8. Under what circumstances should personal items such as combs,
brushes, water carafes, and drinking glasses be identified to the
patient? This, appears to be a new requirement. Should facilities
be notified?

9. "Restrain prn for safety" is a common physician order. What more
is expected when the facility has a standing policy for posey restraints?

10. Please discuss your expectations of measurable goals on care plans;
depth. Inclusion of acceptable practice statements -- standard care
plans.

1 1. PT as ordered" is a common physician order and is specific on the
PT care plan signed by the physician. Is this acceptable?
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Seattle, Washington
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12. The Patient Care Plan refers to the patient activity plan for details.
Why is this not acceptable?

13. Please discuss substantial compliance at the survey level; i.e., degree
of problem before it becomes a deficiency.

Example: Deficiency cited by the regional office surveyors when
three wheelchair patients were observed without slippers or socks.
While we agree that it is inapprorpiate, there were 72 other patients
appropriately attired.

14. Should evidence that a problem exists be documented on the survey
report form to support a deficiency?

Example; The regional office deficiency "2 cases observed. Where
staff fed patients with a syringe without first attempting verbal or
sensory stimuli to encourage use of spoon feeding." Shouldn't the
survey report form continue with evidence that the patients could
respond to stimuli? Did the regional office surveyor check with staff
or records to see if patient would respond or that it had been tried
and abandoned over a period of time?

I5. "Call bells are not in reach of all patients" is frequently cited. Does
this apply to ambulatory patients?

16. We see expansion of regulations such as:

(a) night lights;
(b) short-term goals on patient care plans;
(c) prn orders need to be discontinued if not used regularly;
(d) infection control log;
(e) prohibition of single bar soap.

17. Please discuss your expectations in regard to requiring "frequent
assessments."

18. It appears that the regional office surveyors apply surveyor guidelines
as deficiencies. The Basic Surveyor Training Course and legal opinions
say that they cannot be enforced. Please elaborate.

19. Are outcomes of care, patterns, and trends the basis of the regional
office deficiency decisions opposed to written documents, isolated,
oi few incidences?
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Seattle, Washington
April 25, 1985

20. The Idaho state agency reviews approximately 60 percent (60%) of
all residents. Do you feel that this review should provide the surveyor
with a fair and reasonable picture of care at the facility?

JS/nh

cc: Bee Biggs, RN
Thomas G. Waliner
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*Jean Schoonover, Supervisor Ar, -

Licensing and Certification 4
Department of Health and Welfare . "s
Statehous ' k, ""
Boise, Idaho 83720 r' ,

Dear Ms. Schoonover: t

Last year we proposed a series of modifications to the termination procedures
In the State Operations Manual (SOM) and the Regional Office Manual (ROM).
The intent of the proposals was to clarify applicable law, regulations, and
policies and how we expect them to be applied. In particular, we sought to
make the procedures more responsive to immediate and serious threat situations.

In the course of soliciting comments on the proposals, several of the State
survey agency Directors expressed concern that the propoeed procedurew vre
either illegal or unreasonable. In response to these and other concerns, we
postponed issuance to reevaluate the proposals.

Since last Novemiber, our Office of General Counsel has determined that the
procedures, as drafreAT wert cons~stgnt with applicable law and regulations.
Thus, wa e that the procedures are legitimate expressions of
program requNrecents. Nevertheless, we appreciate the need for reasonableness
and your acceptance of the proposals as a viable method for balancing the
rights of the providers with the ridhts of beneficiaries and the Federal
government.

Enclosed is the latest draft of our proposed tersination procedures for your
review and cosment. I look forvard to discussing these proposals with you
when We reet in Santa Fe on April 2 1985.

Sincerely yours,

Slharon Harris
\ctiro Director
Office of Survey and Certification
Health Standards and Quality Bureau

Enclosure

cc:

AHFLCD Officers and Board of Directo:s
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DEPARTMENTOF HEALTH I HUMAN SERVICES

Memorandum
SDtU April 18. 1985

FRa Regional Inspector General for Audit-

Status of Nursing Rome Inspectior/Surveys In Arkansas and Texan an
SM5a Compard to That Shown in the WedleMedlcald Automated Certfloetion

System (OWACS) ACN: 05-50181

To G. A. Rafwxo
Regional Inspector General for Audit, Region. III

The purpose of thIs memorandum is to provide you the results of our sqldt
work In response to your memorandum of February 5, S3U, to Mr. Larry
Simmons regarding the * r - using fome Protect., Your
memorandum Indicated that an of December 31, 1984, MIACS data showed
that Arksasn and Texas had name 7 and 119 ICYs and 57 and 68 SIIFs,
respectively that had not been inspected in the lat IS montha.

Our review at KCFA's Region VI Health Standards and Quality (HS&Q)
Division han shown that the Inspection/survey date reflected In MMACS an
of December 31, 1964, were signifloantly Inaccurate and out of data.
Consequently. MMACS data did not properly reflect the Innpectim status
of nursing homen in Arkansan or Texas. Our sample of 12 S? and 12
ICF nursing homes In Texas and Arkansan showed (1) that each facility
had bean Inxpectedisurveyed subsequent to the dates shown In MACS an
of December 81. 1984 and (2) that thene failities ware surveyed within
the time frames mandated by the regulatory provisions of the Depatment.
Specifically, our tent showed that 43 of the 48 nursing homes sampled had
been Inspectedtsurveyed during 1984 and the the other S nursing he
had been surveyed during the period October through December 133.
While documents were not available within HCFA at the time of our review
f9i Whteuflrn u-lij'wm Risa- -bee n k in Inte 13U,
w ve T * rOever1-i&3 r -M 1iiV htd bdeiiea rm
biied on the hlstory of prhiredord of inspets

Based on the results of our tests, we believe that nursing homes Identified
in your audit request for Texan and Arkansas have been surveyed in
accordance with applioahle regulations.

Region VI HSIQ officis1s have recognized that MMACS data in unreliable
and out of date and that the system's unefulness an a management tool In
s~gn~cantly limited. Thes officlals Indicated that several factors have
contributed to the problem. These factors Include (1) oomplex addle which
make date input difficult to accomplIsh and (2) reductions In personne
which have caused the regions to shiftd resource to higher priority
workload .
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Within the past two or three Months. Region VI's HS&Q Division has
assigned cue staff member fun time to updating and correcting the WMACS
data. An a result. MMACS data entry exception backlogs have bean
reduced by about 60 percent.

if you need any additional information, pleans advise.

cc: Austin Pied Office
Mile Rack Fluld Offift
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DWAUTUENTO Memorandum
r tiPR 23 19.95

FOao Regional Inspector General for Audit

c-hi Request for Legal Opinion - Timeliness or smveysa and Certifications in Long
Term Care Facilities

To Assistant Inspector General for Audit

Current surveys in three states show that Medicaid Agencies have not been
surveying and certifying Long Term Care Facilitlee in accordance with
applicable laws and regulations. We believe this situation resulted rro
the ?Wicaid Agencies failure to comply with 42 CFR 442.12 hlich stipulates
that Medioald Agencies My not execute a provider agreent with a Long
Term Care Faoility for skilled or Intermediate services nor make Medicaid
payments to a facility unless the surveying agency has certified the Caci-
lity to provide thoee services. The provider agreemnt is generally for 12
uonths but under certain circumetanoes may be extended an additional 2
mcnths.

We intend to recomend recovery of Federal funds for services to liedicaid
reoipients in Long Term Care Facilities that were not surveyed and oer-
tified in acordance with Federal law and regulations. The situation,
hmomver, beces saohat clouded because of actions taken by the Health
Care Finanoing Adminlitration (HCFIA) during periods then Federal funding
for survey anf certification activity was restricted.

We am requesting a legal opinion on oertain aspects related to the sbove
Issue. Speciftoally, we re Interested in determining If our intended
recdation to deny Federal funds for services to Medicaid recipients In
Long Tere Care Facilities that were not surveyed and certified in accor-
dance with Federal law and regulations is appropriate given the actions of
HCFA. To asslat, we are providing some background Information, including
statutory and regulatory citations.

Results of Suvey

In response to a request from the United States Senate Special Coittee on
Aging we began a review or Long Term Care Facilities nationally. Our pri-
mary objective related to quality of care being provided in the Long Term
Care setting. Subsequently, we became mare of a problem that could result
In large dollar recoveries. The basis of the recovery being that Long Term
Care Facilities were not being surveyed and certified every 12 to 14 mcnths
as required by Federal law and regulations.
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The following citations, we believe, support eur contention that Long Term
Care Facities msst be surveyed and crtified within a 12 to 14 menth
period.

1. Section 42 Clt 442.15 - Duration or Agreement - states:

(a) Except as specified under £142.16, the duration of an agrent may
not exceed 12 months.

(b) re agreement must be for the same duration as the certification
period set by the survey agency. Hever, If the Medicaid agency has
adequate dcmentation showing good S t my make an agrnent for
less than this period.

(a) FFP is available for services provided by a facility for up to 30
days after its agreement expires or terminates uader the conditions
specified In S441.11 of this aubhapter.

2. Section 42 CFR 442.16 - Extension of Agrement - states:

A Iedicaid agency my extend a provider agraement for up to 2 months
beyond Its original expiration date It it receives written notice fron
the survey agency, before the espiration date of the agreement, that
extension will not jeopardize the patients health and safety, and -

(a) Is needed to prevent Irreparable harm to the facility or hardship
to the recipients In the facility, or

(b) Is needed because it is iSpracticable to determine, before the
expiration date, whether the facility meets certification standards.

3. a ibUs Reconciliation Act of 1961 (Public Law 97-35, Section 2153)
deleted the requirement for annual inspection for Long Term Care
Facilities participating In the hedicare progrem. Iplementing regula-
tions were never issued.

Three states In our survey have been Identified as not having timely survey
and certifications for variais categories of Long Tern Care Facilities
during the ;ost recent four years. They are Indiana, Illinois, and
Connecticut. Information on each state follcows.

Indiana

The review disclosed substantial non-ompliance with both certification and
provider agreement requirements of the !Mdicaid program. A total of 230
facilities, out or 347 facilities reviewed, operated without effective oer-
tifications for varying periods of time between June 1, 1982 and March 31,
1984, because the survey agency had not conducted recertification surveys.

Federal payments mde to these facilities during this period amunted to
about $41.3 million.
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Illinois

The review of Intermediate Care Faoilities for the Mental Retarded
(ICF/Mas) indicated that 7 of the 12 state operated facilities wVre not
surveyed ad certified in ecordance with Federal law and regulations. It
is estimeted that about $6 million In Federal payents were med. during the
period when the facilities were out of csliance.

Connecticut

The review disolosed that 17 of the 77 Long Term Care Facilities reviewed
were not surveyed and certified tiUely. The Federal payuenta made during
the periods of non-omplianoe amnted to about $3.2 million.

HCA ;Actaitlea t

HCFA has taken various actions over the past several years in regard to en-
forcing the law and regulations dealing with survey and certification.
Prior to the enactment of the Omlbus Reconciliation Act of 1981, HCFA
fully enforced the "time limit agreement' requirement outlined in 42 C1R
4U.15. Since the enactment of Public Law 97-35 ad severe budget reduc-
tions tor state survey and oertification activity HCFA has changed aphasis
- without issuing isplementing regulations. As a reaction to Public Law
97-35 ane udget reductions ISA published statements such as the
following:

1. Rezional Health Standards and Quality Latter" prepared by lCFA
Regiens in November 1981

In Section 2153 of the Omnibus Reconciliation Act of 1981 (P.L. 9g-35),
Congress deleted frcm the Social Security Act the requirement that an
agreement with a skilled nursing facility not exceed 12 months. With
this, Congress expressed Its clear intent that annual surveys are unne-
cesaary for soe facilities.

This statement of Congressional intent was reinforced when Congress
passed the current appropriation for the State Certification Program.
There could be no clearer expression of intent that for Congress,
through the budget process, to cake it impossible to survey all facili-
ties on en annual basis. This, while regulations currently In force
stipulate aunmal surveys, the change in law, cited above, reinforced by
the appropriation, supersedes regulations. This gives KFA the
authority to implement flexible survey cycles.

If you have any questions on flexible survey cycles, please contact
your State liaison person.
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2. 1mrandum From Director of Health Standards and Qiulity Bireai To A1l
Regional Offices Dated in 1983

During the last quarter of 1981 we issued mranda addressing the
reduction in survey activities, the scherdling of surveys during the
1982 fiscal year, and the rationale for leplementing flexible survey
cycles on an interim basis. The major thrust of the meranda was that
Congress had expressed Its Intent, that annual surveys were unnecesSary
for all facilities by repealing the statutory basis for time-limited
agreements (TLAs), and by passing an appropriation for the State
Certification Program that would not support annual surveys for all
facilities. Accordingly, we suggested a mtbodology for prioritizing
and allocating survey resources and authorized the selective extension
of existing provider agreements.

Since the Fhy 27, 1982 publicetion of proposed Subpart S 1' changes,
Congressional oentary, the impoeition of a moratorium on the pro-
posed rules, and the passag of a larger appropriation is indicative pf
a change In Congressional intent frms that described earlier. In light
of these factors, ard because fluding is now at a level to support
issuing 12 month agreecents and conducting annual surveys of all long-
teram are providers, it is encumbent on us to eove toward stricter
eompliance with all the regulatory provisions, especially Subpart S.
The same course wuld necessarily follow for Title miX ftaelitie3.

We appreciate the difficult logistical problems your States will
encounter In gearing up for full Implementation. A liberal phase-in
period ozuld be expected under the circumtanaes.

3. Mrandum Frem the Dircotor. Health Standards and Quality bireau To
Each Regional Office Dated in August 198 .

Reports of recent findings indicate sone inconsistency among Regiens in
Implesenting time limited agreasents and other Subpart S requireaets.
As I noted in my January 27, 1983 meorandum, the conditions under
which we implemented interim policies for flexible survey cycles for
long-term care facilities have changed.

It Is clear that Congressional Intent and the coitment of the
Administration is to enforce the requirements of Subpart S. In my
January 1983 orandum, I noted that due to the logistical problees we
would allow a liberal phase-in period for returning to full compliance
with Subpart S. I would expect that by this tie we wuld be In full
compliance with all provisions. If you have not yet returned to full
corpliance, you should move aggressively toeard that end.

1/ Subpart S is entitled "Certification Procedure for Providers and
Suppliers of Services", and is the section of regulations which outlines
the certification process for all types of providers ard suppliers.
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It beccas clear frco these doaucnts ad other IAHA actions that the

lack of amiua survey and certification activity wa to so degree con-

doned by thea. these actions which appear to be In conflict with

pubism regulations lead us to eeek a leal opinion as to whether the
states an be held to published regulations despite the actions of CFIA.

Questions to be Addressed

1. Wben law and regulations differ such as the case we have with the

Omnibus Act of 1981, wAich uild take precedent?

2. Can IA deviate flc published regulations by Isauing Inforeal
aemoranda nuob as the exples presented?

3. Is the fact that statea deviate frco the isaed reglations a suffioieat
basis to recceand a financial recovery frca the states involved?

4. If in fact the states are required to follow the issed regulations carr

HCA livel the questioned Federal share in this instance? If yes, on
what authority could this be done?

5. Does HWA have the authority to suspend issad regulations such an those

dealing with aurvey and certification. If yes, on wAt authrity
could this be done?

6. Ar we on sound grourds if we ro and a financial recovery? Before

the January 27, 1983 IA M? After the. Jaary 27, 1983 HCA o ?

We appreoiate your assistance. Please call If you have any questions.

cc: t4rr Simmons



379

April 24, 1985

Thomas G. Wallner
Associate Regional Administrator
Division of Health Standards A Quality
Health Care Financing Administration
2901 Third Avenue. MS 409
Seattle, Washington 98121

Dear Mr. Wallner:

This letter serves to reaffirm our commitment to quarterly meetings with
Region X, Division of Health Standards and Quality. These collective
meetings have enhanced communication and program administration over the
years.

A review of past minutes reveals the value of our meetings:

- Productive discussion on revising the 1864 Agreement

- Implementation of federal program requirements for nursing
homes, ICFs/MR, and hospitals; e.g., PaCS and Drug Regimen
Review Training

- MMACS and Washington's certificaton computer project

- Four-state letter of support for retaining a regional
office in Seattle, Washington

- Budget considerations

- Discussion of important issues and problems; e.g., the
Institute of Medicine study

It is our understanding that recently you told the representative for
Region X states that you were not interested in continuing participation
in these quarterly meetings. Given the importance of our quarterly
meetings and the benefits to all Darties, we are hopeful that there has
simply been some misunderstanding and that quarterly meetings will be
resumed.

RECEK
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Thomas G. Wallner
April 24, 1985
Page 2

We have established a tentative meeting date and agenda for the next

quarterly meeting. We will be glad to add any agenda items you may have
and are willing to reschedule the meeting date, time, and place to
acconinodate you.

We look forward to hearing from you soon and to continuing our mutual
efforts to improve health care services.

Yours for improved patient care,

Director LTC, Washion

o ctor Nn- TC 5s gn

ctor, fdaho

Director, Oregone

Director, Alska

Enclosure: Agenda

/de
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DEPARTMENT OF HEALTH & HUMAN SERVICES Ofei of Audit
t § i ~~~~~~~~~~~~~~~~~~Region IX

Memorandum
Dru ~May 2, 1985

Fu OIG, Office of Audit

Expansion of National Review on Survey and Certification

abe~ Activities at Intermediate Care Facilities - Oregon

G.A. Rafalko
To Regional Inspector General

for Audit
Gateway Building
3535 Market Street, Room 10250
Philadelphia, PA 19104

This memorandum presents the results of our review on the
timeliness of surveys and certifications of Medicaid
Intermediate Care Facilities in Oregon. We have reviewed the

facilities on the Rapid Data Retrieval System (RADARS) listing
that you provided us. The listing indicated that, as of

December 31, 1984, 82 facilities had not had a survey in the last

14 months.

Our review shoved that the RADARS listing was not accurate
because HCPA was not updating the information on completed surveys
in a timely manner. Our review of individual provider files at

HCFA disclosed that 32 of the 82 facilities had not been surveyed

within the 14-month period. In addition, 32 of the 82 facilities
bad intervals between the the most recent survey and the previous
one that exceeded 14 months.

We found that on November 20, 1981, the HCPA Division of Health
Standards and Quality (DHS}), Region X, issued State Letter
No. 101 which stated that it would no longer require annual
resurveys or issue time-limited agreements. This letter also
permitted survey intervals to be as long as 36 monthe (See
Attachment 1). These provisions were rescinded by Region X,
ONSO State Letter No. 170 dated February 15, 1985 (See Attachment
2).

If you have any questions please contact Ron Yee or Dan NcNulty
at 556-7004.

sRBERT WITS
7" Regional Inspector General
/ for Audit

Attachments

[CONYITTFE STAFF Non!: Attachments are located elsewhere in this chronology

of DERS internal document.. ]
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Health Carl

DEPARTMENT OF HEALTH& HUMAN SERVICES Ftno AdrnistnfOn

2901 Third Averwe
Seattle. WA 98121

May 3, 1985

Conrad A. ThompSon, Director
Bureau of Nursing Home Affairs
Department of Social and Health Services
Mail Stop 08-31
Olympia. Washington 98504

Dear W son

Thank you for your letter of April 24. I appreciate your com ents regarding

the value of our quarterly meetings.

As discussed with Jean Schoonover recently, we are planning to met with each

state over the next few months, either in conjunction with our SAEP visits or

at other times. These meetings, we believe. will allow ample opportunity to

discuss all appropriate topics, and in addition, will allow DHSq management

to focus in mere depth on the specific concerns of each state.

Please be assured we are cositted to continuing and enhancing comsunicatiotn

with each state. I look forward to meeting with you In the near future. In

the meantime, please continue to feel free to give me a call whenever issues

and/or questions arise requiring immediate attention.

Sincerely,

Thoas s. Wallner
Associate Regional Administrator
Division of Health Standards and quality

6 
4
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* D"ARTMENT OF HEALTH & HUMAN SERVICES OFFICE OF INSPECTOR GENERAL
IJf REGION I

Memorandum
MAY 7 85.

flo. :Edward A. Parigian
Regional Inspector General for Audit

Results of Review on Survey and Certification Activities at
Skilled and Intermediate Care Nursing Homes - Audit Control

To Number 01-52011

Gervus A. Rafalko
Regional Inspector General for Audit

In accordance with your request of February 27, 1985, we have
completed our review to determine whether nursing homes in
Massachusetts and Connecticut are not being surveyed in accord-
ance with Federal regulations and, therefore, are not eligible
for Federal financial participation in the Medicaid program.
The listings you provided to us contained only 1983 or earlier
data. We queried HCPA'S medicare/Medicaid Automated Certifi-
cation System (MMACS) for the latest survey dates. In most
instances, surveys had been done during 1984.

The following sections of this memorandum summarize the results
of our review in Massachusetts and Connecticut. Please refer
to the ATTACHMENT for our answers to the nine questions oon-
tained in your audit guide.

Massachusetts

We determined that all 232 skilled and intermediate care nurs-
ing homes on your listing had timely surveys and were approp-
riately certified to participate in the Medicaid program. Con-
cerning the 12 intermediate care facilities for the mentally
retarded (ICFs/MR) on your listing, we found that Federal court
orders over the past several years have necessitated rigorous
monitoring of conditions by State and Federal officials. In
view of this, we do not believe it appropriate to review these
facilities further at this time.

Massachusetts operates under a waiver granted by the HCFA Of-
fice of Research and Demonstrations (ORD) under which the State
was authorized to perform three levels of surveys dependent on
the facilities prior history of a compliance with health and
life safety standards. The waiver was originally granted
during 1981 for a one year period. Uowever, annual approvals
have extended the waiver through 1985. The three levels of
surveys ares

73-435 - 87 - 13
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Page 2 - Gervus A. Rafalko, Regional inspector General for Audit

1. Screening Survey - If the facility has met at least
95 percent of compliance criteria
for at least three years the
survey will focus on particular
problems rather than a more
complete survey as enumerated
below.

2. Abbreviated survey - Facilities that have compliance
scores of at least 85 percent with
patient care related regulations
since 1977 will be surveyed ac-
cording to the usual procedures
but against a reduced number of
criteria.

3. Full survey - The State agency must perform a
comprehensive survey of facilities
that were decertified for patient
care under current ownership and
all those facilities that have had
compliance scores below 85 percent.

Our review of HCFA and State agency records showed that surveys
were completed in accordance with the waiver and where condi-
tions of participation were not met, the State agency followed
the proper precedures in notifying those facilities of the un-
met standards. Timely follow-up inspections were made to
verify that proper corrective actions were taken.

Connecticut

We determined that 17 of the 77 facilities on your listing were
not surveyed in accordance with the 14 month period specified
in your February 27, 1985 memorandum, resulting in unallowable
Medicaid payments to these facilities totalling about $6.4
million (Federal share $3.2 million). The 17 facilities were
not surveyed in a timely manner because, according to State
agency officials, Section 2153 of the Omnibus Budget Recon-
ciliation Act of 1981 deleted the requirement for annual sur-
veys under both Medicare and Medicaid. In our opinion however,
since Section 2153 only applies to Section 1866(a)(1) of the
Social Security Act, and Section 1866 applies only to
Medicare, the State agency was still required to perform annual
surveys on Medicaid facilities. (Refer to the EXHIBIT for
detailed information concerning the periods not surveyed for
each of the 17 facilities and the amounts paid to them from
Medicaid.)
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Page 3 - Gervus A. Rafalko, Regional Inspector General for Audit

State agency officials informed us that HCFA had approved their
doing less than annual surveys due to budget reductions result-
ing from the Omnibus Budget Reconciliation Act. Our discussion
with regional SCFA officials disclosed that HCFA had approved
the state's budget for survey and certification functions. The
State's budget had listed, as attachments, the frequency of the
surveys for each facility. The facilities were scheduled to
have surveys done on intervals of nine to 24 months. The re-
cords clearly indicate that HCPA had approved these budgets as
submitted by the State agency. This situation existed during
1982 and 1983. For 1984, all surveys, for the facilities on
your listing, were being conducted according to Federal regu-
lations.

We believe that a legal opinion from the Office of General
Counsel is necessary to determine whether HCPA had the
authority to act contrary to Federal regulations requiring an-
nual surveys. In the event that HCFA did not have this author-
ity, OGC should also determine whether the State agency should
refund the Federal share of the Medicaid payments made to those
facilities that were not surveyed according to Federal regu-
l at ion.

Regional HCFA Administration

HCFA's Health Standards and Quality Bureau (HSOB) relies on
MMACS to track State agency progress in meeting survey dates
and highlight facilities that have consistent patterns of de-
ficiencies. In Region 1. MMACS had up to a five month backlog
of data prior to 1984. During 1984, HCFA added additional per-
sonnel to input regional data and currently data is input, for
the most part, on a monthly basis.

HCFA also performs annual State Agency Evaluation Program
(SAEP) reviews which includes a review of survey and certifi-
cation performance by the State agencies. Under the SEWA, HCFA
samples State agency files checking timeliness of surveys, pro-
cessing time, survey dates, conformance to HCFA certification
policies and budgetary matters. HCFA also reviews prior years
findings on facilities to determine whether corrective actions
have been taken.

we found, however, that in about 10 percent of the facilities
we reviewed that HCFA's files were missing survey and/or certi-
fication dates. These dates were obtained from a review of
State agency files which we found to be more complete than
HCFA's files. we are not able to determine whether the state
agencies forwarded this information to HCFA or whether HCFA
recieved the information and misfiled the forms.
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Page 4 - Gezvus A. Rafalko, Regional Inspector General for Audit

In the event that you need any furtber information or have any
questions on our review, please do not hesitate to call William
Hornby or Arnie Goldie of my staff at (FTS) 223-1045.

-4z ard A. Parigi a e \
%Keihopal Inspector General

VTW Audit

cc, F.J. Jajka, ASGA
L.K. Simmons. 1CAD
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EXHIBIT

INFORMATION ON CONNECTICUT
NURSING BOXES NOT SURVEYED

AS REQUIRED BY
FEDERAL REGULATIONS

Medicaid
Payments

Type of Period for Period

Name of Facility Facility Not Surveyed Not Surveyed

SN? 12/1/82-11/30/83 $ 354.580 (1)
IC? 11/l/82-10/31/83 221,A48 (1)
ICF 2/1/83-7/31/83 153 053 (1)
ICF 10/l/82-9/30/83 454,545 (1)
ICF 3/1/83-12/31/83 355,321 (1)

IC? 4/1/82-9/30/82
10/1/83-3/31-84 141,273 (1)

ICF/MR 3/1/83-11/30/83 1,200,530 (1)

ICF/MR 7/1/83-4/30/84 416,911 (1)

ICF/MR 8/1/83-10/31/83 77,136 (1)

ICF/MR 9/l/83-8/31/84 544,716 (1)

ICF/MR 4/1/83-11/30/83 297,992 (1)

ICF/MR 7/1/83-2/28/84 283,089 (1)
ICF/MR 7/1/83-11/30/83 806,432 (1)
ICF/MR 2/1/83-11/30/83 142,558 (l)

ICF/MR 2/1/83-7/31/84 330,185 (l)
ICF/MR 11/1/82-8/31/83 478,034 (1)
ICF/MR 4/1/84-5/31/84 101,294 (2)

Total Medicaid Payments $6,358,797

Notes:

(1) The State agency signed an agreement with the facility covering

an unspecified period of time. The period not surveyed is in

excess of the time allowed under Federal rgulations. The state

agency informed us that they believed that the Omnibus Budget

Reconciliation Act removed the requirement for annual surveys
of Medicaid providers. In our opinion, however, the section of

the Act they quote applies only to Medicare, therefore, the

nursing homes should have been surveyed annually.

(2) This facility had deficiencies during the period covered by our

review. Several short-term agreements (three month duration)

were signed while the facility attempted to correct the defi-
ciencies. The period not surveyed represents two months not

covered by a provider agreement.
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ATTACHMENT
Page 1 of 3

Question #1

Determine current status of State surveys for all nursing homes in-
cluded on listings.

Response #1

All nursing homes on your listing, with the exception of the Massa-
chusetts ICFs/MR mentioned earlier, have had surveys covering the
current period. We found that only a relatively small number of
surveys had not been entered into MMACS and this was because it
takes about 30 days for the data to be processed by the regionfl
office.

Question @2

For those homes that were either updated since December 31, 1984 or
have survey reports in the regional office but not on the system,
determine if the 14 month requirement was met for both survey
periods. If the requirement was not met, then further work is re-
quired at the State agency to determine if a financial adjustment is
warranted.

Response @2

The 14 month requirement was met for all Massachusetts facilities on
your listing. We found that 17 Connecticut facilities were not sur-
veyed within the 14 month timeframes you specified. Refer to the
EXHIBIT for the periods not surveyed for each of the 17 facilities.

Question @3

Determine through interviews if MKACS is used as a management tool
to monitor State survey functons. If not, why not? Check for any
policies and procedures on updating MMACS which could effect its use
as a management tool.

Response @3

HCFA'S HSQB relies on MMACS to track State agency progress in meet-
ing survey dates and highlights facilities that have consistent pat-
terns of deficiencies. In Region I, MMACS had up to a five month
backlog of data entry prior to 1984. During 1984, HCFA added addi-
tional personnel to input regional data and currently data is input,
for the most part, on a monthly basis.
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ATTACHMENT
Page 2 of 3

HCFA also performs annual SAEP reviews which includes a review of
survey and certification performance by the State agencies. Under
SAEP, HCFA samples State agency files checking timeliness of sur-
veys, conformance to ECPA certification policies and budgetary
matters. HCFA also reviews prior years findings on facilities to
determine whether corrective actions have been taken.

Question #4

Determine through interviews and record what actions, including
withholding of Federal funds, HCFA has taken to ensure that nursing
homes are surveyed annually.

Response #4

HCFA did not monitor the State of Connecticut to determine whether
they were performing surveys annually since they had approved the
state agency's request to do surveys on other than on an annual
basis. As a result, they were not aware of homes being unsurveyed
for periods in excess of that allowed by Federal Regulations.

Question #5

Determine if nursing homes out of compliance according to HCFA re-
cords, were, in fact, out of compliance. In other words, were sur-
veys made within Federal timeframes?

Response #5

The Connecticut facilities listed on the EXHIBIT were not surveyed
in accordance with Federal regulations. we confirmed this by re-
viewing State agency records and discussions with State agency of-
ficials.

Question #6

For those nursing homes out of compliance, identify all Federal
funds reimbursed to the homes during periods of non-compliance.
Report financial adjustment separately for each survey period, with
the current period ending February 28, 1985, for reporting purposes.

Response #6

Refer to the EXHIBIT for detailed information concerning nursing
homes determined to be out of compliance with Federal regulations.
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ATTACHMENT
Page 3 of 3

Question 07

For those nursing homes that were surveyed within Federal
timeframes, determine if the State agency forwarded material to
HCFA. On a seleted basis trace a few back to HCFA and determine why
no input to MMACS.

Response $7

We found that in about 10 pecent of the facilities we reviewed that
ECFA's files were missing survey and/or certification dates. These
dates were obtained from a review of State agency files which we
found to be more complete than HCFA's files. we were not able to
determine whether the State agencies forwarded this information to
HCFA or whether HCFA received the information and misfiled the- forms.

Question $8

If surveys were not made as required, determine why not through
interview. Do State officials interpret Federal regulations
differently?

Response $8

As stated earlier, State agency officials interpreted the omnibus
Budget Reconciliation Act to exempt both Medicare and Medicaid
facilities from annual surveys. However, the Act only refers to
Medicare.

Question 09

Through interviews, determine if the State agency has been contacted
by aCFA officials regarding timing of surveys, performance of sur-
veys, etc.

Response $9

Surveys in Massachusetts and Connecticut are being performed on a
current basis. However, HCFA officials informed us that should the
surveys fall behind, MMACS will indicate which facilities are over-
due and the State agency would be contacted to determine when the
surveys would be done. During 1982 and 1983, the State of Connec-
ticut was performing less than annual surveys under HCFA's appro-
val. In 1984 the State began doing annual surveys and is current
for the facilites on your listing.
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IDEPARTMENT OF l... LI H& HUMANiE

May 13, 1985

Olice ol General Counsel

A.Vn X
M/S
2m Third A-15a
S-lll, WA 98121

M I 'i V8°

adiL t. 'I1\>t O.,' O"'t

Curt Fransen
Assistant Attorney Genera1
State of Idaho
450 W. State, Tenth Floor
Boise. Idaho 63720

Re: Advice to Surveyors on Guidelines

Dear Mr. Fransen:

As we discussed today on the telephone, I am enclosing a

statement on Federal Interpretive Guidelines and Survey

Procedures for surveyors.

If the statement reflects your views on the subject, would you

be willing to jointly issue it with me, as our combined

state/federal advice on the subject?

Let me know if you want to change anythingq. My number is

(206)442-7309.

Sincerely,

Evelyn McChesn-y
Assistant Regional Attorney

Enclosure

-
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Federal Interpretive Guidelines and Survey -Procedures

1. Surveyors should do the things specified In the right-
band column of thieGuidelin-s, i.e., the proc dure -
should be followed. Surveyors should be al to
respond 'yes' when asked, 'Did you interview the
people Indicated In the Guideline.? Did you look at;
the records Indicated in the Guidelines? Did you
observe the specific things you were requested to
observe? Did you read what you were asked to read?'

2. Surveyors should collect the Information and make the
professional determinations called for in the middle
column. If a deficiency is found, because the
facility does not net a Guideline, that information
should be written down For example, Information
should be collected and any deficiencies noted on the
patients' fluid balance, elimination, electrolyte
status, respiratory status, functional capacity of
musculature, neurologic status, and nutritional
status. ESSF Guideline, p. 51]

3. If deficiencies are found in the Interpretive
Guidelines which are sufficient to put the condition
out of compliance, cite the regulation, in the left-
hand column, as not met.
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REGION IV
DEPARTMENT OF HEALTH & HUMAN SERVICES iARIETTA TERORSI 3E'V 2

li <>fi_ ~~~~~~~~~~~~~~~ATLANTA. f EORtIA 3=at

Memorandum
o..f fNAY 1 5 U5

FromT Regional Inspector General
for Audit, Region IV

Sffc Report on Survey and Certification Activities at Skilled Nursing
Facilities in Mississippi - ACN: 04-50151

TO Regional Inspector General
for Audit, Region TIT

In accordance with your November 15, 1984, request, we have
reviewed the 13 Mississippi skilled nursing facilities (SNF)
which met Region ITI's selection criteria of not meeting impor-
tant conditions and standards for a long period of time. In
addition, we reviewed five other SNOs which were recommended by
the single state agency and the state survey agency as having a
history of non-compliance with conditions of participation.

Our review was performed primarily to determine (1) the current
status of the facilities, (2) how long the identified defici-
encies existed, (3) action taken or planned to improve or termi-
nate the facility, and (4) whether the facilities warrant a site
visit. The review was performed at the HCFA-HSQ Regional Office;
the Mississippi Health Care Commission (MHCC), the state survey
agency; and the Governor's Office, Division of Medicaid (OM), the
single audit state agency responsible for the Medicaid program.

Our review consisted of obtaining updated MMACS survey data and
evaluating the survey and certification procedures and the
certification files on the 18 SNFs at the RCFA-HSQ Regional
Office, the MHCC and the DM. We also visited 2 of the 18 SNFs.
The review was performed in accordance with the applicable
'Standards for Audit of Governmental Organizations, Programs,
Activities, and Functions' as considered necessary under the
circumstances. The field work was performed between January 1985
and April 1985.

Most of the facilities had a history of repeated deficiencies and
periods of temporary but recurring non-compliance with the
conditions of participation. Many of these facilities also
showed either a continuous line of improvement since 1981 or were
just as likely to be in compliance 100 percent on any one day and
have a number of conditions or standards out of compliance the
next day. At the time of our review, all 18 SNFs had current
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had current Medicaid agreements and were in compliance with the
conditions of participation ranging from marginal to full com-
pliance. None of the SNFs' situations appeared to pose life-
threatening dangers to the patients.

Both MHCC and DX personnel believe it is change that has contri-
buted to the improvement, whether it is a change of ownership or
a new administrator or director of nurses. Both State agencies'
personnel also agree that the one thing that Catches the errant
providers' attention quicker than anything else and produces fast
Plans of Corrections are the sanctions which the Division of
Medicaid's Director has the authority to impose when necessary,
which are:

(1) Prohibit patient admissions.

(2) 10 percent reduction in the facility's reimbursement
rate.

(3) Deduction from next payment check for past disallow-
ances.

The situation and the chain of events at the Nursing
Center will demonstrate the effectiveness of Mississippi's
system. During the four years 1981 through 1984, Hotel Reed had
87, 216, 26 and 19 deficiencies, respectively. A March 13, 1985,
resurvey showed that Hotel Reed met all conditions of participa-
tion. The survey cited 16 standard deficiencies, none of which
were considered life-threatening.

The improvements at occurred as follows:

(1) In October 1981, MNHCC initiated action to revoke the
license and to terminate Medicaid participation. The
owner requested a hearing and a date was set. The week
before the hearing was scheduled the owner filed bank-
ruptcy.

(2) DM advised MHCC and the court that the 73 Medicaid
patients in the home could not he relocated because
there were no beds available In the entire state. As a
result, the Medicaid agreement was extended through
December 31, 1981; the home was placed In receivership;
the owner and his family were ordered out of the facil-
ity; and a competent administrative team was placed as
receiver. The MHCC gave the home a provisional license
through May 31, 1982, and DM issued a 6-month restricted
agreement also ending May 38, 1982.

-2-



395

(3) On April 26, 1982, changed ownership and a
new agreement was issued on June 1, 1982.

(4) KHCC conducted a survey on May 12, 1982. Nine (9)
Conditions were considered not met on this date --
primarily due to the fact that the new owner bad not
been there but a couple of weeks and could not offi-
cially enter into binding agreements with Medical
Director, Social Work Consultant, Patient Activities
Consultant, etc. Also, to further compound the situa-
tion, illegal drugs were being distributed by patients
and staff. Federal and State agents were observing
these practices and requested that MHCC not get involved
with these particular patients and staff. The new owner
could not fire or suspend these employees while this
investigation was in progress. These employees had not
and were not doing their job. However, remedies could
not be taken. Most of the deficiencies cited were a
result of the construction or maintenance of the build-
ing, documentation of care, and required paper work.

The facility had new qualified management, new Regis-
tered Nurses in sufficient number, a full-time Regis-
tered Dietitian, and other employees. There was also a
commitment on the part of the owner that all deficien-
cies relating to patient care would be corrected by
September 1982, and that all deficiencies related to
Physical Environment would be corrected by May 1983.

(5) was recertified based on their Plan of
Correction and MHCC scheduled a follow-up visit in
September 1982.

(6) The DM and MMCC made numerous visits during the three
months prior to the follow-up visit to review progress
in correcting the cited deficiencies. The September 28
and 19, 1982 follow-up visits showed that all conditions
of particiption were met and construction and renovation
was well underway. The patients were happy and were
receiving good care.

(7) As was shown by the March 13, 1985 resurvey, the
Nursing center has continued to improve.

In our evaluation of the State survey agency's survey and certifi-
cation procedures, we found the surveys to be timely, the surveyors
generally consistent and thorough in implementing the survey
procedures, which ranged from citing deficiencies and pursuing
acceptable plans of correction to investigating grievances and
initiating termination procedures.

-3-
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!n the evaluation of the HCFA-HS0 Federal files, aside from the
Look Behind' review (which the State survey agency then takes

over and notifies providers of the deficiencies, pursues the plan
of correction and does the follow-up visits), there was nothing
to indicate HCFA-HSO wielded any significant impact in dealing
with consistently errant Medicaid-only providers. Letters from
HCFA-HSQ to the providers reiterated sanctions imposed on the
facilities after being notified by the State survey agency or
Medicaid that such sanctions were being imposed. One Federal
file contained notes of the survey packet review by one of HCFA-
HSQ's personnel; HCPA-HSQ reviewers had concerns over the survey
procedures and the State survey agency's recommendation to
Medicaid for renewal of the provider agreement. However, we
could find no evidence of these concerns being relayed to the
State survey personnel. The provider agreement was renewed for
another 12 months.

We found nothing to indicate that significant information had not
been forwarded to HCPA-HSQ. The surveyors were generally consis-
tent in survey procedures with the exception of allowing condi-
tions to remain out of compliance longer than 45 days from the
survey date. However, the surveys were scheduled approximately 3
months prior to the expiration of the current 12-month provider
agreement and by then the facilities generally met the compliance
requirements of the conditions of participation or termination
procedures were initialed. Termination generally ceased before
the entire process was completed, which could take up to two
years, because the facilities met the compliance requirements
prior to that time.

Facilities reviewed appear to not warrant site visits nor did
medical consultants need to be involved. Nevertheless, we
visited two facilities which we considered conducive for life-
threatening non-compliance conditions to exist at any time. We
found nothing at either faciity to indicate to us, or the RN-MHCC
health facility surveyor who accompanied us on the unannounced
visits - that the quality of care was diminished so as to cause
life-threatening dangers to the patients.

On August 30, 1934, the Mississippi Legislature's Joint Committee
on Performance Evaluation and Expenditure Review (PEER Committee)
issued a report on -A Review of Selected Areas of Operation of
the Mississippi Medicaid Program.' The review was performed in
response to a general concern that ICFs and SNFs may be reducing
expenses by reducing the quality of direct patient care provided
on late evening and early morning shifts. PEER staff and MHCC
staff jointly performed unannounced evening inspections in 26
nursing homes located across the State. That review resulted in
the following conclusions and recommendations:

-4-
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Conclusions

1. even though twenty of the twenty-six nursing
homes received one or more deficiency citations,
there does not appear to be a uniform pattern of
neglect of direct care conditions and standards
for late evening and early morning shifts. The
majority of the citations issued dealt with areas
of operation which do not pose an immediate health
or safety hazard to patients.

'2. A review of prior deficiency inspection files and
complaints issued against the nursing homes chosen
for night inspections reveals a chronic pattern of
recurring deficiencies in approximately one-fourth
of the homes reviewed. In highly simplified form,
the following sequence appears to occur: Health
Care Commission staff identifies a deficiency and
requests a plan of correction; the home submits the
plan and takes steps to implement it; the Health
Care Commission staff revisits the home to confirm
compliance; and finally, the deficiency is classi-
fied as corrected if sufficient progress has been
made. However, this does not appear to be the end
of the sequence. PEER staff, in its file review
of the twenty-six nursing homes, identified at
least 172 instances of recurring deficiencies on
subsequent inspections after initial identification
of a problem.

Recommendations

'1. The Health Care Commission should provide periodic,
random evening/night reviews of a cross-section
of nursing homes as a regular component of its
inspection program and use the results of such
inspections as an indicator of direct care moni-
toring needs for individual homes.

'2. The Health Care Commission and Division of Medicaid
should coordinate their nursing home survey/inspec-
tion efforts. Information from the surveys should
be utilized by the Division of Medicaid to aggres-
sively impose economic sanctions to elicit compli-
ance and long-lasting correction of deficiencies
from those homes-that are in violation of elements,
standards, or conditions of participation.'

-5-
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In your audit request, four Region IV States (Mississippi,
Alabama, Georgia, and Kentucky) were targeted for review. We do
not want to express an opinion or make recommendations on Region
IV's SNW's based on our review of Mississippi alone. We are
reviewing Alabama's SNFs; the entrance conference was held April
11, 198S.

If you have any questions or wish to discuss this matter further,
please contact Gary Furlong on PTS 242-2113.

Sincerely,

EMil A. r Or; r.

-6-
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STATE OFE IDAHO
DEPARTMENT OPF HALTh AND WELFARE
FACILITY STANDARDS PROGRAM
420 West Washington Boise ID 83720-9990 (2081 334-4169

May 22. 985

Thomas G. Walnner
Associate Regional Administrator
Division of Health Standards & Quality
Region X - HHS M/S 409
2901 Third Avenue
Seattle WA 98121

Recently I was informed by Conrad Thompson that during a conversation he had
with you that you expressed your continued commitment to quarterly meetings
of the state directors of Licensing and Certification in the four Region X states.
He further informed me that it -as your desire at this time to focus upon
individual state issues as much as possible and are scheduling visits to each state
for that purpose.

As representative for the four states, I can assure you that we understand.
encourage. and appreciate your approach to individu3t state meetings. We also
believe the quarterly meetings of tre four state directors together with regional
office representatives are essential and look forward to reconvening such meetings
this Fail. In the meantime, the four state directors plan to meet In July to discuss
issues of mutual interest regarding Medicare. Medicaid. and Licensure. We would
find the meeting to be more beneficial if at least one of your staff, or prefertably
you, could attend to assist us in better understanding some of the federal issues
to be discussed.

I would appreciate a response to this letter confirming my understanding of your
intention to resume quarterly meetings this Fall and whether or not you or a staff
person could attend our July meeting.

We recognize the limitations of staff and time that you as well as the states are
experiencing and appreciate the etforts being made to keep communications and
contacts open.

Jean hoonover R.N.
Region X AHFLCD Representative

IS/nh

cc: Bee Biggs, R.N.
Maureen Whitman
Conrad Thompson
John Gerth
Karen Martz
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HeaIOh Car.
DEPARTMENT Ot HEALTH & HUMAN SERVICES Finc Ad-nmraron

JU3 MgsS Memorandum
Date

FRan, Sh ron Harri(, AcgDretor

Office of Survey r Certifieation

Frot-End Data Entry and Co.. Control Systemi

To Associate Regional Adinistrators
Divielon of Health Standard. & Quality
Regions 1-- X

Based on your corments at the recent ARA conference and your suggestions
in response to our Harch 19 memorandum, ve are revising the front and
data entry scrcens and case control reports in the following areas:

o Critical Requirements and Conditions of Participation (COPs)

We have decided to add both statutory requirements not already
included as COPs or Critical requirements and health/safety waivers
to the front end data *creens. This involves an additional 21 data
tags for SNFs, 1 data tag for ICFr, 3 data tags for hospitals for the
atatutory requirements, and a check of I data tag (L12) for all
provider types for the waivers taee &rraehment A. We vill not.
however, aupplement these flags with region-specific flags. We want
the front-end flags to repre-ont uniform criteria for all regions.

o RO Approvea Date

In response to several requests, the RO approval date (L33) for all
Medicare facilities having no health and safety deficiencies will be
automatically supplied by MMACS when the recertification kit is
entered. The hHACS-generated RO approval date will be the date the
kit is entered into M-ACS. Once th~s change is in place, the number
of cases requiring a separate entry of the approval date will be
significantly reduced.

It has come to our attention that some regions are recording a dummy
L33 approval date for iedicare facilities at the tioe a case is

entered into ?91ACS so that it will be accepted directly to the Master
file. this practice should be discontinued because it distorts the
information on the case control reports by showing all cases as being
cleared including flagged cases that have not yet been reviewed by
certification specialists. One of the primary purposes of the case
control reports is to provide RO management with inforrmtion on those
cases that are cleared and those that are still pending in the
regional office.
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Page 2 - Asso .. ie Regional Administrators. Regions I-X

o Case Control Reports

As a result of your comments. the oodifications to the case control
reports which we eapect will be prograsoed some tine In August, are
nsmroua and are described and Illustrated in Attachment B. The most
important change we Incorporated Into the reports was the formula for
identifying cases that are still pending In the States. These
recertifications, originally referred to as -cases overdue from SAt
are r-naed cases for R0 alert' and are based on type of provider.
The criteria adopted for these reports are:

o General accredited Hospitals - cases that have a current survey date
exceeding 36 months prior to the dote of the report.

o All other non long-tern- care facilities - cases having a current
survey date exceeding 15 ronths prior to the date of the report.

o Medlcare, HedicarefMedlcald S1Fs - cases whose time lImited agreement
(T.A) daces or atension dates are due to aspire within 45 doys of
tha date of the report.

o 1rdlcald only pyrovders - cases whose TLA ending dates or extension
ates are 30 da s prior to the date of the report.

In addition, we have declded to modify Table 5 to identify those
providers counted In case control Reports 1 and 2 as -cases for R0
alert-, The modified Table 5, generated biweekly, will then replace the
proposed Report 4. As you can -ee, the existing MZACS schedulIng tables
I and 6 will probably need to be changed to conform with the nodifled
Table 5. Also, Table 12 (Work Processing Times) could be changed to
Include additional steps. Before we proceed, we would appreciate your
eoents on modifying the tables.

If you have any questlons or ccorents concerning any of chis material,
please contact Rarbara Slobodi of sy staff on FT5 934-7942.

Attachment
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Skilled Nursing t azilities tL007 - 02. 03. 04) P-1,id r trrnup 2

CRs Data Tag Identifier

Foo8 1A S
FO16 2A
F024 2D0

F032 2F
F033 SF1
F034 2F-2c
F040 2F-4F
F072 2S-6 _
F073 2k-7 s
F081 2L S
F082 2L B

F088 2L L2
F105 4B 6
F122 4C'y

Fl24 SA S
F125 5AC
F134 SC
F135 SC
F173 5Es
F181 Ss
F189 5H
F221 6BI
F244 6S:
F272 8BC
F287 9A4
F296 9B'
F360 t '
F36i 1. '
F362 j1 1Fgte

F363 - alf5
F364 -ief
F370 15B

F395 15D
F435 16B S
F449 17A4
F457 176'
6948 ISA
L237=13 (RADARS

Conversion)
L012#A, Al, B

Description

Lice-sure
Disclosure of Ownership
Independent Medical EvaluatIon (Medical
Review)
Institutional Planning
Annual Operating Budget
Capital Expenditure Plan
Annual Review and Update
Management of Personal Financial Affairs

Free from Mental/Phy3ical Abuse
Patient Care Policies
Policies Developed by Professionals
Execution of Patient Care Policies
Patient Supervision by Physician
Availability of Physicians for Emergency
Patient Care
Director of Nursing Services
Full-Time Registered Nurse Director
24 Hour Nursing Service
24 Hour Nursing Service
Rehabilitative Nursing Care
Administration of Drugs
Conformance with Physician's Drug Orders
Menus and NutritIonal Adequacy
Sanitary Conditions
Control and Accountability
Provision for Laboratory Services
Blood and Blood Products
Patient Transfer
Written Agreement
Transfer of Patients Between hospital
and SNF
Intercnange of Information
Security of Personal Effects
Emergency Generator for Life Support
System
Communication System
Aseptic and isolation Techniques
Disaster Plan
Staff Training and Drills
Life Safety Coaplianca

Health and/or Life Safety Code Waivers

Critical Total - 38

Revised 05/23/85
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( Enclosure #2

STATE OF IDAHO

OWS bq~~~~~~~~~~~~~~~~HATm AND WAM" 009IS1)
.r"o..ev e,..Ea... 11?g offa, H awnl

so _. SWUl loTr Ftfoo

grlone. p-ot a3s3 000006

June 26, 1985

Evelyn McChesney
Assistant Regional Attorney
Department of Health and Human Services
Region 1I
29l1 Third Avenue
Seattle, WA 98121

RE: Advice to Surveyors on Guidelines

Dear Ms. McChesney:

In response to your request, I have reviewed and
considered the document enclosed with your letter
entitled, "Federal Interpretive Guidelines and Survey
Procedures." Thank you for the opportunity to consider
your offer to issue this document as joint state/federal
advice; however, I must decline at this time.

Frankly, none of the three statements included in
your document appear to amount to any sort of legal
opinion as to the nature of federally issued guide-
lines. Rather, these statements look to be directions
or suggestions as to the use of guidelines. The first
two statements simply state that surveyors "should' use
the guidelines. While I have no particular argument
with such statements, they seem self evident and do not
amount to legal advice or opinion. The meaning of the
third statement is unclear to me. If what it means is
that noncompliance with a requirement specified in the
interpretive guidelines equals a violation of promul-
gated regulation requirements, I do not agree. Review
of interpretive guidelines to which I have access seem
to reveal some guideline requirements which are more
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stringent, specific or detailed than the actual promul-
gated regulation requirements. In those instances, the
unpromulgated guideline requirements are unenforceable
and their violation cannot, alone, constitute a viola-
tion of the promulgated regulations. Such guidelines,
may be useful in indicating the intent of the. regulation
requirement, but are not enforceable in and of them-
selves.

More useful and, in my opinion, legally sound
suggestions and directions regarding surveyor use of
interpretive guidelines can be found in the recently
issued State Operations Manual under section 2712,
"Using the Interpretive Guidelines When Surveying".
This section adequately points out that the guidelines
cannot impose unpromulgated requirements on the public
(even though, as mentioned above, some guidelines appear
to attempt just that) . Sub-part C of this section
further explains that some latitude for surveyor
judgment does exist and that some "guidelines" appear
frankly as recommendations. Perhaps the guidelines
referred to in this latter statement are the same ones
that appear to exceed the requirements of the promul-
gated regulations. In any case, I find these directions
in the State Operations Manual to be consistent with my
own opinion. Perhaps you may reach the same conclu-
sion.

I do appreciate your attempts to reach state and
federal consensus on issues of joint concern. 11ope-
fully, the channels of communication between our
respective entities can continue to improve. Please do
not hesitate to contact me with any further sugqestions
or questions.

ve y truly ours,

Curt Fransen
Deputy Attorney General
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03-85 THE CERTIFICATION PROCESS 2712

2712. USING THE INTERPRETIVE GUIDELINES WHEN SURVEYING

Various appendices to this manual are entitled Interpretive Guidelines. These are
Intended to amplify the Conditions of Participation for specific types of providers and
suppliers. You can take just the pertinent Appendix to the institution as an aid in
completing the survey.

A. Content.-Some of the Interpretive Guidelines are arranged in 2-column or 3-
column format. In these cases, column 1, "Standard," restates the Conditions of
Participation or Coverage, which the providers or suppliers must meet. There are no
additional or more stringent provider requirements in the other columns (because an
agency cannot impose non-regulatory requirements on the public). Column 2,
"Interpretive Guidelines," lists things the surveyor may find or observe that prove that
each standard Is met. Column 3, "Survey Procedures," contains both Instructions and hints
to the surveyor as to how to go about looking for, and how to collect and record the
necessary evidence to prove that each standard is met. Often, elements in the standards
are not repeated in Column 2 or 3 because these elements are self-explanatory.
Therefore, the information in the three columns should be viewed and used together.

B. Interrelatedness of Standards.-There are numerous interrelated standards to be
considered by the surveyor. For example, if medical records lack pre-surgical workup
notes, do not merely fault the record system, but find out whether pre-surgical workups
were actually consistently performed. This could reflect on whether medical staff or
other standards are met. Where a standard requires the presence of a professionally
qualified person, there is often a closely related standard which must be referred to to see
what exact qualifications that person must have. For example, if a provider must have a
pharmacist who Is properly qualified, but does not, it will also fail a separate standard
requiring participation by a pharmacist in reviewing medication orders. Thus, you must
understand and apply the Interpretive guidelines comprehensively.

C. Flexibility of Application.-There is some latitude for surveyor judgment, and
some interpretive guidelines appear frankly as recommendations. For example, the
specificity In guidelines for S405.1134(j)(3) that the heating system Is capable of
maintaining a comfortable temperature at least three feet above the floor does not
necessitate noncompliance when the heat at a two-and-a-half foot level is comfortable.
The measurement Is simply an acceptable point at which the intent of the requirement
may be judged. Other Interpretive guidelines may recommend a minimal number of hours
spent by an Institution's professional consultants. Decide whether the time spent in the
institution by the consultant Is sufficient. A well-run dietetic service may require few
hours of consultation, depending upon such factors as staff capabilities, training, and the
cooperation of the administrator in Instituting the consultant's recommendations.
Conversely, if a poorly run dietetic service Is observed, although consultation is frequent,
do not check "met" simply because the minimum-hours recommendation is met. Prove
whether the problem is in the quality of the consultation, failure to Implement the
consultant's recommendations, or some other cause.

Rev. 176 2-137
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K \'JON RAHKsI

DEPARTMENT OF SOCIAL AND I IEALTI I SERVICES

June 28, 1985

Ron L. Hansen, Director
Survey and Certification Program
Division of Health Standards i Quality
HCFA DHH5
Region X MS 409
2901 Third Avenue
Seattle, Washington 98121

Dear Mr. Hansen:

The Bureau of Nursing Home Affairs, having completed field testing and
processing of the PaCS tool and survey method, has the following comments
and recommendations.

Mike Jessup, Zone Manager who supervises the surveyors directly, has stated
although it appropriately refocused the emphasis of staff and patient obser-
vation in the survey process, there is too much eimp asis placed on the forms
and papers rather than the methods used. The forms and checklists will not
be beneficial for retrospective analysis. Reconstructing observations and
factors which led to a met/not met decision will De difficult based on the
forms and checklist information. The processing cost is more expensive due
to increased time necessary to complete, review, copy, and send larger
volume of paperwork through the mail.

Following the April 1, 1985 PaCS survey, an iMSP survey at Crestview Moses
Lake was performed April 8 and 9, 1985. Several elements were defined as
not met. Without being aware of the PaCS findings an MSP survey was con-
ducted by another team. Many of the same areas were cited but at a more
serious level as seven standards were determined to be not met in nursing
services, administrator, and infection control. The PaCS surveyor felt some
of what was seen on the MSP survey Ias whet she also had seen. But in
following the PaCS guidelines strictly, a more thorough review to determine
the depth of the problem was no: -equired.

Gerry Bradshaw's analysis has been sent to Roger Monson and is also enclosed.

Important findings and recommenvdaions that the Bureau wants to emphasize is
that PaCS;

- does provide for more time for patient observation of care and service
delivery than the traditional survey process.

- identified problems involving lack of appropriate supervision,
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Ron L. Hansen, Director
June 28, 1985
Page Two

- does not measure the total performance of administrative management,
unacceptable practice in Infection Control and Isolation, and restora-
tive nursing programs.

- does not measure the 'state of the art' and is fairly limited to basic
level skills.

- Is bulky, repetitious, and not well designed for routine field work.

- drug pass procedure should be modified to better meet the intent for
identifying hazardous practices which would have a direct effect on the
patient.

- is not the best survey form to use for new providers or providers who
are re-entering the program after decertification. Use of the tradi-
tional survey process would be a better assessment method.

It is commendable that HCFA is attempting a process with the primary focus
on patient care services delivery outcomes. Consistency would be improved
both federally and statewide. laving experienced the MSP/TSP comparison
project. it was exceedingly apparent the TSP process in other states and at
the federal level have been inconsistent in the determination of met and not
met standards/conditions with excessive emphasis placed on paper compliance.

Thank you for making it possible to participate in the analysis of the PaCS
field testing.

Sincerely.

Sharon L. Morrison, Manager
Survey Program
Bureau of Nursing Home Affairs HB-l1

SLM: kg

Enclosures: Mike Jessup men.. e 10, 1985;
Jerry Bradohaw * :. anysis

cc: Conrad Thompson
Mike Jessup
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Roger Monson, R.N.
RECEIVED

, June 10, 1985 Jut 12 !;85

REVIEW OF PaMAX9,
Mike Jessup 1ff ! PILOT PROJECT

Attached is the I eyor questionnaire Completed by Geraldine
Bradshaw, R.. owing her field testing of the PaCS survey
instrument and methodology. As you know, Gerry conducted a PaCS
survey in 13 providers over a two and a half month period. I have
read her evaluation of this field testing and concur with her find-
ings. I would like to take this opportunity to add a few observations
of my own regarding the proposed PaCS tool and methods.

Having processed these 13 PaCS surveys. It Is readily apparent that
far too much emphasis has been placed on the forms end papers, rather
than on the methods used. The PaCS survey packet contains far too many
forms, checklists, and other miscellaneous pieces of paper that are
absolutely useless for retrospective analysis. These forms and check
lists, when viewed after-the-fact, cannot be used by anyone (including
the surveyor, in my judgement) to reconstruct the observations and
factors which lead to a ret/not met decision. As such, they would be
useless in a searing or otner legal arena, and simply add unnecessary
volume to the survey packet. 'hey are time consuming to complete; time
consuming to read, process, and copy; and extremely expensive to send
through the mail. Besides which, because of their legal size, they
can not be filed in our present system.

It is readily apparent to me that the Smith versus O'Hallaran decision
has forced the issue to appropriately emphasize staff and patient ob-
servation in the survey process. As you are aware, this is not a
change for the state of Washington. since we have been doing exactly
that since 1976, using our Modified Survey Process. In our nine years
of experience, we have learned that the key to successful, efficient
surveying, which involves patient and staff observation, is not forms
or tools, but rather highly skilled professional survey staff. It is
my assessment that the skilled professional staff resident In the
Survey Program in the Bureau of Nursing Home Affairs can 'force' any
Survey system to work. They do this simply by being highly educated,
highly trained, and capable of accurately assessing what they are
observing, in light of the known intents of the regulations.

Conversely, surveyors who are not highly trained nor skillfu at ob-
serving and assessing will not be able to be successful, no matter
what kird of survey method or tools are used, It appears to me that
the 'cookbook" method of PaCS forms and checklists was developed to
allow a basic entry-level surveyor to be 'led by the hand' through

HAx
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Jessup to Monson
June 10, 1985 PaCS
page 2

the survey process at a purely generic level In other words, the
person will be guided where to look, will be told what to ask. and
will be taken through the motionS of the survey. This obviously is
not enough. The surveyor needs to apply knowledge. logic. judgement,
and assessment skills to arrive at appropriate compliance decisions.
Beyond the scope of this current project, but still extremely im-
portant, Is the issue of thoroughly documenting citations. PACS does
nothing to ensure that a well-written report is produced. Once again,
it is the skill, knowledge, and training of the surveyor upon which
we rely.

I am aware that not all states have nursing home surveyors of the qual-
ity found in the state of Washington. For some of those states, the
PaCS survey method will probably be beneficial and progressive. That
statement cannot be applied to the state of Washington. A question
that comes to my mind is "Why dilute the effectiveness of the survey
agency in the state of Washington and bring it down to a nationwide
common-level of mediocrity?" hationwide implementation of PaCS will
ensure uniformity in all states. Unfortunately, for this sUtt, it
will be a step backwards to go to that level.

It appears that the development of PaCS, its nationwide testing and
implementation, will be extremely costly, Once implemented, it will
continue to be costly in states such as Washington, since it will not
allow us to efficiently utilize our scarce surveyor resources to im-
prove patient health and safety. It appears to me that the great
deal of money spent on PaCS could be far better spent in adequately
funding state survey agencies and requiring them to upgrade the quality
of their survey Staff by hiring highly educated, knowledgeable, and
skilled surveyors and providing continuing training to fine-tune
their skills. In this way, then, nationwide uniformity could also be
maintained, but at a higher level of performance. If I had my choice,
it would certainly appear to me that it is more beneficial to HCFA.
the states, and especially the long term care clients, to be consistent
at a high level of performance, ratner than at a mediocre level.

c: Gerry Bradshaw
Sharon Morrison
John Stilz
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Surveyor Questionnaire

1. State 2. Date

3. On average, how did your PaCS surveys compare to traditional surveys
in the following areas?

Traditional (average) PaCS (average)
ma p. Ia~~~~4-. 0. -

Time (in hours) (U)-rq ^. e.a-1 ( ^_ 3 - -
Io. of surveyors _ ' I p _ .e a 4.
Disciplines (name) ., { _ _ % 1 3...

How much time were you allotted for each PaCS survey? _ _

4. How mueb time did your first PaCS survey take7

4Q7. a Hours

5. After your first rew surveys, was the time allotted suffiienot to
coMplete the PaCS survey? rV._.... ,, c ; c

; -*0. W-^k ^^X^*i

Ijgt YES At/ I __ NO

How much tie ad how many surveyors vould you recommend?

1 . So' - .L' 7;o :

What disciplines should be included on the team?

S f. + __

6. Ware you able to see more resi ,Its and spend more'ioe with them
than on a traditional survey?

JR YES Ii NO 1I SAME
Li... Sr t~fi-^*t * ..i#. .*X-'4 V - .1 U

Exxlini 02C _Pj.AWdoe _-I V.*ea CIf ac -,

7. Do you think the PatS i re /eective than the raditional survey
as a means of assessing quality 3f care?

JaI YES II NO I SAPIE

Why? 'ere IS 4...-... 4. o1 Sergue.
. 9eliu-; a-e 11 A * a -e a A =6.L-am s II,... a aSa*,....L' * A 9....-.

.Umd al'fsd efadcffitw-_ t*WI-.
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8. What tvoe of orohlems or attribut"s Aid vou Identitv that vou orebablv
'ould have missel on a traditional survev?

Tsj~ee 14.b, --s .0 aaf_*1, - o .AA.E1
-A MO: : eC ,_ , _

.4 ea1..( - ~,- A.. I4t Ai.

9. Were deficiencies easier to oioument under the PaCS?

JI YES ix NO iI! St

ga. What deficiencies were easier? Exolai.,& o1 gav;_

9b, What deficiencies were harder? E SDclaiSL6
s c;/. L./E*. _,. w~4 _.. -*n#~~,

XA GO_";D _ C^^_ 0 __ 4;* <_4 > 8 Q _

10. ODd vou have dtfficultv £rou04nz or acaresating individual findinr.s bV

resident. into overall Cindings? ( .jV j* P4'.. - G.d" 4. _-a) -

I_1 Yrs IjT: 40 1_i 'AmE

11.

Exclain Al i 46 iAe, s

nlo vou think thts tool is a rairer measure zf faniltv "mrfrorane?

II Y- 5 1I 40 s, 1 i'4 . .

Whv? 7g,4../ v / a, -A .s

*Aha* -. dL.4

12. Do vou think most survtc- would eorie to Ze same conclusions when

usinx this tool? W.

1^I YES NO II SAtE

Why? yA O 4
a / AJ "c.A/X /,_;.dl/ 4 ,;. /P.E' /

Srrt-;* -~~X-< .df &A -r94 'AA ACJ c .4-a . #" of C - d' 4-.-

tvr-#-^-,_ ~ ~ ~ ~ ~~.~ 6.fXzS MJd4W.,'o;,

144 )O~t o r t- y c- S 7 w
IC $71I! 5'~ iA uIi 7
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13. Is there too =uch room for sub.1tivitv or not enough?

II Too Subjective 1I Too Ritid I_ I Just Right

Exvlain

Are there seciflec areas uhere these coMments avplv?

14. Did you have oroblems understanding or avolving any oort1on3 Of the
PaC S?

IRI YFS II NO

If re,. what were the Droblems ant in what areas dtid thev

occur?
Q., e i4ea_.^^.ni._

15. Did you find any of the survey forms difficult to use? Which ones
and whv?

P F fi. AF< -- - 4

16. How well does the medical Reeord Review and Observed Intervention

Checklist form work? Would you reco=oend an: modifications or

other methods to reror! tn:s inforsation?
Erolain

02 -s - _ M J. _-_

17. Did you have any difficulty sunmarizini findinKs on the total
resident care tally shee ? Did the form helo you to detect mmior
problem areas? Do you have recommendations for modifvinz the form?

Vt-rd t & IL * * fi tt ci A "t -

15. Did you have anv dirrinuiti-s following Jo on oroblems identified
outside of the indeoth 3amole for observation end record review?
Exclain r pS _

I
GF - . - r - A- -a - - - -
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19. )id you rtnd yourself oertodtcallv reverting to actit ties
Otrforned on traditional surveys' When and where, 3 1 --

I r. - +1 _.N

20. to You feel that. once fully familiar with the PaCS survev, it
would be no _ore dtfficult to condunt than the traditional survey?

ISI rvs I N NO

Exclain hri Aa&A6L_ N1ive~ :s -* v4_~ 6, 4^

4 Mo -Le.& :E ^e_* : -Af t8w

21. Do th~enride~e ait uvorCuld thev be imnrovea or I'l
e hwanled? C..Iain _

.5-s( a .o s &-ty:

22. Was the triggering method adequate? would you add or delete any
triggering tag numbers? FEolain

23. to. oaW

23. How woilid vou chance tre PaCS? Where anrt -v?

Do you think Your PaCS training was adequate?

I R TFS t _ N

What would You nhanee? ( .,

fhe ooenA.s' , .A'r,AMM

rtther comments?

(If' nenessarv. Dlease .ontinue your noements on the beck of, tbis case.)

2a.

25.
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I :. rhe sUb- jctivity cf the 5ur veyor 15 a crucial factor
In identityir.j "qdl iaky" element5 of core and services
del Ier y bei!ng obser-ved. YC;Vur definition and cAutioniry
statements under `D Interview Guidelin"s" (page 19) are
well taken. Subjectivity in quality assessments pertains
to the judgement o~r evaluation of the tacility staff and
&nvironmental outcomes observed in care delivery setting.
In view of PaCS' intent to medsure "quality" of care and
services outcomes, subjectivity plays a *key role. Specific
areas where comments apply: (Comments refer to forms used
during PaCS trial surveys.!

A. Observation/interview checklist:

1. Inadequate space to indicate the subjective eval-
uation of errors/omissions in observed care delivery,
outcomes, and/or patient responses.

a. Example in ADLs paragraph I column left. Six
basic services listed with one box for indicator
of poor technique. This is rigid as the deficien-
cy could be in one to six areas and/or in multi-
ples in between. We need to identify data that
defines what was wrong in the observed care or in
the delivery technique. This same rationale ap-
plies to all sections utilizing a small box for
"other".
b. Faragraph 4 column l versus column 2: Cross
reference of F 17e-180 in the deviations and
"Other' box. This area does not provide space for
data entry. G3ranted, the evaluation space can be
utilized when the intervention area is overcrowd-
ed. Looking at patients with multiple problems,
the form becomes overcrowded, causing surveyor to
depend on note wad for referenced data and clar-
ity.

Specific discioline intake can be confusing and
confining in present format. No clear definition for
the overlap of 'eovices being provided by combined
outside reso ,-P% and nursing services. Esample:
When observing estorative rehabilitative services
ordred and insti' *d by specialized Rehabilitation
Therapists being *-ilowed in daily therapy follow-up
by nursing sar-. -A.. There is no space to indicate
what the proble- I .entified actually involves for
purpose of defii*--:y statement conte>:t.

7 . Omission: - c1cific restorative programs used in
quality C,_re re -,t identified. E::ample: BowIl/
bladder trainrnq -ection. No indication for the
retraining pro. *s. - Data outlined is basically
* .Ar re for incontir. ice. Such data could set an 'ex-
pectation Or .ic.-t-pL.,11ce of care levels which do A~ot
cupport the rqiulity fsr krvice% needed for patients
who may ruq-~in 'utril. f'nother e::ample is feeding

73-435 - 87 - 14
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asosta cI.S 4DLs, and divtary sections. Each indi-
cato feeding assistX'nce needs. There is no indicator
to indicate or identify a rehabilitative program
activated for the levels of relearning self-feeding
skills as indicated by individual needs. ADL section
has no indicator for the support programs to teach
And support the patient relearning self-help skills
according to their individual loss needs.

S. Forms OMH number 0979-0400

1. Patient census data was incomplete to subjective-
ly evaluate staff responses to identified programmed
care needs. Refer to response at *le.

2. Patient safety factors not clearly identified on
the form. Please see response at I18.

14. Problems applying portions of the PaCS are:

A. ADL scores and guidelines to its function.

1. Alphabet ranking of ADLs required time to re-
source the patient and health record, and evaluate
the changes. More time in rating changes up/down is
needed to determine if the findings might "indicate
pervasive problems". It is indeed a rare health
record which is not thinned at 5i:: month intervals.
The data base for total scoring is available for very
few. These were ranked and evaluated. The findings
were not significant.

2. Surveyors are ,sied to establish the "quality" of
care as being noserved delivered at the time of the
survey process. It is not realistic to guess at what
may or may not have happened si,: months to a year
ago. The variables are too numerous to detail here.
The specific ranii; data compiled was not used any-
where in compili-q the survey report. The issue
became a problem -4 time wasted. I suggest this be
deleted and devot- fee time to observation of super-
vision effectiv --s in ADL care support and deliv-
ery.

S. Resident Talle -.

1. Constant wri ) in for citable issues not iden-
tified on talle. -)eet. Lost time and increased
surveyor frustrat-:-..

2. N~uNmbers on tre sheet are not necessarily good
indicators for nfiAlity" care being given nor the
error being cited. Numibers do not define the actual
deficiency Angr- .n.fice dept1h of problem) ver-
.US irrdi rt u- 1 tejnry of -Prvice 'cited. Gtle
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`;1it- vyor mie',t rt ( e, tle Ui/ i ntoa e and ,ddendum
't, ta--n t establ1i the conte::t of t'he deficien-
Vy state,:, nte. T h. talley sheut is of no value in

establishing the written re-port beyond irocuping of
findings nuTters.

C. PaCS survey form

1. The form provides elemental and standard F number
indicators in collection of survey deficiency find-
ings to be cited. The form has no CFR condition
numbers and standard indicators for report writing.
This triggers the writer to leafing through another
form to assure that the surveyor does not make the
embarrassing and unpardonable mistake of writing
citations under the wrong tag. Making suggestions--
please see 02Z.

2. Triggers in the summary form come to the survey-
ors' attention at the time of total data collection
for report writing. It would seem more valuable to
see the "triggers" indicated earlier in the survey,
the rationale being the surveyor could be alerted to
a need for deeper research while in the process of
data gathering. This would result in a more Gffi-
cient use of time and timely availability of re-
source.

15. Problems with survey form 09-S-0400 designed for in-
take data.

A. The first Go pages collect data from the two rounds
of facility, patient areas, and census data. There is
no way the surveyor can identify data and record it on
the appropriate pages while on walking tour. The con-
stant flipping of Žaqes bacd and forth is impossible to
work with at that piint. The outcome is note taking of
what was seen wthere Deing entered in a sequence of time
the issue was seen. note taking sequence of happenings
doesn't follow the -:teqory of the form data list. The
end result is that tie surveyor spends an evening's time
to convert note data - the form. This is a duplication
of effort which rmav r- ,f value in the initial training
to the PaCS Survey -. cess. This process rapidly wears
thin for the si.>>-. - utilizing this in a consistant,
ongoing process.

B. The form does - o define a common interpretation
of which elements I., tte for given errors. This is
mast obvious in t?.c ritarien's section (pages 1-8).
Such structured tr-at. u bviousiy should produce higher
degreps of consist- - in urveyyor documentation clas-
sif ,' '. i'on.

C. F-,tterrns l!+ p'it I e ar e at '! -petative and inStruct
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khV ..u-rVL-0r'I tu use the ot5Cerv:tiun/records form. Here
i p A* -pec i t i C e ampVr I her,- wo iro a-ied to duplicate
data fromn one forin fr.. t esrc'5 wi th.ut any further u se of
the data (pages 9-10l.

D. Although the C,1 forms are well used, there is no
time in observation f-oUnds of the patients to be fumbl-
tirg the numerous legal-size sheets of paper locating the
right page for the right patient, nor indicating signi-f
icant data regarding observations of "another" patient.
The outcome was the note pad again. Surveyor did exper-
Zence minimal problem in attempting to use the interview
sheets while interviewing. This distracted the patient
beyond getting attention focused on the conversation and
stimulated the roommate to interject helpfulness to the
point of rendering the entire process a disaster.
Scratched that one and tried again (without the forms).

E. Drug pass work sheets and pharmacy record reviewsi
No space or entry for omits or errors noted in reviews
which may not be included in the 10 samples. Patterns
of poor technique in established procedures have little
to no room allotted for detail of deficiency (context)
needed for inclusion in the citation report. No place
to indicate improper storage problems, temperatures not
in required ranges, and handling of drug supplies in
unacceptable and timely manner.

16. Problems encountered with Record Review Data and
Observed intervention checklist:

A. Some problems in entering specifics of data omis-
sions for deficiency documentation needs. Example: The
form does not define rehabilitative nursing programs.
Bladder retraining is frequently used as an example.
Where to enter the inadequacy of fluids for monitoring
and intake leveled Humm. This is not a catheter care
problem, not indicated in the given training section,
hardly what you would reference in broad terms of inap-
propriate technique in rehab services, not necessarily a
dehydration problem under nutrition at this time. There
is no space to record the descriptive totals, even if
you check intake dev'itions under the evaluation sec-
tion. Outcome--UI-reyar frustration and return to the
note pad.

B. Fatients rights have been "squeezed in. There is
not adequate space :o detail a problem nor enter data.
I suggest it be rncved to page with tag numbers for the
patients' rights. Potter continuity and ample writing
space is going unuiwed.

C. Interview IntE.e Sheets: Two full pages for int-r-
view_ were rarely .:a2d. Few alert, responsive residents
are goinq to resI 7.,v -.t Ary length. Most long t:rs7,
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huavy care patjen ts conditions extremely limit their
ability to respond for interview process. I recommend
far less space be designated for this purpose. Open
structured space would allow entry of data without
trying to channel. The additional space could well be
used in observational findings.

D. The Nursing Service column is limited. Realizing all
the tubes and specialized equipments cannot be listed ad
infinitum, suggestion: A small general heading entry
identifying tube service needs, with open space for
entry of data findings. The surveyor could fill in
which specific equipment is used amd being evaluated.
The benefits of the current itemized data intake direc-
tion could be re-established as a guideline to be used
as needed.

E. General critique of interview resident/staff spaces;
There are times when interviews are very timely and
appropriate. There are frequently instances of the
surveyor's being given an interview of well-rehearsed
terms describing what they think the surveyor wants to
hear, rather than the known and readily identifiable
inadequate delivery explanation. The "quality' is still
going to be the "proof of the pudding" which leaves the
surveyor in the position of identifying such in the
observation process. I do feel the space used up by the
11 boxes would make a more usable 'other" area. The
"other" area could well include such interviews that are
conducted.

F. Data entry in current paper flow structure: Identi-
fying a negative outcome in a multiple entry block leads
to confusion and time loss tracking at time of drawing
citation data together. Suggestions all through this
critique have been for less structured and more open
space for specific data entry. Surveyor can't seem to
stress this point enough as it keeps reoccurring in
evaluating where surveyor faced time delay and frustra-
tion in producing the statement of deficiencies.

G. F tag numbers on the 0/R forms: I do feel the lists
of F numbers are great for a training phase. The point
was well taken at our training session in reference to
surveyors developing a uniform use of F tags for similar
or lile citations. I suggest that a training time be
considered, followed by retirement of the F tags to a
guideline sheet. The rationale is that the unnecessary
repetative e::ercise following training time would be
eliminated, with d -guideline support for any who prefer
to use it as a rosoL'rcC. The benefits to the ongoing
survey process is in increase in da.t, entry spa-e.

17. Tte .hIly .h~et finrrins were fi ^otrvting in point Of.
no classific,3ioni for - ne Fntrie- nil the l-st timf-
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irJ'nt t Y *g th I-I. CActalY, the form did not help to
detect the major problem areas, as problen areas were
already establish in observations and reinforced in the
record data reviews and usual follow-up techniques. My
personal opinion is that this form has been a waste of
time. It may have merit as a training tool for new survey-
ors to visuali~e where data fits in to the appropriate tag
nuo ers. My major concern is triggered from years of
experience and the privilege of orienting new RN surveyors
to survey field work. It has been more than one person who
would predictably use the talley sheet number system as an
indicator that numbers would trigger the standard's being
not met. This decision would be a serious error and a
jeopardy, as other numbers may well indicate a "low' read-
ing when the deficiency justifies taking the standard out.
All concerns aside, following are recommendations if the
use of the talley sheet continues2

l. Include the e:;pected Rehab Nursing Programs re-
cognized in the current "state of the art".
2. Utilize the form as a training tool only.

le. Problems identified outside the O/R reviewsi

A. Restorative nursing programs. The F175 tag is in-
cluded. However, tne observation lists do not include
the data check for this level of observation. These
programs are commonly Used.

B. Patient safety And jeopardy:

I. Incident reports were verified. Abuse data was
not appropriately followed up. There was no follow up
on the predictable hazard to wandering patients in
residence where access to hazardous areas is unguard-
ed.

2. Others ::Ace is too small for data entry of
drugs and pre5:-:ction medicated treatment solutions
left in patient -reas. This practice creates a double
bind as the ;:x- ents are not protected by secured
storage and *- identifiable hazards of ingestion
and/or self-i- - if applied to eyes. The prescrip-
tion is at ', -* uncontrolled heat exposure and
various oppe I ' ties for cross contamination. Al-
though this pae--q was identified in the interview
process as ;,.. ! t been "approved', it is not accep-
table (and w- -_ ).

C. Infection 'rtrr-. l issUes:

t. Use of m~r-1.rly sanitized thermometers in pa-
tient care aria: >o'vld you beiliive the interview on
this cne r-r Not ,.l ser pouirted thAt out to us.
:3- much fr It i -it) wh-it hlie? -''r-veyor is set up +or

*-1 c aa I, o,.
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Lact of hand w..shing and htnd/Uniform protection
in oaiIed functions of direct care iLsues: (rhis
practice was carried Qut by nursing ind other person-
nel.) The form tend5 to indicate use in utility and
facility environmental services. The specifics for
this do not readily fit into the U/R form.

D. Fatients' rights: Resident council is not identi-
fied anywhere. This is the most commonly used means for
the residents to exercise their individual rights.
There frequently are references in conversations with
patients expressing their ability to pursue an issue of
discontent in council. These patients are not comfor-
table nor do they pursue it independently.

19. 1 did find myself reverting to the Modified Survey
Process (MSP) procedures the first three weeks. This ac-
tion was more a reflex habit than any design to deviate
from the assigned process. In the first three weeks much
time was spent in re-reading the guideline matepal. It was
difficult in some areas to convert thinking from MSP exper-
ience to following the PaCS. I did experience frustration
through the entire process in regards to the rehab nursing
programs. This issue may have been reinforced by the
various DNS reactions. Upon handing them a copy of the
patient census form I did receive a reaction everywhere.
Comments from the DNS ranged from "Is this all? Where can
I put the rest of the programs? "I entered data on the
tubes for you anyway... Critique about lack of space for
services to one comment of "I haven't seen this one in
years.' Their concerns and comments were noted here as a
general reaction as to where the state of the art is.
Making suggestion later ior this issue. Although we do MSP
surveys there have been times when a traditional survey is
done. The process is not that difficult when the purpose
is kept well in mir-.. It is obvious the two types of
surveys are assessing health care delivery and services
from different perspectives. Realistically, I can see
where new surveyors -. encounter some difficulty until
they have the opportunri' to field-test and gain experience
in the two processes.

21. Guideline critic e The guidelines were of assistance
in part. There were - clearly defined guidelines to
establish the wide r- e of rehabilitative nursing pro-
grams. The "quality" :6 care is definitely influenced by
the comprehensive asses~ ar'ts and care follow-up identified
for rehab program needs. although rehab programs are al-
luded to, the data is incomplete in the guidelines. The
issue of ADL scores and #-heir impact has been evaluated as
a waste of time. mater,.l was covered in the observation
and review prrac!ss--cr -.. nnot used for survey deficiency
.'.riting nor is it r-eql-ire in the regulations we survey.
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Thtir , I s I 2 cI of f.jl low--throUgh in specialized care
1ssues. E.ample; Tracheostomy care, *he guidelines read
much as the acute care setting services. I can not identz-
fy where the long term care team is invovIved with the
patient assessment and evaluation if there is need for
support services (such as speech pathology, possible need
$or OT and social service suport to bolster patients coping
with reactions to loss of communication skill and altered
body image repercussions).

2 bring up this point of observation on the guidelines for
rehab serves. The guidelines led your thinking to problems
of the very basic (six) ADL level needs and the reconstruc-
tion of muscle/skeletal pfoblems. What happened to the
rest of the patient s needs? The guidelines need comple-
tion--identifiabl, in resourcing back some basic issues and
coming up blank.

Social service guidelines index many common behavior reac-
tions without touching on a very demanding, common, frus-
trating-to-staff members and time-consuming patient need--
the behavior problems presented by the manipulative pa-
tient. This is so common and readily observable I'm sur-
prised it missed the list.

Guidelines for record review of skin conditions fail to
include the record documentation and incident report fol-
low-up as necessary when bruises, wounds, and such injuries
may be the result of patient change in condition, inadvert-
ant repetitious self-InjUry, self-inflicted damage, and
other issues which may involve others.

Bowel and bladder: Reczrd review data is vague and gener-
alized. A person new to long term care would have' great
difficulty in surveying the specifics for this one. It
generalizes and alludes lo at least four separate programs
and their functions. Thm whole section is too vague. This
point was again brought to my attention in the June 1985
issue of the American Journal of Nursing. This issue
devoted several pages tj the state of the art in long term
care settings. The pa-h line came across loud, clear, and
blue-inked, a two pa ;t spread headliner: "We went in
thinking nursing home - -es were behind the times and not
of high caliber. We 'mrned the opposite. They are very
talented. These nUrs.- imply have a different focus." My
point is, the concerns I have expressed are value-based on
the individualized needs the long term care providers re-
spond to and must be -rl-onized in the evaluations of their
outcomes and whole-hearted support of the drive to excell
in their daily efforts.

Isolation procedures fcr <are issues have no specific
guidelines. rhe rtr. Edu' materiAl on page 10 is simplis-
tic and incomplete. i'rssinrI procedure. does not includie
'J'lide I i sne;i tn ir, do I l rw, - 1 i 0! ob-'r-,le need,; for this
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i\,y pa of rare surviC es identifiede. If any area in nursing
care boculd be closely reviewed for "quality", the handling
and chWarsOf infections seems paramount to me.

-2. Trigger number changes. Delete F12 through BE,
standard on patient care policy. Rationale: The problems
identified that relate to incomplete policy demon-
strate/indicate a predictable need for a traditional Our-
vey. This standard is the accountability of administrative
management and must be in functional condition for any and
all care services/needs being admitted.

Addition of FiZi, accountability of the charge nurse
supervision: The finest of policy, staff development, and
designated care may well fail for lack of appropriate
supervision and the guidance to redirect action to the
proper delivery when the system may falter.

2-;. PaCS changes: The basic changes mentioned in this
questionnaire relate to restructure of paper format for
more meaningful input findings. The use of the forms are
being suggested for training purposes. The bulk and
repetition are not well designed for routine field work.
In an effort to demonstrate the back-tracking to establish
the report conte::t data I have submitted a simple diagram.

Enclosed is a suggested approach to a "final" PaCS summary
form. The intent is to incorporate thg data you've defined
in the format of the survey booklet including CFR headings
and such data as we are required to identify on the HCFA
2567. The suggested booklet is designed to eliminate the
bacL-tracking in the current approach.

The patient Census form provided is a tool to evaluate the
nursing service department development of programs and care
services to meet all patients needs. This particular form
enclosed has Been field tested and does not conflict with
standard requirements. The utilization has had a
tremendous impact on nursing personnel in their efforts to
seek out and achieve new methods and practices for the
specifics of geriatric patient needs. Copies have been
requested as a resource and reference guide used by charge
level personnel in evaluation and assessments of their
assigned patient popu-lation needs. In summary: The form
sets an unspoken set of expectations for both facility
personnel and surveyors to relate to.

25. Other comment,;: Drug pass procedure: Much time was
spent in numbering .nrd returning to the facilities for
placing stickers prior to the pass watched. The use of the
rstickers did not provide any exceptional benefit. The
itickers frequently were rovered with hands and in some
.ases had fallen off. I7e review of the process identifie'
that th.. ormrors wir-s primarily ihe actions of th,
medicat ion nirse. TtF time and rntmhers had little to r-
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effect on the nurse performance. It is strongly suggested
the use of pass evaluations, drop the use of stickers, and
expamn .thcutatL observations of nurses on shifts at times
other than the first morning pass. The effect of a tough
day, person not giving as many meds, relief personnel, and
many other variables should be considered in evaluating the
process. The intent as I see it is to identify any
hazardous practice which would have a direct effect an the
patient.

Having had the privilege to experience the PaCS process,
there are several comments I would like to make. I suggest
the revision of the final PaCS Summary Form with the
rationale already entered. I strongly racoro nd that the
enclosed Patient Census form be utilized at it is & bit
mar. with the state of the art at this time.

I would like to recommend that the current approach and
forms be considered as a training tools perhaps the tool
utilized for some 10 surveys to establish the tone of the
communication or more common interpretation in Citation
writing practice. Then, following the initial
introduction, the use of that tool with a packet designed
with more appropriate entry spaces and the support data as
a guideline reference.

To err is to be human, and he who has not procrastinated at
mome time is yet to be met. This is the basis for my
recommendation of providing the vendors a PaCS survey
annually (barring negative action needs) with a traditional
survey routinely done every third year. It is my thought
that if the facility that has, for whatever reason,
developed problems in the administrative management level,
it should have a review to correct the issue before the
problem reaches the care delivery level. --A quality
assurance review on a three year cycle.

Thank you.
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( ,; e(-DEPARTMENT OF HEALTH & HUMAN SERVICEs

-I-§

Heafth Core Finascig Adminisatsron o

6325 Securlr5 BOulbsrd
Balimo,., MD 21207

July l9a5

Effective Conounicetion Increases Knowledge

Knowledge can Ioprove * SUrveyor's
Performance

which...

Ensures Quality Care co the
Medicare/lMedicaid Beneficiaries

Dear Surveyor:

Over the past year, I have found it necessary to cr municate directly with the
'Frout-Line Troops" of Survey and Certificacion, the State Surveyors.
Therefore, I hope that this is tne first of many letters I will share with you
in the future. I think it is very important that you the State surveyors be
aware of and involved with tne many Federal and State activities and
regulations that effect your jobs. I chink that you can be more effective
-hen you are kept abreast of the goings-on ir IICFA-

Therefore, I would like to give you a "Birds-Eye" view of soae of the
activities and projecto sCFA has underway which I hope will help you on the
job.

Good Misintenance of Records and Procedures
Does .. not alaYS oure Good Quality Care

Just because a provider esintains good By-Laws and has high credencialing
require s.ncs. it does not necessarily mean that its' patients receive good
quality care.

P.CS

For several years we have been studying various modifications to tne
traditional survey process in long-terz care facilities through Federally
authorized demonstrations and State enperimeoCt in order to address this
problem.
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Page 2

o In MaSrc we began a national test of * new survey instrumeot,
THE PATIEIE CARE AND SERVICES (PaCS) SURVEY PROCESS. As part of our
evaluation of PCS, regiodnl office taff are conducting up to six
Federal monitoring surveys in each State, resurveying the *ome
facilities subjected to PaCS by the States. In tbree States,
Coonecticut, Rhode Island and Taonesse, the P&CS process will be
evaluated through an experimental design of double blind studies id a
representative s*ple of facilities. The New England Long-Term Care
Center at Brown University is performing the data analysis for these
States.

o As of June 20, we have ct pleted 336 P&CS surveys throughout the
United States.

Region I - 15
Region II - 23
Region III - 40
legion IV - 67
Region V - 89
Region VI - 30
Region VII - 18
Region VIII - 29
Region I- 19
Region Y - 26

We in ECFA have been extremely pleased with the cooperation provided by the
States in adapting to this new process.

o Early feedback indicates that surveyors like the new process and are
finding more deficiencies with this system than with the traditional
survey process. However, two problems have been identified. Some
States feel the process takes too long and others feel the survey form
needs strealining. We are working on these problems and hope to have
a system that we con all ue by January of 1986.

Ensure Compliance of Providers end Supvliers

o Facilities ishing to participate and receive reimbursement under the
Medicare/Medicaid progrma must meet certain basic eligibility
requirements and conditions. The conditions are basically broad
statements of weat the la- minimally requires a facility to meet to
assure and protect the health and safety of patients and to maintain
an adequate level and quality of care and services. Failure to meet a
condition has always been a cause for terminating a provider's or
supplier's program participation. We, in the Office of Survey and
Certification (OSC), "a undertaking several actions to ensure that
poor providers are identified and, barring prompt remedial action, are
eliminated from the progrsm.
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o I believe both State and Federal performance io this rea h.s greatly
improved over the last fe years despite staffing shortages in State
surveyor staffs and in Central and Regional offices. 1n FY 84,
together we TELRHlNATED 865 facilities - and approximately 78Z of all
facilities received complaiot investigations and/or on-ice follo-up
surveys to insure that cited deficiencies were corrected. While our
perfornance could be considered ecceptional, we all koow that there are
still a lot of problens out there that need to be addressed and
correc ted.

MedicarelHedicaid Surveyor Training Prograa
on the move

I firmly believe thata* good training progr=n is essential for State
surveyors. OSC bas initiated several projecta to improve the quality of
training for Hedicare/Medicaid Surveyors.

For exaeple, ve are requesting outside consultants. who have toe professional
knowledge and skills in training, to assist us with our basic courses. We are
looking for ways to inprove our educational principles, design, faculty
preparation and, selection of audiolvisual techoiques... etc.

This extra effort will provide a top quality Federal Training program for all
surveyors.

Upcoming Medicare/Medicaid
Irainist Courses Fn 86

Date Course Location

October 1985
1-3 Psychiatric Hospital Atlanta, Georgia

16-18 Home Health Baltimore, Maryland

21-25 Bauic Health Facility Nashville, Tennessee
(Region IV surveyors only)

2 4
-Hnov. I ICF/HR Chicago, Illinois

Hovemher
13-15 Psychiatric Hospital Dallas. Texas
18-22 Basic Health Facility Baltimore. Naryland
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December
2-6 Basic Life Safety Code Baltimore, Maryland
10-11 Patient Care & Services (PaCS) Baltimore. Maryland
10-12 Psychiatric Hospital San Francisco, California
17-18 Patient Care & Services Baltimore, Maryland

Notinations must be made through your Regional Training Administrator.

Questions Unanswered

We continually have surveyors ask us aimilar questions about several issues,
regulations or surveying techniques in general. We will continue to answer
these questions at our training sessions, through procedures in the regional
offices and the State offices. However, I feel some questions are universal
Dad can be answered in this meaner.

Question: Can Medicaid Funds be disallowed for the cost of care of a few
individual clients not receiving active treatment without
decertify-ng the entire IC7/MR.

Ansver: We have the authority to deny Federal Financial Participation
(M) in the case of individual clients who are found not to be
receiving active treatment by health surveyors.
This authority stems from the wording of the ICF/MR Statute (Section
1905 td) of the ACT) which speaks to claiming only for individuals
receiving active treatment. If your state survey agency does not
have a copy of the recent Grant Appeals Board (GAB) decision in the
Southbury Training School (Connecticut) case, it would be helpful co
get one. The UAB upheld our authority to take Individual FFP
actions and our interpretation of what constitutes active
treatment.

My overall message for all of us in HCFA and In the State agencies is to make
sure we focus our resources on the provision of good quality of care. To
carry out these goals, it is absolutely essential that we collaborate to
provide a--Iau service to the peopl we serve. Rememher, It is the service
that counts, not the organizations we represent.

Sincerely,

JX Atx -g_
Sharon Harris
Acting Director
Office of Survey and Certification

P.S. The entire FY 86 training schedule is now available in your State.
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Enclosure :3

- DEPARiTMENT OF HEALTH & HUMAN SERVICES Finaclng Amibntatmtlon

Rgion X

2901 Third Awnue
Seattle, WA 98121

July 9, 1935

Jean Schoonover, R.N. ,anager fl , ri
Idaho Facility Standards Program I1 W10 IID
Department of Health and Welfare [
442 West Washington JUlL '
Boise. Idaho 83720

FACULTY STANDAsj)S
Dear Ms. Schoonover: PROGRAM

ie have not yet received a signed Section 1864 Agreement which Is acceptable
to the Secretary of the Department of Health and Human Services. Therefore,
there is no assurance that your agency will be the agent responsible for
Medicare survey and certification activities effective October 1l 1985.

Because of this situation I am directing that your agency irasediately cease
the following Medicare expenditures.

1. Equipment purchase orders which have not yet been placed. Included are
office furniture and equipment such as desks, chairs, file cabinets. word
processers and computer hardware and software.

2. Purchases utilizing any remaining monies In the ADP Contingency fund
contained in the current fiscal year's budget.

3. Contracts for personal or other services which are not yet signed.
Existing contracts which extend beyond September 30. 1985 shall be
amended so as to not obligate Medicare funds past that date.

Your agency Is expected to continue to fulfil the provisions of the Section
1864 Agreement which Is currently in place. Included is the conduct of
necessary surveys between now and September 30. 1985.

If you have any questions, please let me know.

Sincerely,

ThomaS G. Wallner
Associate Regional Adinistrator
Division of Health Standards and Quality

cc: Bee Biggs
Roger Peratto
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I)EiVAN Ef.N I 01II ALII tHUSIAN SlERwVICES % c ,mnriual

negion X
t,/S 409
290t Thild Aver&,e
Seatie, WA 98121

July 9, 1985
Conrad A. Thompson, Director
Bureau of Nursing Home Affairs
Department of Social and Ifealth Services
HB-ll
623 - 8th Avenue SE
Olympia, Washington 98504

Dear Mr. Thompson:

We have not yet received a signed Section 1864 Agreement which is acceptable
to the Secretary of the Department of Health and Human Services. Therefore,
there is no assurance that your agency will be the agent responsible for
Medicare survey and certification activities effective October 1, 1985.

Because of this situation I am directing that your agency immediately cease
the following Medicare expenditures.

1. Equipment purchase orders which have not yet been placed. Included are
office furniture and equipment such as desks, chairs, file cabinets, word
processers and computer hardware and software.

This cessation applie% both to your regular FY 1985 funding as well as
the WASH-SPIN Demonstration Project Funding.

2. Purchases utilizing any remaining monies in the ADP Contingency fund
contained in the current fiscal year's budget.

3. Contracts for personal or other services which are not yet signed.
Existing contracts which extend beyond September 30, 1985 shall be
amended so as to not obligate Medicare funds past that date.

Your agency is expected to continue to fulfil the provisions of the Section
1864 Agreement which is currently in place. Included is the conduct of
necessary surveys between now and September 30, 1985.

If you have any questions, please let me know.

Sincerely,

Thomas G. Wallner
Associate Regional Administrator
Division of Health Standards and Quality

cc: Cerald Reilly
Ted Curcio
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REGION X
FOUR-STATE LAC DIRECTORS

OUARTERLY MEETING
JULY 10. 1985

OLYMPIA, WASHINH7lD

Participants: Guests:

Karen Martz Jerry Reilly, Washington State
Maureen Whitman Medicaid Agency
Conrad Thompson Peggy Brown. Washington State
Sharon Morrison Deputy Attorney General
Jean Schoonover
Eleanor Pedlow
Carlien Are'valo

The quarterly meeting of the Region X Four-state Licensing and Certification
Directors convened at 8:55 a.m. in the State Agency office building in
Olympia, Washington. The minutes from the last meeting were approved.

Jean passed out page one of the nationwide LAC Directors list. This page
had inadvertently been left off the list that was mailed co each director
earlier.

Jean announced a workshop to be given by the Idaho Board of Pharmacy. This
workshop will be held in September in Sun Valley, Idaho, and should be very
informative. Anyone interested in the workshop should contact Jean for
details.

At this time the group discussed changing the agenda. It was noted that
the Regional Office was listed as responsible for several agenda items.
Although the Regional Office did not choose to send a representative to
this meeting, they have stated that they will be represented at the fall
meeting. Jean and Conrad explained the history behind four-state meetings
and R.O. representation to Karen and Maureen.

Training Coordinators Conference

The group discussed the July 23-25 Training Coordinators Conference which
will be held in Baltimore. Concern was expressed that most training courses
are held in Baltimore and that slots for Surveyor Training school are being
given to providers, leaving insufficient slots for surveyors. It was agreed
that these concerns will be brought up at the Training Coordinators Meeting
and that each state would write the Training Committee.
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Four-State LAC Directors
July 10. 1985, Meeting
Page 2

medication Pass

The problems encountered with the medication pass procedure' were discussed.
Idaho has never used the new medication pass procedure and Washington has

been using it. but intends to scop. There was some confusion expressed

about whether the states are required co follow this procedure or not.

Jean noted that not following State Agency letters. guidelines, procedures.
etc.. may someday result in audit exceptions. She explained the agreement
between Evelyn McChesney. R.O. Attorney, and the Oregon State Agency to

enforce interpretive guidelines. This agreement ensures that surveyors

will enforce interpretive guidelines as regulation. The Regional Office

is trying to get Idaho to sign the same agreement. The Deputy Attorney

General from Idaho has sent a letter to the Regional Office saying that

Idaho cannot enforce guidelines when they have not been promulgated as

regulation.

Issue Paper on Federal Audits

Conrad is close to completing the issue paper on federal audits. The main

concern seems to be the difference between 1O0Z compliance and 'substantial'
compliance. It was agreed that Conrad would draft two letters for Jean
to sign on this subject. One letter would be to the AHFLCD Board and one

to Margaret Heckler. The letters will state concerns that the monetary

penalty is unduly harsh and unreasonable, and chat requirements seem to
reflect calendar dates and not true compliance.

Institute of Medicine Study

The draft Institute of Medicine study was reportedly inadequate and the

deadline for a final report has been extended six months.

Patient Care and Services (PaCS)

Several concerns were raised regarding the recent trial of the PaCS survey
process. The outcome oriented process is good but the existing survey tool
is inadequate. PeCS, survey forms were cumbersome and time-consuming. and

sanitation issues were not addressed.

It seems certain that some form of PaCS survey will be mandated. The four
states expressed concern that new survey forms will be implemented without
a chance for input from the states and that the process would be mandated
before training is given. It was agreed that Jean would bring these concerns

before the AHFLCD Board at the next meeting.
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Four-Scace LSC Directors
July 10. 1985. Meecing
Page 3

Federal Budget

Each state had received their federal budget letter. It was agreed to go
ahead with budget requests as if the 1864 agreement is still in effect.

ICF/MR Issues

Jean explained the position R.O. is taking with Idaho on fire drills in
small ICF/MR's. Idaho will be required to conduct fire drills on both the
day and night shifts in each small ICF/MR and if one resident is incapable
of getting out during the drill, decertification action for the whole
facility must begin. Before Idaho begins doing theso drills Jean will write
a letter explaining the procedure to Legal Aid and the facilities involved.
Washington has not conducted these fire drills but was recently told by
R.O. that emphasis should be placed on ambulation, active treatment, and
self-preservation. rather than fire drills, Washington is planning to do
fire drills occasionally but not Ss a required part of the survey. Jean
will ask R.O. to clarify whether or not the fire drill procedure is required.

Using the Fire Safety Evaluation System (FSES) in small ICF/MR's was
discussed. Representatives from Central Office came to Washington and used
the health care facility FSES requirements on a small rCF/IR. Idaho does
not agree with bending the health care facility FSES requirements to fit
small ICF/MR's. If the health care facility FSES requirements are used.
exceptions for small ICF/MR's need to be added and authorized by the Feds.
Fire safety surveyors will be meeting with R.O. representatives in late
July to discuss this issue further.

AHFLCD Board Meeting

Jean asked the state representatives for items they wished to have reported
to the AHFLCD Board. It was agreed that Jean would report on ICF/MR issues.
surveyor training, and Oregon's new trusteeship laws.

Termination Procedures

The new termination procedures were not promulgated through the Adminis-
trative Procedures Act and this may present a problem in enforcing them.
Updated information on these procedures should be received in the next few
weeks.

Deeming of Facilities

There was nothing new to report on granting deemed status to facilities
other than JCAH hospitals.
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Four-State LAC Directors
July 10, 1985. Meeting
Page 4

Four-State ReRional Representative

Since the next meeting of the AHFLCD will be held in Madison, Wisconsin,
the last part of this month, Jean suggested that the new four-state represen-
tative be chosen. Conrad accepted the nomination and Maureen agreed to
serve as alternate.

1864 Agreement

Peggy Brown, Washington State Agency's Deputy Attorney General joined the
group to discuss the status of the 1864 Agreement. Alaska has signed the
agreement 'as is.' Washington, Oregon, and Idaho's attempt to sign an
amended agreement was not acceptable. The R.O. has begun sanctioning states
that have not signed the agreement. The options to signing or not signing
the agreement were discussed at length. It was agreed that each state would
write to their congressional delegation to exert some pressure to force
negotiation. Also, Conrad agreed to set up a meeting with Joseph Anderson.
legal counsel. and 

4
-scate representatives. in the near future to discuss

the 1864 agreement.

Psychiatric Hospital Surveys - SL11I

No new information was available on this topic.

Inspection of Care Proposed Regulations

The new Inspection of Care regulations are reported to be due in August.
No further information was available.

Surveyor of the Year

The surveyor of the year for each state is:

John J. Nevins, Generalist - Idaho

R. Stan Soth, R.N. - Alaska

Geraldine Bradshaw, R.N. - Washington

Dorothy Rands. R.N. - Oregon

After much deliberation by the four Agency directors, Geraldine Bradshaw
from Washington was chosen as Region X's Surveyor of the Year. As the
four-state representative, Jean will write a letter to Ms. Bradshaw
congratulating her on this achievement. She will also write to the other
State nominees.



435

Four-State L&C Directors
July 10. 1985. Meeting
Page 5

Next Meetingl

The next meeting of the four-state LAC Directors was proposed to be during
the week of October 14. A final date will be set later after Jean contacts
Tom Wallner.

The meeting was adjourned at 3:30 p.m.

Jea Schoono er, R.N.
Reg on X State Agency Representative

/de
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OFFICE OF THE
ATTORNEY GENERAL

July 17, 1985

RECEIVED

JUL 2 2 18S

',\; __Q
'it' 'Os i

r\ eCONFIDENTIAL

Ms. Ann T. Hunsaker
Deputy General Counsel
U.S. Dept. of Health and
Human Services

Room 5460
330 Independence Avenue, S.W.
Washington, D.C. 20201

Dear Ms. Hunsaker:

As I discussed with you in our telephone conversation today,

the states of Washington, Idaho, and Oregon each advised

Region X of HCFA that they were ready to enter into a new

"1864 Agreement," provided that an additional article,

"Article XVI-Clarifications,' was included in the agreement.

Region X officials have indicated that they have no authority

to negotiate changes in the proposed agreement. Unfortunately,

Region X's inability to negotiate and failure to present the

states' proposal to anyone who could negotiate appears to

have reinforced the states' growing preception that HCFA is

no longer interested in maintaining a spirit of partnership

in its relationship with them.

I very much appreciate your willingness to review the article

we have proposed. The states' major concerns, which are

reflected in the article, are that the contract allows HCFA

to unilaterally change and add requirements imposed upon them

and subjects the states to the risk of heavy financial penalties

for minor, technical violations of these changing requirements.

The agreement is, in my judgment, extremely one-sided.

I am enclosing the 1864 Agreement as presented to Washington

for signatures the additional article proposed by Washington,

Idaho, and Oregon, and the relevant correspondence between

the Secretary of Washington's Department of Social and Health

Services and the Region X Administrator. Also enclosed is a

Ken EjkLrnierry Attorney General
Tenrpl n- ':nrrw Waeregtc~r 95S04-0521
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OFFICE OF THE AlTrORNEY GENERAL

Ms. Ann T. Hunsaker
Page 2
July 17, 1985

letter from Thomas Wallner, Associate Regional Administrator,
directing the State of Washington to 'immediately cease'
certain Medicare expenditures. I understand that Idaho and
Oregon have received similar letters from Mr. Wallner.

Thank you for your time and your consideration of our concerns
with the proposed 1864 Agreement. Since there is considerable
pressure from both sides to resolve the concerns and enter
into an agreement, I will be contacting you again within the
next two weeks.

Very truly yours,

Pg W . BROWN
Ais~ntant Attorney General

PLB:sh
Enclosures

cc: Conrad Thompson, Director'
Bureau of Nursing Home Affairs

Gerald Reilly, Director
Division of Medical Assistance

Copies to: Conrad Thompson

routed

Garlien Are'valo
Sid Olson

Don Gary
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ARTICLE XVI
CLARIFICATIONS

in order to avoid uncertainty and to ensure that certain provisions end

terms of this Agrcement are interpreted as the parties intend, it is further

agreed by and between the parties that the following represents their mntual

understanding and interpretation:

1. The imposition of any new requirements by the Secretary through
general instructions authorized by this Agreement shall be

conditioned upon the provision of adequate federal funding to

meet any such requirements;

2. The Secretary shall not adopt through general instructions
requirements that constitute rules under the federal Adi-sinistra-

tive Procedure Act (APA), 5 U.S.C. ii 551, et seq., and therefore
are required to be adopted through APA rule-making procedures;

3. It shall always be "feasible and practicable" to provide the state

with adequate lead time to respond to the Secretary's reporting

requests under Article Il-H;

4. Except in emergency circumstances, it shall be deemed "feasible

and practicable" for the Secretary to request the state to par-

ticipate in the development of general instructions, pursuant

to Article III;

5. With respect to all requirements that the Secretary is herein

authorized to impose unilaterally and with respect to all. actions

that the secretary is authorized herein to take unilaterally,

the Secretary shall act reasonably and give the state reasonable
notice thereof;

6. In evaluating the state's performance pursuant to Article V, the

Secretary shall find that the state has met a performance stan-

dard when the state has substantially complied with such perform-

ance standard;

7. The Secretary shall give the state reasonable notice of termination

in the event that the Secretary terminates this Agreement pursuant

to Article V-E or Article VI11-C. Also, the state has the right

to appeal the Secretary's determination to terminate under these

provisions.

8. In no event shall the Secretary take longer than 120 days to render

a decision regarding a claim over $50,000 under Article XIV-E.

- 19 -
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July 24, 1985

Ann T. Hunsaker
Deputy General Counsel
Department of Health

and Human Services
330 Independence Avenue, S.W.
Room 5460
Washington, D.C. 20201

Dear Ms. Hunsaker:

Over the past few months, Idaho officials have
attempted to negotiate a contract known as an 1864
Agreement with Region X of HCFA. Two other Region X
states (Oregon and Washington) have made similar
attempts. I understand that you have been contacted by
Washington officials and I am writing to add my view-
point to the concerns I imagine they expressed.

Without addressing specifics, I believe it is
accurate to relate that Idaho views the federally
"approved 1864 Agreement as a dictate, rather than a
contract or agreement. Idaho is concerned that the
"agreement", as proposed by Region X, will further
unbalance the already badly lopsided federal-state
partnership in the program in question. The 1864
Agreement seemingly provides Region X with a continuing
means of exercising arbitrary and unfettered control
over the state.

Region X has failed to seriously address the
state's concerns and, in my view, has employed objec-
tionable tactics to put pressure on the states to enter
the agreement. Such treatment seems to confirm the
states' fears. For example, Region X recently refer-
enced the unsigned 1864 Agreement and ordered Idaho to
cease certain expenditures from the current fiscal year
budget. These frozen funds do not appear to be related
to the 1864 Agreement in question, which will not take
effect until October 1, 1985. A copy of this directive,
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dated July 9, 1985, from Tom Wallner is enclosed. It is
just these sorts of unbridled directives that Idaho
fears will be continued under the 1864 Agreement.

Thank you for your time and concern with this
issue. If I can provide additional perspective from
Idaho's point of view, please feel free to call.

V m ly yours,

Curt Fransen
Deputy Attorney General

Enc.

cc: Ralph Carpenter
Bee Biggs

/Jean Schoonover
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DEPARTMENT OF HEALTH & HUMAN SERVICES

Memorandum
Date July 30, 1985

F.om Associate Regional Adlnistrator ;'I<It', 4
Diviffon of Health Standards and Quality, BCPA, legion I

Subjedc State Failure to Conduct Annual Surveys of Long-Term Care Facilities -

Foll-up to June 10. 1985 Mseorandum

To Thomas C. Norford, Duputy Director
Health Standards and Quality Bureau. BCFA

Attached to a copy of our June 10, 1985 menorandun. We vill appreciate a
report of the statue of this Issue. Thank you for your assistance.

Thoeas C. Waliner

Attacbnt
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[ Facslmile of HCPA document received In Illegible condition. ]

CHRONOLOGY

NOTICES TO STATE

Doe. No. Date Document

1 11/20/81 State Letter Issuance -
DHSQ to State

2 6/07/83 Budget notice -
DHSQ to State

3 8/09/83 State 10/83-9/4 budget
request-State to DHSQ

4 9/09/83 Budget Approval -
DHSQ to State

5 3/25/84 Evaluative Report -
DHSQ to State

6 4/18/84 Response to Evaluative
Report-State to DHSQ

7 3/05/84 Letter citing LTC short-
fall - DHSQ to State

8 3/?7/844 Letter requesting budget
clarification, FTEs
needed - DHSQ to State

9 ?/1?/84* Letter requesting resol-
ution, gives resource
numbers needed -
DHSQ to State

10 6/xx/84" Report of meeting
between State/DHSQ

11 7/26/84 Budget revision,
increased staffing
funds - DHSQ to State

: [Illegible]
*' [as In original]

Highlight Ofr
ent7Issue

Discontinue
annual resurveys

Annual Inspections
of LTC Required

Promises annual
LTC inspections

Approves FY 1984
(10/83 - 9/84) activ-
ity, adds funding
for staffing needed

Cites starr shortage,
work load shortfall

LTC work load not
addressed

Gives data on short-
fall, requests action

Requests budget/staff
reallocation if FTEs
short

State says no added
staff; requests
action plan

Surveys not done;
State promises all
will be done

State not staffed up
to budget and budget
needs increase
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=%SATAE OF IDAHO
DEPARIhMENT OF HEALTH AND WELFARE
DIVISION OF HEALTH, STATEIOUSE, BOISE, IDAHO S3720-9990

August 1, 1985

Thomas G. WIne r
Associate Regional Administrator
Division of Health Standards and Quality
Health Care Financing Administration
Department of Health and HRman Services
Region X
2901 Third Avenue, I/S 409
Seattle, WA 98121

YOUR LETIER OF JULY 9, 1985

We have your letter of July 9, 1995, to Mrs. Jean Srboonover directing
this agency to ceas certain expenditures of funds already allocated to
this agency. I also recall your telephone call to me on this subject.
We feel that the requiremnts dictated in your July 9 letter are arbitrary
and present an objectionable tactic to pressure Idaho to enter into an
unacceptable "agr eee t."

This agency has demonstrated to you and we nov further confirm our
intention of a good faith negotiation of the Section 1864 Agreement."
To date, this Department has had no success in obtaining any assurances
of mutual agree-nt. Instead, the proposed 1864 Agreement eemingly
will provide Region X with a continuing mceans of exercising what we feel
are arbitrary and unfettered controls over the State of Idaho. We are
maintaining a hope that a meeting with Joseph Anderson, Regional Administrator
for the Health Care Financing Administration, will obtain some of the
eight as.urunces that the Director of this Departeent proposed in Article XVI,
"Clarifications," which she attached to the agreement as offered by
Region X. As you know, the document wa* returned to Mr. Bon s
nacceptable.

We also object to the attempt by Assistant Regional Attorney. Evelyn McCheaney,
to issue a joint state/federal advice document that would give legal
support to using nonpromulgated guidelines as requirents. We continue
to obj ect to sudden policy changes *ad directives from Region X that
change policies and procedures without notice or promulgation. We
continue to stand on the legally sound suggestions and directions
regarding surveyor use of interpretive guidelines in the recently
issued St te Operatiooa_ Manul, Section 2712, 'Using the Interpretive
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Thors C. Walner
August 1, 198S
Page 2

Guidelines when Surveying." This section clearly points out that the
guidelines cannot impose unpromulgated requirements on the public (ewen
though some guidelines appear to attempt just that). Subpart C of
Section 2712 further explains that socme latitude for surveyor judgment
does exist and that some "guideline." appear, frankly, as recoemendations.

In any case, with our relationship currently strained under the existing
Section 1964 Agreement with Idaho, we will attempt to gain assurances
from Joseph Anderson consistent with those cited in our proposed Article XVI.
The current circumstance of "guess what Region X is changing now?" is
intolerable; and although we believe the Idaho Facility Standards
Program is the right organization to conduct federal certification
urveys of health facilities and services, we must improve the relationship.

I believe this can beat be done through communication and adhering to
promulgated regulations and agreed-upon guidelines.

Although .e have completed testing proposed ADP hardware that was recommended
by Region X for purchase by Idaho, we will not issue purchase orders
until we are able to come to terms on a new Section 1864 Agreement.

Bee Biggs, R.N., Chief
Bureau of Vital Statistics, Standards, and
Local Health Services and
State Registrar

BB/gy/Ml

cc: Rose Bowman, Director
Jeau Schoonover, Program Manager
Ralph W. Carpenter, Division Administr-tor
Roger A. Perotto, Laboratory Improvement
Curt Fransen, Deputy Attorney General



447

TAEOf vvA&,rCT0N

DEPARTMENT OF SOCAL AND HEALTH SERVICES

August 6. 1985

TO: Conrad Thopson, Director

THRU: Denny McKee tMS
Sharon llorrsonow
Sid Olson _JC-0-

FROF: A Robinson. Training Coordinator

SUBJECT: PATIENT CARE AND SERVICES SURVEY (PACS) I4PLEDENTATION
ON JANUARY 1. 1986

Information on PACS training obtained during the training coordinators' confer-
ence July 22 - 25. 1985, must be viewed with alarm. In the normal, logical
course of events Involving implementation of an entirely new and difficult pro-
cedure, all surveyor training must be completed in time to familiarize providers
as well as become readily competent with the new instrument. The miniun tine
requirement for this is about three months in Washington. The Integrated Sur-
veyor Training Program Schedule obtained at the conference schedules eight of
the ten regions (including ours) for PACS training after the January 1986 date
of PACS implementation. This is irrational! There is no better way to create
utter chaos for the surveyors and for the providers.

Aside from the obvious, above. there are impacts on even more fundamental
principles.

The stated intent was that HCFA will not train all 2,500 surveyors in the-
country In PACS. They will train 25 iurveyors from each region. The remain-
ing PACS training is to be done by a video tape training package (not yet
developed) given presumably by the surveyors that attended the NCFA PACS work-
shop. There are two resounding impacts as consequences of this procedure.

I. The PACS vehicle is a totally new and different survey in procedure and
documentation. The foregoing surveyor training procedure delegates
authority to the states to train and certify surveyors to sign survey
documents--authority heretofore held in reserve by HCFA.

73-435 - 87 - 15
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Conrad Thompson
August 6, 1

9 8gtWg
Page Two

2. There is a significant schedule and budget i1mact when surveyors are
removed from surveying to train and be trained. It Is clearly imposs1ble
to quantify this iapact without any knowledge Of the PACS training package.
However. completion of the mandatory number of surveys In 1986 will be
unattainable In the State of Washington,

Finally, the PACS procedure was tested In several different states including
Washington. Major deficiencies were identified (see 8MA letter of 6/28/85.
to Ron Hansen. Region X.) The procedure Is now being revised with direct Input
from surveyors. Will the revised vehicle have solved the identified problems?
Create new problems? There is a distinct potential risk for the irplementation
of a defective survey instrument without another trial and test.

TR :

cc: Mary Crosby
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August l, 1985

Margaret h. Heckler
Secretry of Health and Human S-rvices
Washington DC 20201

Dear secretary Heckler,

Thank you for this opportunity to bring to your attention a metter of eajor

icportance to the federal governeent and to the states. The federal govern-

sont has hi.torically sorKsd cooperatively xith the states as a partner in

carrying out provider c-rtification for ths MedIcaid and Medicare progrem.

ThiS concept of * partnership ia coneiatent with a broad reading of the
federal tatutes, cae laS I nd long-standing practice.

As you know. the states have statutory health care licenaure requirente

snd a coantitutional mandate with police powers to protect the public

health ad Safety. Each Stats also has legal due process rights for con-

tractors. Zn addition, the states chare in the progras and administrative

costs of Medicaid. When one considers these factors and the states' valuable

front line eapsrisnca in ad inistering State licenaura and federal certifica-
tion reqwireants, there is an obvious need for us to work cooperatively as

partners to assure effective program requira,*nts. Clearly, such coopera-

tion best serves the int-rest of patIants.

At a recent public nesting at which sccs goard marbers of this Association

wer present, a high ranking official with the Health Care Financing

Administration (HCFA) stated that thers is no longer a state-federal
partnrship It was further stated that the federal govarnaent sioply

contracts with the sttets and the federal espectation is the states are

bound to comply with whatever changes are dictated by the federal office.

without the opportunity to review and coamnt. The official used the

analogy of contracting to paint one's house. We are not painting houses.

The State also has a ongoing financial and regulatory responsibility to

those very sa e patients.

Theastates' licensure and certification directors are concerned, as recent

federal Ictions appsar inconsistent with a productive partnership. For

xample.

- HCFA unilaterally, through the State Operations Manual, mandated
new termination .rocedures for nursing hones. The states, con-

suers and others had no knowledge of these new procedures until
after the fact. Concerns "xpressed by the individual States,
the Association and others resulted in the suspension of imple-

eantatLon of the new proceduree. Since then, productive
discussdon with relevant parties have occurred and should

lead to mor effectiv procedures. The lesson is that productive
partnership discussions can and must occur bafors maJor changes
are imposed on the states which must implement and administer
these changes in the field.
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Margaret Heckler
page 2
August 6, 1985

- Recent federal action regarding the Medicare 1364 Agreement is
contrary to earlier comitments made by the HCFA central office,
that the federal regional offices would be able to negotiate the
terms of the agreement with the individual states. HCFA is now
dictating the terms with no opportunity for negotiation, creating
an adheslon contract. This dose not follow the traditional give
ad tal of contract development further, it ia not consistent

with a state/federal partnership and is likely to lead to
increased litigation between the states and the federal govern-
Mont.

It is particularly ironic that the preface to the proposed
Yedicare 1864 Agreement statee, The 1864 Agreements are instru-
mental in facilitating the partnership- between the Department
of Health and Human Services end the states.

- At this time, HCFA is working with the Association and others on
the Patient Care and Services tP&CS) survey instrument. We appre-
ciate the implications of the Smith v. O'Halloran ..se and the
ned to make the certification survey process mare patient
oriented. Certainly the court did not intend to preclude a
sensible process for developing an effective survey instrument.
It is critically important that we continue to work cooperatively
to assure the effectiveness of PaCS. It is this tool, the survey
instrument. from which all decisions are derived and defended.
The instrument is a key factor In determining the efficiency and
and effectiveneas of the survey. We are concerned that PaCS -ay
be implemented in an untimely manner without the benefit of a
final evaluation of the revised PaCS format, without appropriate
surveyor training and procedures, and without ongoing review and
discussion with the states.

We can all agree the overall survey and certificrtion systec should benefit
from the comaents and recinusndations of consumers, providers, state agencies
and interested parties. Such participation will help enable us to fulfill
our mutual goal. The Association remains firmly ocenltted to working with
you to strengthen our partnership and to establish the -uSt affective system
possible to monitor this nation's health care.

He look forward to hearing from you.

Sincerely,

Louis E. RSMlly.Wesi

Deputy Director, Bureau of Quality Compliance
Division of Health
P.O. Box 309, Madison WI $3101

LERJmb
ccn Senator David Durenberger. Chair, Subcoomittee on Health

Rep. Henry Yaxman. Chair, Subcommittee on Health 6 Environment
Senator John Heinz. Chair. Senate Special Comtittee on Aging
ASTHO (Thomas Vernon, 4 D., Colorado) *Emphasis added
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Rose Bowman, Director
Department of Health and Welfare
Statehouse
Boise, Idaho 83720

Dear Ms. Bowman:

This is in reference to correspondence you received several months ago

from our Seattle Regional Office regarding the Section 1864 Agreement.

The updated version of the agreement was enclosed. It specifies the

respective responsibilities of the Federal Government and each State 
in

carrying out the survey and certification provisions of the Medicare

program. The particulars of the document were revised to reflect the

additional functions and responsibilities that were occasioned by the

various Medicare amendments and regulatory changes that have occurred

since 1975, when the document was last updated. The revised document

also incorporates the applicable Federal Acquisition Regulations,

published in 1984, which govern the terms and conditions of agreements 
of

this nature.

Enclosed, for your convenience, is another copy of the updated

agreement. It largely reflects the current Federal and State roles in

the Medicare survey and certification program. The effective date will

be October 1, 1985. so I encourage you to accept and forward the document

as soon as possible.

I look forward to your prompt attention to this matter, and our continued

relationship in ensuring the health and safety of Medicare beneficiaries.

Sincerely yours,

Carolyne K. Davis, Ph. D.

Enclosure
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7 August 198S

Mr. Philip Nathanson, Director
Health Standards & Quality Bureau
Health Care Financing Administration
1&49 rw no Oak Av.'i.s U .4 S- A 31'v d

Baltimore. MD 21207 n ;jl 'vap b. 7 * '-.CO

Dear Mr. Nathanson:

At Its meeting on 30-31 July. the Executive Board of this
Association voted unanimously to oppose the implemientation of PaCS
scheduled for I January 1986. The action was taken despite the
generally accepted belief that the new patient-oriented survey is
superior to the current one. Board members believe the 1 January date
Is premature for the following reasons;

1. national implementation will occur prior to the final
evaluation report from Brown University of the three state
experiment;

2. interpretive guidelines will not be written and available to
state agencies;

3. HSQB training of surveyors will not begin until mid December
and is scheduled to continue through February; and

4. of the 2200 surveyors conducting long term care surveys,
only 275 will be allowed to attend HSQB training sessions;
the remainder must be trained by state survey agencies using
training modules, which are as yet undesigned and not even
scheduled for delivery until some unknDvn date after the
PaCS implementation.

State survey agency directors are concerned that the presence of
any one of the above would seriously affect the successful
implementation of PaCS; the presence of all four guarantees disaster.
These concerns Were made known to Bureau personnel during the last
meeting of the PaCS Task Force, but apparently to no avail.

We urge you to delay the inplementation date by at least six
months and proceed in a more orderly fashion. As usual, members of
this Association, especially those on the PaCS Tesk Force, are eager
to continue working with your staff and are available for further
meetings or for telephone consultation.

Sincerely,

- ).

Louis L. Reinliy D
President

cet Sharon Harris, HCFA
ThO-Y Vcrn M_< .
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4t STATE OF IDAHO
DEMBIMlENT OF HEALTH AND WELFARE
FACILITY STANDARDS PROGRAM
420 West Washington Boise ID 83720-9m0 (208) 334-4169

MEMORANDUM

DATE. August 9, 1985

TO. Karen Martz
Maureen Whitman
Conrad Thompson
John Gerth
Ken Lewis
Eleanor Pedlow

FROMb Jean Schoonover R.N.

SUBjECT: Minutes to July 10 Four-State Directors' Meeting

Enclosed are the minutes to the July 10 meeting in Olympia. Also enclosed
are copies of several pieces or corresondence between Idaho and federal
representatives which may be of interest to you:

1. Letter to Tom Wallner from Bee Blggs.

2. Letter from Evelyn McChesney to Curt Fransen.

3. Letter from Curt Fransen to Evelyn McChesney.

4. Letter from Curt Fransen to Ann Hunsaker.

'The Training Coordinators' meeting was held In Baltimore July 23-25,
1985. As Chairman of the Training Comittee for the Association of Health
Facilities Licensing and Certification Directors (AHFLCD), I attended and
presented some views on behalf of the Assoclation. Those Items we
discussed In Olympia were Included. The federal position remains adamant
regarding the Basic Surveyor Training Courses being held In Baltimore;
the allowane for providers to attend the training courses when slots are
available; and, full Implementation of PaCS January I without provision
for adequate surveyor training prior to Implementation. This position
was reinforced at the AHFLCD Board Meeting the following week.

July 30-31. 1985, f attended the AHFLCD Board Meeting In Madison,
Wisconsin. Mlntues to this meeting will be sent to you as oon as I receive
a copy. A few brief comments:

1. Thirteen 113) states have not signed the 164 Agreement to date
(Washington, Idaho, and Oregon included).
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2. Termination Procedures are expected out shortly without going through
the APA process.

3. Attorneys for the plaintiffs in Smith vs. Heckler (formerly O'Halloran)
case have rejected implementation of PaCS as a solution to the
problem of HCFA assuring quality of care in nursing homes. A
hearing Is expected regarding this In September. Sharon Harris
announced that the rejection would not deter full implementation
of PaCS on January 1, 1986. The AHErCD Board Is filing objection
to the January I implementation date.

4. HCFA position remains adamant against surveyors providing
consultation during the survey of a facility. Emphasis Is on
enforcement.

5. Inconsistencies between federal regions continues regarding
interpretation of regulations and procedures.

Times are changing in HCFA. Directions are confusing and frustrating
not only for the states but regional offices also. I'm sure we will all
survive it despite the painful steps getting there.

Next Region X Directors' Meeting. I received a response to my letter
to Tom Wallner regarding the next meeting proposed for the week of
October 14. 1985. Mr. Waliner Informed me that a meeting would be
held and that late October or November would be best for them 'due
to the press of beginning federal fiscal year business in early October.a
He said he would contact me to establish a mutually agreeable date. I
will keep you informed.

The Annual AHFLCD meeting is scheduled to begin Tuesday. November
12 and end at noon on Friday, November 15. It will be held In
Philadelphia, Pennsylvania. Further Information will be forwarded to you
when I receive It. I hope all of you can attend.

JS/nb

Enclosures [coMNiTTEE STAFF NOTE: Please see July 10 meetlng tnoitue
elsewhere in this chronology of i nrresponidance.
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s 1e Copy
Buresu Admin office

A 1s ~~~~~~~~~~~~~~~~~~~~(Janete Lytle)

0 ASTATE OF IDAHO e

DEPARTMENT OF HEALTH AND WELFARE STATEHOUSE
BO33E IDAHO 83720-9990

August 14, 1985

6. 1/2?o4/ir
Carolyne K. Davis, P.D.
Office of the Administrator
Health Care Financing Administration
Department of Health & Human Services
Washington, D.C. 20201

Dear Ms. Davis

On August 12 1985, I received your letter concerning the 'updated' Section
1864 Agreement. The 'updated' version Is Identical to the one we received
in February of this year from Joseph Anderson Regional Administrator,
Region X, Health Care Financing Administration office.

As you may be aware, Idaho has attempted on two occasions to negotiate
changes with Region X In the Agreement which would more clearly reflect
mutual responsibilities. We have been Informed that negotiations are not
permitted by the Health Care Financing Administration and therefore we
and representatives from Oregon and Washington plan to meet with Mr.
Anderson on August 23. At the meeting, It is anticipated that some
assurances regarding the contract can be reached which will make the
signing ol the Agreement more acceptable to the thrce states.

Based upon the outcome of the meeting with Mr. Anderson and Idaho's
good faith effort to comply with the conditions of the new Agreement,
we expect to sign the Agreement prior to the effective date of October
I, 1985.

Smcerely,

ROSE BOWMAN
Director

RB/nh

cc: Ralph W. Carpenter, Administrator, D1vision of Health
Joseph E Anderson
Thomas G. Wallner

?,/m, "'?
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DEPARTMENT OF HEALTH& HUMAN SERVICES Oid/o V.

Wx wench. D C. 2020

August 16, 1985

MEMORANDUM TO THE SECRETARY 7,/
FROMs The Under Secretary e ) i

RE X Initiative on Nursing Home Discrimination

To address the issue of nursing home discrimination, we
established an HHS Working Group composed of representatives of
HCFA, Aoh. OCR, 01G, OGC, and OS/ES to look into the matter. The
Working Group has held numerous meetings, examined available date
on complaints of discrimination to determine the extent of the
problem, and has developed the action plan set forth below.

The Problem

Based on the Working Group's investigations, which included the
examination of complaint data on file with HCFA, OCR, 015,
Regional Offices and information obtained from State agencies,
there is reason to believe that some nursing homes are illegally
discriminating against Medicaid-eligible people - the major claim
being on the basis of the 'method-of-pay' (Medicaid vs. orivate-
M). In particular, there have been complaints that some
nursing homes make admission or retention of Medicaid-eligible
patients conditional upon payment of sums over and above Medicaid
reimbursements; that some homes require patient adherence to
private-pay contracts beyond the point at which patients become
Medicaid-eligible: and, that some deny admission on the basis of
handicap, such as in cases where the applicants require heavy
care. Racial discrimination has also been charged as a basis for
admission denial. These types of actions constitute violations of
existing Federal and state laws and it is clear that effective
measures must be taken to stop such actions.

Although it is apparent that illegal discrimination is a problem
which must be dealt with in a coordinated, effective manner, it is
also apparent that the extent of the problem is unknown because of
a scarcity of available evidence. While the Senate Special
Committee on Aging, which has held hearings chaired by Senator
John Heinz, has indicated that illegal discriminatory practices by
nursing homes are widespread, to date, HHS has not received hard
evidence to establish the extent of such practices. Indeed, the
Working Group has found only a relatively few recorded complaints
of discrimination. The Department of Health and Human Services
will certainly take action commensurate with scope of the
problem, and those who would exploit and violate the rights of the
elderly for profit must be prosecuted to the fullest extent of the
law. However, in order to deal with the problem in the most
effective and efficient manner we must determine its true scope.
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Actions To Be Taken

The Working Group has.developed a three pronged approach to deal
with illegal discrimination in nursing homes which includes (1)
An educational program to inform the-public (including consumers
and the industry), State agencies and operational divisions
(OPDOVs) within HHS, about the types of practices that are
prohibited by lawv (2) coordinated enforcement of existing
discrimination laws: and. (3) coordinated data collection efforts
among HCPA, OIG, OCR and State Medicaid agencies (including
Ombudsman) to monitor and identify the scope of illegal practices.

Discussion

Since the Working Group was formed in November, 1984, its members
and their respective organizations within HIS have worked to
define the nature of the problem; determine which laws can be used
in the fight against illegal discrimination: gathered available
data Gn L. '- of the problem; and, considered various
approaches to effectively combat the problem, Simultaneously, the
Working Group and the respectivc.OPDIVS represented on the Group
undertook interim steps to stop illegal discrimination in nursing
homes.

Early on, the Working Group recognized the need to identify
existing Federal law applicable to discrimination complaints.
This need was underscored by the realization that there were
misinterpretations and misunderstandings by many people in and out
of the government as to what laws were applicable to the various
types of conduct being complained about. Accordingly, the Working
Group requested OGC to prepare a detailed analysis of legal
authorities relevant to the issue of nursing home discrimination.
A copy of that analysis is attached as Attachment I. Several of
the more important Federal laws include Section 1909(d) of the
Social Security Act, which is a criminal statute (enforced
through the various U.S. Attorneys offices) that prohibits nursing
homes from charging any consideration from a Medicaid-eligible
person beyond Medicaid reimbursement; and, Title VI of the Civil
Rights Act of 1964. along with Section 504 of the Rehabilitation

Act of 1973. which prohibit discrimination on the basis of race
and handicap, rcspectively. The other applicable Federal laws
are described in Attachment I.

In late November 1984, AoA conducted a nationwide Ombudsman
Training Conference in Philadelphia, Pennsylvania. Representa-
tives from OIG participated in the conference along with several
members of the Working Group. This conference provided an
excellent opportunity for mHS to educate the State Ombudsmen about
anti-discrimination authorities. Specifically, OIG discussed the
provisions of Section 1909(d) of the Act and what the Ombudsmen
should do when suspected violations are identified at the State
level. State attendees were provided with a list of OIG Regional
Inspectors General and urged to seek assistance from the region.
in connection with any potential violations that arise. State
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officials were also urged to pursue prosecution under applicable
State laws and to seek the adoption of State laws to parallel
Section 1909(d). An important aspect of the presentation was a
discussion of Section 504 and the type of access denials
considered to be violative of the law. In addition, the
conference resulted in a valuable exchange of suggestions and
ideas. For example, a number of participants suggested that it
would be desirable for both HCFA and the DIG Regional Offices to
work with and assist the AoA Regional Offices in providing
information and training to the State Ombudsman program people on
a local level.

Following the Ombudsman Conference, OIG issued a memorandum to its
Regional Inspector's General advising them of an anticipated
increase in the number of Section 1909(d) complaints and provided
uniform interpretations of what types of conduct by nursing homes
constitute a violation of Section 1909(d). OCR also discussed the
issue with its Regional Offices and is planning to include the
issue in future nursing home compliance reviews.

The operating divisions represented on the Working Group (HCFA,
Ach, OCR and OIG) examined complaint files and contacted their
Regional Offices and relevant State agencies to ascertain the
nature and extent of discrimination complaints received by the
Department. However, those efforts revealed relatively few
complaints. In particular, OPDIV reports to the Wotking Group
included-

o HCFA - Conducted an informal survey of its headquarters,
regional offices, and State agencies which revealed few
complaints against nursing homes and those few concerned
quality of care rather than access.

o OCR - OCR receives complaints through its regional
offices, through referrals from advocacy groups, as a
result of compliance reviews, and from State civil rights
offices. OCR received 245 complaints of all kinds against
nursing homes in a recent three year period. Moat
concerned employment. OCR is aware of only five complaints
dealing with access. All five were S04 complaints
involving heavy care patients.

o AoA - The most recent compilation of Ombudsmen reports
is for FY 1982. State Ombudsmen are not required to use
standard reporting categories which include access issues.
However, five States voluntarily used an AoA-recommended
format which does encompass access issues. Out of a five-
State total of approximately 2500 complaints, seven
complaints were categorized as 'Admission refused due to
Medicaid status,' six were 'Transfers due to Medicaid
status," five were Medicaid discrimination other than
admission or transfer." three were religious
discrimination, and three were race discrimination.
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o GIG - In November of 1984, OIG reported approximately 23
Section 1909(d) cases pending in OI or in the States,
nearly half of which were in Massachusetts. In addition,
during the course of the Working Groups' deliberations a
small number of complaints were referred to the Inspector
General who, in turn, forwarded the complainte to the
United States Attorneys for the respective jurisdictions
involved. In many instances, however, U.S. Attorneys have
not prosecuted those case due to the small dollar amounts
involved and the relatively minor nature of the cases from
their perspective. It is believed that some States may be
taking on the prosecution of these types of complaints
under comparable state laws. On a more encouraging note,
some six complaints involving nursing homes in the Eastern
District of Michigan have been referred by DIG to the U.S.
Attorney in that district and it is believed that the U.S.
Attorney will prosecute these complaints.

There are several possible explanations for the small number of
complaints including: Victims of nursing home discrimination are
unaware of the laws against illegal discrimination applicants who
are denied nursing home admission or who are pressured into making
payments in excess of Medicaid reimbursement levels typically find
themselves in a situation where they must make immediate
arrangements and, thus, do not bother registering complaints
because they cannot wait long enough for their claims to be
resolved; potential Section 504 complainants may not equate their
conditions with a handicapping condition subject to Section 504
jurisdiction: and/or there may be an insufficient record and
central reporting mechanism within HHS and the State Medicaid
agencies to track the problem. It is also possible that
discrimination is simply not a widespread problem.

During the course of the Working Group deliberations it was
determined that while the Department has a number of legal
authorities which can be used to address various aspects of the
problem, the lack of coordination among RHS components-has reduced
the Department's effectiveness in dealing with complaints. In
order to address this concern, the Working Group has recommended
that a single coordination mechanism be established. To ensure
that such a mechanism be established forthwith, without cumbersome
changes in current lines of authority or responsibilities within
the Department, that the Working Group will stay in existence and
be charged with the responsibility of coordinating the initiative
on nursing home discrimination. In light of the fact that the
operating divisions charged with administering the programs that
deal with nursing homes are already represented on the Working
Group, this recommendation is entirely logical. Moreover, it will
assure continuity of responsibility and demonstrate the
Department's continuing commitment on the issue.
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The Working Group will meet on a regular basis, perhaps on a
monthly or quarterly basis, at which times the members will
review individual OPDIVS' efforts to implement the Secretary's
initiative; share information and experiences encountered during
the preceding period; and, recommend adjustments or changes to the
Secretary's initiative, as they deem necessary.

Regional Directors of 1H1S will be responsible for coordinating
the initiative in their respective regions. Their responsi-
bilities will include such things as ensuring that information
obtained by one OPDIV in a particular region is shared with the
other OPDIVS in the region. In short, the Regional Directors
will be the focal point for cooperative and coordinated efforts
by the OPDIVS at the regional level. Further, the Regional
Directors will be expected to participate in the educational
efforts as part of their regular outreach responsibilities (i.e..
public speeches and other informations duties

The Deputy Under Secretary for Intergovernmental Affairs, who
already has line responsibility over the Regional Directors, will
be charged with the responsibility of overseeing the efforts of
the Regional Directors and he will be included as a new member of
the Working Group.

This action plan is designed to enhance, not change, the existing
operating responsibilities of the individual OPDIVS in combating
illegal discriminatory practices found in the nursing industry.
Specific complaints of Section 1909(d) violations will Tontinue to
be referred by HCFA to OIG. HCFA will retain the responsibility
for assuring that State agencies require nursing homes to comply
with the provisions of Section 1916 of the Social Security Act,
which prohibits charges by nursing homes in excess of Medicaid
reimbursement. Enforcement of Title VI of the Civil Rights Act of
1964 and Section 504 of the Rehabilitation Act will stay within
the purview of OCR. And, with improved coordination and
information sharing between HHdS agencies we believe that
enforcement efforts will be improved.

MMecific Actions

1. Notices and letters clearly explaining all legal requirements,
prohibitions, sanctions, and remedies relevant to nursing home
access will be sent by HCFA to all nursing homes with Medicaid-
certified beds, elderly Medicaid recipients, consumer and
industry groups, Regional HHS Offices, State Medicaid
agencies, Ombudsmen and State Medicaid Fraud Control Units.
In addition, special notices will be sent by OCR to the 500-
600 certified nursing homes nationwide which have received
Hill-Burton loans, loan guarantees, or grants, explaining
their obligation under Hill-Burton requirements not to
discriminate on the basis of method-of-payment, i.e., that
they may not give preference to private pay patients.
Finally, conferences and training sessions will be planned to
coincide with dissemination of the notices.
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The members of the Working Group believe that this measure
will be extremely effective, particularly since there is good
reason to believe that many suspected violations may be due to
ignorance of the law rather than a conscious effort to deny
the rights of Medicaid-eligible people. In this regard,
several examples were cited in the Senate hearings of nursing
home contracts actually containing written clauses in direct
-violation of Section 1909(d). Inclusion pf such clauses in
writing suggests that the nursing homes involved were unaware
that they were violating a criminal statute that carries a
maximum $25,000 penalty. Informal surveys of regional and
State officials and Ombudsmen also indicate ignorance of the
legal requirements relating to access to nursing homes. The
dissemination of thorough and carefully worded notices, we
believe, should go a long way toward eliminating this
ignorance and result in voluntary corrective actions by many
of the homes that have been out of compliance with the law.
Moreover, notices can be sent quickly and attract sufficient
attent±o in the press and media to result in maximum
educational value to all interested parties.

2. In order to ensure that all complaints of nursing home
discrimination are appropriately recorded, two steps will be
taken.

First, all Regional Offices of relevant MHS agencies will be
asked to make periodic reports on the substance and quantity
of complaints received.

Second, State Medicaid agencies and Ombudsmen will be asked
to report on the number of complaints received in a given
period which fall into specific categories relevant to nursing
home discrimination issues. In most circumstances, a request
for such information must receive the approval of OB, often a
long and difficult process. However. if the information is
requested from nine or fewer entities, OMB approval is not
necessary. Thus, we could choose nine States to which we
would send requests for reports of complaints falling into
precise categories relevant to our inquiry. (ASMS cautions
that if we send such requests, however, we should state
explicitly on the requests that they are being sent to no more
than nine entities, and we must try to avoid duplication of
OMB-approved reporting. Such requests most likely would not
be considered duplicative of current AoA Ombudsmen Surveys,
according to ASMB.) While proceeding with circulation of our
information requests to nine entities, we could simultaneously
-seek approval from 0MB for a broader promulgation of our
questionnaire.

3. The GIG has reported that there has never been a Section
l909(d) prosecution despite efforts to persuade various U.S.
Attorneys to do so. Even a single prosecution, such as is
being sought in the Eastern District of Michigan, would be
highly effective in persuading nursing homes of the
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Department's resolve to pursue violators. If U.S. Attorneys
in the various States do not move forward on these cases, HHS
should communicate with the Justice Department at a higher
level to bring about prosecution. The Department should also
continue to encourage those States that do not presently have
provisions comparable to Section 1909(d) to enact such
statutes.

In those instances where denial of nursing home admission to
'heavy care' patients is deemed to be in violation of Section
504 of the Rehabilitation Act of 1973 (discrimination on the
basis of handicap) prosecution should be vigorously pursued.
Purther, OCR could increase its outreach efforts to nursing
homes, industry associations, and senior citizen groups. OCR
can also conduct project reviews (in which questionnaires are
utilized) and compliance reviews (including site visits) of
nursing homes which are suspected of discriminatory
practices. Assessment of performance in this area should
become part of routine reviews.

The other legal weapons cited in Attachment I should be also
vigorously pursued as appropriate.

4. In order to obtain maximum coordination of efforts in
combating illegal discrimination by nursing homes in the
shortest period of time, the Working Group, consisting of high
level representatives from HCPA, AoA, OCR, OGC, DIG, OS/ES and
the Deputy Under Secretary for Intergovernmental Affairs
(DUSIGA), will remain in existence and meet on a regular basis
(quarterly or monthly). The Working Group's charge will be
with the overall responsibility for coordinating the anti-
discrimination initiative: monitoring the activities of the
individual OPDIVS; serving as a high level focal point within
HHS for the sharing of information obtained by the individual
OPDIVS; and, recommending adjustments to the initiative, as
necessary.

5. In addition to recommendation number 4, the Regional Directors
of HHS will be responsible for pressing the anti-
discrimination initiatives in the areas of enforcement,
dissemination of information and information gathering by
HCPA, OCR, AoA. Public Affairs, 01, and others. The Regional
Directors will report to DUSIGA, who already has line
authority over them, and the Deputy Under Secretary will
participate as an active member of the Working Group.

cC, Chief of Staff
ASMB
ASPE

HHS Working Group on
Nursing Home Discrimination

DUSIGA O1G
HCFA OGC
AoA OS/ES
OCR
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Attachment I

HHS LEGAL AUTHORITIES

section 1902(a) of the Social Security Act requires that a
Medicaid State plan 'must provide for payment... of
rates ... which... are reasonable and adequate.. .to assure that
individuals eligible for medical assistance have reasonable
access.. .to inpatient hospital services (including services in
skilled nursing and intermediate care facilities) of adequate
quality." This requirement has been interpreted by the courts to
allow broad State and Federal discretion in setting payment rates.

Section 1909(d) prohibits nursing homes from charging or accepting
money or other consideration beyond Medicaid reimbursement for any
Medicaid-eligible person as a condition of admission or continued
stay. This is a criminal statute, enforceable by the Department
of Justice. There has never been a Federal 1909(d) prosecution.
Some States have statutes similar to 1909(d) and there have been
some State prosecutions.

Section 1916 also forbids acceptance of consideration beyond
Medicaid reimbursement. This statute is primarily enforceable by
State agencies, which may decertify a nursing home for violation.
It is secondarily enforceable by HHS, which may withhold Federal
funds from a State agency for allowing violation. Federal funding
has never been withheld on this basis.

In order for a State to receive funds from the Administration on
Aging, it is required by 42 USC 3027 to have an ombudsman with
access to long-term care facilities and patient records, and to
establish a uniform State-wide reporting system on complaints and
conditions in long-term care facilities.

Section 504 of the Rehabilitation Act of 1973 which prohibits
discrimination on the basis of handicap, might be applicable in
cases where certain heavy care patients are denied admission.
Title VI of the Civil Rights Act of 1964 prohibits discrimination
on the basis of race.

Regulations implementing Section 1621(b) of the Public Health
Service Act prohibit discrimination on the basis of method of
payment in nursing homes which have received Hill-Burton loans,
loan guarantees, or grants. Only approximately 500 homes, out of
a total of 12,000 certified nursing homes, have received Hill-
Burton assistance are not subject to these provisions which
require admission and treatment regardless of ability to pay or
soufce of payment.

Conditions of participation for skilled nursing facilities and
intermediate care facilities include standards at 42 CFR
405.1121(k)(4) and 42 CFR 442.311(c), respectively, which prohibit
transferring or discharging a patient except for medical reasons,
for his welfare or that of other patients, or for nonpayment
except as prohibited by titles XVIII or XIX. In theory. the
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Secretary could terminate a facility from participation in the
Medicaid program for violation of this standard. In practice,
facilities are rarely terminated, and then only for serious
violations of health and safety requirements.

The General Counsel haa concluded that intermediate sanctions are
legally unavailable for use in cases involving discrimination in
nursing home access. Also, as a matter of policy use of
intermediate sanctions in cases involving denial of access would
be counter-productive, as the sanction is a prohibition of FFP for
any new Medicaid admissions.
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DEPARTMENTOF HEALTH & HUMAN SERVICES Ot.,U Sv*,

W.Vm. DC. 2201

August19, 1985 1 <

NOTE TO: Members of the Working Group on Nursing Home
Discrimination

FROM: Tim Miller, Executive Secretariat

Attached is your copy of the MEMORANDHU TO THE SECRETARY which

has gone to the Secretary from the Under Secretary. Thank you
all for your comments to my 8/16/85 DRAFT.

Given our commitment to continue the Working Group as an

integral part of our action plan, I believe it would be
appropriate to have another meeting in the near future. I'm on

vacation this week and will contact each of you upon my return
next Monday.

Attachment

Addresses

Edwin Marcus, HOS
Trisha Knight, ASL
Tom Morford, HCFA
Peter Jacobson, OCR
Liz Dunst, OC
Steve Davis, OIG
Betty Stagg, HDS
Robert Binder
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STATE OF WSI-P4TeN

DEPARTMENT OF SOCIAL AND HEALTH SERVICES

August ZZ, 1985

Thomas G. Wallner, Associate Regional Director
OHHS, HCFA
Division of Health Standards 6 Quality
2901 Third Avenue, MS 409
Seattle, Washington 98121

Dear Mr. Wallner:

The enclosed memorandum, dated August 6. 1985. Identifies serious potential
problems pertaining to the Patient Care and Services (PaCS) survey instru-
ment and implenentat1on. They can still be addressed, given appropriate
action. This letter serves to request the regional office to forward our
concerns to the Health Care Financing Administration.

There is strong support in this region and across the country, for an
outcome-oriented survey process such as PaCS. However, there is also
strong concensus of agreement that it would be ill advised to implement
the PaCS system without a final evaluation of the PaCS forrnat and without
appropriate training of surveyors. Certainly, we can agree it doesn't make
much sense to mandate the new use of an instrument effective January 1.
when surveyors may not be trained In the use of the Instrument until March
of that year.

This matter is critical because the effectiveness of the survey process is
dependent on the instrument and well trained surveyors. All decisions to
enforce federal and state regulations protecting patient health and safety
are derived from and defended by the survey document.

Your assistance in helping to assure a sound PaCS instrument and training,
prior to implementation, will be greatly appreciated.

Sincerely.

L'v( i t
Conrad Thomps>Director
Bureau of Mursib; Home Affairs
(206) 753-5840

CT:mw
Enclosure
cc: Joseph Anderson

Sharon Morrisdn I/
Tom Robinson
Jerry Reilly



467

DEPARTURNT OF HEALYH AND HUMAN *gRVICKS

1AUG 27 t9851

[F: Dep.ty Director
Mealth Stendards and Quality Bureau

(RE! Oregon's Failure to Conduct Annual Surveys of LTC Facilities

[TO: Associate Regionsl Administrator
Division of Bealth Standards and Quality
Region I

This Is In response to your mesoranda dated June 10 and July 30. 5
apologize for the delay in responding. however. ve have no record of
receipt of the original June 10 meo .

Since the State of Oregon is urable or unwilling to conduct 4nusl
surveys of long term care facilities as required by Is., the following
steps should be taken:

1. Federal financial participation (FFP) should be disallosed for
all Medicaid long term care facilities where provider agreements
have boen isued vithout the required annual onste survey*.
These provider agreements should be considered Invalid ond
disallowance action should be initiated.

2. For Medicare factlities. the lack of sanual surveys of long ters
care facilities Is contrary to the provisions of the 1I64
agreement. Moreover, any long term care provider agreement
issued under Medicare, without an annual survey. to technically
Invalid. Therefore, none of the services furnished to Medicare
beneficiaries are covered. I suggest you work closely with the
Oregon survey agency to rectify this situation 5mmediately.

The State should be reminded oft the potential disallowences ef Federal
financial participation for the State; that these actions are In conflict
with the current 1864 agreement, and the potential adverse effect on
Medicare beneficiaries.

If I can be of any further assistance. please let me know.

Thomas C. Morford

TerriC:wm:8/_5/l5:rt: BR/6/8, tc 8-23626-8510005D

File uflecs uWuj 0 G.s *-Kc snutS OATS

File r _
Copy =
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DEPARTMENT OF SOCIAL AND HEALTH SERVICES

August 28, 198F

Joseph E. Anderson O \ '
Regional Administrator
DHHS, HCFA r,13
4901 Third Avenue, MS 409
Seattle; Washington 98121

Dear Mr. Anderson:

Enclosed please find the new 1864 Agreement," which, in spite of
serious reservations, I have signed an behalf of the state of
Washington. The state objects very strongly to the extremely one-
sided nature of the agreement, as wfell as the lack of any meaning-
ful opportunity to negotiate any changes in the language or the
terms of the contract as proposed by the Health Care Financing
Administration (HCFA).

Believing the agreement to be bilateral and subject to negotiation,
the state, in good faith on June 4, 1985, propos d the addition of
a new article to the agreement. The purpose of cur proposed article
entitled 'Clarifications' was to provtide the state with some assur-
ance that HCFA would not change or impose rew requirements upon the
state without providing the state with 1) prior opportunity to com-
ment, 2) reasonable notice to comply3, and 3) adequate funding to
meet the new or changed requirements. Enclosed is a copy of the
article so you can share it with the central offise.

The proposed article would also clari fy that performance standards
imposed upon the state are satisfied by substantial compliance.
The rule of 100 percent absolute compliance is particularly troub-
ling to the state. The federal system is replete with paper and
calendar date requirements, which are not related to patient care
outcomes. Less than absolute compliance has resulted in substantial
monetary penalties against the state.



469

Joseph E. Anderson
August 28, 1985
Page two

Your letter of June 24, 1985 advised me Our proposed modification
to the contract could not be accepted. We have received no written
response from the regional office or from HCFA headquarters to the
specific concerns we have raised or the modification proposed to
the contract.

Last Friday representatives from the Washington, Idaho and Oregon
state agencies met with you to discuss concerns with the new 1864
Agreement. In reliance upon your assurances that, at least at the
regional level, you will make every effort to be "rational, reason-
able and temperatew in your interpretation and application of the
contract, I signed this agreement.

It is our expectation that next year we will have an opportunity to
negotiate the terms of the contract we believe are necessary if we
are to continue to carry out Medicare survey responsibilities for
the federal government in future years.

S4 cerely.

KAREN RAHM
Secretary

Enclosures

bcc: Thomas Wallner, Associate Regional Admin., Region X
Bruce Ferguson, Assistant Secretary, Community Services
Gerald Reilly, Director, Division of Medical Assistance
Conrad Thompson, Director, BNHA
Peggy Brown, Assistant Attorney General
BNHA Program Managers
All Association of Health Facility Licensure

& Certification Directors
Steve Boeigheimer. Portland
Bob Ogden, Alaska
Darlene Aanderud, BNHA
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ARTICLE XVI
CLURIFICATIONS

In order to avoid uncertainty and to ensure that certain provisions and

tmrns of this Agreement are interpreted as the parties intend, it is further

agreed by and between the parties that the following represents their mutual

understanding and interpretation:

1. The imposition of any new requirements by the Secretary through
general instructions authorized by this Agreement shall be

conditioned upon the provision of adequate federal funding to

meet any such requirements;

2. The Secretary shall not adopt through general instructions
requirements that constitute rules under the federal Administra-

tive Procedure Act (APA), 5 U.S.C. H 551 , et s., and therefore
are required to be adopted through ?A? rule-making procedures;

3. It shall always be "feasible and practicable" to provide the state
with adequate lead time to respond to the Secretary's reporting

requests under Article II-H;

4. Except in emergency circumstances, it shall be deemed "feasible
and practicable" for the Secretary to request the state to par-

ticipate in the development of general instructions, pursuant

to Article II1I

5. With respect to all requirements that the Secretary is herein
authorized to impose unilaterally and with respect to alL actions

that the Secretary is authorized herein to take unilaterally,
the Secretary shall act reasonably and give the state reasonable
notice thereof;

6. in evaluating the state's performance pursuant to Article V, the
Secretary shall find that the state has met a performance stan-

dard when the state has substantially complied with such perform-

ance standard;

7. The Secretary shall give the state reasonable notice of termination

in the event that the Secretary terminates this Agreement pursLant

to Article V-E or Article VIII-C. Also, the state has the ri :

to appeal the Secretary's determination to terminate under these
provisions.

8. In no event shall the Secretary take longer than 120 days to render

a decision regarding a claim over $50,000 under Article XIV-E.
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[DEPARTMENT OF HEALTII BjAD ,k t4 gy pii [lheatrh Care Financing Admninistration)

b i 7 1985

FACILTY' STANDARD)S
PROGRAM

Mr. Louis Remily, President AUG 3 0 195
Association of Health Facility Licensure

Sod Certification Directors
State of Wisconsin Division of Health
Department of Health and Social Services
P.O. Box 309
Madision, WI 53701-0309

Dear Mr. Remily.

Thank you for sharing with me the concerns raised by your Executive Board
regarding the implementation of our new patient-oriented survey (PaCS).
I a glad you agree that the new survey process is superior to the
present one.

As you know, over the past few years, we have devoted considerable staff
resources to examining, modifying, and testing revisions to the survey
process in long-term care facilities. We have conducted demonstrations
and experiments which belped to delineate key factors and variables in

the survey process. Using this information, we devised a survey process
which takes into account toe diversity of the States' survey programs.
We have tested this process in our nationwide limited implementation and
our three State experiments, and we are incorporating findings from tnis
experimentation.

We are also working to implement the modified process in response to the
court order in Smith v. Heckler. The Secretary's plan of action
incorporates the implementation of PaCS as the method that will be used
to assure hign quality care in nursing homes. By October 31, we plan to
publish a Notice of Proposed Rulemaking which would require the use of a
patient-oriented survey in nursing homes. We will carefully consider all

coruents before implementing the PaCS process.

In response to your specific concerns, I am confident that each one will
be appropriately resolved. Brown University has already submitted
findings based on this year's activity in the three experimental States.
As a result, we have changed the forms, and we have increased the number
of items covered in the survey. Also, the evaluation of PaCS has
occurred on several other fronts, including data from our nationwide
limited implementation which has been analyzed by Rehabilitation Care
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Page 2 - Mr. Louis Remily

Consultants and data from monitoring surveys which has been analyzed both

centrally and by our regional offices. We are confident that we have

already addressed the majority of the questions about the process from

these three sources. Finally, the remaining data being analyzed by

Brown University are not expected to yield results that are significantly
different from those already reported.

Second, interpretive guidelines will be available for training in

December. Rehabilitation Care Consultants is preparing these guidelines

as well as training materials according to our specifications. They are

in frequent contact with our training staff. we are assured that the

training materials will meet our needs and will be prepared in time for

the first session in December.

Third, we will require only surveyors who eived the PaCS Aining _

to perform the new survey. We believe theinitial group of State iad__

Federal surveyors will be able to quickly train nth ing sureyors i 3)

by utilizing our prepared training materials and audio-visuals.

Our staff's utmost attention is devoted to completing the details of this (1/r1
new process, and I am confident there will be no major problems during

the initial implementation. As stated earlier. we share your belief that

the tool is superior to the current process. Substantial research and -/ '

groundwork has been completed. I know you agree that we should all

direct our best efforts to implementing a process that will assure high r
quality care in our nation s nursing homes.

Sincerely yours,

V?
Philip Nathanson
Director
Health Standards and Quality Bureau

I'
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STATE OF IDAHO
DErARTMENT OF HEALTH AND WELFARE
OFFICE OF THE DIRECTOR, STATEHOUSE, BOISE, IDAHO 83720

September 6, 1985

#EBE# VED
Joseph E. Anderson SEP 6 MS
Regional Administrator
Health Care Financing Administration ALpS
Department of Health and Human Services PR , DARDS
Region X, MIS 502
2901 Third Avenue
Seattle, WA 98121

Dear Mr. Anderson:

I have signed the attached copy of the Section 1864 Agreement. This
action will permit the State of Idaho to continue to carry out the
state survey and certification process adjunct to state licensure
and inspection-of-care for providers of Medicare-covered services.

I rust express great frustration and disappointrient at the failure
of Region X to constructively respond to our extensive efforts to
review and amend the Agreement. Due to our perception of its inadequacy
(shared by many other states) we took the following steps to nego-
tiate an amended Agreement:

1. On April 5. 1985 we nailed to you proposed changes that were
intended to clarify several areas and provide equity of responsib-
ility between the State Agency and Federal Government. Copies
of these proposals are attached.

We were informed by you in a letter dated April 18. 1985 that
the Secretary would not consider such amendments at that time.

2. After further consideration and upon legal advice. we submitted
to you on May 6, 1985 a signed 1864 Agreement which contained
a new Article XVI. The changes proposed in Article XVI were a
considerable dilution of the April 5 proposed amendments. I am
attaching A copy of proposed Article XVI which clearly demonstrates
the nature of our concerns.
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Page -2-

On June 24. 1985 you returned the document to us indicating that
you were unable to accept the signed Agreement as we had modified
it by the addition of Article XVI. You offered to discuss and
clarify our questions.

3. Jointly with representatives of Oregon and Washington we arranged
a meeting with you on August 23, 1985 wherein the states requested
at least a written response from you addressing the concerns raised
in the proposed Article XVI. You made it very clear that you could
not issue any such response or any written assurances concerning
the implementation or administration of the Agreement.

You did give verbal assurance, however, that you see our past
relationship as productive and that any Agreement will be
administered in a rational and reasonable manner, to the extent
you have options. You also offered assistance in working toward
a more acceptable Agreement in the future.

I have signed the Agreement even though I see it as one that is uni-
lateral and one of adhesion, on the strength of your assurances and
the belief that it nay be possible to salvage an eroded and weakened
federal-state partnership. I view the signed Agreement as only an
interim measure pending a more satisfactory agreement next year, toward
which, with the promised cooperation of Region X. the State of Idaho
will Immediately begin working.

Rose Bowman
Director

RB:jl

Attachment
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Date, September 11. 1985

To: Officers and Board Members
Association of Health racility Licensure and >
Certification Directors

From. Louis E. Remily. President

Deputy Director Sep

Bureau of Quality Complianc- ' ?
Division of Health '4>
P.O. Box 309 P A&
Madison WI S3701

Subject. HCFA Response to Executive Board's Position on PaCS
Implementation

Attached for your information is Philip Hethatson's response to the
August 7. 1985 letter hich expressed the Board's opposition to

implementing PaCS on January 1, 1986.

This reply addresses each of the four points mentioned by the Board as
reasons for a more orderly implementation.

Especially note t
that NCYA .'w" equire only survalors who have received .thea-CS, train-

ing to perforw the na s This eliminates one of the Board's
major concerns.

It is suggested that each Board member forRard a copy of this August 30,

198S Nathanson letter to each state director in your region and also a 1-
copy of the August 7, 198S letter to Mr. Nathanson from me if you have . . c
not already distributed that letter. -

LER. Jrb
enc.
cc, Thomas Vernon, M.D., ASTHO

bc Dana Petro-sky
Elms Holder
Julie Trocchi oT.
Sheldon Goldberg

RECEIVED
UL[ 11985 tOi'* ,',.-^,

ODSIS- 814HASURW4EY PROGRlAM

.I"flb~ft%1P Is. .4!,... .fl4... -
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Consultants and data from monitoring surveys which has been analyzed both

centrally and by our regional offices. We are confident tbat we have

already addressed the majority of the questions about the process from

these three sources. Finally, the remaining data being analyied by

Brown University are not expected to yield results that are significantly

different from those already reported.

Second, interpretive guidelines will be available for training in

December. Rehabilitation Care Consultants is preparing these guidelines

as wall as training materials according to our specifications. They are

in frequent contact with our training staff. We are assured tbht the

training materials will meet our needs and will be prepared in time for

the first aession in December.

third, we will require only surveyors who have received the PaCS training

to perform the new survey. We believe the initial group of State and

Federal surveyors will be able to quickly train the remaining surveyors

by utilizing our prepared training materials and audio-visuals.

Our staff's utmost attention is devoted to completing the details of this

new process, and I am confident there will be no eajor problems during

the initial implementation. As stated earlier, we share your belief that

the tool is superior to the current process. Substantial research and

groundwork has been completed. I know you agree that we should all

direct our best efforts to implementing a process that will assure high

quality care in our nation's nursing homes.

Sincerely yours.

Philip Nathanson
Director
Health Standards and Quality Bureau
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g^E SD i~~~itcd 5-tata '51fait 4>-
tOIAMiTTEE Old APPROIATONS

WASNINGTON, DC JOS10

H e At D C_ September 17, 1985

C. McClain Haddow
Acting Administrator
Health Care Financing Administration
200 Independence Avenue. SW
Washington, DC 20201

Dear Mr. Haddowt

I was recently contacted by Mrs. Rose Bowman, Director of the
Idaho Department of Health and Welfare, about a matter I wish to
bring to your attention.

On September 6, Mrs. Bowman sent Idaho's Section 1864 Agreement
to the Region X office in Seattle. In her accompanying letter,
Mrs. Bowman expressed extreme dissatifaction with Region X's lackof responsiveness to Idaho's efforts to amend and review the
Agreement. I have enclosed a copy of Mrs. Bowman's
correspondence with Hr. Joseph E. Anderson in Seattle.

It seems to me that the entire purpose of the Agreement is to
find a process that is agreeable to both the states and to HCFA.
However, the State of Idaho has been totally frustrated in its
attempts at amending the agreement and feels HCFA has made
unilateral decisions, with little or no consideration of the
State's proposals.

While I would agree that it is important for HCFA to have signed
Agreements in a timely manner, I also firmly believe that a
federal-state partnership must be maintained. In this case, that
partnership has not been equal.

I would appreciate hearing from you about this matter. I would
further hope that when Idaho begins to draft its Agreement for
next year, that the Seattle office will be more receptive to
its proposals.

Thank you very much.

sincerely,

James A. McClure
United States Senator

McC:ms
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FILE COPY
ST1FAT E OF IDAHO

=DE DEPARTMENT OF HEALTH AND WELFARXE STATEHOUSE
BOISE. ID SS720- 990

September 20, 1985

Margaret HL Heckler, Secretary
Department of Health and Human Services
Hubert H. Humphrey uilding
200 Independence Avenue S.W.
Washington D.C. 20201

Dear Ms. Heckler:

On September 6. 1985 I reluctantly signed the SectIon 1864 Agreement with the

Department of Health and Human Services which will permit the State of Idaho

to continue to carry out the Medicare State Survey and Certification process

for the federal government. Certain events which led to the reluctant signing

of the Agreement cause grave concerns to me and I am compelled to share them

with you.

1. The federal agency requested input to the draft i864 Agreement which was

provided in a timely way by the Association of State and Territorial Directors
of Licensing and Certification but it waxs not refleted In the final
Agreement.

2 Contrary to earlier commitments made by the Health Care Financing
Administration Central Office that the federal regional offices would be

able to negotiate the terms of the Agreement with the individual States,

the Health Care Financing Administration subsequently dictated the terms

of the Agreement with no opportunity for negotiation, creating a contract

of adhesion. Inability to negotiate terms of the Agreement obviates any

State/Federal partnership and could lead to increased litigation between
the States and the federal government. The absence of negotiation for

equity flies in the face of the preface to the Medicare 1864 Agreement
which states, 'The 1864 Agreements are Instrumental in facilitating the

partnership between the Department of Health and Human Services and the
States.'

The following reflect the steps taken by Idaho is an attempt to negotiate
an Agreement:
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Margaret K. Heckler. Secretary
September 20, 1985
Page 2 of 3

On April S, 1985, we mailed to the Region X Health Care Financing
Administration office proposed changes that were intended to clarify several
areas and provide equity of responsibility between the State agency end
federal government. Copies of these proposals are attached.

We were informed by the Heaith Care Financing Administration in a letter
dated April 18, 1985, that the Secretary would not consider such amendments
at that time.

After further consideration and upon legal advice, we submitted, on May
6, 1985, a signed I164 Agreement which contained a new Article XVL The
changes proposed In Article XVI were a considerable dilution of the April
5 proposed amendments. I am attaching a copy of proposed Article XVI
which clearly demonstrates the nature of our concerns with the Agreement;
Le., the lack of assurances of equity, timeliness, and compliance with the
federal Administrative Procedures Act when the federal government issues
new procedures to the State agencies; that performance standards by the
State agency must be 100 percent versus substantial compliance; and, that
reasonable notice was not provided for unilateral requests made of the States
by the Secretary and for any notice of termination of the Agreement. These
assurances would have been dealt with in the attached proposed Article
XVI which Region X rejected along with all other Idaho attempts to amend
the document.

On June 24, 1985, the document was returned to us indicating that the Health
Care Financing Administration was unable to accept the signed Agreement
as we had modified it by the addition of Article XVI. The Health Care
Financing Administration Regional Administrator offered to discuss and clarify
our questions.

Jointly, with representatives from Oregon and Washington, we arranged a
meeting with the Health Care Financing Administration Region X
Administrator on August 23, 1985, at which time the States requested at
least a written response addressing the concerns raised in the proposed Article
XVL The Region X Administrator made it very clear that he could not
issue any such response or any written assurances concerning the
implementation or administration of the Agreement.

Verbal assurance was given, however, that any Agreement will be administered
in a rational and reasonable manner, to the extent that options are available.

3. Other States had severe difficulty with the Agreement as offered by the
federal government and alMo signed under significant protest. We are aware
of several legal opinions among the States that the signing of the Agreement,
without amendment, places the State in the position of full control by the
federal agency for the purposes of Medicare Survey and Certification.

73-435 - 87 - 16
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wans i6L Heckler, Secretary
septemtr 20, 1985
Pwe 3 of 3

I must express great frustration and disappointment at the failure of the Health
Care Financing Administration to constructively respond to our extensive efforts
to review and amend the Agreement. I have nonetheless signed the Agreement,
even though I see It as one that is unilateral and one of adhesion, on the strength
that it may be possible to salvage an eroded and weakened Federal/State
partnership I view the signed Agreement as only an Interim measure pending
a more satisfactory Agreement next year, toward which, wIth the promised
cooperation of Region X, the State of Idaho will Immediately begin working.

I am, therefore, requesting your support to Idaho and asl other States in their
attempt to negotiate an equitable Federal/State Agreement In the upcoming year.

Sincerel

ROSE BOWMAN
Director

RD/nh

Attachments

cc: Representative Larry E. Craig
Representative Richard Stallings
Senator James A McClure
Senator Steven D. Symms
C. McClain liaddow, Acting Administrator,

Health Care Financing Administration
Phillip Nathanson, Director, Health Standards and Quality Bureau
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~N-t Con
DEPARTMENT OF HEALTH HUMAN SiRVICtS F qA

`4 Memorandum
Dr. SEfe2 5 5 Refr Tlb i-P32

ra. Director
Iureu of Prqrwr mperstions

S- Pisancial iangenent Reive euIde for Provider Agreements (PA) rith
lnog-TermOre (L1C) Fae4IIties--ACrTIO

To All Reiontl Adminlstrators

Attached Is a revised financial narnagoent review gitde for Provider
Agrements with Long-TtucCare facilities. This revislon is necesary
to update the policy guidelines and related review procedures eomeening
annual facility surveys that appear In Section ll.C. of our Sototber
1982 PA revie guide.

Prior to Oclober 1, 1951, States were required to perforet annta
facility surveys to certify nTepliance before a valid provider agreoemnt
could he Issued. Hever, because of surory budget reduetions. beormIn
in PY 1991, KA Issued, on Jone 1. 1982, so interin natlonal policy
regarding annual survey, (see Gulde. MzhlbitP). Basically, this policy
Wlood the States the fleibiillty to prloritire thelt survey activities
and to adju-t the nmnter and frequency of surveys to stay within their
budget allocations. iTA idicated that there aculd sot he
dlasllonmes tor providers not surveyed If the State could docutment
that its decisions wot to survey ocre based on a rational Plan %tich set
priorities In accordsne with the historical compliance of facilities.
This interim policy -o in effect for the period Otober 1, 1981 to
Septerber 20, 1984.

0. August S, 1s9e, the Director, Health Stinardo and Q. ality aureau
(iS), advised the regions (see Outde, 1xhitit S) that the Interim
policy had been eliminated and that they should nvo ove aggresalvely to
enforcer ll coIIlanew with the requirerent of anonal facility surveys.
lPver, It -e noted that a liberal phase-In pertod to return to annuai
surveys su~ld be allrod. The Jure 5 1921 HiSd budget letter (tee
(ude, Exhibit T) to all regional offices, for tranenmission to all
States, emphasized that all fanilities must be surveyed snd found In
compilance during the phase-In period beton October 1, 1984 and
Septeater 30. 19i5, In order for their PAFs to be valid
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ke reranrend that you take the necessary aetion to ansure that s a
State Survey sre betng perfonred nd that eery LM facility lill hao
betn surveyed at least once In the year p ior to Septeaber 30, 193S.
BeginnIng Otober 1, 1985, It will be necestary to Initiate the
appropriate disallonce aetion for those facilities Wch havw not been
surveyed. The revised review guide can be used by your staff in its
tnitoring of this are.

Aso, we ouid like to take this opportunity to let you knrw that a
proposed regulation regardi pIyrnwt of Federal financial participation
(FPM) after ternina tion or expiration of a PA has been submi tted to the
Secretary. Ve are proposing that no mPP ill be paid after the
terdnantion or expiration date regardless of any appel. Adoption of
thia rule ttuld effectively rescind the dicaie Services AMdnistration,
Prograin Regulation (bride ikArter II and replace the Chant Appeals Board
Interpretation of iHFA policy konesn as the t2Oconth rule.

We are issuing this revised guide attached as a final guide. iiver,
If you have tanrents or snggestions, plese forward thern to us within
I oeks after you reeeioe the guide. If yoe have any questions, plese
eontact Gilda 11rtin, Division of State Agency Fian clal Pkrageant, on
m15 987-13599.

<iohn C. Berry

Attachsent

All Associate Regional AdnIlatrators
for FInan2ial tOerations
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TITLE XIX FINUCIAL A TIMW FEVIEW QJIE

W. 6: PaR3M KfE'JtS WIl UZ TOW C*E FACILITIES

Prepared by the Health Care Financing Adchinistration

Diviaion of State Agency
Financial Ninagonent,

August 1985
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1. IntroductIon

This guide is a revision of the Septerrber 1982 Title XIX Financial
Mnragarent Review Ailde Nb. 6: Provider Agreements with Long Term Care
(LTC) Faeilltles. It Is Intended to provide specific instructions on
performing a financial management review to determine the allowability
of Federal financial participation (FFP) for services furnished by
skilled nursing facilities (9'Fs) and intermediate care facilities
(ICFs). The guide reflects current low, regulation, policy, and Grant
Appeals Board (CW ) decisions.

In preparing a guide for financial review of provider agrearents (PAs)
with LIC facilities, central office recognizes that the Hlealth Standards
and Qiality Bureau (H-U) and the Division of PrograrnCperations (X)
are responsible for determining the validity of Mtdicaid PAs and giving
progran advice to the States. It is intended that the guide will give
financial personnel the basic knowledge, references, and review steps
necessary to ascertain whether a State's claims for FFP are allowable.
The regional office will decide which of its divisions will supply
personnel to be rmrbers of any review team

The mrethods and procedures detailed in this guide are based on the
experience of various regional office staffs. The users should
understand that there may be circuratances which are unique to
individual reviews hilch will require the use of additional rrethods and
procedures not specified in this guide. The situation may also suggest
the elimination or rrndification of rrethods and procedures which have
been specified. The use of this guide in conjunction with the
individual reviewer's professional judgrent will assist in corpleting a
financial rtanagarent review which satisfies all requirements in this
area.

11. Basic References

The basic references are Included as exhibits in Section VII of this
guide, as listed below. (The 1983 edition of the Social Security Act
and the 1984 edition of the 42 CFR have been cited.)

Exhibit Page

A. Section 1861(j) of the Act ............................... 15-15.1
B. Sections 1866(a) and (b) of the Act, including Arendrent

mnde by Section 2153 of the Omibus Budget Reconciliation
Act of 1981 (CERA-81) .................................... 16-16.6

C. Section 1902(a)(27) and (a)(20) of the Act .17
D. Section 1902(a)(33)(B) of the Act .18
E. Section 1903(a) of the Act .19-19.1
F. Section 1905(c), (d), (f), and (i) of the Act ............ 20-20.1
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Exhibit Pane

G. Section 1910(e) and 1910(c) of the Act 21
H. Section 916(a), (b)(1), and (b)(2) of the Omnibus

Reconciliation Act of 1980 (CRA-80) .22-22.2
1. Regulation 42 CFR Part 431 .23
J. Regulation 42 CFR 441.11 .24
K. Regulation 42 CFR 442.12, 442.13 and 442.14 .25
L. Regulation 42 CFR 442.15 and 442.16 .26
M. Regulation 42 CQR 442.30. . 27
N. Regulation 42 CFR 489.13 - .18 .28

[*I 0. Proposed Regulation (Federal Register 47, Nhy 27, 1982,
pages 23404 - 23414) ..................................... 29-29.10

[*1 P. HF-A'as June 1, 1982 Policy Staterent on Tine Limited
Agrearents ............................................... 30-30.1

Q. Guidellnes to Grant Appeals Board Decisions; also RFG-11
dated Deceaiber 20, 1971 .................................. 31-31.7

[*] R. Proposed Regulation (Federal Register 50, February 21,
1985, pages 7191 - 7198) ................................ 32-32.7

[*1S. 5- r regarding enforcerent of time limited egreements and
other Subpart S requireaents dated August 9, 1984 ........ 33

[*] T. FEM's June 5, 1985 budget letter to Regional Adninistra-
tors; see pages 2 and 5 regarding annual surveys ......... 34-34.10

Ill. Background

A. Law

LUnder the Medicaid prograen Section 1902(a)(27) of the Social
Security Act (the Act) requires the State to have a PA with every
person or Institution providing services under the State plan.

The definition of a SWF is found in Section 1902(a)(28) of the Act
with reference to Section 1861(j). The definition of ICFs is found
In Sections 1905(c) and (d) of the Act.

Section 1902(a)(33)(B) states that the State survey agency will
determine whether institutions and agencies neet the requirerents
for participation in the Medicaid prograrn under the State plan. In
addition, this section provides that the Secretary Is authorized to
rnrke independent and binding determinations concerning the extent to
which individual Institutions rreet the requirements for
participation where there Is cause to question the adequacy of a
State survey agency determination. The "look behind" provision in
this section was added by Section 916(b)(2) mRA-1980.

Sections 1903(a)(1) through (a)(7) of the Act specify that the
Secretary shall pay the State a percentage of the arount It expended
for nedical assistance and certain administrative expenses under the
State plan.

[5] [These documents appear in the Appendix of internal HHIS documents, in chronological
order.)

[[] [Not received by Committee. I
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Section 916(a) and (b)(l), CRA-1980, added Sections 1866(f) and

1902(i) of the Act to provide intenrmediate sanctions against LTC

facilities. The sanctions deny payrent for services for individuals

who have been adnitted after the effective date of the sanctions.

These sanctions are applied by H-B for Medicare and the State
agency for Ntdicald.

Section 1910(a) requires that an SNF found to meet the requirements

for Medicare is deemed to meet the requirerents for Medicaid.

Section 1910(c), added by Section 916(b)(2), CRA-1980, gives the

Secretary "look-behind' authority to cancel the approval of a ShF or

ICF at any time. (Regulation 42 (FR 442.30. which has been in

effect since 1974, Is the "look-behind' authority in situations

where either the State survey agency made an improper determination

in certifying that a facility met Federal requirements or the State

Medicaid Agency issued a PA not consistent with the survey agency's

action.)

Section 2153 of the CERA-81 removed the statutor requirement that a

PA for 'Fs rany not exceed a nexirnmn term of 12 nonths. This change

was made by deleting a sentence frcm Section 1866(a)(1) of the Act
and did not rrundate the removal of the regulatory 12-rmonth
limitation. As a general rule, statutory authority overcayes

regulatory requirements. Fbwever, in this case the deletion of the

statutory requirement for a nmxlrrxzn term of 12 months for a PA did

not alter the authority of 42 CFR 442.15, vwhich limits the duration
of a PA to 12 rronths.

B. Regulations

It Is inpractical to review all the regulations pertaining to

certifications and PAs of LTC facilities. For the most part, they

are found in 42 C(R Part 442. You mey need to refer to other

regulations, such as 42 CFR Pert 405, Subpart K for the Mledicare

conditions of participation; 42 CFR 440.40 and 440.150 for general
provisions regarding SWF and ICt services; or 42 CFR Pert 431,

Subpart D for LTC facility Nbdicaid appeal procedures.

Certification of Cgrpliance Needed for Valid PA

Regulation 42 CFR 442.12(a) provides that the State Medicaid agency

may not execute a PA or make Medicaid paymnents for SF or ICF

services unless the Secretary or the State survey agency has
approved the facility under Part 442 to provide those services. The

Secretary, through the FED Regional Office (0-60), makes the final
determination for Medicare. For Medicald-only 9"Fs and ICYs

Medicare does not furnish ICF services), it is the State survey

agency that makes final determinations on a provider's carpliance.
Therefore, you would look to the State survey agency's certification

for Medicaid-only S'Fr and ICFs. If a facility furnishes SNF
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services to both Medicare and Medicaid, the D-6 decision regarding
carrpliance for Medicare is binding on Medicaid for S".F services.
Again, you would look to the State survey agency's certification
deciaion' for ICF 'services in a dual facility. Also see DuIal
Facilities, page 9 of this guide.

Effective thte of Cartificatron

Regulation 42 CFR 442.13 (effective July 3, 1980, for Medicaid and
corresponding regulation,42 CFR 489.13 effective Mey 5, 1980 for
Medicare) defines the effective date of a PA. If all Federal
requiremrents are nmet on the date of survey, the effective date of
certification is the date the onsite survey was corpleted (or the
day following the expiration of a current agreemrent). If all
requirements are not rret on the date of survey, a PA can becae
effective (1) when the requirements are rret, or (2) on the date the
provider subnits an acceptable plan of correction (PO) or an
approvable waiver, whichever is earlier. (If both a PCC and waiver
are needed, the PA cannot be effective until both an acceptable PCC
and an approvable waiver have been sutmitted.T

If your review involves the determination of the effective date of
certification prior to July 3, 1980, the date 42 CFR 442.13 became
final, you should refer to Exhibit 0, Part 111, page 31.3.

Change of Ownership

When there is a change in ownership, 42 CFR 442.14 (for Medicaid)
and 42 CFR 489.18 (for Medicare) require that the PA be assigned to
the new owner. The new owner Is subject to all the conditions of
the transferred PA such as a R: and expiration date.

30-Cy Relocation Period

Regulation 42 CFR 441.11 allows the State Medicaid agency, when it
terminates or refuses to renew a provider, to continue to claim FTP
for paymrents to the provider for up to 30 days of additional
services. It may claim reinburserent only for patients who had been
adnitted prior to the effective date of termination and only If it
is making reasonable efforts to relocate these patients to
participating facilities. Thus, the determination of the amount of
allowable FFPmuist be made on a patient-by-patient-basis.

Extension of Provider Arearrent

Regulation 42 OCR 442.16 allows the State Medicaid agency to extend
a PA up to 2 months if it receives in writin' a notice fran the
State survey agency that the extension s needed to prevent
Irreparable harm to the facility or hardship to the recipients in
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the facility or that it Is irnpracticeble to determine, before the
expiration date, vwhether a facility rreets progran requirements.
Note that only one of these two requiraeents trust be met. H-ever,
in all cases, the survey agency must determine and certify to the
Irein State agency I ting that the extension will not

jeopardize the patients' heasth and safety before the extension may
be granted. The survey agency notice miust be transmitted before the
expiration date of the PA. If a S'F participates in both Pgdicare
and Nodicaid, both the Medicare and Nbdlcaid agreements Trust be
extended.

'Look Behind" Provisions

Regulation 42 CYR 442.30 (first prumgated ibveiber 13, 1974) has
given the Secretary the authority to 'look behind" Medicaid
certification decisions. If the certification of compliance made by
the State survey agency is found to be in error, the PA for that
provider is considered, for FFP purposes, invalid fron Its
Inception. In this situation FFP should be disallowed to the State
for those periods of time Wien the facility's PA is found to be
invalid.

Section 1910(c) of the Act (added by Section 916(b)(2), CRA-1980) is
a new "look behind" authority giving the Secretary the authority to
cancel, at any time, the approval of any SINF or ICF. This
cancellation of approval terninates a facility at the tirre the
facility Is found to be out of curpliance as opposed to the look
behind under 42 CFR 442.30, which is a sanction against the State
when a certification of ctrrpliance was not properly made. Since no
payment to the provider should be made after the date of the
termination of the agreerent as set by the Secretary under
Section 1910(c), a disallowance should not be necessary. Hawever, a
disallowmnce should be taken if a claim is made for expenditures
after the termination date specified by the Secretary.

Intermediete Sanction

Secton 1902(i) of the Act (added by Section 916(b), CRA-1980)
provides that the State may imrpose an intermediate sanction as an
alternative to teriiunation vhere it determines that a 9F or ICF
certified for participation under the State plan no longer
substantially meats applicable requirements, but that the
deficiencies do not inrrediately jeopardize patient health and
safety. The alternative sanction denies payment for services to an
individual adnitted after the effective date of the sanction. (Sare
States rray have been irrplerenting such an internediate sanction
under a State low which predated the Federal authority.)
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Regulations were proposed on February 21, 1985 to irrplerent
Sections 1902() and 1866(f) of the Act. (Section 1866(f) Is the
Secretary's authority to irrpose a similar sanction against a SIF
certified to provide services for title Will and to order the State
to irrpose the savre sanction against the SsF for title XIX services.)
Copy of the proposed regulations are included at Exhibit R. You are
cautioned that these regulations fnay be changed In response to
public cament before they are approved as final regulations.

C. Guidelines

Time Limited Aqreements/Mnual Surveys

o General Policy

The law and regulations cited above and the pertinent GOB decisions
(see sumery, Exhibit Q) are the basis for your PA review. A
skeleton recap of the PA requirements wkhich mist often lead to a
disallowance follows:

1. A SWF or ICF rust have a valid PA before the State is eligible
for FFP in services furnished by the facility. A PA is not
valid unless the State survey agency (or the Secretary for a
SF also participating in Medicare) has rrude the determination
that the facility can be certified as nreeting Federal
requirements based on surveys conducted on at least an annual
basis.

2. A PA is effective on the date a survey Is ccmpleted (or on the
day following the expiration of a current agreement) if all
Federal health and safety standards and any other require-ents
Imposed by the Nbdicaid agency are net. If all requirements
are not net, the PA is effective on the date the facility cares
into crplilance or on the date it subnits an approvable plan of
correction, vihichever Is earlier.

3. The rrexinum term of a PA is limited to 12 nonths.

WMile the statutory require-rent for a nuximrn 124ronth term for a
tine limited agreement (TLA) for SSFs was reroved by CERA-81, as
discussed on page 3, the law as stated (see Exhibit 8, page 16) did
not invalidate 42 CFR 442.15 requirements for a naxirxrrn term of
12 rmonths. Regulations were proposed (see Exhibit 0, page 29) to
rffrove the regulatory requirement for a 12-month mraximnum TLA for all
LTC facilities. H-oiever, in response to public courant, these
changes In the regulations are still being considered.

a Interim Policy

Repeal of the statutory require-rent for 12 nunth maxinu' MLA's for
SFs , together with severe survey budget reductions mandated by
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Congress In fiscal years (FYs) 1981 and 1982, led HCFA to conclude
that annual surveys could not he cmnpleted for all facilities. The
States were directed to develop plans to stratify facilities,
Identifying those with the best and the worst history of corrpliance.
Funds were to be utilized to survey those with the worst history on

a priority basis. If funds were depleted before surveys were

carpleted for all facilities, including those with the best history
of corrpliance, PAs were to be reissued without the required survey.
To confirm this interim policy, the Associate Adninistrator for
Operations on June 1, 1982 wrote that a disallowance of FFP to any

State for providers not surveyed annually would not be approved if
the State docurented that decisions not to survey were based on a
rational plan which set priorities in accordance with the historical
ccspliance of facilities (see Exhibit P). This interim policy was
In effect for the period Cetober 1, 1981 to Septerber 30, 1984.

During this interim period (October 1, 1981 to Septerber 30, 1984)
when less frequent than annual surveys were permitted under certain
conditions, the planning and actions taken by the State will

determine the allowability of FFP. If the State had no rational
plan for allocating the limited survey funds to facilities with a

history of noncsrrpliance, a disallowance would be taken as usual.
Certainly if a facility wes surveyed and found not to be in
cmpliance, a disallowance would be appropriate. Fbwever, a
disallowance would not be appropriate If the State docurents that

(1) It developed a rational plan to accamrodate the budget
restrictions, and

(2) the State survey agency notified the single State agency that a
facility was not being surveyed, in accordance with the Interim

procedures, but that certification was being extended anyway.

On August 9, 1984, the Director, ISM, advised the regions (see

Exhibit S) that the conditions leading to the interim policy had
been eliminated, and that it was now necessary to return to full
corpliance with the general policy requiring annual facility
surveys. However, it was decided that a phase-in period to return
to annual surveys would be allowed. Towards this end the June 5,

1985 H3M budget letter (see Exhibit T) to all regional offices, for
transmission to every State, emphasized that all facilities must be
surveyed and found in carpliance during the phase-in period between
October 1, 1984 and.Septerher 30 1985, in order for their PAs to be

valid. Therefore, beginning Cctober 1, 1985, no PA is valid unless
the facility has been surveyed, and found to be In corpliance with

applicable standards, within the preceding 12-month period.
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The following table briefly saramrizes the applicable policy on
annuals surveys for the various tirre periods.

Period of Tifre
Applicable Policy

1. Before QCtober 1, 1981

2. October 1, 1981 - Septerber 30, 1984

3. October 1, 1984 - September 30, 1985

4. October 1, 1985 and thereafter

Annual surveys required. Survey and
certification of corpliance required for
valid PA.

Interim policy in effect. PA can be
valid without annual survey If State
developed and followed a rational plan
which sets priorities in accordance with
the historical ecrpliance of facilities.

Annual surveys required, but this is the
phase-in period, during which all
Nbdicaid-participating facilities mrust
be surveyed. The facility will not be
subject to a disallowance"not surveyed
by 10/1/85.

Every facility must have been surveyed
during the preceding 12- nnth period, or
its PA is invalid.

"Look Behind" Procedures

These procedures, which are inplemented by FCM3, should not be
confused with terminations and hearings under other circuiatances,
such as State survey agency detennination of nonccrrpliance.
(Provider appeal of a State agency determination would be under
42 AFR 431.)

1. Section 916(b)(2), tRA-80, added Section 1910(c) of the Act
authorizing H-FA to cancel the approval of any SWF or IC at any
tirre, If NYA finds that the facility does not rreet eligibility
requ i rren t s.

2. The D-l}s will initiate these actions and In doing so will
establish an effective date of cancellation:

a. If the provider files for a hearing before an adcninlstrative
law judge (ALJ), FFP will continue as required by section
1910(c)(2) until the hearing decision is rendered.

b. If the provider does not file for a hearing, FFP will cease
In accordance with 42 CFR 441.11.
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c. If the D-M certifies that patients are In serious and
ineredlate jeopardy, FFP should cease in accordance with
42 CFR 441.11. In such cases, the ALJ hearing is afforded
after the effective date of termination.

Provider Aqreement Not Executed

The absence of a PA usually Indicates that the facility had not been
certified as having rret Federal requirements. The survey documents
spell out the deficiencies, showing vwhy the facility is not
certified for participation.

There have been sare instances in which the facility was approved by
the State survey agency and rret the civil rights requirements of
42 CR 442.12(d)(2) and the disclosure requirements of 42 CFR
455.104 - .106, but no PA had been executed. The single State
agency did not have "good cause' under 42 CFR 442.12(d)(1) to refuse
to execute a PA and all Federal requirements were ret. The reason
for failure to execute the PA could be Inadvertence or poor
adninistration. In these cases, no disallowance should be
recauended, as a PA can be executed to cover retroactively periods
when all requirements are net. The review teen responsible for the
"Adninistration and tNinagerent" portion of the State assessment
review should be advised of this discrepancy.

On the other hand, if the facility has been surveyed and found
qualified but the single State agency did not execute a PA for "good
cause" or other authority and yet continued to pay the provider, we
would disallow. The authority for this disallowance would be that
the expenditures were not allowed as amounts expended under the
State plan as required by Section 1903(a)(1) of the Act.

Do not confuse the authority to execute a PA retroactively with the
effective date of certification. Regulation 42 CFR 442.13 and
489.13 specify the date a certification becores effective (discussed
on page 4).

Dual Facilities and Nbdicaid-only Facilities

Different rules nay apply to the facilities furnishing services for
Medicaid only as opposed to a facility furnishing services under
both Medicaid and Medicare. Since the Medicare progran does not
include lC services, the allawability of FFP for IT services is
always deternined by reference to Medicaid regulations regardless of
the facility's S'F services perforned under Medicarefv'edicaid. The
allowability of expenditures for ST services is determined by
Medicaid regulations unless the facility is also furnishing %F
services under t1dicare. If the facility Is certified to provide
S\F services under Medicare, it is autaratically certified to
provide SW services under Medicaid for the same period.
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D. Grant Appeals Board (GOB) Decisions

The 05B (or Board) decisions have affected our policy in several

Instances. The Board has no authority to change policy developed in

consideration of low and regulations, but since HY-A has no appeal
fran its final decisions we must adjust our practices accordingly
until we set forth our policy through duly promulgated regulations
or policy Issuances.

A sumary of the nost important GOB decisions relating to PAs ves

provided to the regions by central office on October 27, 1981 (see
Exhibit P). Central office also sends a copy of all 0GA decisions
involving a l-UA appeal to each regional office for your use.

IV. Purpose and Scope

The purpose of this review is to determine whether LTC facilities have
valid PAs end that the FTP claimed by the States for their expenditures
Is allowable. The regions will define the period of time to be reviewed
and determine the extent to which DAM or CPO should be asked to
participate in the review.

V. Review Procedures

A. Regional Office Procedures

Certain review steps, including a decision on the period to be
reviewed, should be completed in the regional office before you
contact the State agency.

1. Review recent developments in the PA area such as 058 decisions,
publication of proposed or final regulations, and guidelines
fran central office.

2. Review that section of the State plan dealing with PAs for
change in procedures, appeal procedures, any general information
and terminology, etc.

3. Check for Progran Validation, "look behind" or other reviews or

audits relating to this isue.

4. Obtain inforwstion fran the Division of Program Operations

regarding State problem with particular facilties, rredia
publicity, etc. Review State Assessment findings Ahich are
available and appropriate to this review.

5. Solicit the cooperation of the 0-EQ. The request for their

technical expertise may include their actual participation in

the review as well as the use of all information carpiled by
their office. The financial review should not replicate any
work previously done by 0D-6.
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Most regions have a Ntdicereft-dicaid Autanated Certification Systerm
(K44CS). Each regional D-W1 office should have a list of all
Medicare TF9s and all Medicaid SFs, ICs, and IC fMRs with dates of
surveys. The O-HM may know what hares will be surveyed for
title XIX. Become thoroughly faniliar with any other CHO lists and
Informatlon sunweries. Even If you find the information from the
D-EQ Is duplicated in the State agency, use it for verification of
the accuracy of the State information. You will be able to secure a
list of all the facilities which have been terminated and those for
which the certification date has been changed as a result of "look-
behind" authority. These facilities should then be reviewed for any
potential disallowance.

Ascertain fran the 0D-Q whether the State agency is conducting
surveys of all their 9'Fs end ICFs on an annual basis.

6. If your review includes the interim policy period regarding
annual surveys (October 1, 1981 through Septerber 30, 1984), you
will need to ascertain from the 0-EQ or the State agency Itself
the State agency's policy for surveying all their SS's and ICFs
on an annual basis or their interim procedures in lieu of annual
surveys. If, because of budget limitations, all facilities were
not surveyed during the interim policy period, review the
State's procedures for selecting those facilities which were
surveyed. This review is not for the purpose of approving their
plan for surveying or not surveying. But if the State extended
PAs without a survey and without having developed a plan for
surveying some facilities on other than an annual basis, a
disallowance should be recarended. A listing of facilities not
scheduled for survey under the interim workplen can be used as a
screening device. If you have a list of all those not scheduled
for survey in the fiscal year(s) covered by your review, you
will know that these facilities were eligible for an extended PA
without being surveyed. You should verify that the single State
agency has taken the necessary action to continue the agreement.
Thereafter, your review can focus on those facilities not
scheduled to have their PA extended without a survey.

B. State Medicaid Agency Procedures

1. 1-Hold an entrance conference with the State Medicaid agency to
advise the State staff of the general scope and purpose of the
review, expected dates for performrance of the review, records
which are needed, work space end facilities needed end any other
requirefents for coapletion of the review. Request that the
State agency have a representative of the survey agency attend
the conference. Secure fran the State the procedures a provider
should follow if it appeals, under 42 CFR 431.151 - .154, a
decision made by the State survey agency that the facility has
not net Federal requirements for participating in the program;
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2. Obtain the follwin inforrmation from the State Medicaid agency
if at all possible 4-(if problemrs develop regarding certain
facilities, the reviewers nay have to seek additional
information frcon the State survey agency):

a. Identify the universe of LTC facilities furnishing Vedicaid
services to the State. As a time saving neasure, you nay
want to make a specific request for this infornation before
going to the State agency. Through State payrient records,
establish that the State is claiming FFP on the Formi-CFA-64
only for the facilities Identified. CDrpare with K#SCS or
other data obtained frcm the CHSQ. Resolve discrepancies as
necessary.

b. Test the facilities which have been Issued PAs to determine
that those facilities have been found in compliance with all
Federal requirements. Establish that the State Is
performing surveys on at least an annual basis and that
executed PAs are based on surveys. To be valid, any PA
before October 1981 and after Septerber 1985, must have had
an underlying survey which established the facility's
conplIance. The State's individual Inplarrentation of the
interim policy regarding surveys during the period
October 1, 1981 through Septerber 30, 1984 will determine
the need for an underlying survey in that period. (See
discussion beginning on page 6 regarding tirre limited
agreements and annual surveys.)

This test Is not intended to be a review of the ccrpliance
determination but only a verfication that the certification
and transmittal docutent (HYFA-1539) established ccnpilance
or that, during the Interim period, the State agency Issued
a PA In accordance with its workplan for less than annual
surveys.

c. Identify those facilities within the period of the review
vhich do not have a valid PA In effect but for which the
State is claiming FFP.

d. Establish the reason a PA has not been executed, such as
waiting for the facility to submit a plan of correction,
delay in scheduling and performing a survey, denial of a
license by the State, or the State survey agency erroneously
waiting for i5BM to mrake a decision.

e. Establish that a facility furnishing services after
Septerber 30, 1985 was surveyed and certified as being in
caTpliance between October 1, 1984 and September 30, 1985.

f. Review the individual provider's file to determine if the
reason for no P, where found, is acceptable. Situations in
which State payrents are not eligible for FFP include the
following amrng others:
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(1) An extension of a PA for up to 2 months was granted
under 42 tCR 442.16, but the State survey agency did
not certified In writing that the health and safety of
the patients would not be jeopardized or that the
extension was needed for an acceptable reason.

(2) The State continues to pay the provider without a PA
even though the provider has not appealed the survey
agency's determination that the facility is not
qualified to participate in the program

(3) The State paid the facility for services rendered
between the lapse of the PA and the date the facility
appealed, in violation of Federal policy. The date of
appeal In the date the facility requests a hearing
under State law or secures a court order enjoining the
State frcn terminating the provider.

In the case of a court order, the GOB has held that
FFP Is allowable for services rendered prior to the
date of the order but not prior to the date of a
decertificatlon notice. (See page 8, 08
decision no. 368, Decerber 20, 1982.)

Further, the CA8 ruled that FCFA trust participate,
under the terms of P-11, In State payrents to a
provider for up to 12 nmnths after a PA has expired if
the facility Is appealing the certification decision
and If State law or a court order keeps the PA In
effect during the appeal. NYAwill not allowFFP
beyond the 12.ninth period. For exarple, If the
provider appealed at the end of the third month after
the PA lapsed, we would not allow FFP for the first
3 months but would for the next 9 rronths, if all the
requirements of PFG-11 are net. See Exhibit Q,
page 31 for further guidance.

(4) If the provider has not disclosed ownership or control
infonration as required by 42 CFR 455.104 and refuses
to caTply upon specific request, the aunt claired
should be Included In your report as unallowable.
Also, include any amunt clalred if the State has not
executed a PA because of the criminal conviction of a
principal (42 CFR 455.106(c)).

C. Suenary and Final Procedures

1. Establish the period of tine during Wiich the services furnished
are not eligible for FFP, for each facility.
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2. Calculate the rrount paid In the review period for services not
eligible for mFP. This carputetion nust be for each individual

facility for that period of time when the facility did not mreet
the requirements for Federal rrtching.

3. Separately state the finding for each hare for each quarter if
the review covers rrore than one quarter. The date the State
made payrrent to the facility (by rnonth) and the corresponding

service dates should be included in the finding.

An exit conference with the State agencies should be held to present the
findings, verify the facts leading to the findings, and solicit any
additional Inforrntion the State believes will affect the findings.
Absent any Indication of additional facts to be developed, solicit the
State's written concurrence with the specific findings.

Note that sear of the review steps listed above nay be ccrrpleted in soae

regions after return to the regional office.

VI. Developrent of Findings and Reconrendations

The findings and recowrendatlons established through your review will

normally be developed and presented In a final financial rranagement
review report to the State. You should also subnit the report to ElSO
for review and discussion, and reconciliation of any differences. The
report generally should be structured as follows:

A. Background
B. Purpose and Scope
C. Findings
D. Conclusions
E. Recannendat ions
F. Supporting Attachments/Appendices

You should ensure that your report details the findings developed in
section V.C. above. The report must cite the legal authority for any
finding which will result In disallowance. (Also, cite CAB decisions
and HCFA policy vJhere appropriate). The report will then serve as the
basis for any future disallowance action.

The final report should be submitted to 0-SO for Informutlonal purposes.
The final report should then be transnitted to the State agency with
your recenrendatlons. You should Indicate in the trans-nittel the
actions you expect fram the State agency as a result of your
recoamndations, and specify that a formal dissllarence will be issued
if any necessary financial adjustments are not made.
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Exhibit A, page 15

Skilled Nursing Facility

U) The trns 'silled nurning facilty' means (escept for purposes of
subsection (aX2)) an institution (or a distinct part of an institution) which
has in efrect a transfer agreement (meeting the requirements of subsection
(1)) with one or more hospitals having agreements in effect wider section
116b6 and which-

(I) is primarily engated in providing to inpatients (A) skilled
nursing care and related services for patients who reqire medical or
nurirng care-or (B) rehabsltaliofin -icm Lor the-hahlitation of
injured. disabled, or sick persont

(2) has policies which are developed with the advice of (and with
provision of review of such policies fromn time to time by) a group

at L sI' _ ti1 MI A-tF _t _ -nt , l aS

A. ra i P iO r rM S 2

of professional personnel. including one or mtore physicmais and one
or moe registered professional nurses, to govern the skilled nursna
camr and related medical or other services it provides.

(3) has a physician. a registered prolinsisat nurse, or a m* di
stff responsihbe for the esecution of such pohiec;

(4XA) has a requirenent that the health care of every patient mat
e under lta supervision of a physician and (B) provides for having
physicun available to furni nAcsay medical can in ce of

(t) maintains clinical record an D apatietsa

(6) provides 24-bour nursing service which is sufficient to iet
aiuring ned in ordance with an policies developed as provided

in pararaaph () and hat a 1t leaot reistered professional nrse
eplolyd f tiLeB e

(7) provides appropriate methods and p dr e for the di-
tpensin and administering of drugs and hiologpcala

(l) has in effect a aiston triew pIn which mnets she

reqwremnuta of subsection ftk

(9) in the cue of an isitution in any Stae n which Sate Or
apshica ocl lw provides for the itoensing of istuio of this
asture. (A) is beed pursuant to suc haw, or (3) is approved, by
the agency of such State or localty responsible fer e
institutions or this nature. as meetiig the standards eatablshed for
suchb llcsing;

(10) bha in effect onveral via and budget t h mst the
equiraments of subsection (Z)

(I lomplies with the reqirements osfmecton 1124;
(12) cooperates In an effective program which provides for a

regular program of independent medical evaluation and audit of the
patients in the facility to the extent required by the programs in
which the facility partscipates (licludig medical evalhuatin of exch
patient's need (or Skilled nartm fcily care)

119-Act .
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(13) meets sich provisions of such edition (as is specified by the C*sAijA'4
Secretary in regulations) of the Life Safety Code of the National Fire
Protection Association as are applicable to nursing homes eicept Sectjoi..
that the Secretary may waive. for such periods as he deem_
appropriate, apecific provisions of such Code which if rigidlya .. Aaaaa
would result in unreasonable hardship upon a nursing home. but only
if tsch waiver will not adversely arfect the-health and safety of the
patients. escept that the provisions of such Code shall not apply in
any State if the Secretary rnds tht in such Stati there is in effect -
fire and safety code, imposed by State Law, which adequately
protects patienht in nursing facthtiesi

'- .FL %et '0n. L-. A. d iwr. PIStM se t- LA ad, C

(141 establishe and maintains a systetn that (A) assurcs a full and
conpltle accounting of its patients' personal fwd. and (B) includes
the use or such separate account lor such funds as will preclude any
commingling of such funds with fteility funds or with the funids of
any person other than another such patient, and
(1t) meets such other conditions rearting to the health and safety

of individuals whe re furnished services in such institution Or
aelting to the physical facilites thereof as the Secretary may find

necessary (subject to the second r setce of section 1163) eacept
that the Secretary thanl not require as a conditioe of partiption
that medical social servces be furnished in any such nstun
Notwithsianding any other provision of law, Al information concern,
;GC skilled nursing fcilties required by this subsection to be filed
with the Secretary ishal be made available to Federal or State
employees for purposes consiaiteit with the effective administration
of programs established under ttles XVIII and XIX of this Act;

except that stch term sha not (other than for purposes of bsctin
(aX2)) include any intitution which is primarily for the eare, and
treatment of an 4tal diseases or ruberculos. For purposts of subsection
(a)(l. such term includes any institution which meet th requirements of
paragraph (i) of this susecton. The temm sklled ursuing fbaility" also
includes arn institution described in paragraph (I) of subsection (y). to the
extent and subect to Mie limitations provided in such subsection. To the
extent that paragraph (6) of this subjectson MAy be deemed to require that
any skilled nursing facility engage the services of a registered proesional
nurse for more than 40 hours a week, the Secretary o authorized to waive
such requirement if he inds that-

(A) such ficility is located in a rural ares and the supply of skilled
nursing facility services in Such am is not SukIcien to meet ithe
needs o individuals residing therein.

(B) such fcility has one fMl4itme registered professional nurcs
who is regularly on duty at such facility 40 hours a week, and

(c) such facility (1) hsm only patients whose physicians have
indicated (through physicians orders or admission notes) that each
such patient does not require the services of a registered nurse or a
physician for a 48-hour period. or () has made Arrangemerntts for a
registered professinal nturs or a physican to spend such time at
such rfaittly as may be indicated n necessary by the physician to
provide necessary skiled nursing services on days when the regular
fall-time registered profedsoal nurse in not on duty.
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Agreements With Providirs of Services Se " t34( -J

Sec 186L (a) (1) Any provider services (except "fund disig- tt A i Ost"
nated for purposes of tection 18144g) and section 2835(e)'MhL be
quLlified to participate under this title and shall be eligible for pay-* A

ments under this title if it files with the Secretary an agreement- t o8RA
(A) not to charge, except as provided in paragraph (2), any

indiridual or any other person for itmns or servie s for whic such
individual is entitled to bave payment made under this tide (or
for which he would be so entitled if such prorider of services had
complied with the procedural and other requirements under or
pursuant to this tite or for which aurh prolider is paid pursuant
to the provisions of section 1814(e)), and

(B) not to charge any individual or any other person for
items or services for which such individual is not entitled to have
payment made under this title because payment for expenses in-
curred for such items or services may not be made by reason of
the provisions of paragraph (1) Or (9), but only if (i) such
indiridual was without fault in incurring such expenses and (ii)
the Secretary's determination that such payment may not be made
for such items end services was made after the third year follow-
ing the year in which notice of such payment was sent to such
individual; except that the Secrestary may reduce such three-year
period to not less than one year if he finds such reduction hi con-
sistent with the objectives of this title, end

(C) to make adequate provision for return (or other disposi-
tion, in accordance with regulations) of any moneys incorrectly
collected from such individual or other person, and

(D) to promptly notify the Secretary of its etnployment of an
individual who, at any time during the year preceding such em-
ployment, was employed in a managerial, accounting, auditing,
or similar capacity (as determined by the Secretary by regula-
tion) by an agency or organization which serves as a fscal inter-
mediary or carrier (for purposes of part A or pert B, or both, of
thisrtitd )vwithrespecttoth providern f

An agreement under this paragraph with askilled nursing fscited
-shall be for a term of not exceeding 12 months, except thatthe Sere- ' A I n 4,
t may extend such term for a period notexceeding 2 monthls wher e ate l I J
the bealth and safety of patients will not be jeopardized thereby, if bhe I h ̂
find-s that ueh extension is necessary to prevent irreparable harm to

*sa2seM.0 mDt aus U. 1 ..estas U PeZ. as-s' e
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AGxEtMENJTS WITH FXOVIDEXS OF SEXVICES*
SEc 1166. [4 U.S C 1395cc3 (aXI) Any provider of aervice, (except a

fund designated for purposes of section 1914(g) and section It3X')) taSW
be qualified to participate under this title and ")Iall be eligible for
payments under this title if it fles with the Secretary an agreemnt-

(A) not to charge. except as provided n paragraph (2). any
individual or any other person for items or services for which auch
individual i entitled to have payment made under thia tide (or for
which he would be so entitled if auch provider of servicts had
complied with the procedural and other requirements under or
pursuntr to this fitle or for which such provider is paid puruant to
the provitions of section I1s le)).

(B) not to charge any individual or any other person for httes or
services for which such individual is not enitled to have payment
r aide under this title because payment for expenses incurred for such
itenms or services may not be made by reason of the provisions of
paragraph (I) or (S) of section 1862(&)#, but only if(i) such individual
was without fault in incurring such expenses and (it) the Secretary's
determination that such payment maty not be made for such items and
servies was mnde slier the third year following the year in whkih
noMice of such nayment was sent to such individual, except that the

1. L ail'lq0. -s -1 t- r W _.m -ft ) WM- F. i W 4 _
PL "'ta -T.. r=, ind F-uu lne-lvF A. ae 95 ttutxait
w L q-w tadh .,..u rw e _ a- a kea 3

_. r ain s Prr. Z-, r *"5 9 ' ' ua .si .r i-

VI .e.ts. gI1ae. I x - Z . r r_ S. 1912
9I.L 97.2u5 lIthusis =,a2 -d l55ixatg ' Swimas.i.
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Secretary may reduce tech three-year period to not less than one
year if he inds etch reduction i consistent with the objectives of
hin titlec.

(C) to mattke adequate provision for return (or other dispstion. in
accordance with regulations) of &aY moneys incorrectly ollected
from swch individga] or other persco,

(D) to promptly witify the Secretary of its employment of an
individual who, at any time during the year preceding such employ-
meat. was employed in a martagerit accounting. andtonin or imilar
capacity (as determined by the Secretary by regulation) by an aseacy
or organization which serves as a facal intermediary or carrier (for
purposes of pan A or pail B or both, of this title) wth repect to the
provider.-
(E) to release data with respect to patients of such provider upon

request to an organization having a contract with the Secretary
rider part B of title Xl as may be nectenry (i) to allow izch
organitation to carry out ith functions under tech contract. or (Ii) to
alow tuch organization to carry out similar review functions ttdkr
any contract the organization may have with a private or public
agency paying for health care ia the sant areat with respect to
patients who authorire release or tuch data for tuch purpmoVe

(F) in the cane af hospitals which provide inpatient hospital
services for which payment may be made tunder subsection (c) or (dl
of section 1836, to maintain an agretment with at utilization and
quality control peer review organitation (withl an organization
which has a contract with the Secretary under part B of title Xl for
the area in which the hospital i located) under which the organita.
toan will perform functions wider that pon with respect to the
review of the validity of diagnostic information provided by such
hospital. the completness, adequacy, and quality of care provided.
the appropriateness of admissions and discharges, and the appropri-
ateness of care provided for which additional payments are sought
uander section 1916(dXSl. with espect to inpatient hospital services
for which payment may be ansde under pan A of this title (and for
purposes of payment under this title, the cost of sth agreement to
the hospitall shall be considered a cost incurred by tuch hospital in
providing inpatient services under pan A, and (i) ahall be paid
directly by the Secretary to each organization on behalf of tsch
hospital in accordance with a rate per review established by the
iecreJarY. 2li shalt be transferred front the Federal Hoispital nar.

.I i. I ita loinS se Wl a'. ro &tr t. KtVjIts 70a.1itaxfkt% .. or_.x 1 tU
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ntce Trust Fund. without regard to amounts appropriated in advance
in appropriatron Acts. in the sane manner as transfers are made for
payment for services provided directly to beneficiaries (in) shali be
not kss than an amount which reflects the rates per review
established in fiscal year 1982 for both direct and adminiutrative costs
(adjusted for inflationtt and (iv) sball not be less in the aggregaue for
a fiscal year than the aggregate amount expended in fiscal year M2
for direct and administrative eots (adjusted for inflation)) of such
reviews.'

(G) in the cse of hospitals which provide inpatient bospital
aevices for which payment may be made under subsection (b) or (d)
of section 186. tot to cherge any individual or any other person for
inpatient hospital services for which such individual would be
entitled to have payment made under part A but for a deni4 or
reduction of payments under section 1586(fX21, and

(H) in the cse of hospiutls which provide inpatient hospital
tervices for which payment may be made under this title. to have all
items srnd services (other than physicians services as defined in
regulati~= for purposes of section 1862(aX 14)) (i) that are furnished
to itn individual who is an inpatient of the hospital, and (i) for which
the individual is entitled to have payment made under this title,
furnished by the hospital or otherwise under arrangements (as
defined in section 1861(wXi)) made by the hospitail. I

* In the case of a hospital which hai an agreement in effect with an
organizalion described in subparagraph (F), which organizations contract
with the Secretary under pars B of title Xl is terminated on or aiter
October 1I 1984. te hospital ail not be determined to be out of
compliance with the requirement of such subparagraph during the sti
month period beginning on the date of th termination of thai contract -

C2XA) A provider of services may charge such individual or other
person (i) the amount of any deduction or coinsurance amount imposed
pursuant to section IAl3(at1).1 (sX3). or (aX4). section 1833(b). or

'T L 96. I6 tUrw } hCL _4h - (FL UCO.- 1. 10t;
-P L 8- JI. k pt ,C , d W sp (GhIk d< - 1. 11143
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section 1961(yX3) with res to mirch items and services (Do in tlCC Co Uu 1
of the unount cusoi ritaly charged for such items and servces by such 1 U
proider), and (ii) an amount equal to 20 per cntium of the reasonable
charges fr rruch htems and services (ami in excess of 20 per cennum of the $ e Ct .bK
amount customarily charged for such hems and srvies by such provid.
et) rot which payment is made under pasn (but in the cae of items and

rces furnished to individuals with endstage *enal disease, an amoumt of -tive A
equa to 20 percent of the estrnated amounts for mcb tensa and stnviem
calcdtesd ca the basis established by the Secretary) In the cue nf items
and tervice described in ection 1533(c, clawe. Cal of the preceding
sentence thail be aptlied by aubstituting for 20 percent the proportion
which is appropriate under such aection. A provider of servies my am
impose a charge wtder clause (is) of the rirt sentence of this Subparagraph
with respect to nens and srvic described in sion 1861(iXO) for
which payment is made under part 8.'

(IXi) Where a provider of setvices has furnied. at the request of sucb
individuaL item or aervices which are in ta of or morte expensive
than the items or serices with respect to whicb payment may be made
under this title, such provider of services may also charge such individutal
or other person for such more epensive tent or tervices to the extent
that the amount customarily charged by hi for the itens or services
tished at such request exceeds the amount customarnly charged by it
for the items or services with respec to which payment may be made
sader thi title.

(i) Where a provider of aervices customarily ftunishes an individual
tets or services which are more expensive than the items or ievices

determnined to be necessary in the efficient delivery of needed health
tseve wunder this tite and which have mot been requested by such

individuaL such provider may (escept with respect to emergency services
and escept with respnec to inpatient hospital costs with respect to which
amounts awe payable under section Ilffd)i) also charge such individual
or other person for such more expensive items or services to the extent
that the costs of (or, If less, the customary charges for) such more
expensive items or services experienced by such provider in the second
fiscal period immediately preceding the fiscal period in which such

charges are imposed exceed the cost of such items or services determined
to be necuary in she efficient delivery of needed health servic but
only If-

(II the Secretary has provided notice to the public of any charges
being imposed on individtuals enmitled to benefits under this title on
account of costs an ecess of the costs determtined to be necessary in
tht So, t delgery of needed health srvices under this title by

- t. 55.11~ *vbva * .~ pes i~hr r** - s
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particular provders of services in the amra in which such items or Co A4MtAOOL
ser ices are furnished, and

(It) she provider of services has identified such charges to rsuch S M 't0oa I?&6a J
individual or otber person, io such manner as the Secretary may
prescribe. as charges to rxct coel in ecessofS he cot determined to a . k t
be necessary is the efficient delivery of needed health services under
this title.

(C) A provider of services may in accordance with tx csntomary
practice also appropriately charge any such individual for any whole
blood (or equivalent quantitims of packed red blood cells, as defined under
regulations) furnisihed him with respec to which a deductible hi ttmposed
under section Itl3(X2) except that (i) any exoe, of such charge over
the coat to such provider for the blood (or equivalent quantities of packed
red blood cells, as so defined) sal be deducted frot any payment to
such provider under this title, (ii) no such charge may be imposed for the
cost of administration of such blood (or equivalent quantittes of packed
red blood lN as to defined). and (iii) such charge may not be made to
the extent arch blood (or equivalent quantities of packed red blood cells.
as so defined) has been replaced ot behalf of such individual or
arsaugements have btn made for its replacement on his behalf For
purposes of subparagraph (C) hole blood (or equivalent quantities of
packed red blood cells, s so defnued) furnished an individual shall be
deemed replaced when the provider of aervices is given one pint of blood
for each pint of blood (or equivalent quantities of packed red blood cells.
as so defined) furnished isuch individual with respect so which a
deduction is imposed under section 13I 3(aX2)

(D) Where a provider of servces customarily furnishes items or
services which are in excesu of or more espensive than the itesms or
services with respect to which payment maty be msade under this title,
such provider. notuithutanding the preceding provisions of this pars-
graph. may not. under the autthorsty of section IWaX2t(BKt) charge
any individual or other perston any amount for suh item or services in
excess of the amount of the payment which may otherwise be made for
such items or services under this title if the admittind physician has a
direct or indirect financial interest in such provider.

0) The Secretary may refuse to enter into or renew an agremnt
under this section with a provider of services if any pemstn who hs a
direct or indirect ownership or control interest of 5 percent or more in
such provider, or who in an officer, director, agent. or managing
eployee (as defined in section 1t26(b)) of such provider. a *penon
desctibed in section 1126(a).

(b), t agreement with the Secretary under this section may be StC41o0A
tZ- 1tTWWi d-
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(1) by the provider of services at such imir and upon such nonce
to the Secretary and the public t mtay be provided in regulations.
eacept that notice of mrort than 6 months shall not be required. or
I (2)by the Screay at such time and upon such reasonable notice
to thlt provider of services and the public as may be specified in
regulations, but only after the Secretary has detcrtitsred (A) that tuch
provider of services is aot Attplying substtially with the provi-
toin eaf such areee itiS the provos of this Wte mad

regulations thereunder. orl()1thstI such provider of srvice no
longer substantially meets the tale provisons or aection 1361.
or (C) that such provider of services has failed i) t provide such
itformation as the Secretary finds necessary to determine whether
paynents are or were due under this title and the amounts thereoa or
baa refused to permit such examination of its fiscal and other records
by or on behalf of the Secretary as may be necesiary to verify such
infornstion. or (ii) to supply (within such period as May be specifed
by the Secrety in regulsions) upon request rspeifically addresed
to such provider by the Secretary (I) full and complete utformtrion
as to the ownerfsip of a subcontractor (as defined by the Secretary
in regulations) with whar sach provider ha had, during the
previous twelve mionths, business transctions in an aggregate a-
mtsoum in excess of 525,7O. and (tI) full and complete information as
to any ugnificant business transactions (as defined by the Secretary tn
regsulation), occurring during the five-year period ending on the
date of such request, betwen such provider and any wholly owned
supplier or between such provider and any subcontractor, or CD) that
such provider has made. or caused to be mnae, any false stateernt or
representaltion of a material fbat for ure in an application for payment
under this title or roe use in deterinining the right to a payment under
thi title, ir (¢) that such provider has sobmnilted, or caused tu be
submitted, requests for payment wnder this title of amounts for
rendering ervics substantiasly in eucess of the cets incurred by
inich provider for rendering such service, or tF) thai such provider
has furnisted services or supplies which are determined by the
Secretary to be substantially in excess of the reeds of individuals or
to be of a quality which fails to meet professionally recognized
standards of health care, or (G) that such provider (at the tinm the
agreement was entered into) did not fully and accurately make any
disctosure required of ait by section I 2lt(a).

Any termnination shall be applicable-
(3) in the cawe of inpatteni hospital services (including tubectu-

bass hospital wervices and inpatient psychiatric hospital services)
or postahospital extended cart services, with respect to servsces
furnished after the effective date of nuch termtinatirn. except that
payment may be made foe up to thirty days with resrect to
inpatient intitutinal tervai furnised to any eligible individual
who was admitted to such itutairm prior to the etlletive date

c-,tlwv '
Sesftosu Latff?(
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(77) provide for agreements with every person or institution e Iio24)!7)
providing services under the State plan undet which stuch person or
institution agrees (A) to keep such records as art necessary fully to- br , A l-+
disclose the eatent of the services provided to individuab receiving 11
assistaisce under the State plan, and (B) to furnish the Stare agency or
the Secretary with such information. regarding any payments claim-
ed by such person or institution for providing services under the
State plan. aa the State agency or the Secretary may from time to
time rttiiest,

(28) provide that any skilled nursing facility receiving payments S l
under such plan must satisfy all of the requiremenls contained in _
section 1161(j) except that the exclusion contained therein with
respect to institutions which are pnrmarily for the care and treatment
of mental diseases and tuberculosis shall not apply for purposes of
this title;
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(A) that the State health agency, or other appropnate State
medic agency, shall be responsible for establishing a plan. Z&- A t
consistent with regulations prescribed by tbe Secretary, for the
review by .pproprnate professional health personnel of the
appropriatenerss nd quality of care and services furntished to
recipientt of raedicl asstustnte undter the plan tn order to
provide guidance with respect thereto in the udmrinintration of
the plan to the Sutte agentcy esitablished or designated pursuant
to paragrIph (5) snd. w'here applicable. to the State *gacy
described rn the penultimate sentence or this subsection sond

(B) that the State or local agency utilized by the Secretary for
the purpose sperciied to the rfit sentence of ructiOD 1866a). or,
irf such agency is not the State agency which is responsible for
licenting health institutions, the State agency responsible for

Wuh lcnsing, will perform for the State agency administering
or supervising the sdministratsin or the plan approved under thi,
title the funstion of determining whether institutions and agen
cieS mneet the requirements for participation is the program
under such plan, truepl that, ir the Secretay has cause io A>.4 U Sui tor1
question the adequacy of such dererminattions the Secretary n | A
authorized to validate State determinations and, on that basis, | 'Cd ) ( 2)
mtake independent and binding determinations concerning the
extent to which individual institutions nd agencis neet m te I
reouiretents for participation.
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PAYMENT TO STATE

SEC 1903. 142 U.S.C Ille (a) From the sums appropriated

thercfor, the secrutazy (eacept a otherwise ptovidud in this section) shal

pay to each State which ha a plan approved ndr this title. for each

qrtr, beginning ith the q t comeacitg lanuary 1, M9.-

(i) s amount equal to the Federal medical ..dste per tatt a
(ss defined n sction 1905b. subject to subsections (g1) fh and (J
of this aecion) of the total amount expended during such quarter u
madical asistance under the State plan (onduding eupendirurm for

premiums under prn B of tihle XVI. for individuals who we

eligiblt for mad" asstance under the plan and (A) iar receiving

aid or usisance under any plan of the State approved under title 1
X IV. aor XM or pat A of title W, or with respect to whom

supplemental security income benefits ar being paid nder *t XV
at CB) with respect to whom there is beg paid a State sapplemu-ta.
my payment and arm eigrble fbr medica assistance eqial us amount.

duration. and scope to the medial asitce ae vab to

b h4-& P.."*r be S.bww&
P-,j- 95.54. Vtfe.1 -. A - as a- b- al m.. tMIL b. as

.as. . M
.L intotS. #IWN4 0. ft .dCe.8 O. . Su"a

.J PLWSI3, T7 E,4-y- r.W ?,W.AL A. f ttet. g5514 .) M - -

hidividuals described In senon 1902(aXIOXA). end. amep? in ibe
cmse of hidd sityfne yar of agr or cider and disabled

bZ.d.vidual nttld to hoeIta Insunc benefits under Odte XVMI
who are not enrolled unde part B of title XVII other isusrac

fmedical or muy other type of remedal, came at the OM

(2) an Sazn equal to 75 per ocusum of mo much of the mm
axez~edd during mwch quarte (as found mecessary by the Secretary
for the proper and effcicit administratice of the State plan) au we
attributable to compensation at trwainig of a-Ille professional medi-
cal peronnel, and staff directly suipporting, suc-b personneL of the
State agency or any other public Agency;. PhD

(3) to amount ea to-
(Ac ,) 90 per wunthm of so much of the un td durins

such quate as are attributable to the desipu. development, or
6hstalslson of much mechanized claims Processing and iformc-
amo retrieval systm as the Secretary determines mae Uey to

Provide more dreb teComiaL and effecoe admuntstrao
of the plan and to be cmpatil w o the clamS psucssing and

hifat.mao retrievl system utilized in the adminlftio of
ttle XWM including the State's sae of the co of msanfl

such a system SI be uied Jointly hie t t rn of much

Stae s plan and the plan of ay Other State approved ue p
61111. MCI

(3) 90 per citnm of o much of the e e d during
any such quate in the fisal yearednw ln 0 1972 or the
fecal year muding3 30t 1m are attributable to the dedp.
development, aIntalation of cos det system Ior
Sf tae-wned general hospitals (cept that the tol amount paid

t a Statesm der t efor either such focal yea shial

need x SIJOl . andt

Sect,*K 003C(-)
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(B) 75 per c in of MD much of the Ss t e ded during
quarter as are attributable to thie optr suo system

(whether such systs &re operated direcly by the State or by
anothr peron under a contract with the State) of the type
described in subparsrpb (AXi) (whether or not designed.
developed. or installed witb hssiance under such aabparsgraph)
which are approved by the Secretary and which include provi-
uion for prompt written notice to each individual who is
furnished scrvices cnwered by the plan or to esch individual in a
sample group of individusls who are furnished such service. of
the specific services (other than conridential services) so cov-
ered. the name of the person or persons furnishing the svsce.
the date or daies an which the services were furnished. and the
amount of the payment or payments made under the plan on
account of the servicek and,

y.. TV-Ui. PlIX04i u V., -6A_ -_r. fi-e we " h e
wet P.h tl_ 5L.4a 3- O.V- . - - . e- O ~ L 1941

(C) 75 per centum of the arn expended with respec to ccr
incurred during srac quarter (as found ncessary by the Secre-
nary for the proper and efficient administration of the State plan)
a anc attributable to the performance of media and stilization
revew by a utilization and quality control pef rew
organizaion' under a contan entered into -es osone
M9a(d); plue

1(4) Expired ]

(5) an amount equal to 90 per centun of the sims eapeaded dming
Rich quarter which are attributable to the offering. arranging. and

urnishing (directly or on a contract bis) of fly planin services
and supples;

(6) subec to surnecti (bX31 an amount equal to-
(A) 90 per centum of the st expended during such a quarter

within the twelve-quarter period beginung with the first quarter
In which a payment in made to the State pursuant to this
praynph. sad

(B) 75 per oentum oflh ms expended during emob ad.
Ing calendar quarter.

with rs;ect to cots incurred during such quarter (as found om.
cary by the Secrutary for the elimntion of fraud in the provision
and administrativ of medical ascistance provided under the Sute
plan) which ae attributable to the establishment and operision of
including the teainig of personnel employed by) a Ste medcaid

fraud control unit (described in subsection (q)); pite

C7) an amIoiut equal to 5f per Centrut of the remainder of the
amounts expended during ch qv es aU found aecemary by the
Seereary for the poper and c dcicn ministranion of the State

COhtl L) d
SecU It+ I03(4

73-435 - 87 - 17
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(c) For purposes of hiLs dde the term fitermediate cam ay me..s
an i ution which (1) is licesed under State law to provide, an a
regular bs, bhth-related caue and srvikes to Individuals who do at
require the degree of Ca and teatment which a hospital or tsled
nuDo facility n desped to provide, but who because of their mental or
pbysica nditions require care and services (Above the level of room and
board) which can be made available to them only throuh i
facilities, (2) meets such randards precribm by the Secretary as he has
approprite for the proper pr of such ce (3) m suc
standards of safety and sanitation as are etablished under regulation of
the Secretary hi ddition to those applicable to nursing homeO under
State law. ad (4) meets the requiresents of secnion 16 JX14) with
res t to protection of patiftts' personal funds. The term 'Intermediate
care facityl also irclude any shilled nursing fadlity or hospital which
meets the requirements of the preceding sentence. The teit "intermediate
car faclt also include a cristian Science satorium operated, or
listed And oer by the First Church of OChit, Scientise. Uoion
Massachusetts. but only with re to io sttutiona]l tervie deemed
appropriate by the Statr- The term -intemedate care facility" Also
includes any institution which is located iD a State an sa Indian
reservato and is certified by the Secretary as meeting the requirements
of causes (21 (3) and ( ) of this subsection and providing the ca ad
service required der clause (I) WitS re spect to servis furnished to
individuals unde age 65, the term -*termediste re faczity" shall not
Include. exce As provided in subsection (d) any public instirtuon or
distuc pasn thereof for mental diseases or mental defects.'

(d) The term "intermediate ware facility service" may include srvices
in a public instirution (or disti part thereof) for the mentally retarded
or pemons with related onditios if-

(I) the primary Purpose of such institution (or distinct par thereof)
is to provide health or rehabilitative ervis for mently retarded
Individuals and which meet suh etandards as may be prescribed by
the Seetar'

(2) the mentally retarded individual with respect to whom a
request for payment is made under a plan approved under this tite is
receiving active treatment under such a program; and

4. pl _ W k.o1 v R- D

O) the Stae or political subdivison respible for th opesai
Of such sdttio ha agreed that the nonFedca endir in
my calendar quarter prior to Inuary 1, 1975, wih to

services futrnished to Patient Such ihetirutimn (or disunt PSo
td )- ID the Sttwil -not, because of payments made under this
*he. be reduced below the average asount expended for eac

0nV4 in such w nstito in the ror quartets imediately prtcd

IDg the quarter in which the State in which seh insirution is located
elected to make such `mnvx=savmaa under ka pn aptroved
Under this dat.

5 t.I*ton s¶ cs (c

BeciIo I iqoor L)
I . At
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0) For purpose of thsi dike the t kmod nuruig fmaity bffvieu,
-mm wrvics whib an ar wen rquired to be givc en dbvicda whbo
s s of ded ao a dagy bis Amed nursing caeproided dielly by
or rquiring the tapaaol of Aimed cusing perwncel) or otber aimed
rhabilitation services whib as a pracdJ ma= can only be proidid in
a s"ad nurung facility an an inpatient bi.

fi) Purpose of thsX the tber bnna aoron %Cwty- ah
indues any iniairnon wahkb is catd in a Su" aD a todin
ren'ation and is cortiried by te Screazy a being a qualifie aimed
Nuarsng faciTy by meetng the requiraments of 1on I aI

S -a-A c*
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llTmCAtwIN AND APPROVAL OF S9XLWUD N4UXet1XG PACaLrtES AMt
OF ZUXAL HEALTH aO " Se aton III V0 (-'

SEC 1910. (42 US.C 13961 (aXI) Wenever the SeArutry ectirh
an initton in a State to be qualified a skaled nursig fat iy =ader /
title XVI awh insttution &lan be deemed to mee the tstndards for
ctiflcabon a a skiled naursig fasally for purpm of mnion

(2) The Secretary shall notify the Sate egency adminitering tOe
medical asstance plan of his approval or disapproval of any into
whicb has apphid fr cenrificaton by him s a quafid skilled
hdIy.

MXl) Whenever the Secretary certifies a facility in a State to be
qrd a ruaal health clinkc under title XVIMI sw facility sba be

to waet the siandardts Ib certification ast a rural health clnic for
purpose of providin rural health clinic services under this tite.

(2) The Secretary shall notify the Statu agency administering te
medica assitance plan of his approval at disapproval of any faclty in
tha State which has applied for ccrwacaton by him aa qtalified reral
Ohelh clini

(cXI) The Secrry my cance approval of y a atirng or t j
intermediate cae facility at ay time ff he ninds a the baes of a -' fC,% 1 I
determinatin made by him as provided in section 192(aX33XB) that a
fibly fas to amet the requirements contained in section 190asX23) or A**
section lOXc. or if he fAnds grotns for termination of his ar8eement
with the fcity pursuant to ston 1966(b). In that evant the Secretry A1J e*d Ay ORA- SI

notify the State agency and the skilled nursing facility cr intermtedi
ate care faclity that approval of eigibolty of the facility to participate in
the progruam established by this title and title XVII shall be t ad
at a time specifled by the Secretary. The approval of eligbiliry of any

c f&;ty to participate in Pxc programs may not be reinstated slen
the Sera y fih that the rmon for termination hbs bee smroved and
t i rernoab, inst that It wl n-g rotr.

(2) Aay stilloe nmsing facility or interDediate, care faity which is
dissatsd with a determination by the Secretary that it no longer
quelih n a skiMed nursng facity or intre t ca facility for
purpose of thin title. shal be entitled to * heai b the
ne extent as is proviat ata the

Drucb beinag an is provided in tion
205(g Ay An rSetmn between anch faciltry tad the State agency ah
* in I WIef2 the pwod r fir a reut for hebng hu
=-M-W-M ~z. ba been fled, until a decision has been made by

the Secr, except tat the agreent shallot be cended if the

t. V sL. P a. a I-aa4r srtr r-X S- 11a.1 AO -

Sertary mta- a writte detarmsnatiM apecifytg the rmens therefor,
that the continuation of provider stwus constitutes an immdiate and
seriou threa to the halt and safety of patients, and the Secretary
ceurte.s that the facilityta, been notifed of as deficienam d han failed
to Correct tb
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ALTERNATIVE TO DrCESrtnICATION OF WNO'TERM CARE FACIiJFIEl OUT

Or cOMFi ANCZ WIFH cONDrnoNs or 0 ARnCIPATION; LOOK BHIiND

AUTHORIT

SrE. 916 ¶alSeetion 1866 of the Social Security Act is amended by
adding at the end thereTic following new subsection:

ti-tliD Where the Secretary determines that a skilled nursing
facility which has filed an agreement pursuant to subsection (ai1) or
which has been certified for participation in a plan approved under
title XIX no longer substantially meets the provisions of section
1861a, and further detennines that the facility's deficiencies-

tfAI immediately jeopardize the health and safety of its
patients, the Secretary a all provide for the termination of the
agreement or of the certification of the facility and ihall provide,
or

"(B) do not immediately jeopardize the health and safety of its
patients, the Secreta7 ma*. in lieu of terminating the agree-
ment or certification of the facility, provide

that no payment shall be made under this title (and order a State
agency established or designated pursuant to aection 1902(atS ofthis
Act to administer or supervise the administration of the State plan
under title XIX of this Act to deny payment under such title XIX)
with respect to any individual admitt to such facility after a date
speciied by him.

1t2) The Secretary shall not malte such a decision with respect to a
facility until such facility has had a reasonable opportunity. fallow-
Ing the initial determination that it no longer substantially meets the
prcoisions of aection 8i61$ to cornec its deficiencies and following
this period, has been given reasonable notice and opportunity for a
bear ing.

() The Secretarys decision to deny payment may be made
aFiective mily after iuch notice to the public and to the facility as may
be prescribed in regulations, and its effectiveness shall terminate (A)
when the Secretary finds that the facility is in substantial compliance
(or is making good faith efforts to achieve substantial compliance)
with the provisions of section lBS61). or tEl in the case described in
paragraph (IXB1 with the end of the eleventh month following the
nonth such decision is made effective, whichever occurs first if a
facility to which clause tii of the previous sentence applies still fails
to substantially meet the provisions of section 1861() on the date
specified in macli clause, the Secretary shall terminate such facility's

agreement or provide for termination of such facility's certification.
o withatanin the provisions offparaph tof suscto I)

effective wit h the first day of the frst Month folwing the month
specified in such clause.

rt- AS)
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(bXXAJ Section S of such Act is amended by adding after
JuI. H. (h1% addedly section 9021bX21 of this title) the following
new subsection:

"(iXI) In addition to any other authority under State law, where a
State determines that a skilled nursing facility or intermediate care
facility which is certified for participation under its plan no longer
mubstantially meets the provisions of section l861 tor section l9O5t,
respecively, and further determines that the facility's deficiencies-

'(A) immediately ieoprdize the health and safety of its
patients, the State hall provide for the termination of the
facilit s ertifircation for participation under the plan and may
provi e, or

"(B) do not immediately jeopardize the health and safety of its
patients, the State m y, in lieu of providing for terminating the
facility's certification for participation under the plan, provide

that no payment will be made under the State plan with respect to
any individual admitted to such facility after a dae specified by the
State

"(2) The State shall not make such a decision with respect to a
facility until the facility has had a reasonable opportunity, following
the initial determination that it no long er substantially meets the
provisions of section 186lSl) or section J9U5bc) (as the case may be), to
correct its deficiencies, and, following this period, has been given
reasonable notice and opportunity for a hearing

S3) The State's decision to deny payment may be made effective
only after such notice to the public and to the facility as may be
provided for by the State, and its effectiveness shall terminate (A)
when the State finds that the facility is in substantial compliance (or
is making good faith efforts to achieve substantial compliance) with
the provirion of etion 1l1t )orsection l905uc)(as the case maybe).
or (E) in the case described in paragraph (MCB), with the end of the
eleventh month following the month such decision is made effective,
whichever occurs first Ifs facility to which clause CB) ofthe previous
sentence applies still fails to substantially meet the provisions of the
respective section on the date specified in such clause, the State shall
terminate such facility's certification for participation under the
plan effective with the first day of the futt month following the
month Fpecified in surh clause.",

(B) Such section is further amended by inserting before the semi-
eol8o at the end ofsubsectionitaltuV the following", except that, ir
th Secretary has cause to qutn ta adequacy of such determina-
ions, the Secretary is authorized to validate State determinations

and, on that basis make independent and binding determinations
wscerning the extent to which individual institutions and agencies
meet the requirements for participation"

5194(j)U (A) I OR A -A
(pd4 , ImICo.) if

ft Ast)

(Rs~~I Iq 0 2L Caf sgb

q #F, At)
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(fI Section 1lj of such Art is amended by adding at the end thereol
thlTollowing new aubsectiow
"(cXll The Secretary may cancel approval of any skilled nursing or

intermediate care facility at any time if he finds on the basis of a
determination made by him as provided in section 1902taX233B) that
a faclity fails to meet the requirementa contained in section
1900aaX2l or section 1905(c), or if he finds grounds for termination of

his agreement with the facility pursuant to ection 1861(b). In that
event the Secretary shall notify the State agency and the skilled
nursing facility or intermediate care facility that approval of eligibil-
ity of the fcility to participate in the programs established by this
title and title XVIII ahall keterminated at a time specified by the
Secretary. The approval of eligibility of any such facility to partici-
pte in such programs may not be reinstated unless the Secretary
Minds that the reason for termrination has been removed and there is
reasonable assurance that it wll not recur.

"(2) Any skilled nursing facility or intermediate care facility which
is dissatisfied with a determination by the Secretary that it no longer
qualifies as a skilled nursing facility or intermediate care facility for
purpoes of this title, shall be entitled to a hearing by the Secretary to
the sane extent as is provided in section 205(bl and to judicial review
of the Secretary's final decision after such hearing as is provided in
section 205(g). Any agreement between such faciixty and the State
agency shall remain in effect until the period for fiiing a request for a

hearing has expired or Ifs request has been filed, until a decision has
been made by the Secretary; except that the agreement shall not be
extended if the Secretary malies a written determination, specifying
the reasons therefor. that the continuation of provider status consti-
tutes an immediate and serious threat to the health and safety of
patienta. and the Secretary certifies that the faclity has been notified
of ita deficiencies and hs failed to correct them.

5 %LCtk) 4- Aft
(,.4. 3 I9 10(r-J -

q-, t
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Subpart h-Appeals Pr..ss for
sU4s and icKs

SouRcs 44 PR P753, Nb. 15. 197k unles
otherwise noted.

1 431.151 Scope end appileabUly.

This subpart specifies the appeal
procedures the State must make avail-
able to a skilled nursing facility (SNt)
or intermediate care facility (ICF) for
which the State denies, terminates, or
falls to renew certification or a provid-
er agreement for the Medicaid pro.
gfnra

431.IU Stae plan requirementa.

The State plan must provide for ap
peals procedures that, as a minimum
satisfy the requirements of 11*431153
through 431.155.

* 431.153 Evidentllsy hearing.

(a) Except as specified in paragraph
(d) of this section. any SNP or ICF
whose certification or provider agree-
ment Is denied, terminated, or not re-
newed must be given an opportunity
for a full evidentiary hearing on the
denial, termination or nonrenewal.

(b) If the facility requests a hearing.
It must be completed either before the
effective date of the denial termIna-
tlon or nonrenewal or within 120 days
after that date.

(cI The hearing must, at a minimum.
include-

(1) Timely written notice to the fa-
cUlty of the basis for the decision and
disclosure of the evidence on which
the decision Is taken;

(21 An opportunity for the facility to
appear before an impartial decision
maker to refute the basis for the deci-
dion

(3) An opportunity for the facility to
be represented by counsel or another
representative:

(4) An opportunity for the facility or
Its representatives to be heard In
person. to call witness, and to
present documentary evidence;
(5) An opportunity for the facility to

cross-examine witnesses; and
(6) A written decision by the Impar-

tial decision maker. setting forth the
reasons for the decision and the evi-
dence upon which the decision i4
bsed.

42C-F-~?Ai-r 4 3

(d) If a SNF Is participating, or seek-
ing to participate. In both Medicare
and Medicaid. and if the basis for the
State s denial, termination or non-
renewal of participation in Medicaid is
also a basis for deniaL termination or
nonrenewal of participation in Medi-
care, the State must advise the facility
that-

(I) The facility is entitled to the
review procedures specified for Medi-
care faclities in Part 405. Subpart 0
of this title, in Lieu of the procedures
specified in this subpart: and
(2) A final decision entered under

the Medicare review procedures will be
binding for purposes of Medicaid par-
Ucipation.

* 431154 Informal retonaldeyutiln.

(a) If the State decides to provide
the opportunity for an evidentlary
hearing required by j 431.153 only
after the effective date of a denial, ter-
mination or nonrenewal, the State
must offer the facility an informal re-
consideration to be completed before
the effective date,

(b) The informa reconsideration
must, at a minimum. include-

(1) Written notice to the fadUlty of
the denial, termination or nonrenewali
and the findings upon which It was
based.

(2) A reasonable opportunity for the
facility to refute those findings in
writing, and

(3) A written affirmation or reversal
of the denial, termination, or non-
renewal
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I441l1 COIS tiusiO of m77 for bmta.
tioftal servicms

(a) If a Medicaid agency terminate
or falls to renew a provider agreement
for the services specified In paVgraph
(c) of this section because the services
no longer meet the applicable defin-
tions FPFP may be continued for a
period specified in paragraph (b) of
this section, only-

(1) For payment for Individuals ad-
mitted to the facility before the pro-
vider agreement terminated or was not
renewed: and

(2) If the agency makes reasonable
efforts to transfer the individuals to
another facility or to alternate care.

tb) FFP may be continued under the
conditions specified in paragraph (a)
of this section. for no more than 30
days from-

(1) The termination or expiration
date by BCFA of the facility's provid-
er agreement under Medicare;

(2) The termination or expiration
date by the agency of Its provider
agreement4 or

(3) Por a facility or program provid-
ing Inpatient psychiatric services for
Individuals under age 21. the earlier of
either-

I) The effective date of Its lose of
accreditation by the Joint Commission
on Accreditation of Hospitasa or

CU) The termination by the agency
of its provider agreement.

tc) FP may be continued. as sped-
fied in this section. for the following
services

(t) Inpatient hospital services as de-
fined In 1 4401 0 of this subchapter.

(2) Inpatient hospital servie for in-
dividuals age 65 or older in n InsUttu-
tion for tuberculosis or mental diseas-
es, as defined In j 440140 of this sub-
chapter.

(3) Skilled nursing facility services
for Individuals age 21 or older. as de-
fined In 1 440.40(a) of this subchapter.

(4) Skilled nursing facility services
for individuals age 65 or older in an in-
stitutlon for tuberculosis or mental
diseases as defined In h 440.140 of 2bis
subchapter.

(5) IntermedIate care facility sr-
ices, as defined In 1 440.150 of this sub-
chapter.

(I) Intermediate care facility serv-
ices for individuals ane 5 or older In
an Institution for tuberculosis or
mental diseases, as defined in 1 440.140
of this subchapter.

(7) InaUent psychlatric services for
individuals under age 21, as defined in
1 440160 of this subehapter.

4 C. f .II
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Subpart -rovider Agreements

i 4410 State plan requIrement.
A State plan must provide that re-

ouirements of this subpart are met.

D 442.12 Provider c " Genel r
quiremenis

(a) Certlfcation and recert(icatiorL
Except as provided in parraph (b) of
this section. a Medicaid agency may
not execute a provider agreement with
a facility for SNF or ICF services nor
make Medica.d payments to a facility
for those services unless the Secretary
or the State survey agency has certi-
fied the facility under this part to pro-
vide those services. (See 1 442.101 for
certification by the Secretary or by
the State survey agency).

(bW Exception, The certification re-
quirement of paragraph (a) of this sec.
Uon does not apply with respect to
Christian Science sanxtorla operated.
or listed and certified, by the Frst
Church of Christ Scientist. Boston.

(c) Conformance tith certtfcatlon
conditfio. An agreement must be In
accordanoe with the certification pro-
visions set by the Secretary or the
survey agency under Subpart C of this

(4) Denial Jor good cause. (1) If the
Medicaid agency has adequate docu-
mentation showing good cause. It may
refuse to execute an agreement, or
may cancel an agreement with a certi-
fied facility.

(2) A provider agreement Is not a
valid agreement for purposes of this
part even though certified by the
State survey agency. If the facility
falls to meet the civil rights require-
ments set forth In 45 CFR Parts 30. 64,
and 30.

(45 PR 22. Apr. 4.1160]

4;acFR *4411-17
L~ixr It 4 .4 13 ,,

t 442.1U Enffeetle dale ot agreemenft
(a) Badrc requirmenfa. If the Medic-

aid agency enters Into a provider
agreement, the effective date must be
In accordance with this section.

(bi AU Federal requirementJ are met
on the date of te survey. The agree-
ment must be effective on the date the
onsite survey is completed (or on the
day following the expiration of a cur-
rent agreement) If. on the date of the
survey, the provider meets:

(I) All Federal health and safety
standards: and

(2) Any other requirements Imposed
by the Medicaid agency.

(c) AU Federal requirements are not
met on the tate of the survey. U the
provider falls to meet any of the re-
Qutrements specified in paragraph lb)
of this section. the agreement must be
effective on the earlier of the follow-
Ing dates!

(1) The date on which the provider
meets all requirements

(2) The date on which the provider
submits a correction plan acceptable
to the State survey agency or an ap
provable waiver request, or both.
145 PR 22935. Apr. 4. IWI

§44L14 Effdet changeofowneraip.
(a) Assignment of agreement When

there Is a change of ownership, the
Medicaid agency must automatically
assign the agreement to the new
owner

tbl Conditiosu tha apply to as-
signed avrveeentL An assigned agree-
ment is subject to all applicable stat-
utes and regulations and to the terms
and cor'dltons under which It was
originally Issued. Including, but not
limited to, the following

(1) Any existing plan of correction,
(2) Any expiration date.
(3) Compliance with applicable

health and safety sndards.
(4) ComplIance with the ownership

and financial interest disclosure re-
quirements of It 455.104 and 455.105
of this chapter.

(5) Compliance with civil rights re-
Quirements set forth in 45 CPR Paru
30.54. and 90.

(6) Compliance with ny additional
requirements Imposed by the Medicaid
agency.

45 PR 2236. Apr. 4. 1101
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1 442.1S Dustioa M gunet.
(a) Except as specified under

1 442.16. the duration of an agreement
may not exceed 12 months.

(b) The agreement must be for the
same duration as the certificaUon
period set by the survey agency. How-
ever, If the Medicaid agency bss ade-
quate documentation showing good
cause. It may make an agreement for
lees than this period.

(c) FFP I available for serv pro-
vided by a facility for up to 30 days
after Its agreement expires or termi-
nates under the conditions specified In
* 441.11 of this subchapter.

(d) The limitation specified In pa-
graph (a) of this section does not
apply to hospitals with a swing-bed ap-
provaL
(43 PR 45233. Sept. U. 1MW. a. amesd at
47 FR 31322 July 20. 1621

1 411I Extessla. of asene.

A Medicaid agency may extend a
provider agreement for up to 2 months
beyond Its original expiration date U It
receives written notice from the
survey agency, before the expiration
date of the agreement, that extension
wi1 not jeopardize the patients' health
and safety, and-

(a) Is needed to prevent Irreparable
harm to the facility or hardship to the
recipients In the facilltyr or

(b) Is needed because It Is Impraett-
cable to determine, before the expira-
Uon date, whether the faitY meets
certification standards

41cr-% ".S

i L C PI 4 4 ,1I(
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* 44234 Agreement - ewieaet eoft fI-
saina.

(a) Under It 440.40(a) and 440.150 of
this subchapter. FP Is avail ble In
expenditures for SNF and ICF service
only if the facility has been certified
as meeting the requirements for Med-
icaid participation, as evidenced by a
provider agreement executed under
this part. An agreement Is not valid
evidence that a facility has met those
requirements If the Administrator de-
termines that-

(1) The survey agency failed to
apply the applicable certifictiuon
standards required under Subpart D.
E. P. or a of this part;

(2) The survey agency failed to
follow the rules and procedurta for
certification set forth In Subpart C of
this part and 1431.610 of this sub-
chapter

(3) The survey agency failed to per-
form any of the funcUons specified In
I 4J1.610(g) of this subehapter relating
to evaluating and acting on informa-
tion about the facility and Inspecting
the faclity.

(4) The survey agency failed to use
the Federal standards and the forms.
methods, and procedures required
under 1431.610(fxl) for determining
qualifications of providers: or

(5) The agreement's terms and con-
ditions do not meet the requirements
of this subpart

(b) The Administrator will make the
determination under paragraph (a) of
this section through onsite surveys.
other Federal reviews. State certifica-
tion records, or reports he may require
from the Medicaid or survey agency.

(c) If the Administrator disallows a
State's claim for FTP because of a de-
terminaUon under paragraph (a) of
this section. the State is entitled upon
request to reconsideration of the disal-
lowance under 45 CPR Part 1.e

O. C�F R O Z - '"
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PART 419-PROVIDEI AGREEM S
UNDER MEDICARE

bi* VA-dan~W~

SO
459.1 Statutory b .
439.2 o f Part
43i Definition.
483.10 ade re qu
45O.1: AcKetac of a Proie as a piti

want.
489.12 Decision to dey an Agreement.
489.13 l ectivedate of reement.
489.15 Time lmts on aereements with

stiled nursing faciJlits (Slis.
489,16 Nonrenewal of weements with

am

439.18 Change of ownerDp or leaXLEy:
Efect On provider 5LzL

* 40.15 Efferal'sdete of sm ensn
(a) AU Federal reqiuir ents e d-met

onl the date of the turvey. The agree-
ment will be effective on the date the
oneite survey is completed (or On the
day following the expiration dae of a
Current ageemeDt) if, on the date of
the survey, the provider meets al Fed-
era health and safety standards and
any other requirements Imposed by

(bI AU ledear wreoirt"Sb oa ot
set oan the dofe it the aurve. If the

provider fails to meet an Of the M
quirements upecifled tI paragraph (a)
of this section. the agreement will be
elfective on the earler of the follow-
tIg datec
cl) The date on which the provider

meets al requirements
(2) The date On which the provider

submits a correction plan acceptable
to RCFA or an aPproable waiver -
quest, or both.

349.15 Maw at ownershp ade
Effect on provider zgreeemL

(a) Mutt conutitutee change of own-
ership-1 Partnership. In the me of
a partnership. the removal, addition,
or substitution of a partner. unless the
partners expressly agree otherwise, as
permitted by applicble State law. con-
sttutes change of ownership.
(2) UnIncorporoed ok proprieto,

ship Transfer of title and property to
another party constitutes change of
ownership.

(3) Corporation. The merger of the
provider corporation Into another cor-
poration, or the consolidation of two
or more corporations, resulting In the
creation of a new corporation constt-
tutes change of ownership. Transfer of
corporate stock or the merger of an-
other corporation Into the provider
corporation does not constitute
change of ownership.

(4) Leasng. The lease of sal or part
of a provider facility constitutes
change of ownership of the leased por
tion.

tbl Notice to HCA. A provider who
Is contemplatIng or negotiating a
change of ownership must notify
MCFA-

tc) Assignment of agreement. When
there Is a change of ownership as ceo-
Ifled In paragraph (a) of this section.
the existing provider agreement will
automatically be assigned to the new
owner.

tdl Coditgons tU ay to es-
signed agreementa An assigned agree

ment is subject to al applicable stat-
utes and regulations and to the ter
and conditions under which It
originally lseued Including, but not
limited to. the fOltoSl'o-

(1) Any existing plan of correctn
(2) Any expiration dae
tO) CoMPlanc with applicahle

health and safety standarda.
(4) Compliance with the own-chZp

and financial Interest dclosure re
quirements of Part 420 Subpart C of
this Chapter.

C5) Compliance with dvIl rights r
guirement4 set forth in 48 CPR Parts
30, 4, nd 30.

te) Effect of zsoing The provider
agreement will be assigned to the
k eee onlr to the extent of the leaed
portion of the falty.
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OCT 2 7 1M Exhibit Q, page 31aefer To: EPO-P53

Lirector
Office of Prograa Administration, sPO

Grant Appeals Board (CAt) Lecisione in the Nursing Poue Provider Atreenants
(rAMO Cases-1170FMATIIO.

All Associate Regional Adcinistrators
for Financial Operations

This aemorauduu should be added to your disallovance training manual.
Its purpose Is to provide a summary of the provisions of GAL rulings In
nursint home provider agreement' cases.

1. FlP During Provider Appeal

The CA$ found that PIG-1l (attacbed), published on 1.ectaber 20, 1971,
reuaina In effect. The board decision requirec Federal financial parci-
cipation (FFP) for a longer period than LCYA's Interpretation of its
policy would otherwise have permitted. but it doUa not per~it States to
oLtain EFr for Indefinite periods of time. The PiG states that FF' in
not available to a skilled nursing facility (Shi) whose kA has been
terminated. since the facility no lonZer maeet the deiinition of an IXF.
Lowcver. the PLC sets forth two exceptions which the board referred tc
.. ar.. 1 and Part 1 and cited In their decision 173 as follows:

to exceptions to the rule that FFP ia not available
where a provider agraesent has expired and not been renewed
or has been teramisteds

-(I) [Ifi State lso provides for continued validity of the
provider agreement pending appeal (bereinafter referred to
as 'Part P1J; or

(2) (Ij the facility io uptald on appeal and State law
provides for retroactive reinstatement of the agreeaent
I Part 2 j.-

(We will also refer to the exceptions as Part I and s, respectively.
In dnition, a termination as used io this memorandum includes a nonre-
newal. however, It should be noted that somc State lava may recognizv a
distinction between a tersination and a nonrenewal which may affect the
availebility of FF1 under the Part I exception.)
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Our position before the GAB was that PLC-li woo still iP effect but that
art 1 was limited by later regulations to * Maximum periJ of 12 Lontha

fraL the start-date of a PA which bed later terminated. (The argument
that t1e PRC refers to SNys only was presented to the Board with no
success.) we further stated that ti implementing Part 2, we would r[tro-
actively reinstate a PA If the facility was upheld on appeal, but that
pursuant to other regulations, the reinstated Pa could be valid for no
longer then the maximum ters of 1 year following the termination, abaet
a new survey astablishing compliance. The yearly survey would be required
even if the hearing had not been concluded within the 12 months following
a termination.

lbe buard held that we bad not shown either that Fart I was reacinded or

that later reguletions linited to 12 Months the period %tat. law could
extend a PA during appeal. Uowever, they stated that a PA continued
teyond Its termination date by State law (or court order), unddr Part 1
of PX-ll could not be valid lor.,;er than the next survey cycle. Thus,
they applied the sa=& policy to exceptions under Part I as we had already
applied under Part 2. They stated that a court extension could not give
an old ebreenent treater tffect than if the State had approvet the
facility and made a nev agreecent.

Thus, in order to continue Zil boyond 1 year under a State law. court
order, or a succeasful appeal by the provider, a new survey within the

12 months after the termination of the old agreement would have to fine
tlhc facility in cocpliance. as a State law, court order, or succeseful

appeal by tte provider can only reinstate a PA for 1 year within the
scope of tht ?*dicaid program. PUC-ll does not require that tSP continue
throuphour at, appeala process no matter how long that process takes.
Thereforc, under the Board's decision:

1. FEE Is available for up to 12 months after a PA expires either
because of nonrenevl or termination, if a State law requires
a PA to be continued In effect wheu a facility appeals the
termination (decision 173).

2. It there is no State law to this effect, FrP Is not available
(decision 87), but see no. 3 below. 11 State law requires
p4yLent durlng the appeal of a license revocation &ad not
decertification, we will not pay PFP (decision 174).

3. A State court order has the same effect as State law
(decision 173).

4. If tha provider does not appeal, 771 is not available
(decision 173).

The first requirement is the facility's appeal of the termination
(decisions 173 and 157, Pa&e 10. S). It does not appear that an Informal
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appeal and the scheduling of revlsits by the State survey agency, thus1iving the facility sore time to coae Into compliance, would constitute
an *ppeal. la checking the appeal status of the provider, you may vautto check the inclusion by the State of the regulations at 4i CFr 431.151through 431.154 (effective Pay 18, 1979) in the State plan mnd bo6 the
State luplements thesc required appeal procedures. Certainly, a copy ofany State law requiring that the provider be given an appeal should besecured, If at all possible.

When there Ia no State Jav providing for the continued validity of the PApendinp appeal, the Board has not defined the date at which ?PP is &Pndatedby a court order. Clearly the CAY believes PFi must Continue after theteraionation of the FA wheo the related court order is Issued prior to thatdate. The Board would also hold that rTr is required where the court orderIs Issued after the date of teraination, provided that the provider's
appeal was filed within a short tive after the termination or nonrenewal.Certainly, they indicated (decision 173) that FFF was not required when
the record did not show a reason for a delay of many months between thetermination and the court order. However, it Is not clear at what pointthe Foard will consider an appeal or court orec- to be to far removed
froi the teruInation date that the appeal and o :-tr would nut require FF.

For exariple, assume a PA Is terninated Decenber 31, 1980, and a court orderatayin the teroination Is issued July 1. 1981, but does not explicitly
State that it Is retroactive to Lecer-ber 31, 19E0. if the provider hasappealed the teruilnation within a month after the L4eceebcr 31, 196&
terninatio,, the Foard would likely mandate FTP froc Jainuary 1, 1981.HoWevr, If the provider failed to appeal the teraination until :,ne 1,
19M1, the Soard would liktly require FFY only froi the July 1, 1 1 date
the court order was issued.

In decision 173, the Board did not require paynent of FiF where therecorc did not establish a connection between the tersdnatiou and thecourt order, the lack of connection betni; emphasized by a considerable
lapse of tine. I1CFA's policy will be to disallow FFP unless the court
order is Sought within at least the first 30 days after the axpiration.Therefore,

(1) If either the appeal under State law or the issuance of a
court order occurs within 30 days of the PA termination, we
will allow FFP for up to 1 year after the PA expired.

(2) If either the administrative appeal under State law or court
hearings are concluded before the end of the year, we would
consider those fludings to make * determination about further FFr.

(3) Aalc, If there Is no appeal, we do not pay FFF.

(C) If the court order it not issued In the 30 days after the PA
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State law, we allow FFP from the date of the court order
until I year after the PA termination, unlese the court
order mandates the effective date, but see Dn. 5 below.

(5) If the appeal Is far removed in time from the Pp terination,
VIP "y not be required. For example: If, In a dual facility.
the PA for the I1C expired January 31, 19S0, and for the SF
on October 31, 1980, but no appeal was filed by the provider
until lovember 19C0, we believe the Board is not mandatin6
any FFP beyond January 31, 19E, for the ICF services. (Sce
section 11, below.)

(6) If the subaequent annual survey, after * PA termination,
occurs while the appeal Is still In propress. and the survey
ageacy determines the facility is not certifiable, no further
?FP Is allowable after the date of the determination of
noncoupliance, even If this survey cones within the 12 nonths
after termination of the old PA.

This policy will have to be Implenented on a case-by-case bess since
extenuating circuasrances for the tardy appeal could emist.

I. DUAl Facility: SI.? Service Render.ed for Fedicare andc SF and ICY
Services Rendered for Heeicaid

Under 42 CYR 442.20(a), the State agency must execute the PA for SP4
services for Medicaid with the sen. terL4 and conditions as the PA for
Medicare. If the facility Is rendering SNF services for both lhedicaid
and Medicare. bowever, for a facility which renders both ICF and S:;!
*ervices, the responaibility for certifying en ICi' (and en SmT which
does not render services for hedlcare) lits solely with the State (42 CFP.
442.12 and 442.101; alao see decisions 107 and 189.) The Board has said
repeatedly that the State survey agency cannot delay zakltut the certixi-
cation determination es to ICY services pending LGFA'a determiuatfoa on
Wb? certification.

111. Effective Date of Certification-Pre and Post July 3. 1980

Pre Ju1X 3. 198C

KSaulatlon 42 CYR 42.12(b) (formerly 42 CFk 449.33(a)(6)] provides that
the affective date of a PA cannot be earlier than the date of certification.
For Medicaid, the State survey agency determines whether the facility-
has met the requirements for certification and the Secretary, Ilbalth and&
Zuman Services, makes the determination for Medicare. The board has held that
the effective date for a-Medicaid-only certification Is the date the
State survey agency Indicates that a facility has wet requirenents by
completin8 a Fore MCFA-1539 on line 18 and 19 (decision 107). The boare
*oplified this finding In decision No. 176 aa follows:
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While the date of the signature on line 15 of the C A I ie
precuopLively the bett evidene, of the data A certification
determdnation was in fact made, the Foard vill a*ceat that the

certificatioc Was Made on an earlier date, If astablisbed by

other clear evidence. This evidence uist ahow convincingly
that all the requirements for certification are met, and the
survey ageacy not only so determinee, but commits its deter-

mination in writing in the forn of notification to either
the vile state agency or the facility.'

If the facility renders service for tiedicare as well as Nedicaid, the

ledicaid MA for ShF services vwil be executed retroactively to the date

of the kedicare PA as requfred by 42 CFK 442.2C(&)(2). kovever, the
scope of 442.20 Is limited to SnFr which participate In both hedicare

and lIedicaid rrograms (decision IC-
7
j. The date of certification for

different situations I n uLwsarizee below;

Service Rendere by Facility

1. g1.F for hedicare
and 1idicaid

i. SlJ for hodicsid only

3. lCl for Nadicaie

4. 6.F? for Kedicare and
lecicaid and ICY for
hedicaid

5. Slit and SCi for Msdicaid
only

Larliest Effoctive Late medicoid IA

Lffective date of tile ledicare kA

Date Foru hCEA-1539 executed oul
liue 11/19*

Same a itcm 2, above

a) For 5L &services for Hedicare
and Iedicaid, the effective
d.te of the Nedicare PA

b) ler ICF services. date horn
HCPA-1539 executed on line 16f 19

Sees as Item 2. above

*or other clear evidence as sat forth tn decision 176.

1ost July 3. 1950

New regulatinnc, effective July 3, 1980, made the earliest effective date

of a PA, for both Medicaid and Iledicare, the date the orait& survey Is

completed, If all Federal requirenents are met en that date. if all

requirecaets are not met on the date the onsite survey Is completed, the
PA will he effective on the date the requltements ate met or the date the

provider submite an acceptable plan of correction [to the btate htaVcy

-r N

5



529

Exhibit Q. page 31.5

6

agency if the facility renders service to Medicaid only, or to HCFA if
service is rendered for Medicare (42 CFR 442.13 aud 42 CFR 489.13)].

We hope you find this memorandum useful in applying HCFA policy consistent
with pertinent Board decisions. As additional Board decisions are Issued
in this area, we will continue to assist you in assessing their broader
impact. If you have any questions about this area, please contact
Gilda Martin (ITS 987-1399) or Charles V. Sessums (FTS 987-1300), Division
of Financial Operations, OPA.

Lemont W. Williamson

Attachment

cc:
All Regional Administrators

BP0-P53:HARTIN:dpj :10/21/81:D20
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6-193.9-00

Uric Medical
Assistance

Manual
tart 6. Cenernl Prorrnm AdmIniptrntion

6-193.9-00 Standards for Payment for Skilled Nursink hone Care

6-193.9-00 Answers to Questions

QUESTION 1: Hay a State claim Federal financial participation
for payments to a skilled nursing home whose

provider agreement has been terminated?

Answer: No. Federal financial participation is not available

in State agency payments made to skilled nursing
homes which do not have a provider agreement in

effect during the period for which Federal sharing

is being claimed. The Federal regulations which

define "skilled nursing homa" for purposes of
Federal financial participation include the following

as one of the essential conditions (45 CFR 249.10(b)

(4)(i)(h)):

the facility has been determined by the single

State agency to meet all of the standards

established under section 1902(a)(28) of the
Act, as evidencedby an agreement between the

single State agency and the facility for the

provision of skilled nursing home care and

the making of payments under the plan.

If the provider agreement which evidences the

facility's compliance with the standards of section

1902(a)(28) of the Act has expired or has otherwise

been terminated, the facility does not meet the

definition of a skilled nursing home under title

XIX, and Federal financial participation may not be
claimed for payments to the facility.

When a facility appeals the termination of its pro-

vider agreement, Federal financial participation is

not available for payments to the facility during

the appeal, since the facility does not have a

currently effective provider agreement. The fact

that the facility formerly had a provider agreement
gives no basis for Federal financial participation

in payments to the facility for the period while

MSA-PRO-li
12120171
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6-193.9-00 ..2 Exhi bi tQ (Cont.. Page 3 -7

Medical
Assistance
Manual

Part 6. Ceneral Progrem Administratfon

6-193.9-00 Standards for Pavment for Skilled Nursing Home Care

6-193.9-00 Answers to Questions (continued)

the appeal is before the administrative agencies or the
courts. If, however, State law provides for continued
validity of the provider agreement pending appeal, or
if the facility is upheld on appeal and State law pro-
vides for retroactive reinstatement of the agreement,
the agreement would not be considered terminated during
the appeal period for purposes of Federal financial
participation for payments to the facility.

MSA-PRG-l1
12/20/71
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DEPARTMENT OF HEALTH& ihU1AN SERVICES Ha5s55 Ca,* Froanc- Adn.-1 t.1;o0

5325 S'c-y 502uI5...'d
8 nor. 2MD 21 207

SEP 30 1S5
?r. Conrad Thompson. Director
Sjureu of Nursing hr_ , Affairs
Mail Stop t -Il
623 8th Avenue St
Olpepia, IdA 98504

Dear Hr. Thompson:

This is to bring you up-to-date on recant devel1opnts related to th.
implementation of the new national long-term care (LTC) survey process.
We hav aeclosad the current draft copy of the revised survey forsm as
well c en Information paper outlining related changes in LTC survey
procedures. Rlevied Interpretive guidelines covering both procedural
datails and quality assurance review ar*as will be available for training.

The nationvide tecting of the sodifled long-tere care survey has been
coepleted. and we are now in the process of analyzing the data. gvery
Stats participated in the testing. which coeprised more than S50 PaCS
surveys. gahebilitation Care Consultants analyzed the survey finding.
roe the 47 non-dnostretlon States and suboitted Its evaluation report

in early Septaeber. Our regional offices also oniitored the
ieplementation of the new process tbrougb the performance of comarative
PsCS and traditional Surveys and observational rvays. Each region has
submitted a raport of its findings fro, these Surveys. In addition, the
estrnded evaluation of the PaCS process continuas to progress in
Connecticut. Rhode island and Tennessee Bron University is conducting
this more structured evaluation and has just submitted its initial
findings from the thres Stats.

In Juna. HC A convened a workgroup of State surveyors to redesign the
PacS forms prior to racaiving rasults from the tio contractors. HCTA has
streaoitned the fore according to the group's recovW ndationa and is
continuing to work with the workgroup participants to further reftne it.

As you will note in xaeening the enclosures, we have mads a n=mber of
significant changes froe the process that .*e tested earlier this year.
Firet. the PCaS survey instruris2nt has been incorporated into a three-part
revie_ process htich will phasize direct resident care provision but
continue to ensure that facilities coeply with all current regulatory
requirements. Tha revised process is esplained in cnclosure a. We have
also refined the PaCS Instrument itself. which now co poses the second
stage of the three-pert process. The most notable changes include the

lilsinatlon of the tally sheet, triggering meachentis, and the AD_ scoring
.ystcem. We have mada Substantial format revisions in the sutery form
end Individual resident review saction to promote surveyor ease of use.
Suggested interview questions aswell aIs the drug regimen review list

CEt1VED

ncr 7 t985

/7? / nw'fl,* nf C~lIAlo,
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have en reved from the survey instrument end will be inserted in the
interpretive guidelines. what we have not changed however. are the
onsite surveying Procedures and the ubstance of the resident care
indicators which forr the foundation of the new survey process

Ye are now reviewing the findings reported by SCC. grown University and
the reglonal offices. Further eodifications to the proposed survey forms
and procedures will be besed on the results of our review and on
recomendations from the State surveyor warkgroup. However. we
anticipate that the final version of the modified national iong-term care
survey instrument will not differ Substantially from that which e hav-
enc loed.

A final onswidaretion In the Impl ntation of the PaCS process is llnked
to the court order In Smith v. Heckler, So this case, the court
concluded that the Secretary of Health and lfon Services has e duty to
be Informed as to whother facilities participating in the ttdicaid
program are providing high quality medical care. In response to the
court order, the Secretary's plan of action incorporates the
iepl ntation of PaCS as the method to be used to assure high quality
cero in nureing homes. By October 31i SCIA will publishb a totice of
Proposed tulemaking which would require the use of a residnt-oriented
survey In nursing homs. We will carefully conaider ell cosnts on the
proposed requirent before topleenting the new survey process. You
will be notified promptly of any changes this mary entail in the traIning
and Lmpl-tatlon schadule.

we recognise that seas States will need to maks adjustments to current
procedures in order to continue to integreta their licansure and
inspection of care reviews Itb srvey. Planning for these changes
should take pisar at this time to help feclttt.t. a sOoth tiansitin

We will continue to keep you inform"d on developments related to the
implsntation of the neo ITC survey process. Thank you for your
continuing cooperation in this effort.

Sincerely yours,

Sharon Harris
Acting Director
Office of Survey and Certification

Snclosures

Tab A Revised Survey Instrumentt. Parts A mnd b
tab A - Information Paper, PaCS izpleiontation Process
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flUnited ,2tates *airnt t2
COMMITTEE ON APPSOPRiATiONS OCT 2 2 195

WASHINGTON OC 20510
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October 7, 1985

Rose Bowman, Director
Department of Health and Welfare
State of Idaho
Boise, Idaho 83720-9990

OCT 2 5 US
FA C u1 f S A DA D

Dear Rose:

Thank you for sending me a copy of your letter to Secretary
Heckler.

By now, you should have received the letter I wrote to HCFA
regarding your complaint. You obviously aren't going to get
anything changed on the Agreement you signed in September, but I
hope you have better luck next time. Please let me know if
there's anything else I can do to help.

Sincerely,

itms7
ited States Senator

McC ms

REC E IVED
OCT 2 .. I 'S5

go"mOfV4 ,! Sri , s
A~LOA ;WI -- Z-VP''
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DEPARTMENT Of HEALTH & HUMAN SERVICES

(gi 2 2 INS5

Hs. lose Bowman
Director
Department of Eealth and Welfare
Statehouse
Boise, Idaho 83720-9990

Dear He. Bowman:

-ii- ,1 -' 7 " : ' ,
H"amd Car PFncin Adninn it,6n

6325 Securty Burare
astnum. MD 21207

,. -1VF1£'

OC 2. lvot

Aa.

lEDOV0

NOV I -n

Your letter to the Secretary was forvarded to the Office of Survey and
Certification of the Health Standards and Quality bureau aince we are
responsible for the Section l66 Agreement, and the functions performed
by the States. pursuant to the Agreement.

You raised several Issues of concern In your letter: (V) that States'
foput In the Agreement was not reflected in the final Agreement; (2) that
we dictated the teres of the Agreement and did not allo our regional
offices Po negotiate the teres of the Agreement with individual States:
(3) that ve are seeking to destroy the partoership that has existed
between the State and federal govern ent by our assumption of absolute
responsibility for the adnIntetration of the survey *nd certification of
Hedicare facilities.

These iscues have been rained by a few other States and are of great
signifi .nce to the survey and certification program, and the roles of
the Federal and State agencies Involved in implementing the progra. We
appreciate your concerns and I would lIke to address thin.

In February 1984 we discussed our proposed revisions of the Section 1864
Agreesent with the Association's -1864 Subcommittee. There were
representatives from South Carolina. New York and Haryland at that
meeting. We eaplaised the changes; why they were made; and the legal
bases for them. We accepted several coments and subsequently
Incorporated thb into the Agreement. In late spring we *agin set with
State Directors and West Virginia was represented at that meeting. We
net finally in October 1984 with the State agency Directors from four
other State. Florida, Tesas, Rhode 11sond, ond Washington. Host of the
comments presented during that meeting were related to the cencern that
our 'prtnership' was not clearly conveyed by the Agreenent. At that
time, we stated that the Agreement is a contract; tbst.the relstionship
between us is contractual. We, nevertheless, modtifed aone of the
provisions in an effort to better convey the close working relationship
that we have had over the years wIth the States, but we could not alter
the basic contractual and legal relationship. No.ever, it W.s never our
intrnt to negotiate statutory or regulatory requirements, or any other
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provisions that would either undermine the legal sufficiency of the
Agreement, or would distort the factual roles of the State and Federal
governments. The majority of the provisions In the Agreement are
standard In Federal contracts. and the law aod regulatios& require us to
be as prescriptive as we are.

Our intent wa to negotiate discretionary provisions and to develop a

single Agreement which would be used by all States. Our goal ws always
to negotiate. within the lImits of the statutory and regulatory
requirements. a single Agreement for all of the States. This Is
critically important if ue are to ensure a uniform and consistent survey

and certification pregran nationwide. We Informed our regional offices

that to ensure uniformity we would respond to all States concerns Is a
letter to the States. We hve been collecting State coements and plan to
Issue a letter with clarifying StAtements concerptig provisions in the
Agreement. within the nelt mouth.

Sh. Federal Government. through the Department of Health and Daman
Services end the Health Care Financing Admnistrstion (CFA) Is the sole
administrator of the Medicare program. None of the statutory authorities

or responsibilities have been delegated below the Federal level. This
means that the States are not permitted to establish or Interpret

participation requirements. The States cannot establish Hedicare policy.

nor despite their expertise msy they encroach upon the prerogatives that

Sre eclusively RCFA's. Over the years, the Federal and State
governments have worked together in a cooperative effort to ensure healh

*nd safety of Hedicare beneficiaries. The contractual relationship that
exists between us, however, does not preclude the exchange of Ideas and
meaningful participation in the decisinc-mSking process.

lWe remain Interested in your concerns and recoedations for Improvlng

the prgrm. Then the Agreement Is again revised. we will again make
every effort to negotiate those provisions that are legally negotiable.

Sincerely yours

Sharon Earris
Acting Director
Office of Survey and Certification
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UNITED STATES GENERAL ACCOUNTING OFFICE
WASHINGTON, DAC 2D548

October 29, 1985

Mr. C. McClain Haddow
Acting Administrator
Health Care Financing Administration
Department of Health and Human Services
Room 700, East High Rise Building
6325 Security Boulevard
Baltimore, Maryland 21207

Dear Mr. Haddow:

At the request of the Chairman, Senate Special Committee on
Aging, the General Accounting Office is reviewing the standards
enforcement program for skilled nursing and intermediate care
facilities. A major objective of our review is to determine why
facilities which chronically fail to meet certain requirements
in the federal standards have been allowed to continue in the
Medicaid program. In this regard, we analyzed requirements in
current federal regulations dealing with survey and cer'tifica-
tion and those additional guidelines to state survey agencies
set out in the State Operations Manual. We currently are
conducting field work both to evaluate the effectiveness of
those regulations and guidelines and to determine the extent to
which the Health Care Financing Administration (HCPA) and the
state survey agencies follow them. Our work to date at both
HCFA and the state level has revealed a lack of uniformity in
interpreting the meaning and applicability of some of the regu-
lations and guidelines. Therefore, we are requesting an offi-
cial HCPA interpretation to resolve those variances. We have
also included several questions dealing with issues where, to
our knowledge, HCFA has not formulated guidelines. Our ques-
tions are included in Attachment 1.

We are relying heavily on the Medicare-Medicaid Automated
Certification System (MMACS) to identify those facilities which
repeatedly fail to meet specific requirements in the standards.
Because of the numerous requirements, we are attempting to
identify those which are considered to be the most important
with regard to assuring patient health, safety and quality care.
We have developed an abbreviated list of requirements which was
based, at least in part, on prior HCPA efforts to identify
'critical' or 'class B- requirements and those requirements
highlighted in the Patient Care and Services project. We are
now attempting to determine whether there is a consensus on
those requirements by participants in the program, including
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nursing home operators, patient advocacy organizations and
various professional groups. A copy of our questionnaire and a
list of parties queried is included for your information as
Attachment II. Should your agency have any questions or
observations regarding the questionnaire, please feel free to
notify us.

Because of our rather tight timeframes, we would appreciate
receiving your reply to the questions in Attachment I within 30
days. You may mail your response, to my attention, to the
following address:

U.S. General Accounting Office
Room 1126, Switzer Building
330 C Street, S.W.
Washington, D. C. 20201

If you have any questions about this request, please call
me at FTS 426-5246, or Mr. James Hoffman of our Kansas City
Regional Office at FTS 757-3729.

Sincerely yours,

LAZ n1 '. al"o

b James R. Linz
Group Director

Attachments - 2

cc: Ron Miller, Executive Secretariat

2
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REQUEST FOR CLARIFICATION OF FEDERAL
REGULATIONS AND GUIDELINES

As part of our review, we researched the history of
proposed and implemented survey and certification regulations
and other guidelines for skilled nursing facilities (SNF) and
intermediate care facilities (ICF). Because of our emphasis on
chronic non-compliance with specific requirements, we noted with
special interest that, as early as 1970, the importance of deal-
ing with repeat deficiencies was recognized in Medicaid regula-
tions. As you know, repeat deficiencies were also recognized in
the 1974 final rules for both Medicare and Medicaid. Those
regulations, which remain basically unchanged to the present,
provide special rules for dealing with repeat deficiencies.

While many of our questions refer to those regulations and
guidelines dealing with repeat deficiencies, several relate to
their applicability to ICFs as well as SNPs. In our analysis of
the Medicaid regulations and the instructions and examples in
the State Operations Manual, we noted that some of the language
appears to be more relevant to the SNF program, which has a
clear, universally understood requirements structure consisting
of conditions of participation, standards and elements or
factors. However, the ICP program does not have this clear
structure and we occasionally had difficulty in applying
provisions and instructions in the regulations and guidelines to
that program.

We have also included several questions covering unresolved
issues identified to date in our field work. These issues are
not addressed in the current regulations or in the State
Operations Manual.

In the following questions, we make reference to the 'old'
and 'new' State Operations Manual. The 'old' manual is the
April 1980 edition, as revised. The 'new' manual is the March
1985 edition.

In responding to the following questions, please include

-a clear indication where your response is different for
SNP and ICF, and

--any formal interpretations or guidelines other than the
State Operations Manual which the agency has issued in
the last 5 years dealing with matters covered in our
questions.

I. REGULATION INTERPRETATIONS

A. Medicaid regulations (42 CPR 442.105) specify that a
state survey agency can recertify a facility which is
deficient in meeting standards if the following condi-
tions exist.

I
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-- The deficiencies, individually or in combination, do
not jeopardize the patient's health or safety nor
seriously limit the facility's capacity to give
adequate care (442.105(a)).

-- The facility has an acceptable written plan for cor-
recting the deficiencies (442.105(b)).

-If the facility was previously certified with a
deficiency and has a different deficiency at the
next survey, the facility:

'Was unable to stay in compliance with the
standard for reasons beyond its control and/
or despite intensive efforts to comply, and

*Is making the best use of its resources to
furnish adequate care (442.105(c)).

-- If the facility has the same deficiency it had under
the prior certification, the facility

'Did achieve compliance with the standard at
some time during the prior certification
period,

"Made a good faith effort to stay in compliance
and

'Again became out of compliance for reasons
beyond its control (442.105(d)).

In the above regulations,

1. what is meant by a 'deficiency"?

a. Any of the requirements (i.e., data TAG)
listed on the Survey Report Form reported as
"not met'?

b. A specific undesirable condition? (please use
example)

2. What is meant by the term "different deficiency'
in 442.105(c)? (please use example)

3. What is meant by the term 'same deficiency' in
442.105(d)? (please use example)

B. We have found some variances of opinion as to what con-
stitutes a "standard" in the ICF program. Some inter-
viewees expressed the opinion that every requirement

2
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(i.e., data TAG) shown on the Survey Report Form (HCFA
3070) is a standard. However, other interviewees told
us that some of the requirements listed on the HCFA
3070 are considered as elements rather than standards.

1. Are all requirements listed on the HCPA 3070
classified as standards?

2. If 'no',

a. Which of the requirements are classified as
standards? (please cite TAG numbers).

b. What is the classification of each of the
remaining requirements listed on the HCPA
3070? (please cite TAG numbers).

C. Both 442.105(c)(1) and 442.105(d)(1) refer to 'compli-
ance with the standard'.

1. Does this literally mean that the deficiencies must
result in a standard being reported as not met in
order for these regulations to apply?

2. If 'yes", does this mean that the regulations would
not apply when a facility repeatedly fails to meet
a certain "element' or 'factor' but the related
standard is shown as "met"?

D. According to regulation 442.105, at the end of each
survey, the survey agency must evaluate all deficien-
cies found and render a judgment as to whether the
deficiencies are so serious that the facility must be
decertified (442.105(a)). In taking this 'vertical'
view, the survey agency considers whether the currently
identified undesirable conditions pose a threat to
patient health or safety or seriously limit the facil-
ity's capability to provide adequate care. Assuming
that the survey agency concludes that the facility
passes the 'vertical" test, the facility is then sub-
jected to a 'longitudinal", or historical, test in
which patterns of non-compliance are analyzed (i.e.
442.105(c)and(d)).

As we interpret the regulation, it is vital that the
survey agency be able to demonstrate threats to health
or safety or severely diminished capacity to provide
care in order to decertify a facility under the "verti-
cal" test. However, as we also interpret the regula-
tion, under the 'longitudinal' test, the survey agency
is not required to demonstrate that health, safety or

3
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capacity to provide care is a critical issue but merely
that the facility has a historical pattern of undesir-
able behavior, as evidenced by the repeat deficiencies.

1. Are our interpretations of the regulation
correct? Specifically, do the regulations
permit decertification for repeat defi-
ciencies where those deficiencies may not
clearly present a threat to patient health
or safety or diminished capacity to pro-
vide care? (Please elaborate).

2. Can you cite any appeals cases at the
federal or state level where a decertifica-
tion action based on historical non-
compliance was overturned because of failure
to demonstrate that the current conditions
in the facility posed a threat to health or
safety or capacity to provide adequate
care?

3. When a SNF has serious compliance problems
at the standards and element level but the
related conditions of participation are
reported as being met, can the survey
agency proceed with termination under the
provisions of 442.105(a)? That is, can a
SNF be terminated when conditions of parti-
cipation are reported to be met?

E. Medicare regulations (42 CFR 405.1907(a) and 1908(b),
(e)) contain language very similar to the Medicaid
regulation (422.105) with regard to subjecting the
facility to both "vertical and historical tests and in
dealing with repeat failures in meeting the same
standard.

1. Because of this similarity, would your
answers to questions C and D above be the
same if applied to the Medicare regula-
tions? (If 'no', please elaborate).

2. Is there any significance to the fact that
the Medicare regulation does not refer to
the term "deficiency"?

F. Medicare regulations (405.1908(d)) also include a
requirement that, when a facility fails to meet differ-
ent standards in a succeeding survey, certain determi-
nations must be made.

1. What is the intent of this requirement?

4
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2. Does this provision apply only when the
standards are within the same condition of
participation?

3. The Medicaid regulations do not include a
comparable requirement. Is there a reason
for this variance?

II. ACCEPTABLE PERIOD FOR CORRECTION

A. Medicaid regulations (442.105(e), 442.111(a), 442.112)
indicate that, with certain exceptions for facility-
related deficiencies in ICF, all deficiencies must be
corrected within 12 months. Assuming a facility with
deficiencies receives a 'conditional' certification
(442.111(c)), the facility could have a full 12 months
to complete corrective action, assuming the survey
agency considers such a timetable to be acceptable.
However, assuming that the facility receives a 'short
term' certification (442.111(b)) of 6 months, it is our
interpretation that the proposed corrective actions
must be completed within that 6 month period. This
interpretation is based on the fact that 442.105 pro-
hibits the recertification of facilities with open
deficiencies from the prior certification period, with
the exception of those circumstances set out in (c) and
(d) of that regulation.

1. We interpret the regulations as allowing the
provider the lesser of the length of the
certification period or 12 months to complete
corrective action. Is this interpretation
correct? (If 'no', please elaborate.)

B. The State Operations Manual provides that, when a
.conditional' certification is used, the survey agency
is to conduct a follow-up prior to the automatic
cancellation date to determine whether all deficiencies
have been corrected. The manual further provides (old:
section 3306; new: section 2732) that, if some defi-
ciencies have not been fully corrected but the provider
is making substantial progress in correcting them,
the survey agency can elect to waive the cancellation
clause. in this situation, the survey agency is to
require the provider to submit an amended plan of cor-
rection showing the revised dates for completing
corrections.

1. Where the above situation occurs, must all revised
correction dates be within the current certifica-
tion period? (If 'no', please elaborate.)

73-435 - 87 - 18
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C. The State Operations Manual (old: section 3300; new:
section 2734), in discussing the concept of compliance
with correctible deficiencies', conveys the impression
that a facility can be recertified even though it con-
tinues to have the same uncorrected deficiencies,
depending on the nature and seriousness of the defi-
ciencies and with the effort entailed in achieving
correction.

1. Does the concept of 'compliance with correctible
deficiencies' presented in the State Operations
Manual provide for additional exceptions? That is,
does the state survey agency have discretion to
allow corrective actions to extend into another
certification period for reasons other than those
discussed in A and B above?

D. Medicare regulations (42 CPR 405.1907(b)) specify that,
in most circumstances, 60 days should be ample time for
providers to take corrective action. We interpret this
language as guidance to both the survey agency and the
providers as to what is a 'reasonable' period of time
to correct most deficiencies. The Medicaid regulations
do not include a similar provision.

1. Is the 60 day "rule of thumb' equally applicable to
the Medicaid program?

2. If "yes", should this provision be added to the
Medicaid regulations?

III. TYPE OF CERTIFICATION

A. Medicaid regulations (42 CFR 442.111) require that one
of two types of certification be used when facilities
have deficiencies:

--a "conditional' 12 month certification with an auto-
matic cancellation date tied to correction dates
shown in the provider's plan of correction
(442.111(b))

-a "short-term" certification of less than 12 months,
which is tied to correction dates shown in the
provider's plan of correction (442.111(c)).

The State Operations Manual (old: sections 2440,3156;
new: section 2736) recommends that the 'conditional"
certification be used when the provider, by its past
performance in correcting deficiencies, can reasonably
be expected to make the necessary corrections. The
guidelines further provide that the cancellation



545

ATTACHMENT I ATTACHMENT I

clause must be invoked if follow-up indicates that the
corrections were not completed or if the provider is
not making 'substantial progress' in carrying out the
plan of correction.

The old State Operations Manual (section 3156) recom-
mended that the 'short term' certification be used
where a provider's history has been marked with pro-
tracted delays in correcting deficiencies. The guide-
line further provided that, if all required cor-
rections to achieve compliance with the standard were
not completed by the end of the certification period,
the certification should not be renewed. The new
State Operations Manual (section 2736) recommends that
the 'short term' certification be used when a SN? has
deficiencies in one or more standards.

With regard to the above regulations and guidelines,

1. When 'short-term' certifications are used and
adequate corrective action has not been taken by
the end of the certification period, can the
certification be renewed if the provisions in
442.105 (c), (d) are met?

2. Regardless of type of certification, when full
resurveys are conducted before the end of the
current certification period and repeat defi-
ciencies are identified, should recertification
decisions be delayed until the end of the certifi-
cation period so that:

-the provider has full. opportunity to achieve
compliance, and

-- if compliance is not achieved, the survey
agency can then make the determinations speci-
fied by 442.105(c),(d)?

3. Should survey agencies always use the "short
term' certification for facilities with repeat
deficiencies?

B. Medicaid regulations (442.111) require that the
automatic cancellation dates on "conditional" certi-
fications and the ending date for "short term"
certifications must be no later than 60 days after
the last day specified in the plan for correction of
deficiencies.

1. What is the intent of this requirement?
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2. What are the potential negative effects if
survey agencies establish dates which are
considerably past the 60 day limit (e.g. 9g to
120 days)?

C. Medicaid regulations (442.16) permit the state
Medicaid agency to extend the provider agreement for
up to 2 months beyond the current agreement
expiration date. In order to do so, the survey
agency must first provide written notice that the
extension will not jeopardize patient health or
safety and such extension is needed to prevent
irreparable harm to the facility or hardship to
patients or the survey agency needs more time to
make a certification decision.

1. Does BCFA allow any subsequent, follow-on
extensions of the provider agreement where the
original 2 months extension does not provide
adequate time to resolve the issues (e.g.,
relocation, certification decision, due
process)?

2. If 'yes',

a. Are there any time limits?
b. Is HCFA approval required?
c. If HCFA approval is required, who is

authorized to grant such approval?

IV. OTHER MATTERS

A. The May 27, 1982 proposal (47 FR 23404) to revise the
Medicare and Medicaid survey and certification regu-
lations would have eliminated current provisions
covering repeat deficiencies and the time limited
certifications (i.e., 'short term', 'conditional").

1. Why did HCFA conclude that these provisions
should be dropped?

B. We have heard from various sources that, when the
Patient Care and Services (PACS) tool is adopted, the
current SNP and ICF Survey Report Forms (HCFA 1569 and
ECFA 3070) will be eliminated.

1. Is this, in fact, planned?

C. Many states reportedly now have state licensing
standards with requirements which are at least equal to
those requirements in the federal standards. Assume
that in such a state the following situation occurs.

8



547

ATTACHMENT I ATTACHMENT I

-- The survey of a facility discloses that there
are repeat deficiencies from the prior survey
in various federal and the related state
requirements.

-- Despite the repeat deficiencies in the state
requirements, the survey agency elects to
renew the state license.

In the above situation

1. Would HCFA expect the survey agency to withdraw
or-not renew Medicaid certification, assuming
that criteria set out in 442.105(c),(d) was not
met?

2. would it be difficult to sustain such a termina-
tion action on appeal, given that the provider
could demonstrate that the state license, which
is based on meeting comparable requirements, was
renewed?

v. Medicaid survey and certification regulations (42 CPR

442) are not totally clear on what constitutes a "pro--
vider'. For example, regulation 442.14 indicates the
.provider' is the facility owner. Medicaid financial
disclosure regulations (455, subpart B) requires the
"provider' to disclose ow$ership and control informa-
tion. As you know, this disclosure information is
shown on the HCFA Form 1513. Among the disclosure
categories on that form is 'ownership interest", which
includes secured creditors. We noted that provider
agreements are generally issued to the "name of entity'
shown in section I of that form. we also noted that,
in most instances, the survey agency transmitted the
statement of deficiencies (HCFA 2567) to the facility
administrator and that, in most cases, the day-to-day
interaction in resolving deficiencies was also with the
administrator, who often is not an owner.

1. Which parties listed on the HCFA 1513 does BCFA
consider to be the Medicaid 'providers' and
Medicare 'providers' (if different)?

a. Are secured creditors considered to be
"providers"?

2. Medicare regulations (42 CFR 489.18) specify that,
when a facility is leased, the lessee is the 'pro-
vider". is this also the case in the Medicaid
program?

9
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3. In the event of a termination action, which
parties on the HCFA Form 1513 must be notified to
meet due process regulations (42 CFR 431, subpart
D)?

4. In the interests of due process, should survey
agencies immediately notify all 'providers' when-
ever survey results indicate that a termination
action may be forthcoming?

E. Medicaid regulations (442.14) provide that, when a
change of ownership occurs during a provider agreement
period, the Medicaid agency must automatically assign
the agreement to the new owner. The regulation also
requires the new owner to carry out any previously
agreed-to plans of correction. However, we found no
guidance in either the regulations or the State Opera-
tions Manual as to how survey agencies should proceed
in those instances where termination action has either
been initiated or is imminent and the provider (owner
or lessee) elects to sell or lease-out the facility.

1. Does HCFA expect the state survey agency to defer
termination to allow a new owner or operator a
'reasonable' period of time to demonstrate the
capability for, and commitment to, correcting
deficiencies?

2. If 'yes',

a. Is the survey agency expected to verify and
evaluate the terms of the transaction to
assure there is an 'arms length' change in
owner or operator?

b. Should the time allowed be covered by a

-- 2 month extension in the provider agreement
as recommended by the survey agency
(442.16)?

-- a 'short term' certification (442.111(b))?

-- other? (please elaborate)

3. Can you cite any cases where a survey agency
declined to suspend an ongoing termination action
upon change of ownership or lessee and the termi-
nation was subsequently overturned because the new
owner or lessee was not given an opportunity to
correct the deficiencies?

10
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4. if an ongoing termination action is based primar-
ily on historical non-compliance rather than on
immediate threat to patient health or safety or
inability to provide adequate care (see question
1. D. 1.), would change of owner or lessee nullify
the case?

5. in evaluating the historical compliance record of
a facility to determine appropriateness of an
adverse action, must this evaluation be limited to
the record of the current owner or lessee?

F. We have noted instances where a termination action was
pending or underway and the provider attempted to
resolve the problem by proposing to replace one or more
key personnel, such as the administrator or nursing
supervisorts). In several of these instances, the pro-
vider maintained that the 'reasons beyond its control'
provisions of 442.105(c),(d) were applicable because
key staff had full responsibility for day-to-day opera-
tions, including assuring compliance with standards.
In many of those cases, 'absentee ownership was
involved--i.e., the owner lived out-of-state or the
facility was chain-operated. One absentee owner main-
tained that he was totally unaware that the facility
had compliance problems until he was served with a for-
mal termination notice. We also noted two instances in
which owners contracted with a management company- to.
operate their facilities and proposed to retain a new
company after being served with a termination notice.

1. In those instances where providers propose to
change key employees, does the opportunity to
correct' concept require that the survey agency
delay or suspend termination action to provide the
new personnel time to demonstrate whether they can
bring the facility into compliance?

2. Can you cite any cases where a survey agency lost
a termination case on appeal because it refused to
allow new key personnel time to resolve compliance
problems?

3. The regulations (442.105(c),(d)) permit recertifi-
cation of facilities with repeat deficiencies
under certain circumstances. One key considera-
tion is whether the recurring non-compliance was
due to reasons beyond the facility's control. In
HCFA's opinion, does 'reasons beyond its control'
include these situations where providers have

ItI
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a. Vested full responsibility for facility opera-
tion in key employees, such as the administrator?

b. Contracted with a management company' to
operate the facility?

G. On August 14, 1981, the Health Standards and Quality
Bureau issued a memorandum to the HCFA regional offices
emphasizing that providers have the right to disagree
with findings of the state survey agency. The document
indicated that this was merely a clarification of
existing policy. The State Operations Manual (old: 3302;
new: 2728) recognizes that a provider may disagree as to
whether a deficiency exists. However, no guidance is
provided on how to resolve this disagreement.

1. What is HCFA's policy with regard to resolving
disagreements as to whether a certain deficiency
exists and/or whether a reported condition results
in a requirement being 'not met"?

12
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REQUIREMENTS QUESTIONNAIRE

Attached, for your information, are the following
documents:

--a sample cover letter explaining our effort to identify
federal nursing home requirements which are considered to
have the greatest impact on patient care, health and
safety,

--the questionnaire transmitted to various organizations
and groups to obtain this information, and

--a list of organizations and groups receiving the
questionnaire.

13
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i COMMITTEE STAFF NOTE: On October 31, 1985 the Health Care Financing Administration
published a proposed rule governing the Long Term Care Survey process in response
to a Federal court order in the case Smith v. Heckler. See Federal Register
pages 45584 through 45587. ]
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DEPARTMENT 0F HEALTH a HUAAN SERVICES odd osseom G.-,

Memorandum
oft. 12 W8

- ?Achard P. Kusserow
Inspector General

01G Draft Audit Report - Implementation of the Alternative to
Nursing Home Decertification Provisions of the Omnibus
Reconciliation Act of 1980 - AC": 03-60155

T.
C. McClain Haddow
Acting Administrator, Health Care

Financing Administration

Attached for your review and comment is a draft audit report on
the results of our review of the implementation of the alter-
native to nursing home decertification provisions of the Omnibus
Reconciliation Act of 1980. These provisions allow the
Secretary to deny reimbursement to substandard nursing homes for
new admissions in lieu of the more drastic sanction of
terminating such homes' participation in Medicare or Medicaid.

To implement the Act, HCFA issued proposed regulations in early
1985. In our opinion, the proposed rules generally are in
accord with the legislation and the intent of Congress.
However, HCFA should consider our recommendations that the
regulations and instructions:

o More clearly specify those conditions under which
sanctions would be imposed.

o Provide specific timeframes for each step within the
sanction process to ensure either timely correction of
deficiencies or imposition of the sanctions.

Once this is accomplished, HCFA should move quickly to identify
chronically-substandard nursing homes and apply the new fiscal
sanction as an incentive for improving conditions under which
Medicare and Medicaid patients must live. In this regard, my
office has identified 44 such homes that are likely candidates
for sanctions and require HCFA's immediate attention. We will
be pleased to assist HCFA in further identification efforts.

If you or your staff wish to discuss the material contained in
this draft report, please let me know or contact F.J. Majka,
Assistant Inspector General for Audit. We would appreciate
receiving your comments within 30 days from the date of this
memorandum.

Attachment V

0 C~
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DRAFT i

REVIEW OF THE
IMPLEMENTATION OF THE ALTERNATIVE TO

NURSING HOME DECERTIFICATION PROVISIONS
OF THE OMNIBUS RECONCILIATION ACT OF 1980

o 30

NOTICE

"This draft of a proposed Office of Audit report is
being made available for review and comment by
officials having management responsibilities concerning
the matters presented. This draft report is not to be
considered final as it is subject to further review and
revision. Please adequately safeguard this document
against unauthorized use."

OFFICE OF INSPECTOR GENERAL

OFFICE OF AUDIT

Audit Control Number 03-60155
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i DRAFT J
EXECUTIVE SUMMARY

This report summarizes the results of our review of the imple-
mentation of the alternative to nursing home decertification
provisions of the Omnibus Reconciliation Act of 1980. These
provisions give the Secretary authority to impose on a nursing
home an intermediate sanction -- denial of reimbursement for new
admissions -- in lieu of the more drastic step of terminating
the facility's participation in Medicare and Medicaid.

We made our review at the request of the Chairman of the United
States Senate Special Committee on Aging. The objective of our
review was to determine what the Health Care Financing Adminis-
tration (HCFA) needs to do to ensure effective implementation of
the Act.

We believe that HCFA will shortly be in a position to finalize
the proposed regulations. A Notice of Proposed Rule Making
(NPRM) was issued and public comments thereon are being evalu-
ated. The proposed regulations, when finalized, could be an
effective force for improving conditions under which thousands
of Medicare and Medicaid patients in nursing homes must live.
However, HCFA must aggressively enforce the regulations and
apply the intermediate sanction if these improvements are to be
achieved.

We are recommending that HCFA finalile the regulations after
giving consideration to our recommendations that the regulations
and instructions

... clearly specify conditions under which sanctions
will be imposed, and

... provide for specific timeframes for each step within
the sanction process.

We are also recommending that, to achieve the greatest results
in the shortest time, HCFA initiate a special nationwide review
to identify chronically-substandard nursing homes and apply the
intermediate fiscal sanction as an incentive to facilities for
improving conditions.

In this connection, we identified 44 skilled nursing facilities
(SNFs) that display strong indications of chronic substandard
conditions. These 44 SNFs--the names of which will be furnished
under separate cover--are likely candidates for the intermediate
sanction and require HCFA's immediate attention. We offer our
assistance in identifying intermediate care facilities (ICFs)
and intermediate care facilities for the mentally retarded with
indications of continuing noncompliance with important
conditions of participation.
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RESULTS OF REVIEW

Omnibus Reconciliation Act of 1980 Provides an
Alternative to Nursing Home Decertification

Nursing facilities participate in the Medicare and Medicaid
programs under agreements with HCFA and State Medicaid
Agencies. To qualify for a provider agreement, facilities must
first be certified by a State survey agency as complying with
certain minimum health and safety requirements. The
requirements, also referred to as conditions of participation,
or standards, are set forth in sections 1861(J) and 1905(C)(D)
of the Social Security Act. Nursing facilities are surveyed
periodically by State survey agencies to determine their
compliance with the requirements.

Before the enactment of the Omnibus Reconciliation Act of

1980 (Public Law 96-499), if a State survey agency determined
that a facility no longer substantially met the conditions
of participation or standards under Medicare or Medicaid,
the only Federal sanction available was to terminate the
facility's provider agreement. This action, in effect, ter-
minated a facility's participation in both the Medicare and
Medicaid programs.

Congress was concerned that many substandard facilities
were allowed to continue in the programs because termination
was oftentimes neither feasible nor desirable in view of
nursing bed shortages and the possible trauma that reloca-
tion often causes the elderly. Congress, therefore,
legislated an intermediate fiscal sanction (denying reimbur-
sement for new admissions for a period of up to 11 months)
to encourage substandard nursing homes to quickly correct
noted deficiencies. In doing so, Congress intended to
ensure the uninterrupted stay of the homes' patients while
protecting them from potentially harmful health effects
arising from prolonged exposure to substandard conditions.

This new sanction did not in any way lessen the Secretary's
authority and responsibility to terminate facilities when
conditions represent 'immediate jeopardy" to patients. In
these cases, the Secretary is to begin termination proce-
dures immediately and halt further reimbursements for new
admissions.

Some Modifications Needed in Proposed Sanctions

In June 1984,. the Chairman of the United States Senate
Special Committee on Aging submitted several requests for
audit to the Office of Inspector General. One request was
to determine the progress the Secretary had made in imple-
menting the alternative to decertification provisions of the
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Omnibus Reconciliation Act of 1980. The Chairman expressed
concern that HHS' failure to implement the provisions
allowed chronically-substandard nursing homes to continue
program participation to the detriment of Medicare and
Medicaid patients and American taxpayers. The Chairman
cited one example of a chronically-substandard nursing home
and questioned how widespread the problem might be.

An NPRM was issued on February 21, 1985, and public comments are
being reviewed. HCFA officials anticipate issuing final
regulations sometime in calendar year 1985.

As part of our audit, we reviewed the requirements in the NPRm
and find that generally they are in accord with the legislation
and the intent of Congress. We believe, however, that some
further guidance in the final rules as well as in instructions
are needed regarding the specific conditions under which
sanctions are to be imposed. In addition, we suggest that
timeframes for completing the sanction process be specified.

Conditions Under Which Sanctions Should be Imposed

The legislation permits the intermediate sanction to be
imposed (1) in conjunction with termination procedures when
deficiencies pose "immediate jeopardy" to the health and
safety of nursing home patients and (2) in lieu of ter-
mination procedures when there is no "immediate jeopardy" to
the patients. According to the legislative history accom-
panying the Act, Congress intended the Secretary to define
by regulation the grounds for the imposition of an inter-
mediate sanction. Congress expected that the existence of
sanctionable deficiencies with the conditions of par-
ticipation would generally be determined during the course
of the formal State survey.

We believe that the proposed definitions for imposing
the sanctions -- both termination and the intermediate sanction--
are too general, allow too much flexibility, and must
be clarified to ensure uniformity of application. For example,
a nursing facility must be terminated if its deficiencies pose
'immediate jeopardy" to patients' health and safety. This is
defined as any situation in which a facility's non-compliance
with one or more conditions of participation pose a serious
threat to patients' health and safety such that immediate
corrective action is necessary. Two examples are cited in the
proposed rule. Other than the examples, the determination of
what poses a serious threat to patients' health and safety is
left to the subjective judgment of pertinent authorities.
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The same is true in cases where "immediate jeopardy" is not an
issue. The NPRM states that an intermediate sanction can be
applied if the facility no longer meets one or more of the
conditions or standards. Again the determination is left to the
judgment of pertinent authorities.

To lessen the impact of subjective judgment on the imposition
of sanctions -- this is necessary in view of the critical issue
of "immediate jeopardy" and the fact that hundreds of nursing
facilities fail one or more conditions or standards and are
thus subject to the intermediate sanction if not termination --
HCFA should provide further clarification in the preamble of the
final rule, including using more examples. In addition, HCFA
should provide in instructions further guidance to ensure that
there are standard methods for identifying nursing facilities
that warrant imposition of a sanction. We recommend that this
method be tied in to specific conditions or standards nursing
homes failed as noted by the State survey since the survey
process itself is basically standardized.

Our final concern regarding uniformity of applying the sanc-
tions relates to a differentiation between Medicare and
Medicaid in cases where "immediate jeopardy" exists. The
proposed regulations require the Secretary to impose the
intermediate sanction whenever the termination process is
initiated against a Medicare provider. State Medicaid
Agencies are given an option as to whether or not the inter-
mediate sanction should be imposed against Medicaid-only
facilities.

We realize that this discretion is provided for in existing
legislation. However, since there are about 3,300 nursing homes
that participate in Medicaid only, it seems only fair and
equitable that these facilities operate under the same ground
rules as facilities that participate in Medicare. More
importantly, mandated denial of payment to Medicaid facilities
could directly benefit Medicaid patients as the facilities would
have a strong incentive to correct deficiencies quickly.
Appropriate legislative change should therefore be sought.

Timeframes for Completing the Sanction Process

HCFA is considering changing the effective date of termination
from 15 days to 2 days for facilities shown to be subjecting
patients to "immediate jeopardy." We would strongly support
such a change. However, we recommend that consideration be
given to making 2 days the maximum effective date since there
may be cases where less than 2 days is warranted.
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We also believe that restrictive timeframes need to be
established for other milestones within the sanction process.
For instance, before denying payments for new admissions, the
facility must be given a notice of the deficiencies and an
opportunity to correct them. If the deficiencies are not
corrected, the facility will be given an opportunity for a
hearing prior to denial of payments. After the decision to deny
payments is made following the hearing, the facility and the
public must be notified before the effective date of the denial.

The NPRM does not provide adequate maximum timeframes for
completing this process. Of particular concern is the fact that
prior to denying payment for new admissions, HCFA or the State
Agency 'would provide a facility the opportunity to correct its
deficiencies through an approved plan of correction." Again, no
specific timeframes have been stated to complete this important
step.

We recommend that there be specific timeframes for each step
within this sanction process to ensure either timely correction
of deficiencies or imposition of the sanctions.

Sanctions Must be Aggressively Enforced

The ability to impose intermediate sanctions will certainly
represent a positive step toward improving nursing home
conditions. The sanction's deterrent effect can have a
significant impact; however, aggressive enforcement will be
necessary. The need for such enforcement is evidenced by the
fact that HCFA's Medicare/Medicaid Automated Certification
System (MM.ACS) shows that the incidence of substandard nursing
facilities is widespread.

SMACS is designed to display the results of annual inspec-
tions made by State survey agencies. It shows the current
status of all nursing homes in meeting the conditions of
participation as contained in Federal regulations. SNFs, for
example, are measured on 18 conditions of participation and
over 500 standards and elements within these 18 conditions.

To determine the extent that substandard nursing facilities
participate in Medicare and Medicaid, we decided to use
MMACS and to initially concentrate on all SNFs or SNF/ICF
combinations. Keeping in mind that the proposed regulations
allow for the imposition of the intermediate sanction if
only one condition or standard is failed, we selected 7 of
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the 18 conditions and 25 of the over 500 standards/elements
(Appendix A) we felt were most related to patient care. We
designed computer programs to identify facilities that
failed:

...a selected condition of participation for two or more
consecutive years,

... three or more selected conditions of participation in
any of the last three most recent surveys.

...any one of the selected conditions of participation
two or more times,

...any one of the selected standards three or more con-
secutive times.

There were 972 nursing facilities that failed one or more of
our parameters. We selected a number of these providers in
various States to verify the data on MMACS. Our review
showed that the facilities identified were in fact problem
providers who over the course of the past several years
showed patterns of noncompliance with important conditions
of participation. Our review also showed, in our opinion, a
need for an intermediate sanction to encourage timely
correction of deficiencies.

This situation is not restricted to SNFs. We performed
a similar review for 2,681 ICF/MRs listed on MRACS in April
1985 and found that 2,153 of them had failed at least one
standard or element. More importantly, 946 ICF/MRs (35 per-
cent of the universe) failed one or more of the 29
standards/elements identified by HCFA as being critical to
the provision of quality care. Some of the more noticeable
failures according to MMACS were as follows:

Active Treatment - 95 facilities were out of compliance
with the requirement for providing active treatment to
residents. This requirement was a stipulation by
Congress to ensure that the mentally retarded receive
the services they need. Sixty-seven of the 95 ICF/MRs
out of compliance with this element are located in
Connecticut and Texas. Kansas accounted for another
seven.
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Qualified Mental Retardation Professional - 176 facili-

ties failed this standard which required 9 different
disciplines that are involved in supervising a plan of
care for ICF/MR residents. At least one of these pro-
fessional disciplines was lacking in each of the facili-
ties which failed. New York, Connecticut and Louisiana
accounted for 73 of the 176 facilities.

Ph sical/Mechanical Restraints - 38 facilities applied
physical restraints to patients without just cause or
applied mechanical restraint devices which could cause
physical injury or discomfort. Connecticut had 11 of

these facilities: Louisiana and Ohio had 4 each.

Chemical Restraints - 27 facilities used drugs exces-
sively, as punishment, for the convenience of the staff or
as a substitute for active treatment. Mississippi led the
nation with 11 of these facilities while Georgia and
Connecticut had 3 each.

Fire Protection - 96 facilities were out of compliance
with the Life safety Code of the National Fire
Protection Association. New York had 45 of these faci-
lities, Connecticut had 10, and Louisiana had 8.

We recognize, of course, that it is not feasible to immediately

begin the process of applying the intermediate sanction on all
972 SNFs and 946 1CF/MRs which we identified from MMACS. Some
obviously are much worse than others. The point is: HCFA can
use MMACS to identify nursing facilities with the most aberrant

patterns of care. A nationwide initiative could then be started
to concentrate enforcement efforts against such facilities.

In this regard, we identified 44 SNFs from MMACS that failed one
or more of seven selected conditions of participation in the two
most recent surveys. The following chart shows the extent of
deficiencies at these nursing homes and that, on the average,

the deficiencies have grown in number from the previous survey

to the most current.

Averages
Total Failed Failed

Deficiencies Conditions Critical Elements*

Current Survey 52 2.64 5.02

Previous Survey 48 2.21 4.74

HCFA identified all conditions and certain standards and
elements as being "critical' in evaluating the quality of
care provided by nursing facilities.
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Examples of the types of information available from MMACS
showing the nature of the deficiencies at four of these
facilities follows:

Facility A

This 976-bed city-government owned facility failed 10
conditions of participation in the most recent survey.
including three of our selected conditions of par-
ticipation (Dietetic Services, Infection Control,
Nursing Services). The facility also failed the same
three selected conditions of participation in the prior
survey. The facility had a total of 142 deficiencies of
which 14 were critical. MMACS indicated no current
adverse action against this provider.

Facility B

This 126-bed proprietary facility failed six conditions
of participation in the most recent survey, including
one of our selected conditions of participation (Nursing
Services). The facility also failed this selected con-
dition of participation in the prior survey. The facil-
ity had a total of 54 deficiencies of which 2 were
critical. MNACS indicated no current adverse action
against this provider.

Facility C

This 109-bed proprietary facijity failed three con-
ditions of participation in the most recent survey,
including one of our selected conditions of par-
ticipation (Nursing Services). The facility also failed
this selected condition in the prior survey. The facil-
ity had a total of 54 deficiencies of which 7 were crit-
ical. MMACS indicated no current adverse action
against this provider.

Facility D

This 323-bed county-government owned facility failed
seven conditions of participation in the most recent
survey, including one of our selected conditions of par-
ticipation (Nursing Services). The facility also failed
this condition of participation in the prior survey.
The facility had a total of 135 deficiencies of which 11
were critical. MMACS indicated no current adverse
action against this provider.
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Conclusions and Recommendations

HCFA is moving towards finalizing regulations for imposing the
intermediate sanction authorized by the Omnibus Reconciliation
Act of 1980. We believe that some modifications and further
clarifications are needed to strengthen these sanctions and to
ensure uniform application among nursing facilities under
Medicare and Medicaid.

Once this is accomplished, HCFA should move swiftly to take
advantage of the incentive offered by the intermediate sanc-
tion. The quicker the sanction is applied and the frequency
of application will, in our opinion, determine the success
of the effort to improve conditions under which Medicare and
Medicaid patients in nursing homes must live.

HCFA, in this case, can act quickly. It should begin the
intermediate sanction process with the 44 SNFs we have
identified from MMACS and should expand its efforts to ICFs and
ICT/MRs which can also be similarly identified. The Office of
Inspector General will furnish the names of the 44 SNFs under
separate cover, and will assist in the additional identification
effort if requested to do so.

We therefore recommend that HCFA:

(1) Issue final regulations and instructions implementing the
alternative to decertification provisions authorized by the
Omnibus Reconciliation Act of 1980 as soon as possible.
giving consideration to the changes recommended in this
report.

(2) Review the current circumstances for each of the facili-
ties we identified from MMACS to determine the appropriate-
ness of applying the intermediate sanction to these
facilities.

(3) Use MMACS to identify other nursing facilities requiring
similar review.

(4) Seek legislative change to provide that Medicaid-only
nursing facilities be required to operate under the same
ground rules as facilities that participate in
Medicare/Medicaid.
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Survey Criteria Used To Identify
Long-Term Care Facilities For Further Review

Selected Conditions of Participation

Medical Direction
Physician Services
Nursing Services
Dietetic Services
Pharmaceutical Services
Physical Environment (includes Life Safety Code)
Infection Control

Selected Standards

Physician Services

Patient supervision by physician
Availability of physicians for emergency patient care

Nursing Services

Director of nursing services
Charge nurse
24 hour nursing service
Patient care plan
Rehabilitative nursing care
Supervision of patient nutrition
Administration of drugs
Conformance with physicians drug orders
Storage of drugs and biologicals

Dietetic Services

Staffing
Menus and nutritional adequacy
Therapeutic diets
Frequency of meals
Preparation and service of food
Hygiene of staff
Sanitary conditions

Pharmaceutical Services

Supervision of services
Control and accountability
Labeling of drugs and biologicals
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Physical Environment

Emergency power
Nursing unit
Facilities for special care
Maintenance of equipment, buildings, and grounds
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DEPARTMENT OFHEALTH & HUMAN SERVICES OlS-of W Gu.- C.,

NOV I 9 Memorandum
Daes

v Sichard P. Kusserow .
' V<nspector General - /

s^tt Meoorandum of Impending Release - Oklahoma - Review of Medicare
and Medicaid Provider Certification Activities - ACN: 06-60151

So C. McClain Haddqw
Acting Administrator, Health Care

Financing Administration

Attached is an advance copy of our final audit report to be
issued on November 22, 1985. The report points out that
substantial improvements are needed in the State's survey and
certification procedures to ensure that safe and adequate
care is provided to Medicaid recipients.

A significant number and type of deficiencies were found in
intermediate care facilities (ICFG). For example, half or more
of the 360 ICFs surveyed by the State were found deficient in
(1) keeping resident living areas clean and in good repair, (2)
handling food under sanitary conditions, or (3) handling drugs
and biologicals. Moreover, many of these deficiencies were
permitted to continue year after year. (See discussion starting
on page 6 of the report.) For 11 randomly-selected facilities,
we found that 40 percent of the deficiencies identified by the
State survey agency continued to exist in at least 3 of the 4
years covered by our review.

Although State survey agency and Regional HCFA officials
generally concurred with our findings and procedural
recommendations, (see pages 13 and 14 of the report), we
question whether conditions will improve without aggressive HCFA
involvement at both the Regional and Central offices.

For example, we are particularly concerned with statements
obtained from State survey officials that no one wants to cite
IC? administrators as deficient because of pressures that would
be brought against the surveyor. (See discussion starting on
page 12.) Such statements lead us to question whether the fear
or threat of pressures results in the reluctance to identify and
report serious deficiencies in certain facilities.

We therefore believe there is a need for HCFA to take prompt and
decisive action to resolve the findings identified in our
report. We recommend that you direct the Regional Administrator
to closely monitor corrective actions promised by the State
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survey agency. we also recommend that IfCFA conduct its own
special study of survey and certification activities in the
State of Oklahoma, and consider exercising the Departments
authority to conduct 'look behind' reviews in those facilities
identified as warranting such reviews.

We would appreciate being advised within 60 days of actions you
plan to or have initiate(d) as a result of our report.

Attachment

For further information, contact:

Glyndol J. Taylor
Regional Inspector General

for Audit, Region VI
PTS 729-8414
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Review of Medicare and Medicaid
Provider Certification Activities

Oklahoma State Department of Health

REGION VI

NOTICE

The designation of financial and/or management practices as
questionable or a recommendation for the disallowance of
costs incurred or claimed, as well as other conclusions and
recommendations in this report, represent the findings and
opinions of the HHS Office of Inspector General. Fi '
determination on these matters will be made by author_.
officials of the HHS operating divisions.

Audit Control Number: 06-60151
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DEPAITMENTOf HEALTH &HUMANSERVICES OrhmopGoeroner

NOV 22 b iW
I 100 CGnma SV99 Le,4E0
Deusa TM81 712

Audit Control Number: 06-60151

Joan K. Lesvitt, M.D.
Commissioner of Health
Oklahoma State Department of Health
1000 N.E. 10th
Oklahoma City, Oklahoma 73152

Dear Dr. Leavitt:

Enclosed for your information and uae Is a copy of an OlG Office of
Audit report titled, 'Review of Medicare and Medicaid Provider
Certifcatlon Activities. Oklahoma State Department of Health.' Your
attention Io invited to the audit findings and recommendations contained
in the report. The below named official will be communicating with you
In the near future regarding Implementation of these Items.

In accordance with the principles of the Freedom of Information Act
(Public Law 90-23), OI Office of Audit reports Issued to the
Department's grantees and contractors are made available, If requested.
to members of the press and general public to the extent information
contained therein is not subject to exemptions in the Act, which the
Department chooses to exercise. (See Section 5.71 of the Department's
Public Information Regulation, dated August 1974, as revised.)

To facilitate Identification, please refer to the above audit control
number In all correspondence relating to this report.

Slneerely yours

GLYNDOL J. TAYLOR
Regional Inspector General for Audit

Enclosure

Direct reply to:
Dr. Renneth C. Schneider
Associate Regional Administrator
Health Standards and Quality
Health Care Financing AdmInIstration
Room 1937, 1200 Main Tower Building
Dallas, Texas 75202
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INTRODUCTION

BACKGROUND

The Social Security Act (Sections 1864 and 1902) authorizes
the Secretary of HHS to contract for the services of State
agencies to determine whether health facilities meet the
requirements for participation in the Medicare and Medicaid
programs. In Oklahoma, the State Department of Health
(OSDH) is the State survey agency responsible for performing
annual certification surveys of participating facilities.
At the Federal level, the Health Care Financing Adminis-
tration, Department of Health and Human Services (DHHS), is
responsible for administering the Medicare and Medicaid
provider certification program. The State and Federal
participation requirements consist of a series of health and
safety standards which measure the ability of an institution
to render adequate and safe care. Certification surveys
consist of (1) health and sanitation requirements which are
evaluated by the survey agency and (2) life safety code
requirements which are evaluated by the State Fire Marshal's
Office -- under contract with the OSHD. Facilities not in
full compliance with the health and sanitation and the life
safety code requirements may be certified for a limited
period under both programs, but only with an approved plane
for correcting deficiencies noted during the survey. Med-
icare and Medicaid regulations also provide for automatic
cancellation of a facility's certification if deficiencies
noted have not been corrected within the time period speci-
fied in the plan of correction. During the period of our
review, OSDH was responsible for certifying some 360 inter-
mediate care facilities (ICFs), 102 hospitals, 9 skilled
nursing-home facilities (SNFs), 84 home health agencies, 47
independent laboratories, and 34 other miscellaneous health
providers.

SCOPE OF AUDIT

Our review was made in accordance with standards for govern-
mental auditing and included interviews with responsible
officials and a review of documentation relating to State
surveys of hospitals, ICFs, SNFs, and home health agencies.
The ICFs and the one SNF reviewed were selected by bot!-
judgmental and statistical sampling methods. Our revi
primarily directed towards ICF certification activities
because preliminary audit work indicated more of a problem
with these facilities remaining in compliance with Medicaid
standards. Our sample included 17 ICFs reviewed in a prior
audit of State certification activities (ACN; 06-02100,
issued in June 1980), 11 additional ICFs, and 1 SNF. Our
review, which covered surveys performed during the four

1
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fiscal years ended September 30, 1983, was performed at the
offices of the OSDH in Oklahoma City, and at six ICFs in
various communities in Oklahoma.

2
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HIGHLIGHTS OF AUDIT RESULTS

Although State survey agency officials are pursuing the goal
that every ICF reaches the level of care required by Federal
standards, substantial improvements are needed in existing
procedures to ensure that safe and adequate care is provided
to Medicaid recipients.

During the 4-year period of our review, over $660 million in
State and Federal funds was spent for care of Medicaid
recipients in Oklahoma's 360 ICFs. To assure that such ca
meets the Federal standards for quality and safety, the
State survey agency received over $1.2 million during the
same period to conduct surveys and certify that ICFs, SNFs,
and hospitals meet the Federal standards of participation in
the Medicaid program. Despite these expenditures and the
State survey agency's efforts, ICF survey information dis-
closed that significant deficiencies existed in both the
safety and quality of care provided to Medicaid recipients
in Oklahoma's ICFs.

For the period reviewed, the State's surveys of the 360 ICFs
show, on the average that:

-- 60 percent of the ICFs were found deficient in
keeping resident living areas clean and in good
repair as required by Federal standards;

-- 51 percent were cited as not meeting the Federal
standards for handling food under sanitary con-
ditions;

,-- 50 percent were cited as not meeting the Federal
standards for handling drugs and biologicals;

-- 39 percent were cited as not meeting the Federal
standards for menu planning and nutritional
adequacy;

-- 34 percent were cited as not meeting the Federal
standards for administering medications; and

-- 27 percent were identified as not properly dori:-
menting signs and symptoms of illness in patie.'i
records in accordance with Federal standards.

Although the number and types of deficiencies found in the
ICFs are significant, it is equally significant that many of
the deficiencies were permitted to continue year afer year.
For example, we found that 40 percent of the deficiencies
identified by the State survey agency in 11 randomly selected

3
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ICFs continued to exist in at least 3 of the 4 years covered

by our review. Failure to take prompt corrective action is

attributed to the following.

-- Some State survey agency staff believed that

the exact same deficiency involving the exact same

people must exist to constitute a recurring
deficiency.

-- Surveyor statements of deficiencies provided to

ICFs did not clearly identify the deficiencies or

identify what needed to be done to correct those

deficiencies.

-- The State survey agency accepted plans of cor-

rection from ICFs that did not specifically state

how or what corrective action would be taken. In

many instances, the plans were nothing more than

the provider's pledge to correct the deficiencies.

- - Surveyor staff interviewed were reluctant to cite

ICF administrators for not taking corrective

action. They perceived that pressure would be

brought to bear if they took a tough stand against

administrators. They also felt that it would be

difficult to defend their actions because of

subjective judgments involved in such actions.

In addition, the state survey agency needs to improve its

inspection practices to ensure that adequate staffing is

maintained to provide quality care to all ICF residents.

Federal survey procedures provide for the review of time

sheets to verify that adequate staffing existed during the

period reviewed. However, State surveyors generally test

payroll records and time sheets for only the most recent 2-

week period and only when a review of the ICF staffing plans

indicates inadequate staffing. This method of limited

testing does not provide adequate evidence that appropriate

staff is maintained at all times.

Although State surveys were identifying tangible deficien-

cies, substantial improvements are needed to ensure that

deficiencies are adequately reported and that permanent

corrective action is taken.

We recommend that the State survey agency redefine what

constitutes a recurring deficiency and strengthen its

procedures to fully describe deficiencies found, their

cause, and recommended corrective actions when ccomunicating

survey results to ICF officials.

4
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Also, we recommend that survey procedures be extended to
ensure that adequate staffing exists at ICFs at all times.
In addition, we recommend that the State survey agency re-
quire specific corrective action plans from the ICFs and
that follow-up visits be used to ensure that deficiencies
are corrected timely and permanently as a condition for
participation in the Medicaid program.

State survey agency officials, at the audit exit conference,
generally concurred with our recommendations. During this
conference, these officials acknowledged that improvements
are needed, but pointed out that since the period of our
audit, a new management team is in place and many changes
have already been made. In their written response to our
report, agency officials stated that inservice training is
-urrently being conducted to improve the skills and methods
.of conducting surveys and writing deficiency statements.
This written response, also, contained their course of
action for each of our recommendations. Although the State
survey agency was generally responsive to our recommenda-
tions, we believe certain actions, in addition to those
described in-their written response, are needed to ensure
that substantial improvements are realized in the safety and
quality of care provided Medicaid recipients in ICFs. For
a complete discussion of the State survey agency's response
to our recommendation and our comments see pages 14, 15, 16
and 18 of this report. (A complete text of the State survey
agency's written response is included as an Appendix to this
report.)

5
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FINDINGS AND RECOMMENDATIONS

The State survey agency needs to strengthen its practices
and procedures to ensure that (1) deficiencies reported at
ICFs are permanently corrected, and (2) adequate medical and
care staff are on duty. For the most part, the State
agency's surveys were identifying tangible deficiencies.
However, improvements are needed in all aspects of the
survey process before substantial progress can be realized
in the quality and safety of Medicaid resident care in IC

RECURRING DEFICIENCIES

Although the State survey agency identified numerous de-
ficiencies at ICFs -- for the 4-year period covered by our
review, an average of 7 deficiencies per ICF was reported --

these deficiencies often did not remain corrected and re-
curred year after year.

The State's surveys of ICFs for the 4-year period show, on
the average, that:

-- 60 percent of the ICFs did not meet the Federal
standards for keeping the living areas clean and
in good repair;

-- 51 percent did not meet the Federal standards for
handling food under sanitary conditions;

-- 50 percent did not meet the Federal standards for
handling drugs and biologicals;

-- 39 percent did not meet the Federal standards for
menu planning and nutritional adequacy;

-- 34 percent did not meet the Federal standards for
administering medications; and

-- 27 percent did not properly document signs and
symptoms of illness in the patients' records.

Our analysis of deficiencies at 11 randomly selected ICFs
showed that 40 percent of the deficiencies reported by the
State survey agency as not meeting the Federal standards of
participation were cited as deficiencies in 3 of the 4 years
surveyed. The following table shows the results of this
analysis.
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Total Number of Number of Deficiencies
Deficiencies Occurring in at Least

ICF i Reported 3 of 4 Years Reviewed Percentage

1 15 5 33
2 11 7 64
3 8 4 50
4 12 0 0
5 9 4 44
6 9 6 67
7 0 0 0
8 7 3 43
9 1 0 0

10 2 1 50
11 4 1 25

78 31 40%

In our opinion, the State survey agency's strict definition
of a recurring deficiency is an important factor contribu-
ting to the large percentage of recurring deficiencies.
According to certain State survey agency staff, the exact
same deficiency involving the exact same people must exist
as previously identified before a deficiency is considered
as recurring. Such a strict definition permits the same
basic problem to continue year after year while appearing
each time as a newly identified deficiency, thus permitting
recertification without correcting the basic problem. In
our opinion, when the same general type of deficiency con-
tinues to occur, it should be treated as a recurring problem
in an effort to correct it, rather than relying on a tech-
nicality to classify it as a non-recurring deficiency.

In addition, we believe that recurring deficiencies can be
attributed, in part, to the State survey agency's:

-- statements of deficiencies that are provided to
ICFs which are unclear with respect to the nature
of the problem, its significance, and corrective
action needed,

-- acceptance of plans of correction that do not
adequately address the action needed to prevent
the deficiency from recurring, and

-- reluctance to cite ICF administrators who will
not take appropriate action to correct recurring
deficiencies.

7
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Statements of Deficiencies

Improvements are needed in the preparation of statements of
deficiencies by surveyors to ensure a full understanding of
the nature and scope of problems found at ICFs and the
action needed to fully correct the problems.

The HHS State operation manual identifies the attributes to
be included in a statement of deficiency as specific ident-
ification of the problem, quantification of the problem, the
severity or degree of the hazard of the problem, and a
statement of the action needed to remedy the problem.
However, our review of statements of deficiencies prepared
by the surveyors disclosed that in many instances the stags
ments lacked one or more of these attributes as illustrated
in the following examples.

A surveyor identified a deficiency in menu planning and
nutritional adequacy at one ICF for 3 consecutive years.
The statement of deficiency for the first year read;

Therapeutic diet menus are not followed in all instances.

The same deficiency for the second year stated:

Some of the therapeutic diets were not served accord-
ing to the planned and approved therapeutic menus.

The statement of deficiency for the third year indicated a
deterioration of the condition to the extent that certain
prescribed diets were not included on the menus., The state-
ment read:

There was no planned therapeutic menus for the follow-
ing diets prescribed:

1. Low Salt, High Protein, Low Carbohydrate;

2. High Fiber

3. 1,200 Calories, 1,000 Milligrams Sodium Strict

The first two statements of deficiencies did not specif-
ically identify the problem, its severity, proportion c
residents affected, and the action needed to correct th
problem. Although the last statement was more specific ab
to the nature of the problem, no additional information was
given. The lack of information regarding the problem may
have been a factor as to why the deficiency continued to
occur during the 3-year period.

Another example of an inadequate deficiency statement, dealt

8
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with a drug administration deficiency. This deficiency
statement initially read:

-- Documentation in the resident's record is in-
adequate for PRN drug administration.

The next year this deficiency statement read:

-- The facility was not consistently following its
policy on documentation of as needed (PRN) medi-
cations.

In the third year, the deficiency was again identified and
the deficiency statement read:

- - Numerous unexplained blanks were observed on the
medication administration sheets.

The deficiency as cited did not specifically identify how
the documentation was inadequate and did not quantify the
extent of the problem. None of the deficiency statements
for the 3-year period specifically identified the action
needed to remedy the problem. Additionally, the signif-
icance of the deficiency and the degree of hazard to the
health and safety of residents were not described.

To further illustrate, the elements of the resident record
keeping system for one ICF were found deficient during a 3-
year period. The first year deficiency statement read:

- - Pertinent information regarding the improvement
or deterio'ration of wounds, decubitus, and abra-
sions needs to be documented periodically in the
resident's records.

in the following year, the deficiency statement read!

-- On one record reviewed there were no vital signs
recorded after the resident fell out of bed.
Also, there was no documentation of any action
taken or further observations of the resident. On
the same record, another fall recorded on an
incident report was not documented at all on the
nurses notes or progress notes.

For the third year, tU. 'ficiency was again cited and read:

-- Incident repor .: are not documented in the nurses
notes on a cons_. it basis and some do not have
adequate follow-u, lata as to the action taken.

Again, the quantification of the problem, the degree of

9
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hazard, and the action needed to r medy the deficiency were
not provided. Without such information, it is difficult to
determine the significance or the cause of the problem.
Until these attributes are identified, meaningful correction
may not take place.

State survey agency personnel acknowledged that all attri-
butes may not be identified in the statement of deficiency.
State agency surveyors indicated that many of the underlying
causes of the deficiency are complex and not easily under-
stood. Because of these complexities, previous deficienc-
statements had become voluminous. According to State survey
agency officials, ICF operators were worried that prospec-
tive clients would compare deficiency stat m nts from sev-
eral facilities and would automatically reject a facility
with the most voluminous deficiency statement. Since the
deficiency statements are available to the public under
public disclosure regulations, and since the volume of the
deficiency statement may address the complexity of the
problem rather than the significance of the problem, the
State survey agency agreed with the nursing home operators
that voluminous deficiency statements would not be a way to
fairly evaluate ICFs. As a result, surveyors were told to
write terse, but complete, statements of deficiency.

Surveyors stated that they were.told to be less descriptive
in preparing statements of deficiencies. Also, they said
that this had caused problems because nursing home adminis-
trators and staff did not always understand the deficiency
or the action needed to remedy it even though a complete
oral presentation was made at the time of completion of the
on-site survey. Also, according to one surveyor, personnel
assigned to make a follow-up review to verify that deficien-
cies have been corrected may not know the full extent of the
problem and, therefore, fail to detect uncorrected deficien-
cies without performing another full review of the problem
area.

we believe that comprehensive statements of deficiencies,
including all attributes required by the State operations
manual, would provide all parties, including the public,
with better information and would provide a basis for
actions to fully correct the deficiencies.

Plans of Correction

The State survey agency should require more definitive
correction action plans from ICFs which specify the dctions
that will be taken to permanently correct the basic cause of
the identified deficiency. The State operations manual
identifies several purposes of plans of correction which
include the following.

10
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-- n aide to the survey agency in following activi-
-ies to ascertain progress and assist the facility
in carrying out its commitments to come into com-
pliance with Medicaid conditions of participation.

-- The basic document to be disclosed to the public
inquiring about the facilities deficiencies and
what must be done to remedy them.

-- Support for future termination proceedings if this
becomes necessary.

-- The administrator's statement as to pending and
promised correction efforts, which he enters on
this signed document, are important to the eval-
uation of health and safety issues.

Federal regulations, Title 42, CFR, Part 442, Subpart C,
Section 442.105, allow the certification of facilities with
recurring deficiencies provided that the facility was
unable to stay in compliance with the standard for reasons
beyond its control, or despite intensive efforts to comply.
The plan of correction developed to support recertification
of an ICF where recurring deficiencies are involved should
clearly define the procedures that the provider intends to
implement to comply with the standard.

In many instances, plans to bring ICFs with recurring de-
ficiencies into compliance with Medicaid standards were
nothing more than pledges to correct the particular problemsidentified by the State survey agency, or statements thatthe problems had been corrected. For instance, the plan of
correction submitted by the ICF and accepted by the State
survey agency to correct the menu planning problem pre-
viously discussed (see page 8) consisted of the following
statement.

The therapeutic menus for the ones listed have been
planned and written and are included in our thera-
peutic program.

It should be noted that the above statement pertained to
only the three prescribed diets identified in the statement
of deficiency, although problems in this area were ident-
ified in the two preceding surveys. The plan of correction
was incomplete because it did not provide for any action tocorrect the underlying cause of the problem to prevent it ora similar problem from recurring in the future. No assur-
ance was given that all diets prescribed in the future wouldbe prepared and served to the respective residents of the
ICF. According to the State survey agency's definition of arecurring deficiency, as previously discussed, any change in
the conditions such as a change in residents affected by the

11
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continuing deficiency would prevent the same basic problem
from being identified as a recurrring deficiency in the
following year.

in our opinion, and in accordance with the State operations
manual, the State survey agency should require plans of
correction which specify the actions that will be taken to
permanently correct the basic cause of each identified
deficiency.

Administration of ICs

Despite the number of deficiencies being reported by the
State survey agency at ICFs and the significant number of
recurring deficiencies at many ICFs, the State survey agency
rarely cited the administrator of an ICF for not taking
correction action. For the 4-year period, less than two
percent of all ICF administrators were cited as being
deficient. No administrator deficiencies were reported for
the last year of our review.

Title 42, CFR, Part 442, Subpart C, Section 442.105 states
that if the facility has the same deficiency as it had under
the prior certification, the agency must document that the
facility:

(1) did achieve compliance with the standard at some
time during the prior certification period, (2) made
good faith effort ... to stay in compliance, and (3,
again became out of compliance for reasons beyond its
control.

The CFR also requires an ICF to have an administrator to
ensure ICF compliance with Medicaid standards. One section
of the survey form used for certification deals with the
administrator of the facility. However, officials of the
State survey agency stated that they did not attempt to
document efforts by the administrator of an ICF with re-
curring deficiencies to stay in compliance because of the
additional survey time required. Also, if efforts were made
to document such an attempt only to find that no attempt was
made, the surveyor would be required to cite the adminis-
trator as deficient. According to State survey officials,
no one wants to cite an administrator as deficient because
of the pressures that would be brought against the surveyor.

One surveyor told us that any surveyor who cited an admin-
istrator for not properly managing the ICF would be required
to justify the action in conference with the administrator
of the ICF, the administrator's lawyer, and the Commissioner
of Health. Since management concepts are subjective, it is
most difficult for the surveyor to adequately document and
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justify these types of deficiencies, and that little of a
positive nature would come from such conferences. Certain
surveyors indicated that if a surveyor insisted on being
tough on administrators, the surveyor could be transferred
to another area.

Because of this perceived pressure, nursing home adminis-
trators with poor performance records were allowed to con-
tinue to operate in the Medicaid program without penalty.
One State survey agency official told us of instances where
administrators are often absent from the IC? and provide
little effective management at their facilities. Another
official stated that certain administrators are rarely at
the facility, are relatively unknown by the residents or
staff, and have little knowledge of how the facility is
actually operating.

Although State survey agency personnel acknowledge that many
administrators are deficient in taking corrective action to
alleviate continuing problems at ICFs, few administrators
are actually cited for such deficiencies since surveyors
believe that few positive results would come from such
actions.

Recommendations

In order to ensure that deficiencies at ICFs are properly
identified and permanently corrected, we recommend that the
State survey agency:

(1) Redefine 'recurring deficiency" to ensure that
when a facility is out of compliance with a
particular Medicaid standard for two or more
years, it is in fact considered a recurring
deficiency.

(2) Prepare statements of deficiencies that conform
to the criteria identified in the State operations
manual. Deficiency statements should specifically
identify the facilities' deficiencies in meeting
Medicaid standards, quantify the extent of the
deficiencies, identify the underlying causes of
the deficiencies, and describe the significance of
the deficiencies or the degree of the hazards to
the health and safety of the ICF's residents.

(3) Require that IcFs prepare plans of correction
which clearly define the procedures that the
provider intends to implement to comply with the
standard. This would include specific steps the
provider plans to take to preclude the deficien-
cies from recurring.
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(4) Require the provider with recurring deficiencies
to demonstrate that the facility was unable to
remain in compliance for reasons beyond its

* control or despite good faith efforts to comply.

(5) Take definitive action against ICFs who contin-
ually operate in an environment of recurring
deficiencies, cite such ICFs' administrators for

deficiencies, and, if warranted, refer adminis-
trators to the Oklahoma State Board of Nursinc
Homes.

(6) Actively support and encourage surveyors to cite
administration deficiencies in those cases where
an ICF continually has recurring deficiencies.

State Survey Agency Comments and Office of Audit Response

At the audit exit conference, State survey agency officials

generally agreed with our recommendations. These officials
stated, however, that subsequent to the period of our audit,

a new management team had been placed in charge and sub-
stantive changes had been or were in the process of being
made. In their written response to our report, State survey

agency officials stated that inservice training is being

conducted routinely to improve the skills and methods of

conducting surveys and writing statements of deficiencies.
Also, in their response, State survey agency officials

outlined their course of action'for each of our recomre-
tions. Following, is a brief synopsis of the State

agency's comments regarding each of the six recommen-- _

IA complete text of the State survey agency's comments is
included as an Appendix to this report.)

Recommendation (1) - State survey agency officials out-
lined their present policy by
stating that a deficiency is now
considered recurring when a facil-
ity is out of compliance with a
particular Medicaid standard for
two or more years. They further
clarified their present policy by
providing an example which illu-
strated that a deficiency
not have to be the exact s.
deficiency to be considered re-
curring.

Recommendation (2) - State survey agency officials
agreed to specifically identify
deficiencies on the statements of
deficiencies in accordance with
provisions of the State Operations
Manual.
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Recommendation (3) -

Recommendation (4) -

Recommendation (5) -

Recommendation (6) -

e survey agency officials out-
d their current procedures
stating that now the agency

,es require the administrator to
clearly define the procedures to
be implemented to comply with the
standards. Informal conferences
are conducted in which the facil-
ity's representatives are in-
structed how to reply to state-
ments of deficiencies. In many
instances, plans of correction
are rejected when the facility
has not clearly defined its
actions. Further, a more thorough
review process has been initiated
to ensure that there will be
fewer recurring deficiencies.

State survey agency officials
stated that the agency will re-
quire better documentation to
ensure that previously cited
deficiencies do not recur.

State survey agency officials
did not specifically address
this recommendation other than
stating that they were not re-
quired by law to take action
against administrators.

State survey agency officials,
again, outlined their present
policy by stating that sur-
veyors are encouraged to cite
all existing deficiencies,
whether those deficiencies be
initial or recurring.

With regard to the first three recommendations, the actions
described by the State survey agency officials, if properly
implemented, should result in improvements in the survey
process. However, for substantial improvement to be real-
ized in the safety and quality of care provided in Medicaid
ICFs, we believe additional steps may be necessary, regard-
ing the last three recommendations.

First, regarding the fourth recommendation, while we agree
that better documentation is needed, we believe that a
significant change in survey procedures will be necessary
before the State survey agency will be able to document
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that the facility was unable to remain in compliance for
reasons beyond its control and despite good faith efforts to
comply. We believe our recommendation will require addition-
al efforts on both the part of the State survey agency and
the provider.

Regarding the fifth recommendation, we would reiterate that
definitive action must be taken against ICPs who continually
operate in an environment of recurring deficiencies if
tangible improvements in safety and quality of care are to
be realized. We believe this is of paramount importance and
must be addressed. We agree with the statement that State
survey agency officials are not required by law to take
action against administrators. Nevertheless, neither are
they prohibited from citing administrator deficiencies _
referring such administrators to the Oklahoma State Board of
Nursing Homes. We believe this would be an effective
deterrent to those administrators who operate in an
environment of continuing recurring deficiencies.

Finally, with regards to our sixth recommendation, we recog-
nize that the State survey agency encourages surveyors to
cite all deficiencies. However, certain surveyors whom we
interviewed perceived that pressure would be brought to bear
if administrator deficiencies were cited. If surveyors were
provided active support in writing up such deficiencies, we
believe this perceived pressure would no longer exist.
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VALIDATION OF STAFFING

State agency surveyors need to improve their survey prac-
tices to ensure that adequate staff is on duty to carry out
the ICFs' responsibilities to their residents. In a pre-
vious review we found that the State agency surveyors were
only testing staffing plans to ascertain if staffing re-
quirements were met. As a follow-up to that review, we
performed limited tests and found that generally, surveyors
still only review the ICF's staffing plan to determine if
adequate staffing exists. Only when the staffing plan
indicates discrepancies does the surveyor test payroll
records or time sheets. Also, only the most recent 2-week
period at the time of the site visit is checked.

Federal survey procedures, as outlined in the Interpretive
Guidelines and Survey Procedures for the Application of
Standard-sfor the General Intermediate Care Failit-i,
include a step to check time sheets for all tours of duty to
verify the consistency of staffing. Since staffing is one
of the most critical elements in assuring the quality of
care to ICF residents, we believe definitive steps must be
taken during the survey to determine if adequate staffing is
maintained.

If only the staffing plan is reviewed, as is currently being
done in most cases, there is no assurance that the plan w---
followed and that the prescribed number of staff were a~-
ally on duty. Also, if only the most recent 2-week perin...
is checked, there is little assurance that adequate staffing
was maintained throughout the period.

Federal investigations conducted at two ICFs by the Office
of Inspector General, prior to this audit period, disclosed
that the staffing plans and the time actually worked did not
agree. Although both of these ICFs had undergone certi-
fication surveys with no problems recorded as to staffing,
the investigations disclosed that both of the ICFs had
insufficient staff on duty to meet State and Federal re-
quirements. If payroll records and time sheets had been
checked during the surveys, the problem most probably would
have been identified. However, since the surveyor only
tested these facilities' staffing plans, no problems were
reported.

Our current review of this area was limited to identifying
that staffing plans were still being used as the principle
means to verify staffing requirements. In addition, we
found no convincing support that staffing plans represented
actual time worked.
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Recomendations

We recommend the State survey agency require that surveyors
validate, on a sample basis, facility staffing to eiployee
time records and other payroll records when appropriate, and
require corrective action if timr records do not demonstrate
the validity of staffing plans. The testing of staffing
patterns should not be limited to only-the most recent 2-
week period at the time of the site visits, but should be
made throughout the survey period to ensure that adequate
staffing is being maintained.

State Survey Agency'* Comments

State survey agency officials agreed with the above recom-
mendations and stated that surveyors will validate, on a
sample basis, quarterly time reports and other records. (A
complete text of the State survey agency's caents is
included as an Appendix to this report.)
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OTHER MATTERS

SUPERVISION OF HEALTH SERVICES

During our review, officials of OSDH expressed concern that
health services were being provided in Oklahoma ICFs without
supervision from licensed charge nurses. This concern stems
from the fact that many Oklahoma ICFs employ Certified
Medication Aides (CMAs) to supervise their second and third
shifts of operations. These officials told us that they
believed these CMAs do not have the training or experience
to exercise the judgment necessary to provide health ser-
vices, such as treatments, medications, diets, etc., without
direct supervision from a licensed nurse.

Our analysis of data from a random sample of 11 ICFs for
fiscal year 1983 confirmed that many ICFs had CHAs in charge
during the second and third shift. This sample also showed
that health services were being provided during these
shifts. For example, data from our sample showed that 25
percent of the residents were provided medications on night
shifts and that 80 percent of the time a licensed nurse was
not on duty to supervise the CMAs dispensing the medications.

Title 42, CFR, Part 442, Subpart F, Section 442.338, is
specific in requiring ICFs to provide supervised health
services for each resident. Section 442.339 paragraphs (a)
through (d) also is specific in requiring that this super-
vision must include a health services supervisor who is
registered nurse, a licensed practical nurse, or a voca-
tional nurse to supervise the ICFs health services full
time, seven days a week, on the day shift. However, re-
garding the second and third shifts, paragraph (e) of this
regulation permits the facility to employ as a charge nurse
an individual who is licensed in a category other than a
registered or licensed nurse, provided the individual has
completed a training program to get the license which in-
cludes at least the same number of classroom and practice
hours in all nursing subjects as in the program of a State
approved school of practical or vocational nursing.

OSDH officials expressed doubt that CMA training would meet
the Federal criteria cited above. They also provided a
letter from officials of the Health Care Financing Adminis-
tration, dated November 30, 1977, which stated that it was
not the intent of Federal regulations to replace licensed
nurses with medication aides, as these people have neither
the training nor education to replace licensed nurses.
Nevertheless, OSD officials have not enforced their in-
terpretation regarding the qualification of CMAs to act as
supervisors at ICFs because of, as they state, (1) the
ambiguity of the Federal regulation, and (2) the State's
policy regarding Medicaid payments to ICFs.
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Within the State of Oklahoma, the State Department of Human
Services (DHS) is responsible for making Medicaid payments
to ICFs. In addition to ICFs meeting the Federal cert-
ification requirements, DHS has established fee schedules
for ICFs based on specific staffing requirements. These
requirements include a full-time licensed nurse on duty
during the day shift 7 days a week, a minimum of one li-
censed nurse for every 25 patients with coverage required on
no more than two of the three daily shifts, and a minimum of
one CMA on any shift not covered by a licensed nurse.

OSDH officials stated that the staffing requirements spelled
out by DHS are the basis for payments to ICFs; therefore,,
providers have argued that they are not being paid to furnish
licensed nurses on all shifts.

Federal standards for ICF care, in our opinion, were written
to allow ICF providers freedom from a narrow interpretation
of requiring licensed nurse supervision on every shift
without consideration of the health services needed by
residents. We believe Federal regulations require that
health services prescribed or planned for an ICF resident,
without regard to the tour of duty during which it is pro-
vided, should be supervised. However, as to whether CMA
training and experience qualify as meeting the requirements
of supervision, we believe this is an interpretation that
should be made by OSDH without consideration of the State's
Medicaid payment policy.
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June 20, 1985

Glyndol J. Taylor
Regional Inspector General for Audit
Office of Audit
Regional Office VI
1100 Commerce Street, Room 4EI
Dallas, Texas 75242

Re: Audit Control Number: 06-50151

Dear Mr. Taylor:

The exit conference, with the concurrence of Mr. Hargrove and Mr. Slay, had to
changed to 1:00 p.m., June 14, 1985.

There was considerable discussion on items pertaining to Section 3302 A and C of
the State Operations Manual. We feel that better communication was brought
about on actions on deficiencies required by the State Agency and use of words
such as subjective and permanent. Inservice training Is being conducted routinely
to improve the skills and methods of conducting surveys and writing deficiencies on
Form HCFA-2567.

We are enclosing our course of action to your recommendations listed on pages 13,
14, and 16.

If there are questions, please advise.

Sincerely,

Joan K. Leavitt, M.D.
V'ommissioner of Health

Enclosure
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APPENDIX
Page 2 of 2

COURSE OF ACTION
AUDIT CONTROL NUMBER: 06-50151
INSTITUTIONAL SERVICES
OKLAHOMA STATE DEPARTMENT OF HEALTH

(1) A recurring deficiency, as defined by this Agency, exists when a facility is
out of compliance with a particular Medicaid standard for two or more years.
To further explain, if a deficiency is cited within the standard, such as
"special diets', we expect the facility to submit a plan of correction to
include a proposed action to ensure proper serving of all diets ordered. When
the facility is surveyed the next year, if a dietary deficiency Li cited, not
necessarily the same one, the facility would be considered as having a
recurring deficiency.

(2) The Agency will specifically Identify the facility's deficiencies and quantify
the extent of the deficiencies, following the examples outlined in the State
Operations Manual Section 3302C dated April, 1980.

(3) The Agency does require the administrator to clearly define the procedures
to be implemented to comply with the standards. We conduct informal
conferences in which the facility's representatives are instructed how to reply
to statements of deficiency. In many instances, plans of correction are
rejected when the facility has not dearly defined its actions A more
thorough review process has been initiated to ensure that there will be fewer
recurring deficiencies.

(4) The Agency will require better documentation to ensure that previously cite;
deficiencies do not recur.

(5) This Agency is not required by law to take action against administrators.

(6) we encourage surveyors to cite all existing deficiencies, whether it be initial
or recurring.

The surveyors will validate, on a sample basis, quarterly time reports and
other records.
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REPORT DISTRIBUTION SCHEDULE

Recipient No. of Copies

Action Official

Dr. Kenneth C. Schneider
Associate Regional Administrator
Health Standards and Quality
Health Care Financing Administration 2

Other Parties

Audit Liaison Staff
Office of Executive Operations
Health Care Financing Administration
Room 793, East High Rise
6325 Security Boulevard
Baltimore, Maryland 21207 2

Auditee

Joan K. Leavitt, M.D.
Commissioner of Health
Oklahoma State Department of Health
1000 N.E. 10th
Oklahoma City. Oklahoma 73152 2

OG/Office of Audit

Audit Management Division I

Director, Health Care
Financing Audit Division 1

Regional Office 2
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National Citzens Ccalition for

NURSING HOME REFORM
1825 ConnectIcut Avenun NW

5cAs 4178
Pr ., Ga -J Vft~rnQg=. ocC 2lO C.. L H.W

P~~~hm~~~~w ~202-191-6?M7-0
Novenber 26, 1985

Sidney Katz. M .D.. Chairman
Associate Dean of Medicine
Box G
Brown University
Promidence, Rhode Island 02912
L

Dear Dr. Katz

This letter requests a copy of the latest revision of the report completed
by the Nursing Home Regulation Committee of theInstitute of Medicine, as estab-
lished In tne government contract between the Health Care Financing Administration
(HHS) and 1-lM.

We realize that to become an official docunent, the Academy of Sciences must
give its final approval of the report. However. we believe it Is critical that
the study information be made available immediately to those agencies and oroani-
zations participating In and responding to critical issues affecting the nursing
home regulatory system;

1) As you know, HCFA has issued a proposed rule, October 31, 1985,
requiring public response by December 303 1985. This is the first
rajor public proposal on quality assurance in nursing homes in
three years and one that demands serious public attention.

2) Smith v. Heckler requires, or at least influences, imaediate HCFA/HHS
response and action to improve the regulatory system and to assure
the Medicare/Medicaid beneficiaries receive ouality care.

3) NCCNIHR has numerous requests from Congressional offices which are
in the process of developing legislative proposals on issues addressed
by the lol' Conmisttee: specifically, quality assurance, patients'
rights; the long-term care ombudsman program; and federal requirements
for Inspection of Care.

In order for all concerned and interested parties to respond in the most
timely, responsible, and knowledgeable manner to these important activities and
directions, the information and ideas generated by the Committee are needed. We
understand that Internal policies and procedures require the Academy of Sciences
to approve or endorse the Committee report; althojoh, to state it frankly, the
AoS endorsement of the Comnmittee's work seems irrelevant niven the current state
of affairs.

We trust that you will see the importance of our request and be able to pro-
vide a copy of the full report (or at least the parts relevant to the new HCFA
proposal) to our organization and other concerned parties. We want to assure
the Committee that we have no Interest in publicizing the material or in influ-
encing the final copy, but will use It to mieke responsible consumer decisions.

v.CHeo n - 'w ,vIdW m l r,.-
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page
Sidney Katz, M.O.

Indeed, we have purposeful ly honored the loM Commi ttee process and have never
before asked anyone fcr even draft CoPy.

tow, we would greatly appreciate receiving a reply and/or copy material
prior to our ;.orking session on the proposed regulations which we have scheduled
December 9-11, 1985. We would also welcome participation from any Committee
members who can attend the session described in the enclosed informaticn.

As we have stated before, we aporeciate the tremendous amount of hard work
and time you and all the Cornittee members have contributed to help improve the
nursing home regulatory system.. It is because of the importance of your work
that we make this request.

Thank you in advance for your cooperation.

E ..v L. holder
Executive Director

cc: toM Conmmittee merbeers
David Tilson, [oM Staff Director
Anthony Robbins, M.D., U. S. House of Representatives

Energy and Commerce Comni ttee
Ruth Katz, U.S. House of Representatives, Energy and Commerce,

S-bconoittee on Health and the Environ.ment
Dav'd Schulke, U. S. Senate Special Committee on Aging
William Benson, U.S. Senate Special Committee on Aging
Thomas Morford'and Sharon Harris, Health Care Financing Administration
Robert Butler, M.D.
National Senior Citizens Law Center and other concerned

national organizations
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INSTITUTE OF MEDICINE
NATIONAL ACADEMY OF SCIENCES

hO,1 CONSTI1,T:~o, AVztl4U WAsx*nOTON. 0. 0. 3oul8

December 2, 1985

Ms. Elma Holder
Executive Director
National Citizen's Coalition for

Nursing Home Reform
1825 Connecticut Avenue, N.W.
Suite 417-8
Washington. D.C. 20009

Dear Ms. Holder:

I am responding to your letter to Dr. Sidney Katz, chairman of the
Institute of Medicine committee on nursing home regulation, requesting a
copy of the latest draft of the report prepared by that conwi-ttee.

Dr. Katz has asked me to reply to your letter because our response to
your request is determined by official policies of the National Academy of
Sciences and its constituent units, including the Institute of Medicine.

Under the policies of the National Academy of Sciences every report
prepared by a study committee is subject to an independent review by persons
not involved in the preparation of the report. This review is carried out
under procedures established by the Report Review Committee representing
the National Research Council and the Institute of Medicine. The primary
purpose of this review is to assure that each report meets these institi-
tions standards of validity and objectivity. Maintenance of these stan-
dards is central to the functions served by the National Academy of Sciences
in providing advice to the federal government and to the broader society.
While reviewers may suggest changes to improve the report, reviewers are not
to substitute their own judgement for that of the expert committee which pro-
duced the report. Any changes must be agreed to by the authoring committee.

No report can be released until this review is completed. Prior release
of a draft report would undermine the integrity of the review process, which
has proven to be a valuable aspect of the institution's study process. Draft
copies of reports on controverisal topics are often requested prior to com-
pletion of the review process for reasons similar to those you present. I
hope you will understand why the RAS cannot make exceptions to this important
policy.

We, therefore, must respectfully decline your request. The report
will be available in the near future when the review process is completed
and we will be certain that you receive it iamediately upon release.

Sincerely yours,

cc: Dr. Sidney Katz CalsMle
David Tilson Charles Offier
Karl Ynrdv Executive officer
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Deowber 4, 1985

Heulth Cire Financing Admninistration
Departent of Health and inart Services
Attention: llSP, P. 0. B3ox 28876
Baltimore. Mtryland 21207

Dear Aninistrator:

The Association of iHealtb Facilities Licensure and Certification Directors
appreciates the opportunity to cuianrt on the proposed rule relating to
Medicare and bedicaid Program; Long-Term Care Survey, which was published
In the Federal Riegister on October 31, 1985.

As the managers in the State Survey Agencies to which dcvolves the
responsibility for Implementation of health facility survey and
certification programs, ARFICD has within Its ranks virtually all of the
collective expertise and experience In application of those systems at the
State level. We are confident, therefore, that Input froim this group will
be carefully considered.

We applaud and support the concept of focusing on resident needs and
describing the degree to which those needs are ret by the facility as a
function of corpliance with certification requirements. As known to us on
Noveaber 15, 1985, the proposed outcame-oriented PaCS survey instrur.ent
does represent the Initiation of desirable changes In the current survey
process. Hoever, as a result of considerable discussion during the
Noveaber Annual Meeting, it was unanissously determined that AHFUCD support
of the PaCS systen as currently proposed, is contingent upon its revision
to include the following elesents:

(1) that the final form of any changes take into consideration
reconmendations forthconing fron the Institute of Medicine and other
acadenic, contracted, or pilot project studies;

(2) that the Ileaith Care Financing Aaninistration publish survey
forms, interpretive guidelines end general instructions and mrke sane
available for general consent as part of the Notice of Proposed Rule Making
or other process prior to Inplemsentation;
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(3) that the Malth Ore fincig Amnistration develop and
_ame detailed training plans for adsistrative sad rrvey staff that

will ptnte assallent and eteslrtent Iplintation and a*diistreatlon of
the revised proeess;

(4) that the proposed survey procms include a saling uethodology
and casprehenaiVe standardized patient assessawnt procedure that will nerit
a high degree of confid nce in survey findings and will successfully
withst eritlecal professionl and lepi scrutiny; and

(5) that any proposed changes in the current survey system respect
state-to-state variation, existent betuew survey nd certification
activities and Inspection of are progrin and that appropriate funding Is
sawred In the faee of such changes.

lbe opportunity to sodify the current system is welcmed and appreciated to
the catint that we can participate as partners In constructive dialogue and
advocate for changes that will provide for a process that will enhance our
ability to measure serviee delivery to beneficiaries. It Is our opinion
that swuh an outcm can beat be achieved by convening a *work growp
oepised of knoeledgeable coeasurs, providers, and regulators charged
with th responsibility to discuss concerns and to develop implawntatloe
strategies eaunrate with the husnn and financial camitments requiled
for an undertaking of this magnitude.

Sincerely,

-- r. /

Jobn J. Jarrell,
President
c/o Heaith Facilities Evaluation Division
West Virginia Department of Health
1B0 Washington Street, East
ahfileston, West Virginia 25305

cc: Fey ludleello
Office of Infornat ion and Regulatory Affairs
Office of Vanegement and Budget
Roan 3208, New Executive Office Building
Washington, D.C. 20503
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National Citizens' Coalition for Nursing Home Reform
STATEMENT AND PRELIMINARY RESPONSE TO HEALTH CARE FINANCING ADMINISTRATION

Proposed Rules. October 31, 19&5, Federal Register. Vol. 50. No. 211
File Code: IiSQ-119-P

The National Citizens' Coalition for Nursing Home Reform, with support fromthe American Association of Retired Persons, conducted an 18-hour working sessionto review HCFA's PaCS proposal, Participants at the last day of the session, andsubsequently, the NCCNHR Board of Directors, unanimously supported the resolutionwhich follows. The resolution calls for a 60-day extension of the comment periodto provide time to review the extensive materials necessary for reorganizing thesurvey process - many of which have only recently become available. It is importantthat the public have the opportunity to review and comment on these materials.
Just as HCFA has provided this opportunity for participants in the working session.The resolution views PaCS as an important step in the development of a sufficient
survey-enforcement system, but one that is incomplete, in its present form, andis not now usable for certification purposes. The resolution also views PaCS inthe context of the nursing home system and recommends significant changes in thetotal regulatory system before quality care for residents can be assured. NCCWIRurges HCFA-IISQ8 to continue to include consumers, providers, health care prof-essionals, and other interested parties in the development of this system. HCFA-HSQ8 is to be commnended for such activities thus far. A list of participants inthe December 9-11. 1935 meeting is attached. (Participants who attended thefinal Deceeter 11 session are noted.)

RESOLUTION ON PaCS

Unanimously Supported by
Participants in the NCCNHR Work Session

December 11, 1985
and the NCCNHR Board of Directors

This resolution is passed in recognition and reaffirmation of the duty
of the Secretary of the Department of Health and Human Services "to assurethat standards which govern the provision of care in skilled nursing facil-
ities and intermediate care facilities .... and the enforcement of such
standards, are adequate to protect the health and safety of residents and
to promote the effective and efficient use of public moneys. (as stated
in Public Law 98-369, a 1984 amendment to the Social Security Act.)

According to the legislative background of this amendment, it is theintent of Congress that, 'Protection of the 'health and safety of residents'and promotion of 'effective and efficient use of public monies' means that
the Secretary must establish and enforce standards to achieve the goal ofthe Medicaid Act, that nursing home residents receive appropriate, highquality services to help individuals attain or retain capability for
independence and self care."

PaCS in Context of the Nursing Home Svstem

Assuring high quality care and services for nursing home residents
requires a regulatory system with several essential components:

1) good standards of care

2) effective methods for surveying and determining the
quality of service provided
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3) solid enforcement procedures to eliminate bad practices
and promote good ones

4) adequate reimbursement properly focused on quality care
and services, accountable to public scrutiny

5) active public participation

AConsumer Statemn ofPicpes ~for the ursing Home eultory Sytem
written by the Nationa Citizens Coalition for Nursing Home Re orm and

endorsed by 40 national and 250 state and local organizations, was submitted
to the Secretary of the Department of Health and Human Services in
September, 1983. This Statement of Principles elaborates the essential
ingredients of an effective regulatory system, as follows:

1. To ensure that services are delivered to nursing home residents,
the regulatory system must focus on the needs of residents

2. Standards for nursing home care must be objective, consistent,
simple, and well-defined

3. The regulatory system must maintain accurate information about the
quality of services provided to residents on a regular and on-
going basis

4. The enforcement system should ensure that providers, as a condition
of participation in the benefits program, comply with the standards
agreed to in the provider agreement. The system should have a
variety of methods to encourage compliance

5. The regulatory agency should assure that nursing homes spend
public mrnies efficiently and effectively to maximize their
ability to provide quality care that meets the needs of residents

6. The system shoud ensure the availability of services to those in
need without discrimination on the basis of race, sex, religion,
diagnosis or method of payment

7. The regulatory system should promote development of a sufficient
range and supply of services, including trained personnel, in
sufficient numbers to meet residents needs.

We reaffirm the principles contained in the document, copy enclosed.

Response to PaCS

PaCS (Patient Care and Services), the Inspection process proposed by

the Department of Health and Human Services on October 31, 1985, addresses
one important part of this total regulatory system -- how information is

gathered about the quality of services residents receive, We commend its
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focus on outcomes of care and its direct involvement of residents in the
inspection process. This proposal offers potential for improving the
inspection process, andifts refocus on residents makes it an important step
In the right direction. Yet it remains one step, which by itself, cannot
provide the changes necessary to assure high quality care and services for
nursing home residents.

In its current form, the PaCS system is not yet adequate for use inmaking legal determinations about whether or not a facility should be
recertified for Medicare or Medicaid. PaCS presents a method for gatheringInformation and screening for problems through discussion with a sample of
residents on a sample of issues. It does not, in Its present form, guide
surveyors sufficiently to enable them to determine where a facility is
deficient or what is an appropriate plan of correction. Moreover, it does
not include adequate tools for enforcement of standards of care or assurance
that each individual receives appropriate and high quality care.

Before PaCS can be used for certification purposes, its forms and
guide ines need to be revised and reorganized significantly to provide more
guidance to surveyors on how to register deficiencies based on what they
observe. The forms should retain all the Conditions of Participation, and
the elements and standards, each of which should be reviewed during each
survey. Each section of the guidelines should be reworked to include a
rights component and a psychosocial component. A more detailed discussion
of preliminary recommendations on the PaCS materials and processes,
including the resident sample, Is attached.

HCFA should conduct an educational campaign to promote and support
residents' participation in the survey process, through development and
distribution of an explanatory brochure, and coordination with local
ombudsman programs in work with residents and families.

Since PaCS is an important step in the rlgtt direction, HEFA should
continue its evolution and development. Testing of PaCS instruments and
training in the PaCS philosophy shoud continue and expand, so that HCFA
and state surveyors can maintain the positive momentum towards PaCS and
move close to Implementation of this system. Training, particularly in
communication and observation skills, should be conducted by HCFA for every
surveyor.

Conclusion

As HCFA-HHS maintains Its commitment to PaCS and continues development
and progress on PaCS, HCFA should also begin efforts to reform the rest of
the regulatory system. We support the work plan of the Acting Director of
the Office of Survey and Certification (see attached) and urge the Department
to progress In its efforts to build a regulatory system which truly assures
high quality care and services for each nursing home resident.
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NCCNHR will submit more detailed recommendations specifical on PaCS.
to HHS-HCFA as soon as possible. The PaCS proposal is an asbitious one,
the materials are complex and sensitive. once again, we call upon the
Department to extend the comment period by 60 days in order for the public
to respond to this important proposal, particularly in light of the fact
that key materials for the PaCS process have only recently become
available.

We commend HCFA for initiating this important refocus of the survey
process and urge the Department to approach needed reform of the entire
regulatory system with a similar vigor.

63-112 (1425
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NATIONAL CITIZENS' COALITION FOR NURSING HOME REFORM

12-18-1985
PRELIMINARY RESPONSE TO PaCS (PATIENT CARE AND SERVICES)

PROPOSAL ISSUED OCTOBER 31, 1985, by the Health
Care Financing Administration, DHHS

This response incorporates the work by participants
In a NCCNHR Work Session (December 9-11, 1985) and
the NCCNHR Board of Directors. The work session was
supported through funds from the American Association
of Retired Persons.

NOTE: Detailed recommendations on the PaCS Survey Forms and
Guidelines will follow. These preliminary comments
summarize recommendations of participants in the
December 9-11 work session, list attached. In order
to respond fully and responsibly to the full set of
materials made available in early December, additional
time Is needed in the comment period. A 60-day
extension Is requested.

PaCS Forms and Guidelines

The forms should retain reference to all of the Conditions of
Participation, standards and elements, all of which should be reviewed
at each survey. The revised forms need additional revision and reorg-
anization. Much-of the information currently contained in the guide-
lines should be Incorporated into the forms for ready access by surveyors
during the survey. Each subject area should contain an introductory
section followed by itemized areas for the surveyors to examine. The
forms should cross-reference any related standards and elements and
should Include guidelines to trigger a more in-depth review of more
residents and more Issues, as needed.

Each section of the guidelines should include provisions which
address related residents rights and psychosocial/emotional components
of care. These requirements need to be weaved into the total process
rather than dealt with in isolation. Suggested interview questions
should be re'ritten so that they are more sensitive, mnre outcome
oriented, and more open-ended to generate a fuller response from resi-
dents, Particularly the social services, activities, residents' rights,
rehabilitation and restraints sections should be revised and restructured.
Other 'sections, including physician and pharmaceutical services, In theircurrent form, have little expectation of resident input; each should be
revised.

Citing Deficiencies

Every problem observed should be noted on the official inspection
report, requiring a plan of correction by the nursing home and follow-up
by surveyors. Problems found among a sample of residents should trigger
review of a larger sample of residents, particularly those who might
have similar conditions and problems. Surveyors should look behind out-
comes to determine their cause, and should include comments and citations
about care practices and policies in the statement of deficiencies. Plansof correction should relate to the particular practices and policies
which need change in order to assure correction of deficiencies.

Evaluation of the nursing home's care and services should be based
on whether or not individual residents' care needs are met. Surveyors
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should look for the absence of positive outcomes as well as the presence
of negative outcomes. When a problem relates to multiple standards and
elements, all relevant regulations should be cited. Corrections of
deficiencies should be verified on site.

Selecting Residents to be Interviewee

Every resident has the right to participate in the survey. Surveyors
should make private time available for any resident who expresses an
interest in talking to the surveyors about care in the facility. The
surveyors should be available for discussion with groups of residents
and with resident council as well as individual residents. Sometimes
residents feel more free to speak in a group setting.

TIhe survey sample should be enlarged to at least 20% in large faci-
lities and 25% in small facilities. Problems among a group of residents
should trigger a larger sample for further review. Guidelines for selec-
tion of the sample residents should be revised and should incorporate at
least differences in the following: sources of payment, mental and
physical status, race, ethnic back ground and nationality, as well as the
residents' connection with family and friends. The resident council and
any local ombudsman program can assist greatly in selection of residents
to be interviewed, While facility staff can be helpful, they should not
be directive; nor should they be exclusively involved in selection.

Efforts should be made to hear from representatives of those who
cannot speak for themselves. Other residents, family members and ombuds-
men may be able to supplement the survey process, specifically with infor-
mation about less able residents. Extensive training in communication
skills, particularly with persons with communication barriers, should be
provided to every surveyor.

Surveyors should call upon the state and local long-term care
ombudsmen or any experienced local citizen advocacy program to assist
surveyors in identification of potential problems to review; identifi-
cation of potential residents for interviews; and follow-up to protect
residents from any form of retaliation for their participation in the
survey. Protecting the confidentiality and security of every resident who
participates should be a high priority for surveyors.

Just as training for surveyors will be essential to enable them to
conduct the type of interviews and observations required by PaCS, resi-
dents will also need support to enable them to respond in the best possi-
ble manner. HCFA should develop an educational brochure explaining PaCS,
and stating residents' rights in relation to the process. Nursing home
providers and consumer organizations can assist in this task. IICFA
should .c.di::ate activities with local and state ombudsmen and experienced
advocacy programs for training both surveyors and residents, and their
families or other repr'zentatives.

Team Composition

To conduct a high quality (PaCS) survey, survey teams should include
a minimum of 3-5 surveyors, including an RN, a social worker, and a
dietician/nutritionist. If PaCS is combined with the Inspection of Care,
a 100% assessment of residents should be required. The survey tea.m
should be trained to evaluate the assessment (care planning) capabilities
and activities of the nursing home staff and to relate that assessment
to their own patient review at the time of the survey.
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December 17, 1985

CERTIFIED MAIL RECEIV'O

Administrator Haddow
Health Care Financing Administration suc BN
Department of Health and Human Services S °CR.PA4,
P.O. Box 26676
Baltimore, Maryland 21207

Attention: BPO-045-P

Dear Administrator Haddow:

This letter presents Washington States comments on proposed rule BPO-045-P
to amend 42 CFR part 442. The proposed rule modifications are Intended to
preclude federal Medicaid matching for decertified nursing home facilities
during extended appeals. The core change is the revocation of MSA-PRG-11
which the federal Grant Appeal Board has used in ruling that Medicaid
matching is available up to 12 months after decertification when appeals or
court litigation are involved. The new policy would apply even if 'State
law or federal or state court orders require the state to continue payment
to the facility after that date.'

As at present, the proposed rules would limit Medicaid matching to 90 days
after decertification, if two types of exceptions were granted. A provider
agreement may be extended for up to two months if the extension (I) will not
jeopardize patient health and safety, and (2) is necessary to prevent
irreparable harm to the facility or to patients, or (3) it is impracticable
to determine if the facility is certifiable without extension. In addition,
30 days matching is permitted after the agreement has expired to facilitate
patient transfers. This state's experience has been that the exceptions are
granted by the regional office, when patient health and safety is not in
jeopardy.

The State of Washington supports a clear federal policy which ensures
uniform application of decertification regulations by all Medicaid agencies.
We believe this can be achieved without the adverse effects on all parties
which would occur if this proposed rule is adopted. Washington's alternate
proposal is in two parts. The first is to simply permit Medicaid matching
to continue for up to 90 days following decertification when patient health
and safety is not in jeopardy, without the need to request exceptions. This
90-day period would include time for completing hearings. This proposal is
more practical and simpler to administer and would be clear to all parties.
It corrects the problem of long periods of continued federal matching after
decertification due to hearings. The proposal would not change the current
status except to eliminate paperwork and time involverTn requesting

73-435 - 87 - 20
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Administrator Haddow
December 17, 1985
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exceptions. More Important, 90 days Is necessary to complete all actions
relating to decertifying a Medicaid facility and relocating patients.
Trying to shorten the 90-day period causes a set of problems directly
contrary to the intent of the decertification regulations controlling
nursing homes and due process requirements:

1. Sixty days is needed generally for facilities to correct conditions
that led to decertification. A further 30 days, after the decertifi-
cation date, is needed to determine if correction has been achieved
or not. Washington's experience is that 60 days is needed to Implement
new procedures and systems to correct deficiencies and maintain com-
pliance. Sometimes new staff must be hired and trained and specialty
consultation provided. Forcing re-surveys without adequate time for
correction is a poor public policy and poor utilization of scarce
survey resources.

2. Sixty days is needed to permit appropriate patient relocation.
Washington has a 94 percent occupancy rate in nursing homes with
occupancy rates nearing 100 percent in some areas. With adequate time
for planning, patients can be relocated to appropriate nearby facilities,
but 60 days is needed. To force the states to relocate patients too
rapidly, to avoid loss of federal matching, would cause severe hardship
on the patients and their families; e.g., to force recipients to move
great distances away from their families and physicians. The initial
30 days after decertification would permit time for evaluation as to
whether the facility will be able to remain certified and maintain
compliance. If so, there is no need to relocate patients. If not,
there still would be time for orderly relocation.

The bottom-line question is what best serves the interest of patients. Our
experience is that all parties -- e.g., families, physicians, consumers --
want correction with relocation being a last resort. The single 90-day
matching period after decertification best serves patient interests.

In addition to the 90-day period of federal matching funds after decertifi-
cation, the issue of litigation needs to be addressed. Some concerns are:

1. Lack of matching funds when the courts have intervened ignores the
state/federal shared responsibility for the Medicaid program. It
unfairly places the entire financial burden on the states. The
state does not control the judiciary which is an Independent branch
of government. One can't help but wonder what Impact such a policy
would have on decertification actions. The system should permit states
to continue decertification actions to ensure appropriate corrective
action by facilities, as is presently done in Washington.
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Congress intended that Medicaid be a program of shared financial
responsibility between the state and federal governments. As the
Supreme Court explained in Harris v. McRae, 448 U.S. at 297.308 (1980).

The cornerstone of Medicaid is financial contribution by
both the Federal Government and the participating State.
Nothing in Title XIX as originally enacted, or in its
legislative history, suggests that Congress intended to
require a participating State to assume the full costs
of providing any health services In its Medicaid plan.

2. As we understand the proposed rule, if a state is in litigatior and
prohibited from relocating patients, retroactive federal matching would
be available if, in the end, the court determines the facility was
correct and the state agency loses. There are some exceptions, if HCFA
determines the facility was not certifiable. The obvious question
arises, would matching be lost if the state won its case for decerti-
ficat1on--which appears to be the case?

3. With respect to facilities certified for both Medicare and Medicaid.
the federal government makes the final decision to decertify and is
responsible for hearings and related litigation initiated by the
facilities. Approximately one-half the facilities in Washington are
dual certified. Would the same test apply to Medicare facilities as is
proposed in these regulations? For example, if a Medicare/Medicaid
facility hearing and litigation process extend beyond 90 days, would
the federal government pay 100 percent of costs for Medicaid patients
in these facilities?

4. Another concern is the legal question of executive branch interference
in the Judicial branch of government. An administrative agency can not,
by regulation, determine the power of the federal courts. If the court
ordered an agreement extended, then under Title XIX, the federal govern-
ment is required to pay the federal share. This approach directing
what federal and state courts may and may not do should be raised with
the national associations of judges, the National Association of State
Attorney Generals, and the American Bar Association. This may help
avoid unnecessary litigation in the opinion of this state's Assistant
Attorney General assigned to the nursing home program.

S. The federal government, the states, and all parties should have the
benefits of any recommendations pertaining to enforcement actions from
the National Acadamy of Sciences Institute of Medicine report, which is
due to be released soon. Final adoption of the proposed rule should be
deferred, pending those reconmendations.
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To conclude, it is recommended that all decertification actions be filed in
the federal courts. State and federal officials then could work together to
ensure speedy resolution. Federal matching would be continued until the
court action was resolved. In any event, state Court actions would require
the state to bring the federal agency into the case as an indispensable
party. (See Federal Rule Citation Provision 19.) Thus, double litigation
might be avoided.

Sincerely,

Conrad ThompcnN Director
Bureau of Nurs`t Home Affairs HB-1l

CT; 0: kg'4

cc: Peggy Brown
Sharon Morrison
Sid Olson
Jerry Reilly
Jerry Jarrell

bcc: BNHA Program Managers
Darlene Aanderud
Marty Weller
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Memorandum
Ost. i

r,.cctlng Administrator
tHealth Caw Finsancing Administration

56pa GAO Review of the Standards Etforcement Progm for Siled Nursing and
Interinediate Care Facilities - INFORMATION

To Director
Human Resources Division
General Accounting Office

Attached for your consideration is our resposae to Mr. Llnz's request of October 29,
1985. That request took the form of a questionnaire designed to elicit an %affleit

HCFA interpretation of the meaning and aWlicabtllty of some of the regulations and
guidelines dealing with the survey and certification requirements for il nursing

and intermediate care facilities. Our comments follow the format of the
questionnaire

8hould you have any questions or require any eWltoCnd information, please contact

Ron Miller of the Office of Executive Secretariat on FrlS 934-7490.

Attachment

ca:
Mr. James R. Linz
Group Director
Human Resources Division, GAO
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GAO Review of the Standards Enforcement Program for
Skilled Nursing and Intermediate Care Facilities

I. Regulation Interpretations

A.l. A deficiency is any of the requirements listed on the survey
report form as 'not met.

A.2. A 'different' deficiency means that the basis for finding the same
standard not met on a successive survey has changed. For example,
T 117 requires that food be procured, stored, prepared,
distributed, and served under sanitary conditions. During the
survey, the surveyor may find that T 117 is marked 'not met-
because food is being stored on the floor. On the succeeding
survey, the food is found to be stored on shelves 6 inches off the
floor, but now the surveyor finds that certain foods requiring
refrigeration are not properly stored. They would cite T 117
again. This would be treated as a different deficiency.

A.3. The same deficiency means, as in 2. above, that the food is still
stored on the floor.

R.1. Requirements for ICQs are not clearly designated as standards or
elements. However, the introductory statement to each set of
requirements is the standard, with subordinate provisions being
the elements. For example, T 25 Is the standard and T 26, 27, and
28 are the elements.

B.2. N/A

C.l. Yes.

C.2. Yes. These regulations apply to deficiencies at the standard
level. We would require a plan of correction for deficiencies at
the element or factor level, with a correction date appropriate to
the seriousness of the deficiency.

D.l. Yes. The regulations require non-renewal (decertification) for
repeat deficiencies even if there is not a threat to patient
health or safety, or diminished capacity. The regulatoinns provide
the authority to non-renew. In other words, the Secretary
(Medicare) or the State (Medicaid-only facilities) may not issue
the facility a new agreement following expiration of the current
agreement. Termination differs fron non-reneval In that it ends
the agreement before its scheduled expiration date. If
deficiencies pose a threat to patient health or safety, or if they
diminish the capacity of the facility to furnish adequate care.
termination action may be taken at any time.
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D.2. No. The provision Is usually used to further support adverse
action that Is based on substantive health or safety deficiencies
that have an adverse effect on patient health and safety:
Historically, legal counsel has advised against terminations based
on technical violations. For example, If during consecutive
surveys a facility uas found to be remiss In keeping cursent
records on staff development (T 95); action aould generally not be
taken to terminate. Standards are usually fairly easy to correct,
meaning that providers can avoid termination action.

D.3. Yes. A SNF would be terminated whenever deficiencies exist that
jeopardize the patients or diminish the capacity of the facility
to furnish adequate care. We monitor the States and our regional
offices to ensure that appropriate action Is taken against
providers having serious problems. For Medicare, failure to
comply vith Medicare regulations Is a cause for termination
(42 CnR 489.53). Medicaid SNFs are required to meet Medicare
requirements (42 CFR 442.20(a)(1)). /

E.1. Yes. /

X.2. Medicare regulations do refer to 'deficienciest. The meaning for
both progrina is the same. A deficiency Is the failure to meet
any regulatory requirement.

F;S; The purpose of this requirement is to clarify that a provider is
expected to maintain compliance. In other words, the provider Is
expected to meet all participation requirements at the time of
resurvey.

F.2. No. The standards must be met regardless of location on the
survey report form.

F.3 The comparable requirement for Medicaid is 42 CPR 442.105(c).
both regulations, 4

4
2.105(c) and 405.1905(d), require that

facilities meet all standards; i.e;, that they maintai afll
compliance'. However; the regulations acknowledge that
deficiencies may occur that are beyond the facility's control.
Nevertheless, the same deficiency may not be found In consecutive
certification suveys.

n. Acceptable Period For Cerrecticn

A. Generally yes' However each deficiency Is reviewd separately to
determine the appropriate mnount of time to alow for correction.
In most cases, a deficiency wuld have to be corrected in far less
than a year.
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A.l. No. See above for full explanation.

B.I. No. The vast majority of deficiencies usually would be
corrected. However, certain deficiencies may require additional
time. The deficiencies that are 'carried over are usually
related to major capital Improvements. Deficiencies carried aver
however, should result In a restricted agreement, as described
in A.3. above.

C.l. No.

D.I. Yes. It is our policy, but as a practical matter plans of
correction are tailored to the nature of deficiencies. Some
deficiencies will have to be corrected within a few days; others
will require 60 days; others 120 days, etc.

D.2. No. The Medicare provision establishes the rule-of-thumb. Since
State survey agencies review Medicare and Medicaid facilities,
they use the Medicare provision as their guide.

In. Type of Certification

A.I. No.

A.2. Yes. Repeat deficiencies are deficiencies cited In successive
certification surveys. Since the prescribed sanction for repeat
deficiencies is non-renewal, action would be deferred until the
end of the current agreement.

A3 No Survey scheduling, surveyor availability, and the effect of
the deficiencies on patient health and safety and the provider's
history of compliance will dictate use of the -restricted
agreement; A restricted agreement, however, could be used in
every case.

B.1. The intent of the 'up to 60 days' provision Is two fold:

a. to give the provider or facility the full amount of time
specified in the plan, and

b. to provide the State and HCFA the time needed to meet all of
the procedural requirements for cancelling or non-renewing an
agreement. For example, ECFA must provide 30 days notice
before non-renewing an agreement.

B.2. The negative effects are minimal in terms of effects on patients,
since the deficiencies that caused the conditional or restricted
agreements were not found to adversely affect patient health or
safety. however, such action would mean that the State is
violating the regulations. For Medicaid, State matching funds for
the claims submitted for the facilities in question are subject to
disallowance.
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C .. No.

C.2. N/A

IV. Other Matters

A. Time limited agreements and the repeat deficiency provision were
found to be administratively burdensome and not necessary: Other
regulations provide a firm and clear basis for terminating
participation if requirements are nor met. These proposals
followed Congressional action to repeal the statutory basis for
time-limited agreements.

B. Yes.

C.1. Yes.

C.2. Perhaps, but there would be a legal basis for terminating the
facility.

D.1. HCFA does not refer to Medicaid SNFs and lCFs as providers, but

rather facilities. Medicare SNFs and certain other facilities,
agencies, and institutions are referred to as providers, as listed

in Section 1861(U) Title XVIII of the Social Security Act. For

the sake of discussion, we consider the owner to be the provider;
I.e., the sole proprietor, the partners, the corporation.

a. No.

D.2. This may vary among States and it has no relevance to our Medicaid
oversight responsibilities.

D.3. The owner of the enterprise or an authorized representative must
be notified.

D.4. Yes, but that may not be possible in all cases. HCFA may take

adverse action even if the State does not concur, in which case,
ECFA will immediately notify the provider or facility.

K.1. This is included in the soon to be released manual sections.
Termination may not be deferred unless compliance is achieved
before the established termination date.

E.2. N/A

E.3. No.

E.4. No. A change in ownership or lessor has no effect On the
termination action already in progress.

E.5. No. The facility's physical plant or location may be a
contributing factor, and, therefore, must be considered.
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F.l. Not necessarily. If the change In staff resolves the problem the
-adverse action would stop. However, the mere changing of staff
would not by itself justify deferral of termination action.

F.2. No.

F.3. No. The basis must be related to the deficiency. For example, a
sprinkler system was being installed, but the plumbers went on
strike, or needed equipment was not available but the provider
could document efforts to purchase the equipment' It could not,
for example, be the failure of the Board of Directors to approve
the expenditures, or the inability of the provider to secure
financing.

G.l. The provider may disagree. However, the deficiency stands. as
cited, until the State agency or HCFA (for Medicare) agree that It
should be revised or deleted. Strictly speaking, the provider may
not appeal findings, but only the adverse determination and
subsequent termination action that is based on those findings.
Failure to correct or to submit an acceptable plan of correction
for cited deficiencies Is a cause for termination.
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REGIONAL OFFICE/FOUR STATE AGENCY MANAGEMENT MEETING

Seattle, Washington
Decemiber 19, 1985

The meeting was delayed until 10:00 a.m. awaiting arrival of state repre-
sentatives froi Idaho and Oregon whose planes were not able to land due to
fog.

Ron Hansen opened the metting and announced some agenda changes. The state
representatives in attendance agreed to finish any federal items not covered
today perior to the four-state meeting tomorrow, beginning at 8:30 a m.
rather than 9:00 a.m.

1. JOE ANDERSON - REGIONAL ADNINISTRATOR

Joe presented his views on some of the changes which are occurring
in the health care delivery system. He categorized them into four
Cs: Clustering of more health care activity organizations; Capita-
tion if these clusters (into HlMOs etc.); Competition occurring in
many different forms and being explored more vigorously; Consumerism
which has increased the level of awareness and criticism of health
care systems. Joe also presented three current federal legislative
issues all of which have a certain degree of unpredictability.

1. Budget reconciliation process

Funds were appropriated in excess of that requested in the area
of administration, e.g., for psychiatric hospital surveys. Joe
predicted that Congress will seek a rescision of these monies
in the 1987 budget.

2. Appropriation process

This is complicated by reports of presidential veto and the
upcoming holidays which will probably cause Congress to seek an
emergency extension.

3. Gram-Rudmann

This is potentially an immediate problem. Non of the Medicaid/
Medicare administrative funds are exempt if these cuts are
across the board.

II. PROFESSIONAL REVIEW ORGANIZATION - LARRY CAMP

The PROs have shifted emphasis in two areas: 1) increased monitoring
of quality care issues and 2) revising the scope of work for PROs.
Utilization of resources is being explored along with a formal
evaluation of PRO performance and contract options. The question
was raised on whether PROs will be extended to other than inpatient
hospital care. There is no plan to do this.



618

December 19, 1985
Page Two

Larry cited an example of post hopsital complications where early discharge
was suspected to be the cause. Conrad reminded the group of the special PRO
number which should be called when premature discharge is suspected.

Ill. HOME HEALTH AGENCY SURVEYS - NONA GISH

A study involving 26 states was completed in 1984 for the purpose of
evaluating the utilization of services. Two-hundred eleven visits
were made. The study identified and addressed budgetary problems as
well as unmet patient care needs due to a lack of skilled nursing.

1. Home Visits Policy

Not all home health agency surveys include a home visit. The
determination is usually made after the survey is completed and
is based on the number of problems found and/or if there has
been a complaint.

Overall, the evaluation was excellent. Problems noted were in areas
of handwashing between patients, incomplete assessments, neuro
checks not done and physician not contacted.

Nona reported that legal concerns were raised in the recent training
session in Baltimore. She suggested that states develop policies
regarding transportation issues and responsibilities. The patient
consent form is another legal concern which needs to be remembered
when surveyors accompany agencies on home visits.

Nona expressed the likelihood that doing home visits would double
the survey time, causing budget problems.

IV. HCFA DIRECTION - TOM WALLNER

Tom presented a brief overview of several items:

1. The new HHS secretary is an M.D. and may have a different
philosophy from the previous secretary.

2. HCFA was asked to present recommendations on how to tighten
the variance between states. He cited the example of surveyor
salaries which range from $11,000 to $70,000.

3. PaCS will be discussed later.

4. Use of MMACS data to improve program effectiveness. The large
picture will be focused on rather than individual facilities,
along with a more agressive, no nonsense attitude.
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5. Alterndtive sanctions to be discussed later.

6. There is emphasis on monitoring of the 1864 contract by the
Regional office. Tom mentioned that the term "contract' is

preferable to "agreement."

7. HSQ is attempting to bring the SOM and ROM up to date. There

will be closer monitoring through ROPES.

8. ROPES (Regional Office Program Evaluation Service) is a process

to assure that the RO is applying national standards.

9. The Institute of Medicine study will have questionable, irane-

diate impact, but more through long range planning.

10. The staffing evaluation is tight. As a result, HCFA is attemp-

ting to utilize available technology to survive without the

staff they have had.

11. There is considerable variation from region to region regarding

what constitutes an immediate threat to patient health and

safety. A workgroup is studying the problem in an effort to

find concise terminology to define this.

12. Psychiatric hospitals may get more and better surveyors with

the increased monies allocated.

13. There is a move to bar states from surveying their own state

facilities.

V. MiACS DEMONSTRATION - LINDA LEOBETTER

Mike Jessup from the Washington State Bureau of Nursing Home Affairs

demonstrated through the WASH-SPIN computer project several practical

uses of the computer system and S01ACS data. He pointed out that
three security checks have been built into access to the system's
data. A portable battery pack computer unit was also demonstrated.

Mike handed out a limited number of manuals.

VI. TERMINATION PROCEDURES - JOHN STILTZ

John stressed that these changes are strictly procedural, not

regulatory. They will come out in two forms: S014 and procedures

manual. Final printed copies will be available in mid January 1986.

Training sessions will be held in Baltimore in January. The proce-

dures, however, are effective December 23. 1986.
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The ROM expands and clarifies the look behind authority. Whereas
the old ROM was procedural, the new ROM deals with the authority of
the federal government to take action.

Some specifics of the termination procedures include:

1. If a condition is not met, a provider cannot be in the program.
If terniinated, there are two tracks:

a. fast track - if the condition poses an immediate threat to
patient health and safety;

b. slow track - if the condition is such that it limits the
capacity of the provider to render adequate care;

c. timetables for action on each track are specific and will
be outlined in the manual.

The question was raised regarding whether these procedures will
be distributed to providers since they have a right to know
what is expected. This is not planned, but no providi would
be refused if it was requested.

VII. ALTERNATIVE SANCTIONS - DON JACQUES

There is an alternative to termination which is available only to
long tern care facilities and only when there is a condition not
met (or standard in ICF facilities) but no i:mediate threat to
health and safety exists.

If the determination is made to apply alternative sanctions, an
opportunity to correct must be given. Up to 11 months is allowed.
During that time, the facility is still in the program. A one-time
visit to determine correction is made. If care has deterioriated,
termination would follow. If a good faith effort has been shown,
the sanction is lifted.

Don reported that the RO has been assured by the central office that
guidelines would be available regarding:

1. what constitutes "good faith effort"

2. when to chose alternative sanctions

3. how to apply alternative sanctions
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The question was raised why all standards should be considered in an
ICF facility, since there are no conditions. This is an inequity
between the ICF and ICF/SNF program.

VIII. OFFICE FOR CIVIL RIGHTS AND TITLE VI CLEARANCE - GENE POLLARD

Gene outlined the scope of work and responsibilities of OCR.
Periodic coopilance reviews are conducted by on-site visits, project
reviews (analysis of records through the mail) and compliant inves-
tigations. Additionally, pre-grant clearances (T6) are conducted on
prospective Medicare providers. This is a cumbersome process which
attempts to discover discrimination practices in denial of services,
e.g., no provision for interpretive services for persons with
language other than English or TTY for the hearing impaired.

Section 504 of the Rehabilitation Act requires that facilities
develop self-evaluation policies and procedures in this area of
discrimination. OCR looks at these and will approve T6 clearance if
no patterns of discriminatin are found or if appropriate steps have
been taken to eliminate the practice.

IX. FEDERAL MONITORING SURVEYS - NANCY ROTHWELL

The central office targets the number of federal surveys. In 1986,
around 100 will be done in Region X. Forty of these will be in long
term care facilities. Twenty-five percent of those must be PaCS if
implemented before June 1986. In order to reach that target, some
partial surveys will be done. Core conditions to be reviewed for
partial surveys are: nursing services, physician services, infec-
tion control, activities, dietary, physical environment and pharmacy.
Optional standards may include zeroing in on rehabilitation.

Partial surveys will be expanded into full surveys if problems are
found.

The 'comparative survey' has been dusted off and is being used in an
attempt to identify why differences between state agency and federal
surveys occur. Central office criteria for a valid comparative
analysis survey is that it must be within 60 days of state agency
survey.

Nancy stated that the RO disagrees with this criteria and believes
the goal should be two weeks, but because of all the other targets,
in reality it is probably closer to 60 days.

Fourteen home health agency surveys will be conducted in 1986 with a
new focus. HCFA has flexibility on the remaining surveys. Nancy
stated they wanted to gain experience in ambulatory clinics.
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HCFA has attempted to define "irmeediate threat' in section 41.01 of
the SOMt. Although 11 examples are cited, Nancy stated these are
still judgmental and more guidelines are needed.

X. ICF/MR EFFORTS - NANCY ROTHWELL

HCFA has been instructed to continue monitoring these facilities at
the same pace as last year. Twenty-four ICF/MR surveys will be done
in 1986. Of these. 100 percent of the large facilities (over 30O
beds) will be surveyed, 60 percent of medium facilities (299-16
beds) and 40 percent of small (under 15 beds) facilities. Joint
federal-state surveys with are encouraged.

Tne final regulations on Chapter 21 of the life safety code have
been written but are not yet published. Under these regulations,
the surveyor makes a judgment whether self-preservation capability
is:

1. prompt;

2. sl ow;

3. impractical.

Fire protection can be influenced by the building, resident and
staff. If one of these areas is deficient, compensation in another
area permits the requirements of the regulationn to be met.

on November 21, 1985, new proposed regulations were signed by the secretary
but Nancy could not discuss the contents since they are not official.

The meeting adjourned and will reconvene at 8:30 a.o. tomorrow.

The Regional office/State agency meetng was reconvened at 8:30 a.m. on
December 20, 1985.

Xl. 1864 AGREEMENT - Tom Wallner

Tom stated he had nothing to present but would open for questions.
Conrad asked if there is a chance for negotiation of this contract.
Tom responded that annual renewal is not planned in the foreseeable
future. he stated that individual states have the option to give
notice that they do not plan to renew the contract. He further
commented that this 1864 "contract' will no doubt be renegotiated at
the national level at some point, but not at the end of the first
year. The central office feels the states are not doing their jobs
and is considering not extending that contract to states. Conrad
raised the point that the central office needs to be made aware of
the distinction between states who are 'not doing their job' and
those who are doing their job but simply do not agree with the terms
of the contract.
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XII. PSYCHIATRIC HOSPITAL TRAINING PLANS FY 1986 - ROB HAtISEN

Requirements for psychiatric hospitals are the same as those for
general hospitals except that congress has added two extra condi-
tions for psychiatric hospitals: staffing and medical records.

Lack of funds has resulted in HCFA taking over the survey process
with contracted consultants.

Training of surveyors is handled by the central office.

The state is expected to use HCFA consultants for initial surveys
and in state-owned hospitals.

XIII. PaCS LONG TERM SURVEY PROCESS - RCIJ HANSEN

HCFA has published a proposed rule requesting comments by December 31,
1985. The RO will not extend the deadline. Final approval is
expected by January. There has been no decision on the December 12,
1985 hearing of the Colorado lawsuit which may influence the outcome.

Ron reported that support has been expressed by consumers and
associations. He also indicated that HCFA has a contract with Brown
University to evaluate PaCS after implementation so that the final
product will be an evolutionary one. The 10.1 report will have no
impact on PaCS.

Conrad addressed the point on association support by making the
distinction that the associations support an outcome oriented survey
process but do not support implementation of PaCS at this time
because of training, budgetary issues, and other concerns which have
not been dealt with by HCFA. Ron next reviewed the schedules for
training and allocations for Region X and solicited ideas on how to
best approach the PaCS training process.

Baltimore has plans to produce training materials including video, a
slide tape presentation (introduction and overview), a case study
slide, a skills development video and course ilanuals. There is
expected to be enough produced for the RO and SA.

A lengthly discussion followed with questions raised regarding who should
attend the training and several possible approaches to the training dilemma.
Nancy mentioned that the states were expected to take ownership in training.

Conrad again raised the issue of available resources for completion of
training as is expected while still maintaining timely surveys.
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No answers were submitted to the budgetary concerns raised hy the state.

The next meeting was set for the month of April. Ron Hansen will contact
the state representatives regarding a date certain.

The meeting adjourned at 10:00 a.m.
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REG ION X/
FOUR-STATE L[C DIRECTORS

QUARTERLY MEETING
December 20, I985

Seattle, Washington

Participants:

Conrad Thompson Karen Hartz
Eleanor Pedlow John Gerth
Maureen Wnitman Ken Lewis
Sharon Morrison Marty Weller
Absent: Jean Schoonover Tom Robinson

The Quarterly Meeting of the Region X Four-State Licensing and CertificationDirectors convened at 10:30 a.m. in the federal building.

Four-State Representative and Alternate

A new state representative needs to be elected at this meeting. JeanSchoonover has served two years and feels it is time to share the experience.Conrad can not serve as officer of the board and as the representative ofthe states in the region. A new representative will give the states inRegion X an additional vote at the national level.

Conrad read the responsibilities of the state representative along withsome other considerations. The importance of the ability to get to boardmeetings and costs involved were discussed.

Nominations were opened. Maureen Whitman was nominated. Karen Hartzstated she had a travel problem, even as an alternate. In Jean's absence,Maureen reported that Jean has stated she is willing to be an alternaterepresentative. Maureen was elected representative with Jean as alternate.
1864 Agreement

Conrad reported concerns raised at the board mleeting. Discussion followed,centering on what the association can do with respect to the national issueof the opportunity to negotiate a contract.

It was agreed that the association needs to continue its emphasis withrespect to the 1864 agreement and that the state representative contact theassociation president for the purpose of expressing the states and Regionx's view that it's time to rotate the chairmanship of the 1864 agreement.

Utilization Control Legislation

Conrad handed out and discussed Washington State's draft amendment toSection 1903(g)(5) Social Security Act. The language in this amendmentattempts to change the current penalty provision from 0o percent.
iO¢C, svc

-' 7 ? I5S
osIJs .8"'.
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There is unanimous agreement that 100 percent compliance is not possible

and, in fact, is counterproductive. It was noted that no other program is

penalized for less than 100 percent compliance. The courts have recognized

that a 100 percent penalty is exceedingly harsh, but have also 
acknowledged

the federal government's authority to do it.

Conrad requested that all states share this language in an attempt to

obtain sensible legislation particularly given that the current 
require-

ments are counterproductive and serve as a revenue trap for the states.

PaCS and Federal Budget Support for Training

Conrad introduced Tom Robinson BNHA Education and Consultation Coordinator.

The agenda was revised so Tom could leave before lunch.

The group concured that the training sessions for termination procedures

and PaCS should be separate. Discussion on PaCS training followed up on

what was discussed at the Region X meeting earlier today.

Tom Robinson outlined the given facts to date:

- HCFA will train 300 persons nationally

- Region X will have 25 slots

- HCFA will prepare a training package for use in training done by the

states

- The San Diego training will include a training in how to train others

Tom suggested that a work group be formed to study the various possibilities

of how to handle this training in the most efficient and cost effective

manner.

Maureen felt strongly that a consistency in training between 
states is most

important and that this would be assured by having one state representative

from each state and the regional office representative conduct the training.

Sharon Morrison raised the point that individual surveyors are not neces-

sarily capable of training others. Conrad submitted that each state decide

on who is best suited to train and include both nurse and sanitarian. This

would represent eight slots from the four states out of 25 allocated.

These persons then would attend training along with other surveyors from

each state. This would assure that all staff in Alaska are trained and

that the quality/consistency in the remaining three states is assured.
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Maureen mentioned that a variety of disciplines are involved in surveys,
not just nurses and sanitarians. Conrad responded that the PaCS instrument
appears weak in the sanitarian area.

Further discussion led to the following decisions:

1. Assure Alaska's training needs be met in one session, using four slots
at the San Diego session.

2. States will identify key surveyors as trainers. These persons will be
sent to the San Diego session to be followed up by a coordination/planning
session with the R.O.

3. R.O. representatives will travel to each state and work with the
trainers.

John Gerth pointed out that management can be trained at the same time with
this method.

Torw Robinson will relate this proposal to Region X emphasizing the state's
recommendations. Tom reported back that federal representatives from
Region X agreed with the recommendations from the states.

Four-State Meetings

Conrad explained to the group that this meeting was set up differently from
past meetings due to federal schedules. He opened to discussion any ideas
on how meetings might be conducted in the future. It was decided that as
long as a joint federal-state agenda is developed prior to the meeting and
there is coordination up front on most issues, it does not matter which day
the state meeting is held. The group concurred that the federal agenda
should allow time for the state to raise issues which come up after devel-
opement of the agenda.

Termination Procedures

Sharon Morrison stated that the only thing to add to what has already been
discussed by the federal representatives is that the policy of applying the
same criteria to ICFs as SNF facilities, (since there are no conditions in
an ICR) represents a more stringent approach to ICF facilities. Sharon
agreed to draft a letter which proposes a more equitable system for,-Iaureen,
as four state representative, to send. Sharon stated she would need approx-
imately two weeks for this.
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Maureen reported a related incident which occurred last week. A look
behind survey was completed and decertification using the fast track was
applied. The states were not aware these termination procedures were no
longer in draft form.

Conrad stated his understanding from yesterday's meeting was that states
would not be expected to use the termination procedures without the mater-
ials. lie suggested Oregon's experience has implications for other states
in the region. It was decided that Maureen will write a letter to the R.O.
requesting to use the existing procedures until training in use of the new
procedures is completed. The letter will include the concern raised
yesterday that expectations to Beet the requirements of procedures without
prior training represents poor public policy and may result in avoidable
litigation pertaining to termination procedures. Mention will also be made
that the draft procedures were already implemented last Friday in an Oregon
facility and request that the R.O. comiunicate with the Central office
regarding this.

Maureen will plan to have a final letter written by January 15, 1986. Any
additional comrnents which state representatives would like included should
be sent to Maureen prior to January 13. 1986.

Association Membership

Conrad reported that for purposes of the annual meeting when a region has
more than one member, each region has the right to two votes. Voting must
be paid members. If a member is unable to attend the meeting, a proxy
should be sent so that the region does not loose the opportunity to cast
what can be a deciding vote. Proxy vote authority must be in writing to be
valid.

Annual Meeting in Seattle

The association's 1986 annual membership meeting will be held in Seattle
October 24, 1986. This will be the first time the annual meeting has ever
been held in Washington.

Conrad solicited creative ideas for how to make Region X special with

emphasis on a vision toward the future. He explained two areas to be
thinking about:

1. Hosting - what can we do as a region that is unique?

2. The meeting itself - is there some program we can develop that will
promote a better understanding of the relationship between survey
activity and the bottom line-patient care.
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Conrad further related that plans are in place to have patients at the
meeting. Maureen suggested meetings for providers and stated her staff has
asked for a session on Ownership and Control.

Evelyn stated she is being asked about loopholes. It was suggested she
refer these questions to an attorney.

Conrad will send a renewed copy of the Ownership Control Study to each of
the other three states.

Next Meeting Date

A tentative date was set for Thursday and Friday, April 3-4, 1986. Tenta-
tive alternate dates are Monday and Tuesday, April 21-22. The date will be
confinned in February.

The meeting was adjourned at 1:20 p.m.

raureen Whitman
Region X State Agency Representative
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Section 2016 2-13 - 2-14.2 (4 pp.) z-1j - 2-14 (2 pp.)
Table of Contents.

Part 3 3-1 - 3-4 (4 pp.) 3-1 - 3-3 (3 pp.)
Sections 3000 - 3052 3-5 - 3-18 (22 pp.) 3-5 - 3-18 (14 pp.)
lxhibits 4A - 4* 5-25 - 5-26 (2 pp4 5-25 - .326 (2 pp.)

NW PROCEDURE - EFFECTIVE DATE: December 23, 1985

Section 2016. Ra ission to the Medicare and Medicaid 'rogram After
Termination.Ei3 pared to provide examples of reasonable sseurance that

def-ciencies which had caused a termioation, a cancellation, or a nonreneval
vill not recur if thbe Institution is later approved to participate. It also
discusses how the reasonable assurance concept applies In Medicaid cases.

Section 3000 Advere Actions - General.-Explails the applicability of the

adverse action proceduree to the Medicare and Medicaid programs and clarifies
the terms used throughout this issuance. It also discusses a protocol to
coordinate with the;State ombudsman network.

Section 3001, Initial Denials of Medicare Provider/Supplier Requests for
Program Particp&tged.-Paragraphs B and C are revieed to ipstruct SAs to

forward vacated actions to the RO. 'his section provides time limits for
processing denials.

Section 3005, IW&U for Terminating .Providtr- Participation - Citations and

Discussion. -Expands materiel dealing with terminations of Medicaid provider
agreements.

Section 3010, Termintion Procedures - Immediate and Serious Threat to Patient

Health and Safeta t1edicare).-Provtdes a list of examples of what may
constitute a Ismae4Lte and serious threat to patient health and safety and a
new detailed schedule for processing terminations

Section 3Cl2. Termination Procedures - Noncompliance with One or More
Conditions of Particqpation or Coverage and Cited Deficiencies Limit Capacity

of Provider/Supplier to Furnish an Adequate Level or Quality of Care
(edicare). Provides a new detailed schedule for processing terminations when
the deficiencies do not pose an imediate and serious threat to patients.
This procedure reflects the lesser impact on patients by allowing the provider
more time to achieve compliance with the Conditions.

HCFA-Pub, 7
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Section 2 Nonreneval or Cancellation of Time Limited reecinte for Ln
Tere ihr Facilities (Medicare and Modicad -P ragtr A clarifies the
appli al ty of time limited agreemsnts to long te care facilities.
Pr r B clarifies when nonreneval Is appropriate anc discusses special
timinr3 eqiderations. Paragraph C defines cancellation clae, *nd discusses
specasl tIming and docmientation requirements.

cLARxx*I*Ov - EMCnVE DATE: NOT APPL1CABLE

Section 3035, Provider Undergosa e of O rship Durin Termination
Froeaedinga.-Clariflee that an ownership change after termintion action has
been Initiated vill not interrupt the termination process.

Section 3040. Reconsideration Procedures (MedIcere). --Clariries the provider's
rht to a formal reconedertion o ng daenial or nonrezhwal. There Is no

reconsideration after a termination or cancellation.

CHARGE OF EXHIBITS - EFFECTIVE DATE: NOT APPLICABLE

Ezhbibt 4A, Health Inaurance Benefit 4Areement (Mdicjre) -This exhibit
presents t revised Provider
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3000. AVERSE ACTIONS - GENERAL

-follow the procedures In this part If adverse action Is initiated against
Medicare participating providers and suppliers. Because many Medicare
providers also participate in the Medicaid program, and because the SA must
follow federal procedures when surveying and certifying providers that only
participate In the Medicaid program, these procedures generally apply to both
programs. Exceptions for Medicaid are noted in the text.

A. edicare P roviders, and Su9ollrs.-Section 2002 lists the
providers and suppliers of services who ay quaify to participate In the
Medicare program. Providers must be found to substantially meet Conditions of
Participation; suppliers must be found to substantially meet Conditions for
Coverage.

8. fdlcald FF iliti .-A Medicaid SNF may concurrently be approved
for Medicare. In u i nsttnces. Medicaid approval is contingent on the
facility's co pliance with Medicare requirements, but the facility must have a
separate agreement with the State Medicaid agency. Intermediate care
facilities (SCFs), Including ICFs for the mentally retarded (ICFs/MR), only
participate in the Medicaid program.

In Medicaid, all long term care facilities must have time limited agreements
with the State Medicaid agency. If a SNF participates In both Medicare and
Medicaid the agreements must be coterminous.

C. tat n rograms In order to coordinate with the State
ombudsman network, establish procedures to:

1. Notify the State ombudsman of decisions to Initiate
proceedings to terminate, cancel or nonrenew a provider agreement;

2. Notify the State ombudsman of voluntary terminations and
planned terminations including dates of closure;

3. Consider ombudsman information about situations in the
facility and the credibility of provider's allegations of compliance; and

4. Share statements of deficiencies and plans of correction.

Rev. 183 3-5
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3001. INITIAL DENIALS OF MEDICARE PROJIDERISUPPLIER REQUESTS FOR PROGRAN

|I-00 PARTICIPATION

An Initial denial is made when, after evaluating the evidence including

initial certification action, the adjudicating office - In this case the RO -

finds that the requirements of law and regulation are not met. Denial Is

consurmated In a formal written notification which explains the right to

appeal.

Denials are made only when the denied party has reason to expect a decision.

generally, whenever there has been an expression, written or otherwise, of

interest in participating (or in expanding the scope of existing

participation) or whenever a survey has been porformed.

A. Auhority for Adtud catinG Deni ls The RD adjudicates all

deter inations of approval or diaroval to participate in Medicare.

42 CFR 405 Subpart 0 addresses determination and appeal procedures. Subpart S

provides the basis for denying suppliers of services. The statutory authority

is directly ilplied in sections 1832, 1861 and 1681 of the Act which authorize

the Secretary to establish Conditions of Participation or 
Coverage.

S. Vacated Actions Which Are Not Denials.--If you are contacted by a

potential provider and schedule a survey. but you cancel the survey after

finding out that the party Is either no longer interested in participating or

in "eting program requirements, notify the RO by completing the HCFA-1539 and

indicate the lack of interest. The RD will send a written notice to the

potential provider to document the reason why the certification action was not

completed. Despite the lack of Interest, if the potential provider operates

an ICF or ShF component, you still must prepare a section 1861(j)(l)

certification, if Indicated.

C Vacated Actions Which Are Denials.-If a potential provider or

supplier 1s surveyed and dficlencies are cited, forward the HCFA-1539 and

related documentation to the RD, even when the Request for Participation is

subsequently withdrawn. The RD will then either notify the provider or

supplier of the failure to met eligibility requirements or affirm the

provider's or supplier's request to withdraw. Use the HCFA-1539 to transmit

all certification forms and pertinent documents to the RO within 45 days of

the survey. Include a section 1861(j)(1) certification, if indicated.

Do not prepare a crucial data extract if you were unable to complete a Survey

3-5.1 
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3005. SASIS FOR TERHIUATING PROVIDER PARTICIPATIOI-CITATIONS AND bISCiSSION

A. Medicare Provider Aareements.-Provider agreements and agretments with
clinics as to the provision of outpatient physical theralj are terminated by
the RO under the authority of section 1866(b) of the Act. 42 CFR
489.52-489.57 set -forth the rules for terminating agreements- Medicare
providers (as definkd In 52002Y must substantially meet each of the -applicable
Conditions of Participation.

U. 'Termination of Coverage of SuD lier Sevices Subiect to
t3rification. Sectlons 1832(a), l61(p) and (s) and lSl(b) of the Actauthorize the Secretary to establish various Conditions for Coverage of

supplier services, and thus impliedly authorize determitnatlons that the
Conditions cease to be met. Regulations (42 CFR 405.502(b)) provide that the
Secretary will make findings, setting forth pertinent facts and conclusions,
and an Initial determination as to whether a supplier meets the respective
Conditions for Coverage. The determination can be made as a result of a
written request by the supplier to start or expand services, or to establish
that a supplier continues to meet respective Conditions for Coverage. An
adverse determination may Involve one or more areas of services offered by a
supplier Reimbursement for the services involved in the adverse
determination ceases Immediately. While these adverse determinations are not
referred to in the regulations as 'terminations.' their effect on
reimbursement for the supplier's services is the saw as when a provider
agreement is terminated. Procedures for certifying supplier noncompliance are
parallel to those for certifying provider noncompliance

The agreement which an ambulatory surgical center (ASCO or rural health clinic
(RHC) enters Into Is a category specific agreement and not a provider
agreement. It is the coverage of ASC or RHC services that Is terminated, not
the agreement.

rF c. Termination of Medicaid Participation.--The Medicaid agreement must be
iterminated by the State Medicaid agency when you determine that the provider

does not meet applicable program requirements.

0. Cancellation of M.edicaid Agreement by the Secretarv.--HCFA has
authority under secton 1910(c)(2) of n approval of a SNF
or ICF to participate In the Medicaid program when HCFA determines that the
facility fails to comply substantially with the Conditions of Participation,
42 CFR 405, Subpart K (SNFs). or with the standards contained In 42 CFR 442,
Subparts D, E. F. or G (CFs). In these instances the cancellation is
prospective, usually occurring after the provider has had the opportunity for
a formal hearing before an administrative law judge.

Rev. 183 3-5.2
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rHwever, if there is an imediate and serious threat to patients health and

safety, cwpeellation occurs within 5 days after notification by the RO with
opportunity for a post-termination hearing.

This authority is in addition to the authority under 42 CFR 442.30 which

provides that a provider agreement is considered Invalid for purposes Of

providing Federal financial participation (FFP) to the State, unless the State

has followed proper procedures; for exaqple, the State Medicaid agency issued

the provider agreement even though the SA has not certified the facility as

being in compliance. In those Instances, the agreement is considered void

from its inception, and the State Is not entitled to FFP for any of the bills

Lrel ated to the facility.
E Cause for Temina tion.-HCFA my terminate' provider participation

(Medicare providers only) IT the provider is not complying substantially 
with

the provisions of title XVIII and applicable regulations, or not complying
with the provisions of its agreement (42 CFR 489.53). However, certain causes

for termination are unrelated to certification and have no impact on the SA.

They are:

1. The provider places restrictions on the persons it will accept for

treatment, and it falls either to exempt Medicare beneficiaries from those

restrictions or to apply those restrictions to Medicare beneficiaries the sawe

as to all other persons seeking care;

2. The provider fails to furnish information necessary for HCFA to

determine whether or not payments are, or were, due under Medicare and the

amount due;

3. The provider refuses to permit examination of Its fiscal or other

records by, or on behalf of, HCFA as necessary for verification of information

furnished as a basis for payment under Medicare;

4. The provider has knowingly and willfully made or caused to be made

any false statement or representation of a material fact for use in a request

for payment under Medicare;

5. The provider has submitted, or caused to be submitted, requests

for payment under Medicare or amounts for items and services substantially In

excess of the costs incurred by providing the items and services;

6. The provider has furnished items or services which HCFA determines

to be substantially in excess of the needs of Individuals or of a quality that

fails to meet professionally recognized standards of health care;

7. The provider fails to furnish Information on business transactions

as required:

3-5.3 
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S. The provider falls to discloS information on convicted principals;

9. The provider falls to furnish ownerstil information; or

10. Te provider falls to cop1wvith civtV rights requirements.

Your responsibility is to certify pro'dser copliance with program
requirements. Fiscal intermediaries generally are responsible for dealing
with those matters related to reimbursement and cowrage. However. in the
course d a survey, a turveyor 141y encoOfhtr information which may be
indicatie of program abuse or fatlure tomeet other program requirements
described In the list above. Comunicate these areas of concern to the RD for
further action.

Fae111ts ra ca ragu a ons prov~de f or termina, ons
nonrenewais, and cancellations but- do not fully describe the Impleenting
procedures. Each State has developed procedures for terimnating agreements
with SlFs and tCFs when those factlities are not found to be in substantial
compliance with program requirements. In any Medicaid-only noncompliance
situation, initiate the action, prepare the necessary documents, and forward
the documentation to the State Medicaid agency, which has the responsibility
for the termination. nonrenewal or cancellation of the Medicaid agreement. In
this case, the State Medicaid agency must notify NCFA and the public of its
action, and must afford the facility notice and opportunity for a hearing.

Under 42 CFR 431.54(f), the State Medicaid agency may also 'lock out* a
title XIX participating SNF or 2CF for a reasonable period of time if the
facility has abused the Medicaid program. This may occur even though the SA
has approved the facility. There are no certification instructions directing
tbe SA to participate In 'lock out' procedures.

G. Tqrminatin Actlon Bas zionmsite Federal Survav.-ihen Imedlate and
serious threat to patient health and satety Ts found by a RO survey team
whether 1i the course of a regular scheduled Federal monitoring survey or In
response to a coaplaint, or as part of the JCAH validation effort, the RO
Initiates termination procedures. Survey findings and factual development are
the responsibility of the RO, although you may be asked to assist In
documenting or developing aspects of the termination. You. (and the State
Medicaid agency, If the provider/supplier also participates In Medicaid,) are
notified by the RO of the action being taken.
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3008. PROVIDER/SUPPLIER GIVES NOTIFICATION OF VOLUNTARY TERMINATION (MEDICARE)

A provider or supplier my voluntarily terminate its participation in the
Medicare program by notifying HCFA of Its intent in writing. If you learn
that a provider intends to close Its business or wishes to voluntarily
terminate:

1. Advise the provider to write a letter to the RO notifying it of
the Intent and the requested date of withdrawal or closure; and

2. Submit a HCFA-1539 and any related documentation to the RD.

After receiving notice. the RO will comeunicate with the provider regarding
notification to the public, etc.

The State Medicaid agency notifies the SA and the RO whenever a Medicaid-only
SNF or ICF voluntarily terminates Its agreement with the State Medicaid agency.

St a voluntary termination Is intended to avoid termination for cause.
information to that effect should be documnted by the SA and RO, retained In

the certification file nd considered If the provider requests participation
in the future.

3009. PROVIDER/SUPPLIER GIVES MN NOTIFICATION OF GOING OUT OF BUSINESS
(MEDICARE)

If a Medicare provider/supplier ceases all business operations, discharges all
patients, and refuses new adoissions the provider/supplier is considered as

voluntarily terminating its agreement or its coverage.

If you learn that a provider/supplier my be going out of business, contact
the provider/supplier to verify the situation. Notify the RO Imediately to
arrange for the public notice which will be published by the RO. The RO sends
notice of termination to the provider with copies to the SA. the servicing
Social Security office, and the Part A intermediary. The RO sends notice of a
supplier going out of business or cessation of Medicare coverage to the
supplier, with copies to the SA, the State Medicaid agency, and to those Part
B carriers likely to be concerned. Notify the RO iindlately if you learn
that a provider/supplier has already closed.

3-5.5 S Rev. 183
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r ,l TERMINTION PROCEOURES--IHISEDIATE AND SERIOUS THREAT TO PATIENT HEALTH
I-0 ~ AND 5AFETY (MEDICARE)

A b antial Nnc9 l"anco With Prora Reauire nts Mhich Pose n
I edi andS rlous Teat to Patlent Hea or aet I--mmediate AM
serlous threat Is Interpreted as a crisis situation in Rch the health and
safety of patients is at risk. Generally. It Is a deficient practice which
indicates the operator's inability to furnish safe care and services. An
Imediate and- serious threat to patient health or safety may exist in the
presunce of one or more of the following (or similar) situations. This list
Is not to be! Interpreted as all Inclusive, but rather as examples of what NCFA
believes may constitute an iaediate and serious threat. The surveyor Is
always expected to describe findings In sufficient detail to show the relative
seriousness of the hazard.

1. Situations or practices that constitute a serious fire hazard or
emergency situation such as:

a. Inadequate or faulty emergency power and lighting In the
operating, recovery, Intensive care. or emergency rooms;

b. Bare electrical wiring that presents an imediate fire hazard;

C. Blocked or obstructed stairways, hallways and exits which
prevent egress in the event of an emergency;

d. Widespread failure to enforce smoking restrictions:

e. Failure to maintain required fire protection systems (fire
alarm, sprinkler systems) In an operating condition; or

f. Failure to maintain the integrity of fire. and smoke barriers,
such as removal of stairway doors and major unprotected openings In corridor
walls.

2. Widespread Insect or rodent Infestation indicative of food
contamination or the possible spread of contagion.

3. Failure to control Infections as evidenced by the presence of
Lacility acquired infections.

Rev. 183 3-S.6
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Fricludi4n Widespread patterns of patient abuse or poor patient care,
including:

a. Instances of malnutrition or dehydration that are unrelated to
the patient's condition and are a result of poor patient care;

b. A pattern of negligence by staff with the result that patients
are often left lying in urine, feces or other waste;

c. Use of physical or chemical restraints, that are in excess of
that which Is ordered by a physician.

5. Drug or pharmaceutical hazards that directly affect patient health
and safety, such as:

a. Widespread drug errors, mishandling of drugs or other patient
related pharmacy problems;

b. Failure to provide medications as prescribed;

c. Failure to monitor drugs as evidenced by lack of ordered
laboratory work, failure to take vital signs as indicated by drug regimen, and
lack of other nursing monitoring practices;

d. Gross mishandling of drugs such as leaving drug trays
unattended and available to patients and visitors.

e. Administration of drugs by unqualified staff; or

f. Administration of experimental drugs without the informed
consent of the patient (or responsible party).

6. Inadequate procedures for procurement, safekeeping and transfusion
of blood and blood products that could jeopardize patient health and safety.

7. Excessive hot or cold temperatures In patient care areas of
facility to the extent that patients are experiencing signs of hyper or
hypothermia and the provider/supplier does not have a short term and effective

[ jlan for ameliorating these temperatures.

.3-5.7 Rev. 183
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S. A pattern of delivering services to patients when the daily care needs of the
patients exceed the providers/suppier's capacity to give care. For example, accepting
patients requiring total parenteral nutrition through subclavian catheters when the
provider lacks policies and procedures for this specialized care, nursing staff are not
knowledgeable about the technology, and essential equipment is not available.

& P of Immediate and Serious Threat Termninations.-When an immediate
and serioustreat to patient health or safety la documented, complete all terminationprocedures within 23 calendar days. Processing times given here are the maximum time
allowed. Do not postpone or stop the procedure unless compliance Is achieved and
documented through onsite verification. f there is a credible allegation that the threat
or deficiency has been corrected, at least one resurvey prior to termination must beconducted. Do not use this procedure If thereis a time-limited provider agreement that
is subject to cancellation or nonrenewal within 23 days after the survey. In such a case,
process the cancellation or nonrenewal as explained In S3020.

1. Date of Survey.-The date of the survey is the date on which the entire
survey is completed (i e. the date of the exit conference).

2. Second Working Day.-No later than 2 working days following the survey
dates

a. Telephone the RO that you are certifying non-compliance and that an
Immediate and serious threat exists; and

b. Notify the provider/supplier (by overnight express mall) of its
deficiencies, that you are recommending termination to the RO, and that the RO will
Issue a formal notice (Exhibit 40). The notice will advise the provider/supplier of rights to
due process, the time schedule for the termination action, and that the deficiency must be
corrected and the correction verified by you, to halt the termination process. If the
provider also participates in Medicaid, notify the State Medicaid agency of your
certification.

In the case of a clinical laboratory supplier where non-compliance with a Condition for
Coverage is found, send notification to the RO within 2 working days following the survey.

3. Third Working Day.-Forward all supporting documentation to the RO.

4. Fifth Working Day.-The provider/supplier and public will be notified by the
RO of the proposed termination action by the most expeditious means available.

(The next page is 3-7)
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5. Tenth Working DaY -Send Completed HCFA-2567 to the RO.

6d li C¶ apndar iay.-The termination takes effect. These
dates are el'IMPNteesand participation should be. terminated earlier if
processing allows.

Medicaid agreements with facilities that concurrently participate In Medicare
must be terminated on the saw date the Medicare agreement Is terminated
(42 CFR 442.20). Where State law permits. Medicaid-only facilities should be
terminated by the State within the above time limits.

3012. TERMINATION PROCEDURES--NONCONPLIANCE WITH ONE OR MORE CONDITIONS OF
PARTICIPATION OR COVERAGE AND CITED DEFICIENCIES LIMIT CAPACITY
OF PROVIDER/SUPPLIER TO FURNISH ADEQUATE LEVEL OR QUALITY OF CARE
(MEDICARE)

Failure to substantially meet one or oore Conditions is one cause for
termination of program participation. "Substantially'. for purposes of this
section. Is defined as meting the Intent of applicable Conditions of
Participation or Coverage. Any provider/supplier that does not substantially

oet-all Conditions shall be considered to be limited In Its capacity to
furnish services of an adequate level or quality. Copliance can never be
certified based upon a plan of correction or acceptable progress since the law
specifically requires that all Conditions of Participation or Coverage must be
met. If there is not an imediate and serious threat to patient health or
safety. use the following procedural schedule:

Excetilon: Do not use this procedure If there is a time-limited agreement
that Is subject to cancellation or nonrenewal within 90 days after the
survey. In such a case process the cancellation or nonrenewal as explained In
J3020.

1. D t of Surve .-The date of the survey is the date on which the
entire survey Ts completed (i.e. the date of the exit conference).

2. Fifteenth Day .-Notify the provider/supplier of cited
deficiencies. Inform the provider in writing that the failure to achieve
compliance within 45 calendar days after the survey will result in your
recommendation that termination action be initiated. Alert the RO by
telephone that you are considering an unfavorable certification.
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to3 Forty-flh the provider promised through a reasonable
[-plan to ach~eve compilzaF (§3030), conduct a one time revisit to determine
whether or nr co pliance or acceptable progress has been achieved.

4. F1it-ifh Day.-If co pliance has not been achieved, certify
nonco plince an forwar7 the certification and supporting documentation to
the R0. Notify the provider/supplier that termination Is being recoemended
(Exhibit 40). Alert the State Medicaid agency if the provider/supplier Is
participating concurrently in the Medicaid program.

5. ventleth Da.--The RD will send an official termination notice
to the provtder/suppler. The- RD will send a copy to the State Medicaid
agency If the provider/supplier also participates In the Medicaid program.

6. hvNetklthDay .-TeroinatIon takes effect If compliance has not
been achieved It can take e cffet in less that 90 calendar days if all
required procedures have been completed.

3014. INTERRUPTION OF TERMINATION TIMETABLE

A. Credible Allepatlon of CoemIance.--Conduct a revisit following a
credible allegation of compliance by a provider/supplier. Notify the RO of
the date of the forthcoming revisit. A credible allegation Is one:

l. Made by a provider/supplier with a history of having maintained a
comtitment to compliance, taking corrective action if required, and

2. That is realistic In terms of the possibility of the corrective
action having been accomplished between the exit conference and the date of
the allegation, and

3. That actually resolves the problems created by the deficiency.

Only restoration of compliance can rescind termination action.

B. Informal learings Do ot the Timetable-The process may not
be postponed to accoerdate informal hearings or meetings or to give the
provider additional time to achieve compliance. Such discussion may. however,
be conducted within the procedural time limits in §3012, as deemed appropriate
by the RD. This 90 day procedure provides adequate time for the provider to
achieve compliance If the decision by the RO is to wait the full time allowed

Land if the well-belng of patients Is not Jeopardized In the interim.
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Fr c. Accsloraton of Timtable.-Switch from the 90-day procedures of §3012
to the accelerated procedures of 13010 at any point when:

1. There-is an tamidlate threat to patient health and safety, or

z. An acceptable and reasonable plan of correction is not submitted;
i.e., the provider cannot achieve compliance within 90 days, or,

3. The provider has not shown good faith efforts to achieve and
maintain conpliance with all program requireaents.

D. Terminatton Devehoment Coinciding with 0Cane of Ownershiq
hvilo.ment--A change of ownership does not affect completion of a
teinat0on action. Do not iostoone anY required termination. Do not solicit
a lan of correction from the new owner. Court appointed receivership Is not
a basis for cessation of the termination process. Following termination, the
new owner may, however, request approval for participation as a new provider,
subject to reasonable assurance provisions. (See 12016.)

E. Disagreement Over Oeficiencies.-A provider that disagrees with any SA
finding regarding a cited deficiency or an acceptable plan of correction
shouTd be advised to annotate Its position on the plan of correction In
statutory or regulatory terms, and should specify why the SA's citation is not
correct. This Information does not interrupt the termination process, but is
publicly disclosable and will be included In the documentation considered
during subsequent reconsideration and hearings.

3016. TERMINATION - DOCUMENTATION REQUIREMENTS

A. Documentation to Su port Proposed Tbruination.--All documents to
support a proposed termination must be complete, accurate, and logical In
sequence. Each document must be dated and signed by the preparer or indicate
the date of receipt in the SA. The documentation must be supported by a
complete current Survey Report.

1. Current Survey Report.-Review the current Survey Report to ensure
that all items are properly completed. If there are any Changes or erasures,
initial the Item and explain the basis for the modification in the explanatory
remarks column.

Include the following Information In th explanatory remarks column for each
item checked "not met:"

a. A description of the deficiency;

b. Whether the deficiency existed during the previous survey and
whether or not compliance was achieved;
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c. Current plans for correction. if any; and-

6. An estimate of whether or not there is a prospect of
compliance with all eligibility requirements within the time limits and the
basis for this opiTion.

2. Prevous Survey Reports.-Review previous Survey Reports for
consistency. If a defictency Is reported on the current Survey Report that
has obviously existed for some time, explain why It was not reported
previously; e.g., serious structural defects, inadequate fire escapes.

Explain any conclusions that might be questioned, especially If certain
requirements are being weighed heavily. Examples would Include:

a. The majority of standards are checked 'not met, yet the
Condition is found in compliance; or

b. A Condition is found not in compliance based upon the
relationship of standards or factors (non-statutory) not being met.

B. Record of Contacts with Providers/Suppliers.--Include In
documentation. copies of comnunications and written reports of oral
comunications with providers/suppilers including the date of contact, the
person involved, the purpose, and the content of the comunication. Include
reports of any consultation which describe the nature of the consultation and
the provider's/supplier's response to the advice or services offered. If
consultation was requested but not furnished, explain why it was not
furnished. Also Include reports of Investigations of complaints.

C Notfication to Provider/Su Ilir of Deficiencies and Recomnendation
of Termination --Incude In the Il aa copy of the letter notifying the
provider/supplier of the deficiencies found on the survey and advising them
that failure to correct would result In a recomeendatlon for termination.
Also Include copies of any other SA notices to the provider/supplier.

3020. NONRENEKAL OR CANCELLATION OF TINE LIMITED AGREEMENTS FOR LONG TERM
CARE FACILITIES (MEDICARE AND MEDICAID)

A. General.--Time limited agreements (TLAs) of 12 months or less are
required by regulations for SNFs. ICFs and ICFs/NR. Like any agreement. a TFA
may be terminated. However, unlike other agreements, a TUA may also be
nonrenewed or automatically cancelled. The decision to terminate instead of
nonrenew or cancel depends on the timing of the onsite survey; i.e., how close

Rev. 183



646

12-85 ADWTIONAL PROGRAM ACTIVITIES 3020 (Coat.)

i time the survey Is to the expiration date or automatic cancellation date,
land the seriousness of the deficiencies cited.

Monrenewal and cancellation are preferred alternatives to termination Iftermination would be effective after the time of projected renewal orautomatic cancellation date.

B. onrenewal of Time Limited Agreements.-A nonrenewal Is the decisionLot to renew a TLA following its expiration.
1. SItuatons Leading to Nonrenewal --A fa11ity does not qualify forrenewal of Its agreement If it has been determined. based on resurvey. that:

a. The provider has violated the terms of Its agreement or theprovisions of title XVIII or title XIX, or applicable regulations; or,

b. The provider does not substantially meet one or more program
requirements (e.g., Conditions of Participation for SNFs and standards forICFs or ICFs/NR. or has an unacceptable plan of correction); or

c. The provider continues to be substantively out of compliance
with the lame standards) (consistently maintains major deficiency) for SNFs,ICFs, or ICts/R that were found out of compliance during the last survey onwhich the current certification period was based.

EXCEPTION: A new period of certification may be approved even though the samestandards) was out of compliance at the time of resurvey if the deficiencies
did not substantially limit the facility's ability to furnish adequate care oradversely affect the health and safety of patients and the facility candocument that It achieved compliance during the term of ATte agreement, but forreasons beyond its control was again out of compliance prior to the expiration
of the agreement.

2. Timinq of Resurvey.--In nonrenewal cases, the facility must begiven formal notice of the RO's decision not to enter into a new agreement afull 30 days prior to the date of expiration of its existing agreement.Therefore, complete the recertification survey between 60 and 120 days inadvance of the expiration of the term of the agreement. All nonrenewal
procedures must be completed by the expiration date of the current agreement.

Process a termination In lieu of nonrenewal If the renewal date is more than:

a. 90 days after finding noncompliance, or

b. 23 days if you find there Is an immediate and serious threato patient health and safety (Medicare).

Rev. 185 3-11
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3, Facility Does- Not Want to Renew.--A participating facility may
choose not to renew its agreement. In such cases, It is assumed that the
facility's letentions will have been made known in time to permit public
notice before the end of the existing agreement. However, there may be cases
where a facility will give Insufficient notice of Its Intention not to accept
renewal. In these cases the agreement may have to be extended to prevent
hardship to the program beneficiaries being furnished care by the facility.

F C. Cancellation of Time Limited Agreements for Long Term Care
IFacili ties.-

1. Gnfral.-The time limited agreement may contain an automatic
cancellation clause. In this case, you specify a date that is not later than
the 60th day following the end of the time period specified for such
corrections, and Is not later than the end of the ninth month of the
agreement. The cancellation clause provides that if the corrections of
deficiencies are not made by the date you have specified, or If substantial
progress has not been achieved in accordance with an accepted plan of
correction, the agreement will automatically terminate on that date. However.
If substantial progress is made and an updated plan of correction accepted.
the facility may continue to participate. Establish a control on all
cancellation clause agreements to ensure that you schedule a verification
visit to be performed as soon as 2os ible after the last date sagclfled In ths
facility's lDan of correction. Al low processing time in advanee of the
cancellation date.

The procedures implementing the cancellation clause are similar to those
required for an involuntary termination and as such require comparable
development, supporting documentation, and Internal clearance action.

However, the basis for Invoking this clause may be limited to establishing
that the facility has not made substantial progress In carrying out Its plan
of correction. Whenever a cancellation clause is "invoked" (the 30-day notice
Is sent) termination action will be taken to rem0ve the facility from
participation status. All cancellation procedures must be completed by the
cancellation date.
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FDOcument and notify the RO (State Medicaid agency for Medicaid facilities) If
the verification visit establishes that the facility made the necessary
corrections. or has made significant improvement, Jusifvying continuance of
the agreement based on an updated plan of correction. To document correction
or significant I1provement, use one or both of the following forms:

a. HCFA-2567B for deficiencies which have been corrected.
Complete in accordance with 127325.

b. Revised HCFA-2567 for deficiencies not corrected. Complete in
accordance with 127328. Prepare and forward the documentation with a
HCFS-1539, noting your recommendation.

The RO notifies the Medicare participating provider that based on the
correction of all deficiencies or the revised plan of correction, the
cancellation clause will not be invoked and the agreement will continue to Its
full term. A similar notice is sent by the State Medicaid agency regarding

Medicald participation.

2. Sutstantial Prress In Orrecting l0ficiecis T I
Cancellation Claue .- ISubstantial progressw means that corrections are well
underway; that there is tangible and visible progress. For example. if the
Installation of a sprinkler system is required but the system Is not yet
operating, there should be evidence of progress at the time of the revisit,
such as the installation of piping. If the only progress by the facility to
date has been a loan application which is still pending, this would not
constitute substantial progress sufficient to prevent invoking the
cancellation clause. However, document extenuating circumstances that are
beyond the control of the facility as they can be considered in determining
whether or not to continue the facility In the program.

If the verification visit establishes that the facility has made the necessary
corrections, or has made significant improvement justifying continuance of the
agreement based on an updated plan of correction, complete the following forms:

a. HCFA-2567B for deficiencies which have been corrected.
Complete in accordance with §Z7328.

b. HCFA-2567--Include deficiencies not corrected from the
previous HCFA-2567, In accordance with 52732B.
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3. Facility Fails to make Correctplns or Substantlal
Progress-Documentatlon for Invoking the cancel7atlon clause need not
necessarily * as extensive as that for an Involuntary termination. However,
while surveJefforts may be limited to the confirmation of the continued
existence of the deficiencies, the documentation must be clear, convincing,
and of the same high quality as that for an Involuntary termination action.

When a cancellation clause Is Invoked, process a HCFA-1539 to recomend
termination of the agreement with the provider.

3025. IIOTICE OF TERMINATION (MEDICARE)

The RD notifies the provider/supplier of Its termination by letter at least 15
days before the effective date of the termination. The RD malls a copy of the
letter to the SA and to the State Medicaid agency, If appropriate. The
notification contains information regarding the provider's/supplier's right to
appeal the termination. The RD concurrently notifies the public giving the
reason for and the effective date of the termination.

3030. ADDITIONAL COMUNICATIONS WITH PROVIDERS/SUPPLIERS

After you forward the certification of noncompliance, clear any further
cowunications to the provider/supplier with the RD. Unrecorded visits.
surveys. or correctional allegations that were not reported before final
termination action could cause embarrassment or even result in failure to
sustain the termination action. Even after final termination action. any
additional contacts may be pertinent to proper handling of the case. Notify
the RD of any such contacts.

3035. PROVIDER UNDERGOES CHANGE OF OWNERSHIP CURING TERMINATION PROCEEDINGS

If you learn that the provider Is initiating a change of ownership, do not
interrupt copletion of your documentation of the certification of
noncoopliance. Continue to document the noncotpliance of the previous owner.
Do not send a HCFA-1539 for the purpose of reporting the change.

[jMtify the RD by telephone of information known about a change of ownership.

Rev. 1833 14
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3040. RECONSIDERATION PROCEDURES (MEDICARE)

A. RIeh to RaRconsideration of an Initi al or
Non-Rlnewal --Reconsideration is granted administratively. not statutorily.
pursuant to regulations 42 CFR 405.1l5o-405.1518. Any provider that Is
dissatisfied with an initial determination that It does not qualify as a
Medicare provider may submit a request within 60 days that the Secretary
reconsider the decision.

Reconsideration is a review of the determination. This review results In
affirmation or reversal of the determination. Further appeal rights include
hearing before an Administrative Law Judge and review by the Appeals Council.

B. R st for Reon Ir ,I -A request for reconsideration is any
written express on ofIoiiiiiifiiiion with the Initial decision. The request
may be In the form of a letter, statement, or submittal of a new Request to
Establish Eligibility and may be signed by any responsible official of the
provider or by an attorney on behalf of the provider. Officially date or
date-stamp any request the day of receipt in the SA.

C. Acknooledoemsnt of Reconsideration Reguest.-Acknowledge the request
promptly. Forvard a copy of the request and acknowledgeuent letter
Imediately to the RO. The RD will advise If additional development is
required. Also, forward any subsequent Information received that would affect
the reconsideration or hearing. If the request Is filed by an attorney, send
a copy of the acknowledgement to the provider. Host cases will require
redevelopment by the SA, particularly if there are questions about the
provider's efforts and plans to correct previously cited deficiencies. If
requesting additional evidence, stipulate in the acknowledgement a reasonable
deadline for submittal.

0. D ocufentiln the Fi1 .-A reconsideration review (following denial
or nonrenewa complete un ess the file contains adequate documentation
to fully explain every statutory deficiency and finding of non-compliance with
program requirements. Send to the RD all reports of onsite visits and
telephone contacts with the provider as well as any pertinent information
available from the licensing agency.

E Adverse Action Pr ross -As the reconsideration develops, you may
e:rceIve onor Inforaatlonand status reports from the RD.
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4. An opportunity for the facility or its representatives to be heard
in person, to call witnesses, and to present documentary evidence;

5. An opportunity for the facility to cross-examine witnesses; and

6. A written decision by an Impartial decision maker, setting forth
the reasons for the decision and the evidence upon which the decision Is based.

C. Jo lcal R~eviw:-Federal regulations do not provide for judicial
review of these appeals proceedings. Judicial review is governed by State law.

D. Ioartial D cis10n Maker (neargn- Officer).-States have flexibility
In selecting indviduals to conduct the reconsideration and hearing
proceedings. However, in both proceedings, certain individuals should be
excluded from serving as decision makers.

In reconsideration proceedings, the surveyors, as well as other persons
directly Involved in gathering and providing evidence upon which the adverse
action Is based, are ineligible to make the decisions. (One person should not
be both witness and judge.) However, the person who made the original
determination based on the surveyors' findings Is not Ineligible to decide the
reconsideration. If the decision is originally made at the highest level the
appeal decision should also be made there. However, If the original decision
Is made by a regional supervisor, someone higher In authority should review
the appeal.

In administrative hearings all persons directly involved In either the survey
or the reconsideration process are ineligible for reasons of impartiality.

3050. CLINICAL LABORATORY IMPROVEMENT ACT (CLIA) ADVERSE ACTIONS

There are two types of CLIA adverse actions:

1. Those resulting from unsatisfactory performance In CDC's Proficiency
Testing (PT) program; and,

2. Those which occur as a result of an onsite laboratory survey.
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CONfITTEE STAFF NOTE: This docrument was distributed to State surveyors
during training for the new long tern care survey process, conducted by
ilCFA central office in the WinLer of 1986.

INSPEC710h AIM ?NFORCEHENI VERSUS CONSULIATION

The primary role of the surveyor Is to assess the quality of care ItF
provided by a health care facility. In performing Nedicsre/NedicoSd
survey activities, the surveyor is charged with ensuring that the
facility is in compliance with all the conditions of participation as set MY1Sr I
forth in the Federal Code of Federal Regulations. The surveyor',
responsibility Is to advise the facility management of deficiencie S F
identified during the course of the survey snd to ensure that appropriat Se P
action is taken to correct the deficiencies. As such, the survey process
is properly characterized as an fnspection and enforcement process.

Soae questions have recently been posed as to the survey process also
including a surveyor consultation function. Among the surveyor's
responsibilities both during and after the onsite visit Is to identify
the deficiencies in accordance with specific regulatory requirements in
an effort to assist the provider or supplier in complying with deficient
conditions. This identification and comnunication of the deficiency to
the provider or supplier is referred to as "consultation in the
regulations (42 FR 405.1

9 0
3(a)). However, this type of consultation does

not include professional technical advice on how a specific deficiency
night be corrected. It Is HCFA's policy that facility operators who are
In business to provide a certain type of health care, should be fully
qualified to independently manage and operate their Institutions in
accordance w1th good business practice. If a facility needs the services
of e professional consultant to advise then on business or health related
matters, then they should undertake to hire one. Surveyors should not
provide such consultation since budget allocations to the States for
surveyor staffing resources do not Include funding for consultative
services. Also, the surveyor's role as Inspector end enforcer may be
compromised If the surveyor approves plans of correction that accomGodate
only the surveyor's suggested remedial action and do not necessarily
address the real problem. While the facility operator might find It
easier to simply adopt the surveyor a suggestions, 'there is no assurance
that the surveyor has found the real root cause of the deficiency. For
example, if a surveyor In a nursing home learns that residents are being.
served cold meals, It Is not the surveyor's responsibility to determine
the root cause (e.g., lack of aide training In food service, meals not
properly cooked, food warmers broken, etc.). Rether, the surveyor should
simply indicate that food is being served cold. The facility management
should determine what caused the problem and suhbit a plan of correction
to address It. Ihe surveyor, on returning to the facility for a followup,
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should not ook to see if the facility has taken the action indicated on
the plan of correction, but should rather make a determination based on
Interview and observetion that the food, in fact, is now being served at
the proper tenperature.

Finally, while surveyors should never function as consultants, and should
not delve into the facility's policies and procedures to determine the
root cause of a deficiency, surveyors should point out an obvious problec
that has surfaced either during the survey itself or at the exit
conference. For example, a surveyor should point out that he or she
noticed that the temperature control on a food warmer device was set at
an improper level.

-fl, tr'ce r' 9Xbv" r . r..- - '''
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DEPARTMENT OF HEAtTH & HUMAN SERVICES Mealth C.,. Fsanoing Adminstration

6325 Sscarirv Boolanard
fisnmora. MD 21207

John J. Jarrell
PV aident, Association of Health Facility

Licenaure and Certification Directors
Director, Health Facilities Evaluation Division
West Virginia Department of health
1800 Washington Street, East
P 6 G Building
Charleston, West Virginia 25305

Dear Mr. Jarrell:

The Office of Survey and Certification, in the Health Standcrds and Quality
Bureau, would like to assemble a group of representatives from industry,
professional, State, and consumer organizations. This group would sect on a
periodic basis every three to aiX months to discuss issues of commo. concern.
Another purpose would be for us to seek your assistance on survey and
certification related proposals during the early developoental phase to
im~prove program decision-making. Participation in this effort would enable
you to voice your support or opposition, orally and in writing, to narioc6
proposals that directly or indirectly affect your constituency. You would
also have the opportunity to offer your own proposals for the group's
consideration.

We would like to schedule meetings throughout the coming year, beginning in
Karch in the Baltimore-Wachington area. The location would depend on the
number of participants that wish to attend each =eeting ard the availability
of meeting space. An agenda would be prepored describing the topics for each
meeting and specitic proposals, if proposals have been developed.

it you are interested in. participating, we vill send you an agenda for the
first meeting in about 4 to 6 weeks. Once yoe have had the opportunity to
review the agenda, we would like you to indicate which of the meetins6 you,
plaI. to attend. Alan, e s.ould selcome your suggestions of topics for future
meetings.

We appreciatce that some of the topics will be of oinimal interest to your
organication and that other responsibilities will preclude your attendance at
some of the nectings. You should plan to attend only those sessions of
interest to you or your organization. *owever, to ensure representative
viewpoints are presentec for consideration, we must licit participation to one
representative fro= each group or urgani-ation.
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If you are interested in participating, please complete and return the
enclosed form. Specifics, concerning tine. and locations for each of the
meetings, ,.11 be sent to you approximately one month before each meeting.
Further questions can be directed to iheresa Spady of my staff. Theresa can
be reached OG area code 301-59i-5132. The nailing address Is:

lhe health Care Financing Administration
health Standards and Quality bureau
Office of Survey and Certification
2-D-2 Meadows East building
6325 Security BoolevAra
Ialti-ore, Maryland 21207

1 look forward to your participation In this forv. A list of other
organizations being invited it enclosed for your information.

Sincerely yours,

Shajon harris
Acting Director
Office of Survey and Certification
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Addressee List

Survey and Certification Forums

Carol Fraser Fisk, Acting Commissioner
Administration on Aging
Room 4760
HHS Building
330 Independence Avenue, S.W.
Washington, D.C. 20201

Helen K. Kerschner, Executive Director
American Association of Homes for the Aging
1050 17th Street, N.W.
Suite 770
Washington, D.C. 20036

Meredith Cole
American Association of Retired Persons
l()S K Street, N.W.
Washington, D.C. 2004S

Kathleen M. Griffin, Ph.D.
Executive Vice-Prebident
American College of Health Care Administrators
8120 Woodmont Avenue
Suite 200
bethesda, Maryland 20E14

Julian Kaynes, Ph.D., Executive Director
American Dietetic Association
430 North Michigan Avenue
Chicago, Illinois 60611

Morrie Levy, Executive Director
American Federation of Home Health Agencies
425 N Street, S.W.
Suite S-605
Washington, D.C. 20024

Paul Willging
Executive Vice President
American Health Care Association
1200 15th Street
Washington, D.C. 20005

James Marrinan, Director
Division of Federal Agency Liaison
American Hospital Association
444 N. Capital St., N.W.
Washington, D.C. 20001
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Addressee Ust

Survey and Certification Forums
(Continued)

Martin Houchbaum
American Jewish Congress
15 East 84th Street
New York, New York 10028

Patricia A. McGuire, Assistant Director
Department of Federal Affairs
American Medical Association
1101 Vermont Avenue, N.W.
Washington, D.C. 200C5

Susan Miller
American Medical Records Association
825 Michigan Avenue
Chicago, lllincis 60611

Pamela Mittlestadt, R.N., MPH
Government Relations Division
American Nurses Association
Suite 200
1101 143 St, N.W.
Washington, D.C. 20005

James .1. Garibaldi
Executive Director
American Occupational Therapists Association
1;36 Picard Drive, Suite 300
Rockville, MD 20850

John Perrin
Executive Director
American Osteopathic Association
212 East Ohio Street
Chicago. Illinois 60611

Charlie Harker, Director
Government Affairs
American Physical Iherapy Association
1111 N. Fairfax St.
Alexandria, Virginia 22314

American Podiatry Association
20 Chevy Chase Circle, N.W.
Washington, D.C. 20015

William McBeath
Executive Director
American Public health Association
1015 15th Street, N.W.
Washington, D.C. 20005
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Tim Webster
Executive Director
American Society of Consultant Pharmacists
2300 Ninth Street South
Arlington, Virginia 22204

Lynn Podell, J.D.
Director
American Society for Medical Technologists
1725 DeSales Street, N.W.
Suite 403
Washington, D.C. 20036

John J. Jarrell
President, Association of Health Facility

Licensure and Certification Directors
Director, Health Facilities Evaluation Division
West Virginia Department of Health
1£CC Washington Street, East
P 6 G Building
Charleston, West Virginia 25205

Judy Brown
Beverly Enterprises, Inc.
873 South Fair Oaks Avenue
P.O. Box 90120
Pasadena, California 91105-5130

George Degnon, Executive Director
Association of State and Territorial Health Officials
1311 A Dolly Madison Boulevard
Suite 'A
McLean, Virginia 22101

Frances Ryan, Assistant Director
Inspection and Accreditation Program
College of American Pathologists
7400 N. Skokie Blvd.
Skokie, Illinois 60077

Ann Hunter, Ph.D.
Consultant Dietitians in Health Care Facilities
8235 Stoneridge
Wichita, Kansas 6720b

Neil Elliot, President
Hillhaven, lnc.
The Hillhaven Corporation
114E Broadway Plaza
Tacoma, Washington 98401-2264
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Hospital Corporation of America
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Paul Mullen
Department of Government Relations
Joint Commission on Accreditation of hospitals (JCAH)
8i5 N. Michigan Avenue
Suite 2000
Chicago, Illinois 60611

Mary Ann Keenan
Senior Staff Associate
National Association of Social Workers, inc.
7981 Eastern Avenue
Silver Spring, Maryland 20e10

Elma L. Griesel
Executive Director
National Citizens' Coalition

for Nursing Home Reform
1825 Connecticut Ave, N.W.
Washington, D.C. 2000S

National Gray Panthers
606 15th Street, N.W.
Suite 432
Washington, D.C. 2C005

Frances humphrey
The Gray Panthers of Metropolitan
Washington

2460 16th St. N.W.
Washington, D.C. 2000'

Pamela Maraldo, Ph.D., R.N.
Director
National League for Nursing
10 Columbus Circle
New fork, New York ICO01
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National Association of Developmental
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Executive Director
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National Fire Protection Association
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Fs5ciSfiwl of Hedilil Faciiitv L.irensure and C-rtirircatkni Direct.,s

January 28, 1986

Ms. Sharon Harris, Acting Director
Office of Survey and Certification
Department of Health & Human Services
Health Care Financing Administration
6325 Security Boulevard
Baltimore, Maryland 21207

Dear Ms. Harris:

Thank you for your letter of January 16, 1986 in which you invited the
participation of AHFtC in discussions on survey and certification and
related proposals and issues.

Please know that this Association is very interested in participating in
such discussions, and I ar. looking forward to receiving an agenda for
the first meeting. I am hopeful of notification with as much lead time
as possible since the AHt representative may be required to have an
out-of-state travel request processed within his or her jurisdiction
prior to the meeting.

Attached is the information requested in your letter with the exception
of Part III (Additional Tbpics), which will be forwarded to you as soon
as it is developed as fully as possible.

Sincerely,

John J. Jarrell, President

JJJ/ej

cc: AEFILD Board Members
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Health Care Financing Administration
Survey and Certification Issues Forum

This form is designed to solicit your representation in a gtoup that would
periodically meet to discuss survey and certification issues. 1he first of
such meetings would be held in early Spring 15f..

Please complete the following items to assist us in planning this first
meeting.

Name of organization: Association of Health Facility Licensure ,
Certification Directors

Please check meeting location preference: _ D.C. Area
Baltimore Area

x No Preference

Participant Interest

Please complete Part 1 of this form to indicate your interest for each of the
Topics listed. More detailed information will be sent to you well in advance
of the meeting date.
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Part I

Interested?
Ies i No | lopic

1. I I I ~iffective Date - Determipe to what extent a facility must be
I I0 I operational to be inspected and determined technically
I I I eligible to provide Medicare/Medicaid services.
I I I

I I
2.| I I Flexible Surveys - Consider whether and how Medicare/Medicaid

i I | regulations bhould provide for less than annual inspections
I 7 | I based on facility type or compliance history.

I I

3.1 | Repeat Offenders - Decide if and how special termination
I I I provisions might apply to Medicare/Medicaid facilities with
i V I I habitual compliance problems.

I I
4.1 | | SAEP/CER - Review and consider revision of criteria for

I I i evaluating perforMance of 'State survey agencies- (those
I I | agencies responsible under HCFA contract, for compliance
I ~"I I inspections of Medicare/Medicaid facilities).

I I I
5.1 1 | Complaints - Review and comment on proposals for a uniform

I I I process for investigation and action on complaints against
I -/ I I Medicare/Hedicaid ficilities.

I I
6.1 1 | immediate and Serious Threat or Immediate Jeopardy - Consider

I proposed crfteria for determining when an immediate and
I I I serious threat to patient health and safety (a situation
I v'- I I so severe as to require immediate evacuation/relocation of

I I : residents) exists in a long-term care facility.

7. 1 | Long Term Care Survey Process - Provide Input into the design
I I I of a computer sofrware package for interactive training of
I I | Medicare/Medicaid facility inspectors. Ihis will specifically
I I I relate to the Patient Care and Services (PaCS) survey tool -
I ' I | a resident-oriented approach that emphasizes interviews and

i I | observation of facility residents.
I I I

8.| I I IFederal Monitoring Surveys (FhS) - Review the purpose and
I v.- | I focus of FMS and discuss its future role in monitoring
I I I State survey agency performance.
I I I
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5.| I I Chain Organizations - Discuss the deficiency trends of chain
| I | saffiliated providers and their relation to quality of care.

IC.| I I ISurvey Team Composition - Review and comment on a proposal
I .- I I to establish a model for survey team size and surveyor
I i | disciplines.
I I I

11.| I iCOrientation Program tor Neuly Employed Health Facility

i Surveyors - Review the objectives and content of the
I I | orientation program.

12. 1 | Credenti rs - Review and comment on a proposal

i i I! to establish a process for the credentialing of surveyors.
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Part 11

Please provide in the spaces below information concerning your organization's
contact person and presentor(s). lf you would like to participate in
discussions for more than 8 topics, please Indicate the topic number and
comentator on the back of this form.

Contact Person

Name: John J. Jarrell, Director
Health Facilities kvaiautxon ulvision

Address: 2019 Washington St., E:. P&G Building

Charleston, WV 25305

Telephone Number: Ares Code ( 304) 348-0050

Organization; WV Dept. of Health - Health Pacilities Evaluaiton Division

lopic Number: I

Topic Number; 2

Topic Number: 3

Topic Number: 4

Topic Number: 5

Topic Number: 6

Topic Number: 7

lopic Number: 8

Presentor(s)

Commentator: John J. Jarrell or Designee(s)

Commentator: ditto

Commentator: ditto

Commentator. ditto

Commentator: ditto

Commentator: - ditto

Commentator: ditto

Commentator: ditto
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Part Ill

Additional Topics: (Please use additional paper, if necessary.)

Please provide us with your reactions to the above topics. additional areas
that you would like discussed, or specific proposals you may wish to present.

Please send the completed form by January 31 to:

Ihe Health Care Financing Administration
health Standards and Quality Bureau
office of Survey and Certification
Attention: Theresa Spady
2-D-2 Meadows Last Building
6.25 Security Boulevard
Baltimore, Maryland 21207
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[COMMITTEE STAFF NOTE: This document has been excerpted
for brevity. ]

[January 31, 19861
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INTRODUCTION

The overall objective of the comprehensive evaluation report is to delineate
the performance of the survey agency in carrying out its survey and
certification respnsibilities. Those responsibilities are defined by the 1864
Agreement between the State and the Secretary of Department of Health and
Human Services and Section 1902 of the Title XIX law. Both Medicare and
Medicaid regulations, along with HCFA operating instructions are provided to
the States. The national performance indicators covered later in this report
are used and augmented by the regional office in assessing state survey
agency performance as measured by the law, regulations and HCFA
instructions.

A. Organization

The Georgia State Survey Agency, the Regulatory Services Section is a
major operating component of the Office of Regulatory Services,
Division of Administrative Services, Georgia Department of Human
Resources. We have attached organizational charts (Exhibit A) to assist
the reader's orientation to Georgia's organizational structure.

Within the Office of Regulatory Services, Standards and Licensure
Section, the work is carried out in three regional offices (two of which
are located in Atlanta, the other being in Albany). These are operating
offices of the program (i.e., decisions are made regarding survey team
size and composition, time frames, quality, employee evaluation, etc.).
These regional offices are responsible for the planning, program
direction and technical supervision of the survey and certification
process.

Since a majority of the recently surveyed non-complying facilities
were in the Southern Region, this raises questions concerning whether
there is adequate supervision of the work of the Southern Region, both
in the Albany Office and by the Regulatory Services Section Director.
Any reorganization considerations should address increased supervision
and/or monitoring to assure improvement in this area. However, more
management emphasis on aggressive enforcement of health and safety
requirements will be more effective than tinkering with organizational
structure.

The State Agency (SA) includes a separate laboratory section, which is
located within the same Office of Regulatory Services. The SA also
contracts out with the Fire Marshall's Office for the Life Safety Code
surveys. The presence of these additional agencies requires more
procedures and controls regarding document flow, time frames, etc., to
assure accountability.

B. Budget FY-1934 101i185 - 9/3085

During the above period the Georgia Survey Agency was initially
approved for the amounts listed below for certification activities in
both Title XVIII and Title XIX programs:
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Title XVIII 984,234 Medicare)
Title XIX 900,678 (Medicaid)

1,884,912

The Georgia Licensure Program contributes substantially to overall
survey costs. Salaries of surveyors are supported by 12% licensure
funds for health surveyors and 64% licensure funds for laboratory
surveyors. These, data reflect the multiprogram nature of the survey
agency in distributing the cost among various programs (these
percentages reflect only personnel cost). HCFA funded the following
personnel:

Professional 47.43 Full-time Equivalents (FTEs)
Clerical 10.57 FTEs

Total 53.00

Georgia utilizes a multi-discipline survey team in performing its
institutional surveys, i.e., hosptials and long term care facilities. The
team usually includes an administrative surveyor (team leader) and one
or more nurses. A dietitian, pharmacist, social worker and laboratorian
are included as available and when appropriate. Life safety surveys are
coordinated with the health survey, but are conducted approximately 30
days earlier. A recreation specialist is also available for survey and/or
consultation statewide.

C. Certification Workload

The state survey agency is responsible for conducting and processing
regular surveys of the following types of providers or suppliers:

Hospitals (accredited) 132
Hospitals (non-accredited) 61
Home Health Agencies 71
Rural Health Clinics 26
Independent Laboratories 77
Rehabilitation Centers (OPTs) 36
Portable X-ray I
ESRDs 44
Ambulatory Surgical Centers 6
Comp. Outpatient Rehab Facilities (CORFs) 3
Hospices 11
Skilled Nursing Facilities 280
Intermediate Care Facilities (excluding
swing beds and IMRs) 49
IMRs "I

go0
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Performance Indicator (17) - The time frames and the corrective action
proposed for the cited deficiencies are reasonable

In considering both the file review completed by Regionai Office staff at the
State Survey Agency and the results of recent Federal direct surveys, we
want to review with your office the use of some of the federal regulations in
bringing about compliance or attempting to keep facilities in compliance.
Although the State Agency usually identifies true repeat deficiencies, there
are recent examples of facilities with histories of very bad performance for a

Deriod of several Years where an almost continuous tod of noa- cz
at the standard level has existed with only iref periods of marginal
complaance. sometimes, the standard level deficiencies that are not met are
the same from year to year and sometimes they are different standards, but
the result is somewhat the same; there are substantial periods of non-
compliance with many important federal nursing home requirements
throughout a large part of the certification period.

For Title XIX only nursing homes, both skilled and intermediate care, 42 CFR
442.105(a) thru (d) needs to be reviewed more closely and a more stringent
application made. With facilities having histories of poor performance, you
might want to develop a written justification of a finding that "the facility's
deficiencies, individually or in combination...seriously limit the facility's
capacity to give adequate care." This fact is more often true than the rarer
circumstance where the deficiencies "jeopardize the patient's health and
safety." This possible conclusion suggested in section (a) of the above
regulations, that the facility's deficiencies...seriously limit the facility's
capacity to give adequate care," needs supporting documentation from
sections (b), (c), and (d) of the same regulation (442.105). We suggest the
following considerations:

(b) "The agency finds acceptable the facility's written plan for
correcting the deficiencies."

You should consider not accenting routine pans of correction that
have in the past failed to maintain compliance at faclities with
histories of r Examples: (I) More intensive,
specific or frequent consultation, (2) Performance monitoring that
could result in an increase in nursing, dietary, housekeeping staff,
etc., (3) Putting out the condition of governing body and
management, (4) Direct communication with the governing body
or absentee owner, chain headquarters, etc., (5) Encourage the
facility to obtain consultation from their own source or the State
Agency, (6) Well documented or regional differences In pay for
professional staff or disciplines, where there are recurring staff
shortages, (7) Other necessary actions appropriate to the
circumstances that would cause the facility to develop a more
specific plan of correction with a greater likelihood of success.

(c) and (d) - (c) applies to different standard level deficiencies recurring
from year to year and (d) applies to the same standard level
deficiency recurring from year to year. In both cases the State

73-435 - 87 - 22
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Agency from year to year and (d) applies to the same standard
level deficiency recurring from year to year. In both cases the
State Agency has to document that the deficiency recurred for
reasons beyond the facility's control or despite intensive efforts
to comply. If the facility is not cooperative or not making their
best effort, the State Agency should not certify the facility or
recommend it for a new agreement.

There is also a similar regulation for Medicare certified nursing homes
at 42 CFR 405.1908(d).

Recommendation: Review the above Federal regulations 442.105 for
XIX SNFs and ICFs and 405.1908(d) for Medicare SNFs. Discuss and
review these regulations with your staff. Staff from the Regional
Office will be glad to participate. You may have other methods or
procedures that you can use in applying the above regulations to
facilities that are historically non-complying.

Resolution: The State Survey Agency agreed to give more attention to
Federal regulations 442.105 for Medicaid SNFs and ICFs and 405.1908(d)
for Medicare SNFs. Staff from HSQ/RO did participate in the last
quarterly staff development session reviewing this recommendation and
the results of the field work. The State Agencv has recently
recommended termination of a XIX only facility with a histo oppor

compliance. This demonstrated an improved understanding of the above
regulations. The lISQIRO will continue to work with the State Agency
to help develop a common understanding of compliance.

Performance Indicator (iA) - Life Salety Code waivers are reviewed for
legitlmacy iustified an the frounds of compensatory factors, financial
hardshi% and no hazard to patient health and safety

The only recommendations regarding LSC waivers were made in Performance
indicator"3', Criterion 4.

The following miscellaneous recommendations were made:

(1) The administrative surveyors in Standards and Licensure need to be
consistent in numbering the buildings, when more than one exist, on the
Crucial Data Extract sheet for LSC. The example observed was
Northwest Georgia Regional ICF/MR. Please review with all
administrative surveyors the need to number the buildings consistently
on 2567s and CDEs.

(2) Laboratory Section - There were few problems with the laboratory
files, but in two (Mid Georgia Pathology (11-8001) and Doctor's Lab (II-
8040)), the pages of the 2567 were not numbered making it difficult to
know if the 2567 was complete without checking it against the Survey
Report Form. Please remind staff of the need to number pages on
2567s.
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Resolution

The State Agency agreed to be more attentive to the proper numbering
of buildings and pages. Recent kits received in the Regional Office
reflect improvement In this area.

Criterion VI - Complaint Management

Performance indicator (2) - System for Controlling Complaint

The log system used by the State Survey Agency seems to work well, however
there needs to be better coordination and follow-up on patient abuse
complaints that are referred to Robert Maifeld. There was no further
response to two complaints (#0536 and 00496). Also complaint #0535
received a response from Mr. Maifeld, but did not appear to be investigated
at the facility or referred on to the surveyors In the region for either
investigation or follow-up.

Recommendation:

Policies need to be developed to assure that patient abuse complaints
are actually investigated onsite at the facility and that a complaint
investigation is completed. This information should result in
Statements of Deficiencies (HCFA-2567) and follow-up visits or follow-
ups on subsequent surveys. I am sure it was never intended for the
additional assistance of a coordinator for Long Term Care Patient
Abuse complaints to interrupt the follow-up and closure that is
necessary on any complaint. We would also suggest that you adopt a
system of quick identification of XCAH complaints and those referred
by the HSQIRO. The log lends itself very handily to such a notation
system.

Resolution:

At the time of the December 10-11, 1935 follow-up of the SAEP,
conducted at the State Survey Agency, we became aware of the
appointment of a new section chief in the Abuse Monitoring Section and
a staff person in that section. This action and the State Agency's
response to the recommendation should assure improved handling of
complaints with a patient abuse component, howeer further SAEP
reviews will need to establish if the log and coordination result in
improved handling of complaints.

Performance Indicator (1)

The recommendation suggested (2) above, if implemented will assure that
allegations are substantiated or not and that 2567s result when appropriate.

Recommendation: See Performance Indicator (2) above.
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Resolution:

This needs further monitoring In 1986 to assure that the system works
properly In investigating complaints.

Performarnce Indicator (9) - Analysis and Summary of Cohplaints

The pilot complaint project had a very good annual summary with data that
would be useful to surveyors and survey managers, however, there are no
policies or requirements for the annual reporting.

Recommendation:

The project should be formally evaluated and changed if and where
necessary and accepted for implementation. This should result in
policies being developed and manualized in the ORS-S and L Section
Policy and Procedure Manual or other directive systems to assure that
at a minimum the Federal requirements are met with regard to
complaint investigations.

Resolution:

The State Agency responded that additional staff would be recruited to
augment the complaint monitoring function and that the function would
be placed under the supervision of the Quality Assurance Program;
action to be completed by September 30, 1985. None of this action had
been completed as of the December 10-11, 1985 follow-up visit. An
evaluation of the complaint system must continue into 1986 with a view
to its efficient operation, the formalization of the complaint system
and the use of the summaries and reports for management decisions
and/or training.

Field Monitoring ure

Seventeen Federal monitoring surveys were conducted during July and
August 1985, which resulted in seven facilities being found out of
compliance that were found in compliance by the State (five nursing
homes, one home health agency, and one hospital). Follow-up surveys
made by Regional Office staff have been conducted and all facilities
are back in compliance except for Chapmans Convalescent Center in
Hazlehurst, which is scheduled for an additional follow-up survey in
early January. The HSQ/RO sent letters notifying all seven facilities of
the intent to terminate or withhold Federal Financial Participation.
Consultation visits were made by the State Agency in several instances,
where requested and time permitted.

Four of the nursing homes had patient types which contributed to the
non-complying situation. There was a long standing inability of the
staff to care for and provide treatment to a patient population which
has a high percentage of patients with either a primary psychiatric
diagnosis or a diagnosis of mental retardation. A second factor present
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in four of the non-complying nursing homes was a reluctance or
inability to stay in compliance. There were minimal plans of correction
in many cases.

Only one of three Home Health Agencies was out of compliance and
that facility had a good understanding of what was necessary to come in
compliance and did so rather quickly.

One of the two hospitals surveyed was out of compliance, but only in
the laboratory condition. This condition was found corrected at the
time of the follow-up survey.

During the first quarter of FY 1936, we now note that all five direct
Federal surveys of ICF/MRs in the State were found out of compliance
with active treatment requirements. These findings differ markedly
with State findings. HCFA consultants have also found 2 out of 2 of the
State's Psychiatric Hospitals out of compliance.

The most significant recommendations made to the State Agency were
as follows;

Long Term Care

L The State Agency must work with- the Department of
Medical Assistance to alert them to the serious
repercussions concerning Medicaid certification when
placing a high percentage of patients with psychiatric
diagnosis in facilities which do not have sufficiently trained
staff to meet the needs of such patients.

2. The State Agencv must work with the Department of A
Medical Assistance to form ,at a. strategy to effectively |
deal with borderline. non-com'lying skillpd nursing facilitiseP
and intermediate care fadilites- It is apparent from these
monitoring surveysthat there are some long-term care
facilities that are habitually out of compliance with the
regulations, bringing themselves into compliance only
temporarily prior to State Agency follow-up visits.
Subsequently, they become out of compliance. These
Medicaid certified facilites should be identified and a
special procedure should be established either to brine them
into permanent compliance or to initiate an adverse action
aeainst their Medicaid partioipation. The SIA should
develop a list of these providers, indicating actions initiated
and current status.

3. The State Agency must define and implement criteria for
acceptable plans of correction as expressed in the State
Operations Manual, Section 2728. Briefly, the provider's
Plan of Correction must:
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L Be responsive to the cited deficiency.
2. State and describe the end result.
3. Indicate resonable completion dates.
4. Fully describe the methodology along with the

appropriate action steps to accomplish complete and
permanent corrective action.

4. The State Agency should ensure that surveyors prepare
deficiencies in accordance with the State Operation Manual,
Section 2728. During our analysis of monitoring surveys, we
noted that the State Agency frequently writes program
deficiencies in a complete and well documented fashion. In
contrast, there were some instances encountered during our
analysis in which State surveyors expressed deficiencies in a
broad conclusive term without indicating the specific
reasons for reaching that determination. For example:

1. Documentation does not verify an active nursing
rehabilitation program is being carried out Ref.:
Cordele Royal Care Center.

2. Linens were not handled in a manner to minimize
or prevent the spread of infection (Ref. Ideal
ICF),

5. The State Agency should increase its survey activity in
dietetic services particularly in the area of nutritional
adequacy of diets, sanitation and documentation of
nutrtional care of patients.

6. The State Agency should proceed with plans already
established to employ a surveyor in the Southern Region who
will be principally responsible for surveying social services
and patient activities.

Home Health Agencies

L The State Agency should institute an evaluation program
with survey personnel assigned to home health agencies to
ensure that sufficient time is allocated to surveyors to
complete the on site survey process in a complete and
thorough manner. We believe that in most instances one day
would be a proper amount of time to conduct a survey of a
home health agency.

2. The State Agency should upgrade their survey procedures
Son

1. Inservice education of agency personnel.
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2. Case conferences to ensure liasion with all personnel
providing health services.

3. Home health agency evaluation programs.

Rural Health Clinics

L The State Agency should upgrade their survey procedures
for program evaluation in rural health clinics.

Resolution:

A report of the fieldwork with emphasis on the non-complying nursing
homes was made by Regional Office staff before the State Survey
Agency and another meeting which involved the Title XIX or Medicaid
Agency. Discussion was directed toward all the findings and
recommendations, but with emphasis on the patients with psychiatric or
mental retardation diagnoses and the marginally complying facilities (In
and out of compliance repeatedly).

Staff from the Georgia Medicaid Agency met also, along with Survey
Agency staff at the HSQ/RO to better understand the termination
process and achieve a better understanding of compliance.

The State Survey Agency provided a plan of action in response to the
recommendations from the fieldwork. A quarterly in-service meeting
with all disciplines was conducted on October 7, 1985, at which time the
fieldwork was reviewed as well as the recommendations and the
termination process. Continued input is necessary by HSQ/RO staff to
all future quarterly in-service meetings to assist the State and monitor
the necessary training and communication that might bring State and
Federal survey findings into closer agreement. The initial cooperation
on the part of the State Survey Agency has been good, but they need
the cooperation of the Medicaid Agency (Inspection of Care and
termination action) and increased training/communication with the
HSQ/RO to assist them in their plan of action resulting from the
recommendations of the fieldwork.

The overall lack of agreement between the Federal direct surveys and
the State surveys mandate a more aggressive posture on the part of the
State Survey Agency in dealing with any non-complying facility, but
particularly with the habitual offenders. We expect State action to
demonstrate improvement in this area no later than April 1, 1986.

Part 111. STATE AGENCY INITIATIVES

The Georgia's State Survey Agency is to be commended for requesting IBM
PC computers and initiating the search/development for software packages
to better schedule surveys, handle correspondence and review survey data.
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Criterion IV - Processing of Surveys and Certifiations

The State Survey Agency has made improvements in the certification times
(i.e., survey date until State Agency sign off on the certification kit) of all
providers and suppliers except JCAH hospitals, 18/19 SNFs, IMRs, and Rural
Health Clinics, which have increased from the second to the third quarter of
the calendar year. The time elapsed between date of the survey exit
interview and certification should not exceed 45 days, however it does for
five different facility types as displayed earlier in Table 12 of the MMACS.

The only other problem noted in this criterion is a failure of the State Survey
Agency to supply information timely to the HSQ/RO upon written or verbal
request. Although not typical of the State Agency communications, it must
be mentioned.

Criterion V - Valid Stwveys and Sustainable Certification Decisions

A file and program review did not detect that the Georgia State Survey
Agency had any major problems in ensuring that surveys and certifications
are documented, appropriate and consistent with program law, rules and
policies. These findings are, however, not consistent with the findings of our
recent fieldwork in which five of the eight long-term care facilities that
underwent Regional monitoring surveys were not in compliance with
requirements and have been under termination action concerning their
Medicaid or Medicare Program participation.

Although we discussed under Performance Indicator 17 above some strategies
for dealing with facilities with histories of poor performance, the results of
the Retional Office fieldwork were so dis urbing as to sugeestother a-tion
that should be taken by Standards and Licensure Section. Offic of
Re ulatory Services. We asked for a more aggressive role for your Quality
Assurance nit a~nd perhaps a more timely expansion of their role. This
Thould include an earlier implementation date of their expanded role of
performing surveys of problem facilities or follow-up surveys of any
questionable facilities, particularly those in the southern region.

Our main concerns were discussed in Performance Indicator 17 and involve
strategies for dealing with facilities that have histories of poor performance
also those with many recurring deficiencies and repeat deficiencies that are
shown corrected by "substantial progress" or are corrected for only brief
periods of time after an Automatic Cancellation Clause (ACC) follow-up
survey. Some recommendations were made to the State Agency to interpret
more stringently 42 CFR 442.105(a) thru (d) (for Medicaid only nursing homes)
and 42 CFR 442.1908(d) (for Medicare skilled nursing homes). A more careful
application of these regulations should strengthen the State Survey Agency's
performance in enforcing federal requirements.

Continued monitoring of Criterion V is necessary in FY 1986.
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PAST PRESIDENT'S REPOR
Board of Directors' Meeting

Uasbington, D.C.
February 4, 1986

ASTHO EXECUTIVE COMMITTEE MEETINGS

On September 17, 1985, a meeting between the ASTHO Executive Committee
and Secretary Heckler was held as a follow-up to the August 6, 1985
letter from this Association to Secretary Heckler.

On November 20, 1985, separate meetings were then held in
Washington D.C. between the Executive Committee and William Roper,
Presidential Health Advisor, and with C. McLain Haddow, Acting
Administrator, HCFA. I was invited to accompany the Executive
Committee to these two meetings.

Issues which served as the purpose for these meetings involved the 1864
Agreement, federal audits of Medicaid programs, PaCS and the
termination procedures. The ASTHO Executive Committee includes State
Health Officials from Arizona, Connecticut, Colorado, Oklahoma, Oregon,
South Carolina and Washington.

In general, discussion centered around the working relationships
between state survey and certification agencies and HCFA. Of
particular concern was the negative attitude of RCPA for a
federal/state partnership in the establishment of new or revised
programs and policies. The lack of negotiations In the 1864 Agreement
was mentioned as a prime example.

Executive Committee Members pointed out at the Roper meeting that there
was a need for a high level of contact between state health officials
and HCFA policy maker and that HCFA should look upon the states as
laboratories to improve survey and certification activities. The
Executive Committee also mentioned the care gap caused by the DRG
system between hospital discharges and home health care especially as
it related to denial of home health agency claims.

Mr. Roper indicated that he would take these messages to the newly
appointed Secretary of UHS and the HCFA Administrator. to be considered
as a priority.

Acting Administrator Haddow was, however, less inclined to consider the
Executive Comittree's views. He bluntly stated that there is no
partnership between HCFA and the states under the 1864 Agreement, that
it is a contract and that the Bureau of Standards and Quality was
carrying out the survey and certification program as instructed by HCFA
policy and management. Executive Committee members reacted very
strongly to this statement and questioned HCFA's attitude. The
Executive Committee also hit hard- at the inconsistency of messages from
Regional Offices to the states and that In fact states needed to be
considered as partners with HCFA in areas of common interests.
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There was an agreement reached that meetings should be held quarterly
or as frequently as neceseary between HCFA and ASTRO to discuss general
policy matters relating to survey and certification.

U.S. eneral Accounting Office (GAO)

As instructed at the Philadelphia post Board meeting GAO aurvey reports
on SNF/ICF regulations directly affecting patient care were forwarded
to the GAO's Kansas City office. Only Colorado, Minnesota and
Wisconsin surveys were completed and sent. In a follow-up conversation
the GAO representative, James J. Hoffman, also expressed interest in
the documentation of standard level deficiencies required under
405.1908 and 442.105. A copy of the Wisconsin procedure for obtaining
such documentation was requested by Mr. Hoffmann.

TaxE!Et Status of AIFL:D

On November 18. 1985, the Internal Revenue Service issued an Employee
Identification Number to the AHFLCD, Inc. Assignment of this number by
the IRS is a prerequisite in filing for tax-exempt status as a
nonprofit organization. On January 17. 1986, Form 1023 (application for
Recognition of Exemption) was forwarded to the IRS and a ruling or
determination letter recognizing the Association's exempt statue was
requested. Any organization (other than a private foundation) having
annual gross receipts normally of not more than $5000 is exempt by
statute. Completion and filing of Porm 1023 is the means for making
that determination. Upon receipt of this determination I will notify
the Board.

LER:kk 1814

'/'?/86~~~~~~~~~~~~~~~~~~~~-,s.
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Inspector General

OIG Draft Audit Report - Use of the Medicare/Medicaid Automated
Certification System - ACN: 03-60154

T. Henry R. Desmarais, M.D.
Acting Administrator, Health Care

Financing Administration

Attached for your review and comments is a draft audit report on
the results of our review of HCFA's use of the Medicare/Medicaid
Automated Certification System (MMACS) to monitor State surveys
and certifications of long-term care facilities participating in
Medicare and Medicaid.

The report points out that MMACS can be an effective management
tool, but in operation its data is often out of date and,
therefore, inaccurate. As a result, HCFA does not use MMACS to
plan national strategies for monitoring State survey and
certification activities.

We are recommending that MhiACS data be updated and kept current
and that it be the basis for HCFA's management decisions
regarding surveys and certifications of long-term care
facilities. in this regard. we are recommending that a national
strategy be developed using MMACS to none in on long-term care
facilities that have not been surveyed within regulatory time
frames or have exhibited aberrant patterns of care. These
facilities should then be subject to financial disallowances,
HCFA inspections or soon-to-be-authorized intermediate fiscal
sanctions as warranted.

If you or your staff wish to discuss the material contained in
this draft report, please let me know or contact F.J. Majka,
Assistant Inspector General for Audit. We would appreciate
receiving your comments within 30 days from the date of this
memorandum.

Attachment
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EXECUTIVE SUMMARY

This draft audit report suomarizes our review of HCFA's use or
the Medicare/Medicaid Automated Certification System (MMACS)
to monitor State surveys and certifications of long-term care
facilities participating in Medicare and Medicaid. These
programs spend over $14 billion annually to provide services
to nearly two million patients residing in long-term care
facilities. As the Federal manager of both programs, HCFA is
responsible for ensuring that these facilities are safe and
provide high quality care. MMACS was established to assist
HCFA fulfill this responsibility by providing a centralized
data bank containing a wide array of survey and certification
information gleaned from survey reports, corrective action
plans and other related documents.

We agree that a centralized data bank such as MM4ACS is needed
to enable HCFA to develop national strategies to monitor the
activities of States which are directly responsible for sur-
veying and certifying long-term care facilities. An effective
MMACS, for example, would enable HCFA to readily identify all
long-term care facilities that have not been surveyed or have
demonstrated patterns of aberrant care.

Our review in eight regions, however, has shown that MKACS is
not an effective management tool primarily because it does not
contain current and, therefore, accurate data. As a result, a
national strategy to monitor State survey and certification
activities has not been developed and regions are left to
monitor as best they can. Our surveys and previous audits
have shown that regional efforts are not totally successful.

We are recommending that HCFA use KMACS to develop and imple-
ment a national strategy to ensure that all long-term care
facilities are surveyed annually and to identify facilities
that, on the basis of past patterns of care, should be
selected for HCFA inspections and intermediate sanctions.
Before this can be accomplished, however, HCFA must ensure
that MMACS data Is as current as possible.
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MNACS - DE8IGNED TO BE AN EFFECTIVE MANAGEMENT TOOL

HCFA's mission is to promote the timely delivery of
appropriate, quality health care to its beneficiaries --
about 50 million of the nation's aged, disabled and poor.
In carrying out this mission, HCFA is responsible for
ensuring that medical facilities participating In Medicare
and Medicaid meet established standards. Facilities must be
structurely safe, provide for a sanitary environment, be
well staffed and provide high quality care. Annual surveys,
certifications and provider agreements are required to
ensure that facilities meet these high standards. Medicare
and Medicaid pay over $90 million a year for certification
related activities to help safeguard the health and safety
of patients.

MMACS was designed to play a key role in HCFA's monitoring of
State survey and certification activities. Implemented during
the early 1970's in response to an ever Increasing demand for
a centralized data source, MMACS is an automated data reten-
tion system that provides information on the quality, quan-
tity, and availability of health care related services in the
United States. The data is entered into the system through a
dispersed remote data entry tele-transmission network located
in the 10 HCFA regional offices. Costs to operate the system
total over $2 million annually.

The information stored in MMACS is essentially a by-product of
the State Agency conducted Medicare/Medicaid certification
process which covers about 42,000 medical facilities of which
about 19,180 are long-term care facilities. The data included
Is derived from completed survey reports, provider applica-
tions, plans of correction and other related certification
documents. According to a brochure published by HCFA, the
data available on the certification process is virtually
unlimited and the extent of its usefulness is controlled by
the ingenuity and resourcefulness of MMACS users.

MMACS, like any computerized system, is only as good as the
information stored in It. In this regard, HCFA is required to
evaluate the system every three years. The 1982 evaluation
stated that the original requirements and objectives of this
network were still valid and were being satisfied efficiently.
HCFA recommended continued operation of the system. In its
latest evaluation dated March 13, 1985, HCFA's conclusions and
recommendations were identical to those stated three years
previously.
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SCOPE OF AUDIT

Our review was made in accordance with standards for govern-
mental auditing. Our primary objective was to determine if
MMACS was an effective management tool for monitoring the
certification of long-term care facilities participating in
the Medicare and Medicaid programs. In making this deter-
mination, we extracted data from MHACS identifying long-term
care facilities not surveyed during the 15 month period
ended January 1, 1985. To verity the accuracy of this data,
we visited 8 HCFA regional offices and reviewed survey files
submitted by 14 States. Lastly we extracted similar data
from MMACS as of October 25, 19,5, to determine whether any
significant changes had occurred.

NMACS IS NOT AN EFFECTIVE MANAGEMENT TOOL
FOR MONITORING LONG-TERM CARE FACILITIES

Contrary to HCFA's conclusion that MMACS is efficiently
meeting its objectives, our surveys in eight HCFA regional
offices show that MMACS is not an effective management tool
for use in monitoring surveys and certifications of long-
term care facilities. Results of facility surveys which are
required to be performed annually are not input into MNACS
timely; thus, the system's output is out of date and, there-
fore, often unreliable.

HCFA regional officials perceive this to be a major defi-
ciency within the system and attempt to monitor State survey
and certification activities through other means available
to them. Our surveys and other recent audits have shown
that the regional offices have not always been successful in
these attempts.

MMACS Shows Thousands Of Long-Term Care
Facilities As Not Being Surveyed Within 15 Months

Prior to passage of the Omnibus Budget Reconciliation Act
(OBRA) of 1981, the Social Security Act required States to
have provider agreements with long-term care facilities par-
ticipating In Medicaid and Medicare that generally did not
exceed 12 months. Department regulations implementing the
provisions of the Social Security Act required annual sur-
veys as a precondition for annual certifications, which in
turn were a precondition for annual provider agreements.

The statutory requirement for annual surveys, certifications
and agreements was eliminated by Section 2153 of OBRA. The
effect of this change was to allow the Department the flexi-
bility to either continue with the regulatory requirement
for annual surveys, certifications and agreements or change
the regulations as deemed necessary.
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HCFA reacted to OBRA by establishing a flexible survey cycle
and by pubilehing a Notice of Proposed Rule Making (NPRM)
dated May 27, 1982, removing the annual survey, cer-
tification and provider agreement requirements in favor of a
flexible cycle. Apparently in reaction to the NPRM,
Congress enacted two provisions -- Section 135, Tax Equity
and Fiscal Responsibility Act of 1982, (Public Law 97-248)
and Section 146, Continuing Resolution Appropriations for FY
1983, (Public Law 97-276) -- that prohibited the Department
from issuing a final rule changing the regulations.
Establishing a moratorium provided the opportunity for
further review, revision or withdrawal of the proposed regu-
lations.

In January 1983, HCFA directed its regional offices to
reinstitute the annual requirements and to "move toward
stricter compliance with all the regulatory provisions..."
According to this instruction "a liberal phase-in period
would be expected under the circumstances". This direction
signaled HCFA's intent to not change the regulatory require-
ments for a mandated annual cycle. This is evidenced by the
fact that although the Congressional moratoria expired on
August 28, 1983, HCFA had not issued a final ruling on its
NPRM.

Thus, when we began our review in January 1985, two years
had passed since HCFA reiterated its intent to require
annual surveys. Even giving a "liberal phase-in period" as
mentioned in HCFA correspondence, surveys should have been
conducted and entered onto MMACS during this interval. We
found, however, that as of January 1, 1985, there were 3,849
long-term care facilities out of a total of about 19,180,
that, according to MMACS, were not surveyed within the last
15 months (we used 15 months rather than the 12 month regu-
latory requirement to recognize a few regulatory exceptions
and to account for time to enter survey results onto MMACS).
This extremely high number of unsurveyed facilities indi-
cated that either there was noncompliance wit' Federal regu-
lations occurring at the State level, or MMACS contained
outdated and inaccurate data.

To determine the true situation with regard to both MMACS
and State survey and certification activities, we visited
eight HCFA regional offices and reviewed survey files from
14 States. These States accounted for 66 percent of the
facilities identified by MMACS as being out of compliance
with Federal regulations.
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At the HCFA regional offices, we found that the general per-
ception of MMACS was that it was outdated, inaccurate, and
could not be relied on as a useful management tool. Some of
the more typical views expressed were as follows,

Regional officials recognize that MMACS data is
unreliable and out of date and that the system's
usefulness as a management tool is significantly
limited.

... MMACS is not used as a management tool to monitor
State survey functions because the information in it
does not represent current survey and certification
information on all facilities. This region relies
on a manual system for monitoring States.

... MMACS is used to backup a manual system that is more
current and more responsive to management needs.

For 1,568 facilities identified by MMACS as not being sur-
veyed within the last 15 months, we reviewed survey files at
HCFA regional offices and, where necessary, at appropriate
State Survey Agencies. We found the regional perceptions to
be basically an accurate reflection of MMACS. Data was not
current and therefore, not a reliable indication that the
survey process was breaking down and in need of review and
Improvement. We noted that, contrary to what was recorded
on MMACS for the 1,568 facilities, 1,506 (96 percent) had
been surveyed within the last 15 months but the results not
entered onto MMACS. As shown in Exhibit 1, the rate of
error was extremely high in each of the eight regions
reviewed.

To determine why the MMACS data base was not current, we
reviewed the processing of survey results using three key
milestone dates: the date survey was completed, the date
survey results were received in HCFA, and the date results
were entered onto MMACS. Our statistical sample of 230 sur-
veys showed that between 15 and 583 days were needed to
complete processing of survey results. The average was 107
days and consisted of:

... 73 days needed by State Survey Agencies to forward
results to HCFA.

. 34 days needed by HCFA to enter the results onto
MMACS upon receipt from State Survey Agencies.
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According to the State Operations Manual HCFA requires
States to forward survey results within 45 days after the
survey exit interview with the facility surveyed. States
routinely failed to meet this requirement. HCFA has not
established a timeframe in which regional offices are
expected to input survey results upon receipt from State
Survey Agencies. We believe, however, that the 34 days used
to complete this process is unreasonably long.

Our sample has shown that Improvements are needed in both
the State and Federal segment of the processing cycle If
HMACS is to become the effective management tool It was
designed to be. And there are several Indications that such
a monitoring system is needed. Our surveys, for example,
showed that while MMACS could not be fully relied upon,
neither could the manual systems used by HCFA regional offi-
ces in lieu of MMACS. As noted in Exhibit 1, 5 of the 14
States reviewed were not properly surveying all long-term
care facilities.

Although the primary purpose of our surveys was not to deve-
lop the amount of Federal funds provided to these facilities
during periods of noncompliance, we are in the process of
developing this information in Connecticut and will report
on It separately. Preliminary indications are that facili-
ties received about $1.3 million while in a noncompliance
status.

Other indications of State noncompliance with Federal regu-
lations and HCFA guidance can be found in recent audits made
in Illinois and Indiana. These reviews will also be
reported on separately but preliminary results show that a
total of $74.9 million in Federal funds were reimbursed to
271 long-term care facilities which were not surveyed timely.

HCFA Recognizes Need To Monitor Survey Activities
But Review Methods Need Improvement

HCFA recognized the need for surveillance of State survey
and certification activities. In July 1985, HCFA informed
its regional offices that during fiscal year 1986 each
region had to perform a review In one State to ensure that
annual surveys of long-term-care facilities are being
carried out by State Survey Agencies. In September 1985,
the regional offices were provided with a review guide
entitled "Financial Management Review Guide for Provider
Agreements (PA) with Long-Term Care (LTC) Facilities". The
regions were instructed that beginning October 1, 1985, it
will be necessary to initiate the appropriate disallowance
action for facilities which have not been surveyed.
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One problem with this one-State-per-region approach Is that
it provides no sense of urgency to the regions for upgrading
KMACS. The review guide does not provide adequate instruc-
tions on how the States to be reviewed should be selected and
basically leaves the selections up to the regions.

Considering that MMACS was established to provide a centra-
lized data base to facilitate selections of this nature,
HCFA should have emphasized its use in this instance. Our
biggest concerns with this review method, however, deal with
limiting reviews to one-State-per-region and confining
disallowances to October 1, 1985 and beyond.

National Review StrateaX Needed

An inherent weakness in this one-State-per-region approach
is that it precludes HCFA from planning a national, rather
than regional, strategy to eliminate the problem of uncer-
tified long-term care facilities. If a national strategy
was adopted, HCFA would first identify the States that,
based on available management Information, had the highest
incidence of noncompliance. These States would then be
selected for review regardless of what HCFA region they were
located in. This could very well mean that some regions
would be required to review two or more States while in other
regions, one State might suffice. By adopting a regional
strategy, HCFA had no assurance that States with the highest
incidence of noncompliance would be selected for review.

We compared the 10 States selected for review by HCFA
regional offices to the 10 States with the largest number of
long-term care facilities not surveyed within 15 months
according to MMACS as of October 25, 1985. We found the
following:

States With Largest Number of
Facilities Not Certified States Selected For HCFA Review

State Facilities State Facilities

New York 640 New York 640
Indiana 269 Michigan 222
Massachusetts 258 California 202
Texas 258 Oregon 106
Pennsylvania 240 Louisiana 77
Michigan 222 Maryland 41
California 202 Maine 30
New Jersey 200 Colorado 20
Ohio 195 Nebraska 17
Illinois 165 Georgia 9
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As could be anticipated, adoption or a regional, rather than
national, strategy resulted in many States with large numbers
of long-terr care facilities potentially out of compliance
with Federal regulations not being included in the planned
review. As shown above, 7 of the 10 States with the largest
number of facilities not surveyed are excluded while States
such as Colorado, Nebraska and Georgia with relatively few
unsurveyed facilities are included in the planned review.

We also noted that some regions, particularly Regions I, IV
and VII, appear to have selected States where the incidence
of noncompliance with the annual survey requirement is low
compared to other States within the same regions.

MO4ACS
States Selected Facilities Out State Ranking

Region for Review of Compliance in Region

I Maine 30 4of 6
II New York 640 1of 2
III Maryland 41 3 of 6

IV Georgia 9 4 of 8
V Michigan 222 2 of 6

VI Louisiana 77 2 of 5
VII Nebraska 17 4 of 4

VIII Colorado 20 1 of 6
IX California 202 1of 4
X Oregon 106 1 of 4

Region I is a good example. According to MMACS, Maine had
30 facilities not surveyed within a 15 month period as of
October 25, 1985. This compares to Massachusetts with 258
facilities out of compliance; Connecticut with 138 facili-
ties out of compliance and where we know from our survey
that problems do exist at the State level; and Rhode Island
with 110 facilities out of compliance.

Unlike our initial MMACS application of January 1985, we did
not review survey files to verify the accuracy of MMACS
data. Therefore, we do not know, nor does HCFA management
know, whether States selected by regions for review were the
most appropriate selections. As shown in Exhibit 2,
however, there was only a slight drop in the number of long-
term care facilities identified as not surveyed within 15
months -- 3,849 facilities in January 1985 and 3,842 facili-
ties in October 1985.
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Disallowance Actions Should Begin Earlier

HCFA's review guide mentioned that its interim policy of
permitting flexible survey cycles was in effect during
fiscal years 1981 through 1984. According to the guide, all
facilities must be surveyed and found in compliance during
the fiscal year 1985 phase-in period. Beginning with fiscal
year 1986, it will be necessary to initiate the appropriate
disallowance action for those facilities which have not been
surveyed. The review guide used as its basis for these
timeframes a HCFA memorandum dated August 9, 1984, which
reaffirmed the annual survey requirement.

By extending the interim policy on flexible survey cycles to
September 30, 1984, HCFA, in our opinion, has prolonged
potential noncompliance with Federal regulations by State
Survey Agencies, and ignored its own instructions which
indicated that full compliance with the annual survey
requirement was expected in fiscal year 1984, and not in
fiscal year 1985 as HCFA now contends.

A Ifey document which is not mentioned in the HCFA review
guide is a memorandum from the Director of Health Standards
and Quality Bureau (the HCFA unit responsible for survey and
certification activities). In this memorandum which was
sent to all 10 HCFA regions on January 27, 1983, the
Director makes four key points:

... Congress intends that all long-term care facilities
be surveyed annually in accordance with Federal
regulations.

... Funding is now at a level to support annual surveys
of all long-term care facilities.

... It is incumbent on HCFA to move toward stricter com-
pliance with Federal regulations.

... A liberal phase-in period would be expected under the
circumstances.

Over 18 months after writing the January 1983 memorandum,
the Director in another memorandum dated August 9, 1984,
reaffirmed the Congressional intent and the commitment of
the Administration to enforce the annual survey requirement.
The Director stated that he would "expect that by this time
we would be in full compliance with all provisions".
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We agree with the Director. It is reasonable to expect that
an eight no.th phase-in period (January 27, 1983 to September
30,1983) would be sufficient time for States to plan their
survey and certification activities in such a way as to
achieve full compliance with Federal regulations in fiscal
year 1984. It Is also reasonable for Congress to expect the
Department to enforce its regulations particularly In light of
enactments temporarily barring any changes In these regula-
tions and of the Department's decision not to promulgate a
final revised rule after the Congressional barriers expired.

Conclusions and Recommendations

HCFA1s contention that MMACS was required to fill an
increasing need for a centralized data base is even more
valid today than it was at the time UMACS was established. A
centralized data base containing such a wide array of survey
and certification information should be an ideal foundation
on which HCFA could plan national strategies for monitoring
lopg-term care facilities.

Such strategies could include identification of all long-term
care facilities that have not been surveyed within regulated,
timeframes. HCFA could then use Its limited staff resources
to home In on those States with the greatest problems; to
require immediate surveys to protect the health and safety of
Medicare and Medicaid patients, and to Impose fiscal
disallowances as a deterrent against repeated occurrences.

Other, more Imaginative uses could be made of MMACS to help
HCFA meet new challenges arising from authorities granted by
the Omnibus Reconciliation Act of 1980. This Act authorized
HCFA to take direct action against long-term care facilities
based on its own surveys. The Act also authorized HCFA to
impose an intermediate fiscal sanction -- denying reimbur-
sements for new admissions for a period of up to 11 months
-- against facilities no longer meeting one of more of the
conditions or standards for program participation.

In a draft audit report (ACN 03-60155) dated November 12,
1985, we commented on HCFA's authority to impose an inter-
mediate fiscal sanction. We recommended that final regula-
tions and instructions be Issued as soon as possible after
giving consideration to certain changes that we had suggested.
We also recommended that MMACS be used as the key management
tool for identifying long-term care facilities that should be
earmarked for intermediate sanctions and pointed out how MSACS
data can be used to make these identifications.
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HCFA can use KMACS In this fashion, however, only if it
ensures that MMACS data is as current and as reliable as
possible. We believe this can be accomplished not only by
encouraging timely input of information into the system but
also requiring use of the system's output as the basis for
monitoring of State survey and certification activities.

We, therefore, recommend that HCFA:

1. Rescind its review guide requiring each region to review
one State. In its place a national strategy should be
developed for monitoring long-term care facilities using
HMACS as the basis for management decisions. In deve-
loping this strategy, the following steps should be
performed:

a. Require regions to enter onto MMACS all available sur-
vey information so that the data is as current as
possible.

b. Once MMACS is updated, use it to identify all long-term
care facilities that have not been surveyed within
regulatory timeframes.

c. Using this information, HCFA should identify the States
where reviews should be conducted.

d. Every long-term care facility identified as being out
of compliance by the review should be subjected to a
fiscal disallowance beginning in fiscal year 1984 if
the non-compliance began during that year.

e. Use MMACS as the primary management tool for developing
strategies to implement its inspection and intermediate
sanction authorities granted by the Omnibus
Reconciliation Act of 1980.

2. Take steps to ensure that the MIACS data base is kept as
current as possible. These steps should include:

a. Enforcing the 45 day timeframe that States have to
forward survey results to regional offices.
Technical assistance may be required to bring
recalcitrant States up to standard.
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b. Establishing and enforcing a timeframe for HCFA
regional offices to input survey results onto MMACS
after receipt from State Survey Agencies.

3. Following a similar rationale, HCFA should re-examine
the use of MRACS in monitoring survey and certification
activities related to medical facilities other than
long-term care facilities. Improvement should be made
as appropriate.
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Exhibit I

Sumary of OIG Survey Results

Facilities
Out of Compliance Total MMACS Out of

Region States Per MMACS Reviewed Incorrect Complianct

I Massachusetts 244 232 232
Connecticut 77 77 60 17

II New York 439 439 439
New Jersey 205 205 205

III Pennsylvania 107 70 67 3

IV Florida 56 56 56
South Carolina 41 41 41

V. Illinois 184 62 55 7
Michigan 250 55 55
Ohio 216 60 57 3

VI Texas 335 24 24
Arkansas 151 24 24

IX California 141 141 141

X Oregon 82 82 50
2528g Tus-- -;g&568 2
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Exhibit 2
Page 1 at 2

Comparison of MMACS Ayylications

Number of Facilities
Out of Compliance
(Per MMACS)
in January 1985

Number of Facilities
Out of Compliance
(Per MMACS)
in October 1985

Region I

Connecticut
Maine
Massachusetts
New Hampshire
Rhode Island
Vermont

Region II

Neu York
New Jersey

Region III

Delaware
Washington, DC
Maryland
Pennsylvania
Virginia
West Virginia

Rpgion IV

Alabama
Florida
Georgia
Kentucky
Mississippi
North Carolina
South Carolina
Tennessee

Region V

Illinois
Indiana
Michigan
Minnesota
Ohio
Wisconain

77
45

244
29
26
19

Di fference

138
30

258
7

110
10

61
-15

114
-22

84
-9

439
205

640
200

12
1 1
441

240
45
6

201
-5

9
7
114
1343
21

-19

3
14
27

107
24
25

15
56
33
22
8
12
41
28

3
36
9

22
12
7
5
11

165
269
222
112
195

48

1814
297
250
113
216
102

-12
-20
-24

4
-5

-36
-214

-19
-28
-28
- 1
-21
-514
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Exhibit 2
Page 2 of 2

Number of Facilities
Out of Compliance
(Per MMACS)
in January 1985

151
37
26
40

335

61
53

102
22

Number of Facilities
Out of Compliance
(Per MMACS)
in October 1985 Differene

52
77
18
38

258

-99
40

- 8
- 2
-77

33
24
54
1 7

25
10
5

19
5
2

141
7
7

-28
-29
-48
- 5

20
10
7
3
1
2

3
202

1 1
5

4
15
82
48

3
1 3

106
28

3, 42-

-5

2
-16
- 4

2
6 1
'4

-2

-1
- 2

24
-20

Region VI

Arkansas
Louisiana
New Mexico
Oklahoma
Texas

Region VII

Iowa
Kansas
MissOuri
Nebraska

Region VIII

Colorado
Montana
North Dakota
South Dakota
Utah
Wyoming

Region IX

Arizona
California
Hawaii
Nevada

Region X

Alaska
Idaho
Oregon
Washington
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SKILLED NURSING FACILITIES (Lo07-02, 03, 04) Provider Group 2

CRs
Data Tag Description

F62 Residents Manage Own Financial Affairs
F63 Complete Accounting on Resident Funds
F64 Facility does not Commingle Resident Funds
F65 Written Delegation of Resident Funds
F69 Financial Record Readily Available
F70 Free Frota Mental and Physical Abuse
F71 Authorized Use of Restraints
F72 Restraints Used in Emergency
F73 Use of Restraints Authorized by Staff
F96 SNF Resident Supervision by Physician
F97 ICF Resident Supervision by Physician
F109 Emergency Services
F110 Physician Availability for Emergency Care
F112 ICF Nursing Services
F113 24-Hour Nursing Service
F127 Sufficient Nursing Staff
F132 Qualified Full Tine Nurse
F155 Rehabilitative Nursing Care
F156 Resident Receives Rehabilitative Care
F157 Evaluation of Needs
P166 SNF Administration of Drugs
F172 SNF Conformance with Physician Drug Orders
F174 Drugs Administered According to Orders
F176 SNF Menus and Nutritional Adequacy
F178 Menus Meet Nutritional Needs of Residents
F180 ICF Therapeutic Diets
F181 Prescribed Therapeutic Diets
F182 Therapeutic Menus
F192 ICF Frequency of Meetings
F193 Three Meals A Day
F218 Provision of Services
F239 Written Patient Care Plan
P265 SNF Patient Transfer
F267 Transfer to Another Facility
F268 Interchange of Information
F273 Communications System
F288 Resident Call System
F308 ICF Facilities for Special Care

Revised 2/07/86
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SKILLED NURSING FACILITIES (L007=02, 03, 04) Provider Group 2

CRs

Data Tag Description

309 Special Rooming Provisions
-310 Precautionary Signs
F325 ICF Dietetic Service Area
P331 Sanitary Storage and Preparation
F336 Emergency Generator for Life Support System
F338 Aseptic and Isolation Techniques
-349 SNP Disaster Plan
F350 ICF Disaster Plan
F355 Drills
r357 Orientation and Training
P501 SNF Licensure
F503 Current State License
F515 Disclosure of Ownership
F521 Independent Medical Review
P528 Institutional Planning
P529 Overall Plan, and Budget
F530 Budget Reviewed, Updated Annually
F531 Capital Expenditures Plan
F566 Residents Manage Own Financial Affairs
-567 Facility Maintains Complete Accounting System
F568 Facility Does Not Commingle Resident Funds
P569 Resident Request for Assistance is in Writing
F572 Financial Record Available to Resident
F573 Resident Free From Mental, Physical Abuse
F574 Restraints-Used Only When Authorized by Physician
F575 Emergency Restraints Used to Protect Resident From Injury
F576 Emergency Restraints Authorized by Professional Staff

Member
F592 Resident Care Policies
F593 Policies Govern Care and Related Services
F596 Policies Developed by Professional Personnel
F598 Responsibility for Policy Execution

Revised 2/07/86
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Skilled Nursing Facilities (L007 - 02, 03, 04)

Provider Group 2

CRs

Data Tic Descriotion

F633 SNF Physician Supervision
F634 ICF Physician Supervision
F637 Emergency Services
F639 Facilitv Provides Nursing Care as Needed
F640 Director of Nursing Services
F641 Director is Qualified RN
F645 RN, LPN, or LVN Supervisor 7 Days on Day Shift
-646 Nurse Has Current State License
F653 SNF Twentv-Four House Nursing Service
F654 ICI Twenty-Four House Nursing Service
F655 Policies Address Total Nursing Needs
F666 Rehabilitative Nursing Care
F670 Administration of Drugs
F672 SNF Conformance With Physicians' Drug Orders
F696 Special Diets Planned by Qualified Dietitian
F701 Sanitary Conditions
F719 Control and Accountability
F72S Provision of Services
F732 Blood and Blood Products
F784 Resident Transfer
F785 Transfer of Residents Between Hospital and SNF
F786 Interchange of Information
F787 Security of Personal Effects
F796 Aseptic and Isolation Techniques
F806 ICF Disaster Plan
F807 Written Plan for Emergencies
F808 Disaster Plan Rehearsal
F813 ShF Disaster Plan
F821 Orientation and Ongoing Training

Revised 2/07/86

73-435 - 87 - 23
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DEPARTMENI Of HEALTH & HUMAN SLKVICES O*, o e :'

().-~ FEB I 9 Memorandum
1ae FBI9 tg~

F- Richard P. Kusserow
f+i nspector General

OIG Draft Audit Report - Expanding The Swing-Bed Provisions
Of The Omnibus Reconciliation Act of 1980 - Audit Control
Number 03-60221

To
Henry R. Desmarais, N.D.
Acting Administrator
Health Care Financing Administration

Attached for your review and comments is a draft audit
report on the results of our review of the swing-bed provi-
sions of the Omnibus Reconciliation Act of 1980. These
provisions allow small rural hospitals to use excessive beds
to provide Medicare and Medicaid patients with long-term
nursing care, depending on their specified needs. The pro-
visions have been in effect now for about 5 years and have
proven successful. Swing-beds enable Medicare and/or
Medicaid patients to gain immediate access to needed long-
term care that otherwise may be denied them due to nursing
home bed shortages.

We believe HCPA should expand the swing-bed provisions to
acute care hospitals, regardless of location or size.
Certainly the conditions in rural areas which prompted HCFA
to initially support swing-beds exist in urban areas as well.
Excess hospital beds number in the thousands while there is
a critical shortage of nursing home beds. Expanding the
swing-bed provisions will help thousands of the nation's
elderly and poor obtain nursing home care. It may also help
to reduce future capital construction costs by $3.7 billion.
Medicare and Medicaid especially could share in about $1.9
billion of the potential cost savings.

Because use of swing-beds is vulnerable to abuse by par-
ticipating hospitals and because there is some concern that
full expansion could overtax existing control systems, we
are recommending that HCPA expand the use of awing-beds to
selected large urban hospitals as suggested by the
University of Colorado's Center for Health Services Research
under a HCFA contract. This experiment should be the basis
for any subsequent legislation proposed by HCFA to expand
the swing-bed provisions to all acute care hospitals.
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Page 2 - Henry R. Desmarail

If you or your staff wish to discuss the material contained
in this draft report, please let me know or contact F. J.
Majka, Assistant Inspector General for Audit. We would
appreciate receiving your comments within 30 days from the
date of this memorandum.

Attachments
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EXPANDING THE SWING-RED PROVISIONS
OF THE OMNIBUS RECONCILIATION Act of 1980

,, S1L*n>,S.&

49

NOTICE

'This draft of a proposed Office of Audit

report is being made available for review
and comment by officials having management
responsibilities concerning the matters
presented. This draft report is not to
be considered final as it is subject to
further review and revision. Please
adequately safeguard this document against
unauthorized use.

OFFICE OF INSPECTOR GENERAL

OFFICE OF AUDIT

Audit Control Number 03-60221
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EXECUTIVE SUMMARY

Under the swing-bed provisions of the Omnibus Reconciliation
Act of 1980, Congress granted small, rural hospitals the
option of using a number of acute care beds to provide
Medicare and Medicaid patients with long-term nursing home
care, depending on their specific needs. As envisioned by
Congress; the swing-bed provisions benefitted both hospitals
and patients. Hospitals were able to effectively utilize
large numbers of excess beds -- a problem largely resulting
from public and private cost containment efforts. Patients
were able to gain immediate access to needed nursing care
which otherwise might have been denied them due to nursing
home bed shortages -- a problem largely resulting from the
aging of our population and restrictions on nursing home
construction.

In our opinion, the swing-bed provisions have proven to be
successful in delivering care to the nation's poor and
elderly, and, HCFA should consider expanding the swing-bed
provisions to acute care hospitals regardless of their
location or size. Clearly the need for such nationwide
expansion exists as thousands of hospital beds lie empty
while thousands of our elderly and poor face great dif-
ficulty in gaining immediate access to nursing home care.

For example, In Chapter 2 we point out that excess hospital
beds are a nationwide problem and not a phenomena restricted
to rural locations. Current estimates of the number of
excess hospital beds range from 69,000 to 264,000. Our
estimate based on health planning regulations issued by the
Public Health Service (PHS) places the number at 148,500
excess beds in 1983. None of the estimates take into
account the effect of the prospective payment system (PPS)
for hospitals caring for Medicare patients. Health experts
generally agree that PPS will result in even more excess
beds In the future.

In Chapter 3 we address the shortage of nursing home beds.
This too is a nationwide problem. Some leading experts pre-
dict that by 1990 there will be a need for more than one-
half million additional nursing home beds. This shortage
impacts greatly on Medicaid and Medicare patients whose
costs of long-term care comprise over 50 percent of our
nation's nursing home expenditures.

In Chapter 4 we point out that the benefits to be derived
from expanding use of swing-beds to urban hospitals will be
similar to benefits already demonstrated in rural hospitals,
but on a much wider scale.
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The most direct and immediate impact of allowing urban
hospitals the option of using swing-beds will be felt by the
nation's poor and elderly who are dependent upon Medicare
and/or Medicaid for needed health care. Conversion of empty
hospital beds to swing-beds will enable many of these people
to gain immediate access to long-term care and thus, spare
them the trauma associated with what health care pro-
fessionals term the "no care zone"; a term used to describe
the plight of Medicare and Medicaid patients released from
hospitals without prospects of either adequate in-home care
or nursing home care.

Congressional studies show that hospitals are releasing
patients "quicker and sicker" and generally attribute this
trend to Medicare's PPS. Allowing hospitals to provide
long-term care in swing-beds when there Is a demonstrated
need for such care will help alleviate some of the pressure
on hospitals for early discharges and will result in better
care for patients.

Patients, however, will not be the only ones to benefit from
expanding the use of swing-beds. Hospitals will benefit in
that they will be better able to effectively utilize an
estimated 148,500 excess beds that cost about $12.3 billion
to build and about $5.3 billion annually to maintain. The
nation's economy will benefit in that it may be able to
avoid financing construction of thousands of nursing home
beds due to hospital swing-beds being used in their stead.
Based on our estimate of excess beds, the savings in
construction costs could reach $3.7 billion.

Finally, Medicare and Medicaid will benefit in two ways.
One, the programs will be better able to serve their clients
without offering a new and expensive service -- it should be
emphasized that Medicare and Medicaid patients are already
entitled to long-term care as long as they can demonstrate a
medical need for such care in accordance with program regu-
lations. Two, the programs, especially Medicaid, will share
in the potential cost savings attributable to avoided
construction of nursing homes. Based on the programs' share
of the nursing home market and the number of beds that may
no longer be needed, we estimate Medicare and Medicaid's
share of this potential cost savings to be about $1.9
billion.
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A preliminary study on the use of swing-beds, prepared under
a HCFA contract also reported favorably on the use of swing-
beds and recommended that HCFA expand usage on an experimen-
tal basis. The consensus of opinion was that use of
swing-beds can help satisfy a need for long-term care, a
need that will likely intensify in the future.

This need, however, has to be weighed against potential abu-
ses that may arise from use of swing-beds. There exists the
possibility that hospitals could abuse the 3wing-bed program
through premature hospital discharges to swing-beds or
through provisions of unneeded ancillary services. To com-
bat this potential abuse, HCFA already has an on-going net-
work of utilization controls Involving Professional Review
Organizations (PROs), Medicare intermediaries and carriers
and Medicaid state agencies. Use of swing-beds was added to
their monitoring responsibilities. We recognize, however,
that these controls depend on the operational effectiveness
of the groups involved and the amount of Federal funds
available for control purposes. HCFA expects that review of
swing-bed usage will decline sharply due to the uncertainty
of future budget allocations.

Because there is such a need for nursing home beds and
because HCFA has at least some controls in place over the
use of swing-beds, we believe that HCFA should begin imme-
diately to expand the use of swing-beds to urban hospitals.
Perhaps the most prudent approach is the expansion through
experimentation approach recommended in the preliminary
study mentioned above. The Department has the authority to
begin this experimentation immedlately and, in our opinion,
HCFA should have the information needed to start
immediately.
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CHAPTER 1
SMALL RURAL HOSPITALS USE SWING-BEDS

In 1973, the first swing-bed program began in Utah as an
experimental demonstration program funded by the Department
of Health and Human Services. Under this experiment, hospi-
tals were permitted to use beds to provide either acute
hospital care or long-term care depending on specific medi-
cal needs of patients, hence the term swing-bed. The purpose
of this initial experiment was to determine whether the use
of hospital swing-beds would assist in satisfying the demand
for long-term care in rural communities and improve the sta-
bility of rural hospitals. In 1976 and 1977, three addi-
tional swing-bed experiments were initiated in Texas, South
Dakota and Iowa to further investigate the advantages and
disadvantages of hospital swing-beds in rural communities.

In total, 108 hospitals participated in the four state
experiments. At the time, the experiments contained two uni-
que features previously not considered in the existing
Medicare and Medicaid regulatory mechanisms, namely, par-
ticipating rural hospitals were permitted to provide long-
term care without meeting all the conditions of participation
normally required for reimbursement and the swing-bed experi-
ments changed Medicare reimbursement for routine long-term
care to a per diem payment. The per diem reimbursement also
Included incentive payments to participate in the swing-bed
program. Reimbursement for swing-bed related ancillaries was
handled in accordance with normal Medicare reimbursement
policies in place before the Prospective Payment System (PPS).

Medicaid reimbursement for swing-bed care during the experi-
mental stages consisted of per diem payments for skilled and
intermediate care. Unlike Medicare, however, Medicaid reim-
bursement did not include incentive payments, while ancillary
reimbursement was handled in accordance with standard Medicaid
policies.

The results of the swing-bed experiments were provided to
HCFA in 1980. The major conclusions drawn during the
experiments were:

... It was appropriate to implement a national swing-bed
program in rural areas.

... A swing-bed program would benefit rural communities in
terms of meeting both long-term and acute care needs.
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... Assuming reimbursement is flexible and based upon the
concept of incremental cost of care, the swing-bed
approach is a cost-effective means of providing long-
term care.

Congress Implements Swing-Bed Provisions

The favorable results of the swing-bed experiments led to
the enactment of the swing-bed legislation. Congress
enacted Section 904 of Public Law 96-499 - the Omnibus
Reconciliation Act of 1980 - commonly known as the swing-bed
provisions, to address the shortage of nursing home beds in
rural areas for Medicare and Medicaid beneficiaries. Under
these provisions, small rural hospitals, defined in the Law
as those with fewer than 50 beds, would be reimbursed under
either Medicare or Medicaid for furnishing long-term nursing
services to Medicare or Medicaid beneficiaries. By allowing
the use of hospital beds in this manner, Congress provided
eligible hospitals greater flexibility In meeting the
demands for inpatient hospital and nursing home care.

Under the swing-bed provisions, hospitals wishing to par-
ticipate in the program must first obtain a certificate of
need for the provision of skilled and intermediate care ser-
vices from the state health planning and development agency.
Further, the Law provides that:

... Participating hospitals must meet the discharge
planning and social services standards applicable to
Skilled nursing facilities participating In the
Medicare and Medicaid programs.

Medicare skilled care type services in swing-bed
hospitals are subject to the same eligibility and
coverage requirements as services furnished by par-
ticipating skilled nursing facilities.

... Payments for swing-bed services be made at the
average rate per patient day paid for skilled and
intermediate routine services, respectively, during
the previous calendar year under the State's
Medicaid plan.

Reimbursement for ancillary services will remain on
the basis of reasonable costs.

... Hospitals having 24-hour nursing coverage waivers
are not eligible to participate as swing-bed hospi-
tals.
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As can be seen, Congress attempted to strike a balance
between swing-bed hospital care and nursing home care to
assure the quality of care for long-term care patients.
It is also clear that in authorizing the swing-bed provi-
sions, Congress intended to utilize the excess beds in
rural hospitals to increase the supply of long-term care
beds. Thus, the swing-bed requirements have been kept to
a minimum and contain the flexibility necessary to assure
compliance.

Under the Law, skilled services in a swing-bed hospital are
subject to the same Medicare coverage requirements and coin-
surance provisions that are applicable for skilled nursing
facilities. Skilled care days in swing-bed hospitals are to
be counted against total skilled care benefit days available
to Medicare beneficiaries. Other existing Medicare program
requirements are applicable to skilled care services in
swing-bed hospitals, namely:

... Medicare beneficiaries receiving a skilled level of
care in a swing-bed hospital must first meet the 3-day
prior hospital stay requirement before being trans-
ferred to skilled nursing care.

... Beneficiaries must also meet the requirement for
"timely transfer" to a skilled nursing facility.
That is, they must need and receive a covered level
of skilled care within 30 days after "discharge"
from hospital care.

Under the Medicaid program, skilled and intermediate ser-
vices can be covered in a swing-bed hospital only to the
extent that such services are covered in the state's
Medicaid plan. As with the Medicare provisions, the swing-
bed legislation made no changes in statutory provisions
governing skilled and intermediate services, other than to
permit payment by the state when services are furnished in a
swing-bed setting.

The swing-bed provisions established a new method of reim-
bursement for routine services furnished in the hospital
setting to Medicare patients who require skilled care and
for determining the reasonable costs of routine services
furnished to inpatients who require hospital care. Medicare
reimbursement for ancillary services used by swing-bed
patients is to be computed in the same manner as is done for
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ancillary services received by regular hospital inpatients.Reimbursement for furnishing general routine skilled care
services to Medicare beneficiaries in swing-beds IS limited
to the average rate per patient day paid for routine skilled
care services during the previous calendar year under the
Medicaid program.

The Medicaid reimbursement provisions for swing-bed services
are comparable to those for Medicare. Specifically:

Swing-bed hospitals will be paid for skilled and
intermediate routine services at the statewide
average rates paid under the state plan during the
previous calendar year to skilled nursing facilities
and intermediate care facilities as appropriate.

... The reasonable costs of ancillary services will be
determined in the same way for hospitals.

Use Of Swing-Beds Currently On The Rise

The enactment of the swing-bed regulations gave an estimated
1,350 rural hospitals with fewer than 50 beds the oppor-
tunity to provide nursing home services to Medicare and
Medicaid beneficiaries. Starting with the 108 hospitals inthe original swing-bed experiments, the number of rural
hospitals embracing the swing-bed program has steadily risen
to the current high of 688 in July of 1985. As illustrated
below the most dramatic increase occurred during the 1984-85
period -- 361 percent --when PPS was implemented.

NATIONAL INCREASE
IN SWIARC RED HOSPITALS
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Aside from the number of hospitals involved, another indica-
tion of acceptance Is the positive attitude of state
licensing and certification officials who were originally
skeptical of swing-beds. The state of Mississippi is a good
example of this changing attitude. With only four Medicare
certified nursing facilities in the entire state, the swing-
bed program was originally opposed by state health offi-
cials. However, little by little this opinion changed. The
Mississippi state licensing and certification agency,
through close monitoring of swing-bed stays, has found that
the program has produced quality care for those patients
placed in swing-beds. It is the opinion of officials from
the state licensing and certification agency that:

... Appropriate levels of care are provided to swing-bed
patients.

... The rehabilitation potential of patients in swing-
beds Is realized earlier and faster.

... Swing-bed patients become stabilized during their
stays in swing-beds making them more attractive
admission possibilities to nursing homes since they
would require less care upon admittance.

... Swing-bed patients are often discharged home rather
than to a nursing home.

Mississippi officials noted that no complaints were received
from patients receiving swing-bed care regarding the quality
of care rendered during their swing-bed stay. Further, the
swing-bed stays averaged about 20 days in duration, con-
siderably less than a nursing home stay.



716

CHAPTER 2
EXCESS HOSPITAL BEDS

The cost of hospital care increased from $9.1 billion (about
34 percent of health are spending) in 1960 to $157.9 billion
(about 41 percent of health care spending) in 1984. The
number of community hospital beds also rose sharply (about
60 percent) as noted below:

Community U.S. Number of Hospital Beds
Year Hospital Beds Population per 1,000 persons

(thousands) millions

1960 639 180.7 3.5
1970 848 204.8 4.1
1980 988 227.7 4.3
1983 1,018 235.0 4.3

This growth has had a major impact on the Medicare and
Medicaid programs which in 1983 paid for about 37 percent of
all hospital care. Medicare is particularly affected since
about 30 million elderly are covered under its Hospital
Insurance portion (Part A) and their per capita hospital
expenditures are more than twice the per capita expenditures
for persons aged 19 to 64.

In spite of this growth in both expenditures and beds,
several studies made over the last 10 years indicate that
thousands of hospital beds are excess to the needs of the
population. Estimates of the number of excess beds range
from about 69,000 to 264,000 and are based on methodology
established under the Hill-Burton program, such as target
number of beds per 1,000 persons in the general population
or target occupancy rates.

Why Do Excess Hospital Beds Exist?

There are several reasons why excess hospital beds exist.
Pressures in the medical community by businesses tired of
steeply escalating hospital costs for their employees and
increased cost consciousness among consumers have been
contributing factors to declining hospital utilization.
Perhaps the greatest factor, however, has been the imple-
mentation of the PPS for hospitals treating Medicare
patients.

Prior to PPS, hospitals were reimbursed for what they spent
caring for a patient regardless of the nature of the
illness, extent of treatment or length of hospital stay.
Under PPS, hospitals are paid a set fee for treating
Medicare patients according to specific diagnosis related
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groups (these groups define the nature of patients'
illnesses). Regardless of the extent of treatment or length
of stay, if hospitals treat patients for less than the
established fees, they keep the difference as a profit. If
they do not, hospitals must absorb the loss. Obviously, it
is in the best financial interest of hospitals to release

patients as soon as their medical conditions permit.

Hospitals have reacted swiftly to the PPS. Occupancy rates,

which measure the percentage of a hospital's beds that are

filled at a given point and depend on the number of

admissions at a hospital and the amount of time (length of

stay) patients stay in the hospital, are one measure for

determining excess beds. These rates have plummeted.

A 1984 survey made by the American Hospital Associat'c- (AHA)

showed that hospital admissions fell by 3.7 percent ano
inpatient hospital days by 8.6 percent. Another study

showed that the length of stay dropped an average of 2 days
within a one year period. Overall, the nationwide hospital

occupancy rates fell to 67.7 percent through the last nine

months of 1984, the lowest level in nearly four decades.
This compares to the minimum occupancy standard of 80 per-
cent established in National Guidelines for Health Planning.

Significance Of The Problem Of Excess Beds

Reductions in hospital admissions, inpatient hospital days

and occupancy rates are indicative of a national trend aimed

at containing costs. How this trend effects the viability of

hospitals or the number of hospital beds nationally is dif-
ficult to determine as evidenced by the wide variance in the

estimates of excess beds.

Estimates of Excess Hospital Beds Nationwide
1
'

Group Estimate

Enaminger (1975) 264,000
McClure (1976) 68,887
Institute of Medicine (1976) 83,217
National Health Planning Guidelines (1978) 131,110
HHS, Health Resources Administration 116,283
Congressional Budget Office (1979) 150,000
HHS 211,498
Schwartz and Joskow (1980) 75,000

1/ U.S. General Accounting Office. Constraining National

Health Care Expenditures -- Achleving Quality Care At An

Affordable Cost. Washington, DC, September 30, 1985.
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In 1984, the Office of Inspector General made a survey2l of
excess hospital beds using the targeted goal of not more
than 3.7 hospital beds per 1,000 people established in
health planning regulations issued by PHS. We concluded
that in 32 states and the District of Columbia there were
about 138,477 excess beds (See Appendix). We do not know
how much it cost the nation's economy to build these excess
hospital beds, but at 1983 prices the cost would approximate
$11.5 billion. We estimate that another $4.9 billion is
needed annually to maintain these excess beds. The latter
estimate was based on various experts' opinions that main-
taining an empty bed cost between 40 and 75 percent of the
cost of maintaining an occupied bed,or about $35,400 per
empty bed.

Using the same methodology, we modified our previous study
to reflect 1983 statistics and to include the entire
country. We estimated that there were about 148,500 excess
community hospital beds in 1983. Using 1983 prices, these
beds cost about $12.3 billion to build and about $5.3
billion annually to maintain. Based on Medicare and
Medicaid paying about 37 percent of all hospital costs, we
estimate they shared $4.5 billion of the building costs and
$2 billion of the maintenance costs.

It is important to note that all of the above estimates were
made prior to the start of PPS. Most experts agree that PPS
will result in lower hospital utilization and, therefore,
more excess hospital beds. In this regard, the AHA reported
that hospital admissions for Medicare eligible persons
declined by 3.7 percent and 7.6 percent In the first and
second quarters of 1985, respectively as compared to the same
quarters of 1984.

Urban Hospitals Also Have Excess Beds

In terms of expanding the swing-bed concept to urban hospi-
tals, it is important to note that excess hospital beds are
not found only in rural communities. Statistics for 1983
show that for urban areas there were 4.5 hospital beds for
every 1,000 residents. This overall statistic exceeded the
PHS targeted goal of not more than 3.7 beds per 1,000
people. Based on the number of Americans living in urban
areas (standard metropolitan statistical areas) which we
obtained from statistics compiled by the U.S. Census Bureau,
we estimate that this .8 percentage difference represents
about 135,500 excess hospital beds.

2/ Office of Inspector General. Effect of Excess Hospital
Beds on Capital Reimbursement Under PPS. Washington, DC,
September 26, 19;5
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The five county area surrounding Philadelphia, Pennsylvania
was especially hard-hit in terms of excess beds. The
Delaware Valley Hospital Council (DVHC) reported that its 90
member hospitals suffered a sharp decline in occupancy rates,
particularly since the implementation of Medicare's PPS.3/

Preliminary data for 1985 indicate that the average occu-
pancy rate will drop 10.3 percent -- 78.2 percent to 67.9
percent -- from the previous year. Early projections
further indicate that only one-third of the member hospitals
will have occupancy rates exceeding 70 percent which the
DVHC considers a break-even point for hospitals. This
decline in utilization takes on added significance when it
is considered that historically Philadelphia and surrounding
counties have outpaced the average national occupancy levels
by between five and 10 percentage points.

The President of DVHC expects a leveling off of the decline
in hospital occupancy rates. He stated, however, that "at
the same time, I think it's highly unlikely it will ever go
shooting back up to previous levels... It will never be the
way it was before". It is estimated that among the 7,500 to
25,000 unneeded hospital beds In Pennsylvania, there are
between 1,000 and 2,500 of them in the five county
Philadelphia area.

Other examples of unneeded hospital beds in urban areas are:

... Baltimore, Maryland - the State Health Resources
Planning Commission estimated there were between 800
and 1,150 unneeded beds in 1983 and projected the
number would reach 2,600 by 1988.

... Denver, Colorado - the Governor announced that there
were 2,000 empty hospital beds in 1983.

... Cleveland, Ohio - Blue Cross/Blue Shield of
Northeast Ohio reported 2,300 unnecessary hospital
beds in 1983. The city reportedly had 20 percent
more hospital beds than the national urban average.
The unnecessary beds cost $130 million a year.

3/ Gaul, G. "Those Rooms of Empty Beds Are Making Hospitals
Sick". Philadelohia Inquirer, October 28, 1984
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SHORTAGES IRNNURSING HOME BEDS

Nursing home care is the fastest growing component of health
care expenditures. In 1960, costs of nursing home care
totalled about $6.5 billion, or about 1.9 percent of total
health care expenditures. Twenty-four years later, nursing
home expenditures jumped to $32 billion or 8.3 percent of
total expenditures. As might be expected, the number of
nursing home facilities and beds have also increased signi-
ficantly. For example, in 1961, there were 9,900 facilities
and 208,479 beds. In 1982, there were 25,849 facilities and
1,642,067 beds --increases of 161 percent and 688 percent,
respectively.

Medicaid has been tremendously affected by this growth as
about 31 percent of its total expenditures are for nursing
home care and it accounts for almost 50 percent of all
nursing home expenditures. In terms of the number of reci-
pients involved, Medicaid supports about 575,000 patients in
skilled nursing facilities and about 800,000 patients in
intermediate care facilities. Medicare, on the other hand,
expends less than one percent Of its total expenditures in
nursing home care (program coverage policies are more
restrictive than Medicaid) and accounts for about only 2
percent of all nursing home expenditures.

One might think that with the massive expansion of nursing
home beds, a situation would be found similar to hospital
beds where literally thousands of excess beds exist. Quite
to the contrary, however, most experts agree that currently
there are serious shortages of nursing home beds throughout
the country -- estimates range Into the hundreds of
thousands -- and that this condition can be expected to wor-
sen. It is significant to note that Medicare and Medicaid
patients are most adversely affected by the bed shortages
because of their numbers, the programs' reimbursement poli-
cies and, to a lesser extent, their need for constant
nursing care.

Why Do Nursing Home Bed Shortages Exist?

The most obvious reason for the shortage of nursing home
beds is that more Americans are living longer. In 1950,
only 8 percent of our population were 65 years of age or
older. In 1980, 11 percent of our people, about 25.5
million, were 65 or older. Today, our life expectancy is
about 75 years of age and after reaching 65, It increases to
82. Moreover, the 85 and over population has more than
doubled in the last 20 years to about 2.6 million people.



721

14

As noted below, it is this segment of our population that is
in most need of nursing care.

Rates of Nursing Home Care4/

Residents in Nursing Homes
Age per 1,000 population

Male Female

Under 45 years .17 .15
45 to 54 1.10 1.27
55 to 64 2.99 3.47
65 to 74 11.34 13.12
75 to 84 40.81 70.98
85 and older 179.83 289.53

Health care experts predict that the numbers of elderly
will continue to grow. There will be about 32 million
elderly by 1990 and about 35 million by the year 2000.
The number of people 85 and older will almost double to
5.1 million by 2000. Experts also project that about one-
fifth of this group will be In a nursing home at any given
time. Obviously, these trends place increasing stress on
the supply of nursing home beds.

A second reason for the shortage of nursing home beds is
that nursing home construction has not kept pace with
increased demand brought about by the aging of our popula-
tion. According to one leading expert in the long-term care
field, demand for nursing home beds is growing at a rate of
3 percent a year while the supply of beds is growing at a
rate of 1 percent annually. This is due, at least in part,
to certificate of need (CON) requirements placed on nursing
home operators by states attempting to regulate construction
of new nursing homes. The primary intent of CON controls on
nursing home bed supply is to limit Medicaid expenditures --
CON controls also indirectly constrain nursing home opera-
tors from expanding the Medicare bed supply as well -- and,
in this regard, most states have restrictive CON policies.
Nine states, in fact, have placed a moratorium on new
nursing home construction.

4/ Russell, L.B. An Aging Population and the Use of
Medical Care. Medical care, Vol. 19, No. 6 (June
1qu3T.
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The Aging Health Policy Center5' of the University of
California, San Francisco in a study issued in January, 1985
summed the whole matter of nursing home construction up very
well when it concluded that it does not seem likely that the
nursing home bed supply will expand through encouraging
construction of more facilities. According to the Center,
the costs are too great, particularly for those states with
ongoing fiscal problems.

A third, less direct but certainly more insidious reason for
nursing home bed shortages is that many of the elderly
nursing home residents do not receive the level of care
appropriate to their needs. A 1978 report by the U.S.
General Accounting Office (GAO) estimated that as many as 20
percent of patients in skilled nursing homes and 40 percent
of patients in intermediate care homes received unne-
cessarily high levels of care. If this condition exists
today, it can only exacerbate the overall problem of bed
shortages. In this regard, the Office of Inspector General
has begun a survey of level of care determinations for
nursing home care under Medicare and Medicaid. A separate
report will be issued to the HCFA Administrator in fiscal.
year 1986.

Significance Of The Problem Of Bed Shortages

The conflicting trends of an aging population and restric-
tions on nursing home construction have had a major impact
on the number of available nursing home beds. Most homes
are operating at or near full capacity which results in long
waiting lists and patients either being kept in community
hospitals or possibly, released without the prospect of ade-
quate follow-up care and placed in what health professionals
refer to as the "no-care zone".

Actual shortages can be measured in terms of either facili-
ties or beds. The Congressional Budget Office in 1977 esti-
mated that by 1983 the country would need 31,450 skilled and
intermediate care facilities to keep pace with population
growth and demand for services. By 1983, there were only
about 20,829 facilities, a shortfall of 10,621 facilities
over the estimated need.

In so far as bed shortages are concerned, one long-term care
expert estimated that by 1990, there will be a need for
587,000 additional nursing home beds with an additional
603,000 beds needed in the following decade. Another estimate
places the need at around 655,000 additional beds by 1990.

5/ Harrington, C and Grant, L. Nursing Home Bed SupDRY,
Access, and Quality of Care. University of California
San Francisco, California, Aging Health Policy Center,
January, 1985.
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As we found with hospitals, nursing home bed shortages are
widespread and exist in both rural and urban areas as noted.

... The University of Pittsburgh sponsored a study of
long-term care In Allegheny County which takes in
the City of Pittsburgh, the second largest city in
the Commonwealth of Pennsylvania. In 1984, a repre-
sentative of the University testified before the
U.S. House of Representative's Subcommittee on
Health and the Environment, Committee on Energy and
Commerce. The representative stated that in spite
of a good deal of recent construction, there was a
need for 2,389 more skilled and intermediate care
beds in 1985. Kane Hospital, which is one of the
largest nursing facilities in the country, was cited
as an example. This facility had a waiting list of
about 300 people, all of whom are Medicaid or
Medicaid/Medicare eligibles.

... The Northeastern New York Hospital Association
reported that in June of 1984 that up to 10 percent
of hospital beds in Northeastern New York were
filled with elderly patients who had nowhere else
to go. This situation was forcing hospitals to
serve a growing number of people who need long-term
nursing home care. It also hurt the taxpayers who
had to pay more for Medicaid patients who had to
stay in hospitals (an example cited was $324 per day
in a hospital versus $88 per day in a nursing
facility). Area nursing home administrators agreed
that there was a shortage of nursing home beds and
most reported long waiting lists for entry to their
facilities.

... DVHC analyzed patient placement problems in the
five-county Philadelphia area and reported serious
problems, primarily because of a shortage in nursing
home beds. The 1982 Health Systems Plan of
Southeastern Pennsylvania showed a regional shortage
of 1,301 nursing home beds with 1,200 of them in
Philadelphia.

Perhaps the best method of measuring the effect of nursing
home bed shortages on Medicare and Medicaid patients is to
consider the number of days that patients remained unne-
cessarily in hospitals awaiting nursing home placements.
The GAO ' reported that in 1979, Medicare and Medicaid

6/ U.S. General Accounting Office. Potential Effects of a
Proposed Amendment to Medicaid's Nursing Home
Reimbursement ReQuirements. Washington, DC, October 15, 1979.
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paid for between 1.0 million and 9.2 million days for
inpatient hospital care when only skilled or Intermediate
nursing care was needed but a nursing home bed was una-
vailable. GAO estimated that these hospital back-up
days, as they are referred to, represented between one
and seven percent of all Medicare and Medicaid inpatient
hospital days in 1979.

In a 1980 report to the Secretary7l we summarized the
results of our service delivery assessment of patients
remaining in hospitals beyond their need for acute care
while awaiting nursing care. We pointed out that back-up
patients were primarily poor (only 27 percent of them were
private pay patients), generally old, and least able to care
for themselves. We also pointed out that because backed-up
patients were highly dependent, they were the least likely
candidates for alternative care in lieu of nursing home
care.

In a January 1985 report to CongressB/ HCFA also discussed the
problem of hospital back-up days. HCFA stated that the size
and scope of hospital back-up is difficult to measure but
offered two greatly divergent estimates. One estimate was
based on a one day survey taken by Professional Standards
Review Organizations (PSROs) in 1979 and 1980. The PSROs' sur-
vey concluded that hospital back-up days totalled between 1.9
and 7.2 million days a year.

The other estimate was based on an actuarial cost model for
Federal long-term care programs developed by ICF, Incorporated
under contract to HCFA. Depending on assumptions made about
the supply of nursing home beds, the estimate of hospital
back-up days for Medicare and Medicaid patients ranges from
697,000 days to slightly more than 1 million days In 1980.
ICF also projected slight increases in the number of hospital
back-up days by 1985 and major increases from 1985 to 1990 --
1,000 percent increase in Medicare and 400 percent increase in
Medicaid. In one of its scenarios, ICF assumed a nursing home
bed supply increase of 3 percent per year after 1978 (HCFA
believes this to be the most accurate of the five scenarios
presented) and estimated the following:

7/ Office of Inspector General Secretarial Report,
Restricted Patient Admittance to Nursing Homes
Assessment of Hospital Back Up. Washington, DC,
September 1980.

8/ Health Care Financing Administration, Office of Policy
Analysis. Report to Congress: Study Of The Skilled
Nursing Facility Benefit Under Medicare. Washington, DC,
January 1985
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1985 1990

Hospital Back-Up Hospital Back-Up
Days Costs Days Costs

Medicare 101,000 $ 14,790,000 1,129,000 $ 234,561

Medicaid 1,266,000 $170,290,000 6,650,000 $1,323,808

1,367,000 $185,080,000 7,779,000 $1,558,369

One point of clarification concerning the above chart is
needed. The ICF estimates assume that regardless of which
program paid for initial hospital care, the costs of hospital
back-up days used by patients requiring skilled nursing care
as defined by Medicare will be paid by Medicare and that
costs of back-up days used by patients requiring Medicaid
skilled or intermediate care will be paid by Medicaid.

While this assumption is valid for estimating costs asso-
ciated with the back-up days, the dollar amounts give the
impression that few Medicare patients remain in hospitals
awaiting availability of nursing care. This, however, is
not the case. Because 90 percent of persons needing nursing
care are over 65 years of age and covered by Medicare Part
A, the vast majority of the 7.8 million hospital back-up
days estimated by ICF for 1990 are associated with Medicare
patients whose hospital stays are paid under Medicare Part A
but whose nursing home care will be paid by Medicaid.

"No-Care Zone" RePresents A
Potential Danger To The Elderly

HCFA now believes that because of events subsequent to the
ICF study -- primarily implementation of PPS - the Federal
programs will not have to absorb the nearly $1.6 billion
associated with the 1990 estimate of hospital back-up days.
Under PPS, Medicare makes no additional payments for hospi-
tal back-up days until after a patient's length of stay has
reached the outlier threshold point for the diagnosis
related group. After this threshold has been reached,
Medicare will make additional payments but at a rate lower
than under the previous retrospective payment system. HCFA
believes these costs will be relatively low.

The situation is similar with Medicaid. The Aging Health
Policy Center,(see footnote 5) contended that most state
Medicaid programs no longer recognize back-up days in hospi-
tals, or pay only a limited rate for such days. It
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concluded that "if no payments are made for back-up days in
hospitals, then hospitals have greater incentives to either
place patients in nursing homes, or the community...".

We agree with both HCFA and the Center's conclusions. It is
only reasonable and prudent to expect that hospitals will do
everything possible to avoid absorbing up to $1.6 billion in
hospital back-up day costs projected by 1990. But this
natural tendency to reduce potential losses raises a very
serious issue. What will happen to Medicare and Medicaid
patients during the 7.8 billion days that were projected for
them to remain in hospitals awaiting availability of nursing
home beds? Have there been sufficient nursing homes
constructed to absorb these 7.8 billion days? The answer is
obviously no. Will hospitals permit patients to remain
without reimbursement? Indications are that they will not.
Will patients be discharged from hospitals without any
assurances that needed nursing home care will be available?
Indications are that they may.

Many health professionals as well as ourselves and other
Government officials fear that hospital efforts to discharge
patients quickly brought about by PPS have created a "no
care zone' for the elderly and poor. Our concern is that
patients are moved out of hospitals quicker and sicker
without prospects of substitute quality care being provided.
We first expressed our concern to HCFA as early as July
1983, that Medicare and its beneficiaries were vulnerable to
abuse through medically inappropriate discharges. We
reiterated our concern in a memorandum to HCFA dated October
23, t984.

The Chairman of the House Select Committee on Aging addressed
the issue of the "no-care zone" when he reported that recent
hearings have clearly demonstrated that Medicare patients are
being discharged from hospitals sooner and sicker and that
these same beneficiaries are having great difficulty in
getting the long term services they need. The Chairman aptly
categorized this as being a classical "Catch 22 situation".
The Chairman of the U.S. Senate's Special Committee on Aging
also expressed concerns over premature discharges and reported
that Federal investigators had found at least 3,500 cases in
which sick patients were sent home or transferred without
justification.

If, as has been charged, hospitals are prematurely
discharging patients that require inpatient hospital care,
it is very unlikely that patients who have been judged not
to need acute care will be allowed to remain in hospitals
awaiting availability of nursing home beds. Many of these
patients likely face the probability of being discharged
from hospitals without any prospects of obtaining the long
term care that they need.
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CHAPTER 4
EXPANDING THE SWING-BED OPTION

On one hand, we have shown that prior to Implementing the
PPS there was already a considerable excess in the nation's
supply of hospital beds in both rural and urban areas, and
that under PPS the excess is expected to grow. On the other
hand, we have shown that there Is a severe shortage of
hundreds of thousands of nursing home beds and the greatest
impact of this shortage is felt by Medicaid and Medicare
patients. The combined effect of these two trends has given
rise to fears that many of our nation's elderly and poor
will enter into a "no-care zone".

We have also shown that the introduction of swing-beds in
small rural hospitals has been successful. The concept is
rapidly gaining acceptance within the rural hospital com-
munity and early skepticism expressed by some state offi-
cials responsible for licensing and certification of nursing
homes is disappearing. The true value of swing-beds,
however, is that their use has helped limit the adverse
effects of the "no-care zone" on Medicare and Medicaid
patients by providing them needed nursing home type care
which otherwise would not have been readily available.

We believe that these same benefits could be achieved on a
much wider scale if the swing-bed option was open to com-
munity hospitals regardless of their size or location.
Properly controlled expansion would benefit the elderly and
poor who depend on Medicare and/or Medicaid; the hospitals
which could more effectively use their resources; the
nation's economy which might otherwise have to finance
thousands more nursing home beds; and the Medicare and
Medicaid programs which could better serve their clients and
share in the cost savings resulting from reduced nursing
home construction.

A preliminary report prepared under a HCFA contract also
concludes that swing-beds fill a need for long-term care and
recommends that the swing-bed program be expanded on an
experimental basis.

Medicare and Medicaid Patients Would Benefit

The most direct and immediate benefit of converting
thousands of excess hospital beds to swing-beds will be felt
by Medicare and/or Medicaid patients. Literally thousands
of these patients would be able to gain immediate access to
services that:
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... are already included in the
Medicare and/or Medicaid,

21

coverage policies of

. patients are already entitled to in that their eli-

gibility for Medicare and/or Medicaid has been

established, and

... are needed as evidenced by appropriate 
medical docu-

mentation and review.

In terms of numbers alone, we estimate that at least 148,500

excess hospital beds (this number will 
likely rise due to

influence of PPS on Medicare) could be made available to

Medicare and Medicaid patients in need of long term care.

Fortunately many. of these beds are located in states where

the need for nursing home beds is significant.

For example, one study completed in November 1981 ,2' iden-
tified the states with the lowest number of skilled beds per

thousand persons age 65 and over. Our review of excess

hospital beds show that 7 of these 10 states have excess

beds totalling 19,704 which could be used to supplement the

number of skilled beds available.

Skilled Beds Per
1.000 Elderly

1.13
1.87
2.68
3.28
4.07

Columbia 4.48
5.99

Excess

Rank HospialBeds_

51
50
48
46
45
44
43

1 664
4 518

346
328

2,907
2, 376
7 565
9,7104

9/ Feder, J. and Scanlon, W. Medicare and Medicaid

Patients' Access to Skilled Nursing Facilities. The

Urban Institute, November 1981.

State

Oklahoma
Iowa
Maine
Virginia
Louis i ana
District of
Tennessee
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Excess hospital beds are not only located where the need Is
now, they are located where the greatest future needs are as
well. To illustrate, in the ICF study previously referred
to, (see footnote 8) 10 of the 12 states that had the
greatest future need for nursing home beds also had excess
hospital beds ranging in numbers from 683 to 12,994. In
total, these 10 states had 67,983 excess hospital beds that
could be converted to swing-bed use (see Appendix).

Other Benefits From Swing-Bed Usage

Others, beside Medicare and Medicaid patients will benefit
from use of swing-beds. Hospitals choosing to participate
will be able to more effectively utilize excess beds. We
estimate the total number of excess beds available for
swing-bed use at 148,500 prior to implementation of
Medicare's PPS and expect this number to grow because of its
implementation. These beds cost about $12.3 billion to
build and $5.3 billion annually to maintain at 1983 prices.

The nation's economy may also benefit in that swing-beds
help reduce the overall capital investment required to meet
future nursing home bed needs. For example, if the 148,500
excess hospital beds are used as swing-beds, there should be
a need for 148,500 fewer nursing home beds. Assuming an
average construction cost of $25,000 per nursing home bed (a
figure many experts agree is reasonable), about $3.7 billion
in construction cost may be avoided.

Medicare and Medicaid particularly, would share in about
$1.9 billion of the potential cost savings due to avoided
construction since these programs account for about 52 per-
cent of all nursing home expenditures. This point was also
brought out in the report to HCFA. However, we believe the
programs would benefit in another way as well. They would
be able to better serve their clientele by improving the
effectiveness of existing resources rather than by creating
new resources or establishing new programs.

Preliminary Contractor Report To HCFA
Recommends Expansion Of Swing-Beds

In November 1985, subsequent to the completion of our audit, the
Center for Health Services Research, University of Colorado
Health Sciences Center, Denver, Colorado issued under a HCFA
contract a preliminary report on the use of swing-beds. The
preliminary report was in response to a Congressional
requirement that the Department report its experiences with
the swing-bed provisions. The original due date for the
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final report to Congress was December 5, 1983, but due to
various circumstances the final report has not yet been
issued.

The Center's preliminary report corroborated our position
that expanding use of swing-beds should prove beneficial to
all concerned. According to the report, the swing-bed
approach was viewed by most as providing a valuable community
service in rural areas. By increasing long-term care
access, particularly for Medicare patients, swing-beds fill
gaps in the continuum of care, thereby enhancing the
integration of health care services. With regard to hospi-
tals, most administrators felt that swing-beds met a com-
munity need for long-term care and provided better
continu-i of care. The Center reported that problems and
difficulties experienced by the hospitals appeared to
decline in importance over time as hospitals gained
experience with the program.

The Center concluded that 'it appears appropriate to give
consideration to the use of swing-beds in larger hospitals
and hospitals located in urban areas, if only on an experi-
mental basis". The Secretary has the authority to conduct
such experiments under the Omnibus Reconciliation Act of 1980.

The Center recommended that HCFA gear this experiment
towards developing alternate reimbursement methods and
methods to curb abuse of ancillary charges. The report
expressed concern that the current reimbursement method --

payment based on Medicaid reimbursements -- may not be ade-
quate to encourage hospitals to make swing-beds available to
Medicare patients. A combined acute and long-term care (per
case) payment or even a more direct capitation type of reim-
bursement was recommended for consideration.

The potential abuse of ancillary charges derives from the
fact that ancillary reimbursement for swing-bed care is
cost-based. The Center believed that this method of reim-
bursement appeared to provide perverse incentives for
hospitals to maximize revenues through the provision of
ancillary services. Curbing this abuse could be achieved
by placing a limit on total reimbursement per day or by
closer review of the appropriateness of ancillary services
by PROs and/or claim reviewers.
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Swing-Beds Are Vulnerablet AJuse

We agree with the Center's observations that swing-beds, like
most other health care delivery systems, are vulnerable to
abuse. The Center pointed out potential abuse associated with
ancillary services. Another and perhaps a more serious abuse
relates to premature discharges from acute care to swing-beds.
By releasing patients early, hospitals could profit under PPS
and receive additional reimbursement for use of swing-beds.
Cases of such abuse have been identified and the few problem
providers involved have been or are being considered for
corrective action including decertification of swing-beds,
denial of swing-bed admissions, termination from Medicare
and civil/criminal penalties for flagrant abuse.

We also agree with the Center's observations that abuse could be
curbed by close review. HCFA already has a network of controls
to monitor provider utilization for all services, including
swing-beds. Medicare intermediaries and carriers and Medicaid
State agencies have had for years numerous oversight
responsibilities for provider and recipient utilization review.
The Tax Equity and Fiscal Responsibility Act of 1982 established
the Utilization and Quality Control Peer Review Organization
Program to further strengthen utilization review. Under
current HCFA instructions, PRO's are required to perform 100
percent review of utilization of swing-beds to ensure that (1)
hospital discharges to swing-beds were appropriate and (2)
patients in swing-beds required nursing care in accordance with
program regulations. These reviews identified the problem cases
discussed above that have resulted or may result in sanctions
against the providers involved. HCFA's instructions to PRO's
were improved in August 1985 by specially defining inappropriate
transfers of patients from PPS unite of hospitals into swing-
beds as a prohibited action, requiring denial of payment for the
swing-bed admissions, possible sanctions, intensified review of
100 percent of discharges, and referral to HCFA or the Office of
Inspector General, if a sanction is recommended.

We recognize, however, that the effectiveness of these controls
depends to a great extent on the effectiveness of the PRO's,
carriers and State agencies and the amount of Federal funds
available for control purposes. In this regard, HCFA plans
to reduce the level of PRO coverage of swing-bed utilization
during fiscal year 1986 to 50 percent of discharges. Problem
providers, however, would continue to receive 100 percent
review.
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CHAPTER 5
CONCLUSIONS AND RECOMMENDATIONS

HCFA is primarily responsible for emall, rural hospitals being
able to convert empty acute care beds into sving-beds capable
of providing long-term care to Medicare and Medicaid patients.
HCFA (actually its predecessor) assumed a leadership role as
far back as 1973 when it authorized and funded a swing-bed
experimental project in a single State. Throughout the
seventies, three other single State experiments were authorized
and funded, and in 1980 HCFA's efforts resulted in Congress
adopting the swing-bed provisions as part of the Omnibus
Reconciliation Act of 1980.

Our review as well as the preliminary study prepared by Colorado
University's Health Sciences Center concluded that there is a
need for more sving-beds throughout most of the country. This
need, however, must be measured against the potential abuse that
could occur if the current swing-bed provisions are expanded to
large, urban hospitals. Considering that HCFA has improving
controls in place over potential swing-bed abuse, including a
50 percent level of review by the PRO's, and has had over
5 years experience with use of swing-beds in rural hospitals,
we believe that HCPA should move immediately to expand the use
of swing-beds.

Perhaps the most prudent approach to expansion is the expansion
through the experimentation approach proposed by the Center. We
believe that a relatively widescale experiment with swing-beds
in selected urban areas particularly effected by nursing home
bed shortages would help alleviate some of the access to long-
term care problems faced by Medicare and Medicaid patients and,
at the same time, allow HCPA to experiment with alternate
reimbursement methods and control systems. The Department has
the authority to experiment in this fashion and HCFA should have
enough information on ewing-bed usage to begin immediately.
Considering the HCF'A' original report date to Congress was over
2 years ago, the experiment should be designed to provide the
desired information in as short a timeframe as possible.

We, therefore, recommend that HCFA:

1. Implement an experimental strategy to expand the use of
swing-beds in selected hospitals located in urban areas.
The strategy should;

a. Result in a timely conclusion so that HCFA can make a
final decision on the use of swing-beds.
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b. Consider the factors identified in the Center's
report as needing additional study. These factors
include alternate reimbursement methods, cost con-
tainment approaches, etc.

c. Specifically consider methods to prevent and/or
detect abuse related to premature hospital
discharges to swing-beds.

2. Should use the results of this experimental project as the
basis for its report to Congress and, if appropriate, for
seeking legislation to revise the swing-bed provisions of
the Omnibus Reconciliation Act of 1980 to include all
acute care hospitals regardless of location or size.

Io
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EXCESS ROSPITAL BEDS
AND ASSOCIATED COSTS

IDENTIFIED BY OFFICE OF INSPECTOR GENERAL

STATE

BEDS
PER 1,000
POPULATION

Alabama
Arkansas
Florida'
Georgia*
Illinois*
Indiana
Iowa
Kansas
Kentucky
Louisiana
Maine
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
New Jersey'
New York'
North Carolina'
North Dakota
Ohio*
Oklahoma
Pennsylvania*
South Dakota
Tennessee
Texas'
Virginia*
Vermont
Washington, DC
West Virginia
Wisconsin

Total

4.79
4.84
4.61
4.15
4.84
4.38
5.26
5.45
4.17
4.37
4.01
4.39
4.20
4.68
4.83
5.34
4.12
5.22
3.95
4.33
3.81
5.67
4.61
4.22
4.64
5.08
5.33
4.22
3.76
3.76
7.47
5.08
4.37

EXCESS
BEDS

(IN

4,306
2,621
9,504
2,553
12,994
3,707
4,518
4,220
1,736
2,907

346
3,987
4,561
4,054
2,888
8,108

336
2,414
1,838

11 ,083
683

1,319
9,821
1,664

11,157
953

7,565
8,022

328
30

2,376
2,697
3,180

CONSTRUCTION
COST

MILLIONS) (IN

ANNUAL
COST TO
MAINTAIN

MILLIONS)

$ 357.4 $ 152.5
217.6 92.8
788.8 336.5
211.9 90.4

1,078.5 460.1
307.7 131.3
375.0 160.0
350-3 149.4
144.1 61.5
241.2 103.0

28.7 12.2
331.0 141.2
378.5 161.5
336.5 143.5
239.7 102.3
673.0 287.1
28.0 12.0

200.3 85.5
152.6 65.1
919.9 392.4
56.7 24.2
109.5 46.7
815.2 348.0
138.1 59.0
926.0 395.0
79.1 33.8

628.0 267.8
665.8 284.0
27.2 11.6
2.5 1.1

197.2 84.1
223.9 95.5
263.9 112.6

138,477 $11,493.6 $4,092.8

f Indicates those states with the greatest need for nursing
home beds as projected by ICF, Inc. Arizona, California,
and'Florida are also projected as states in greatest need
of nursing home beds.
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INTRODUCTION

The Health Care Financing Administration (HCFA) was established In 1977
to combine health financing and quality assurance programs In a single
agency. Within the Department of Health and Human Services (HHS). HCFA
Is the principal source of funding for long-term care services. The vast
majority of these funds are used to pay for nursing home care In both
skilled nursing facilities (SNFs) and intermediate care facilities
(ICFs). Along with Its financial role in the delivery of long-term care
services, HCFA is also responsible for assuring the quality of these
services by setting standards for care providers and. in conjunction with
the States, enforcing those standards.

This report introduces a new process to be used by Federal and State
nursing home surveyors in enforcing the regulatory standards. The new
long-term care survey process is the result of years of Federal and State
experimentation with alternative survey methodologies. It implements a
major change in the traditional nursing home survey, a change that has
been advocated by providers, consumers and surveyors themselves, i.e.,
the focusing of inspections on direct resident care and the outcomes of
that care rather than on the structural elements underlying the care.
Although the new survey process represents an advance over the
traditional process, HCFA recognizes that further improvements to the new
process are still desirable. HCFA is committed to a continuing dialogue
with the other primary parties involved In the nursing home quality
assurance system in order to both refine the new survey process and to
more effectively coordinate the process with other aspects of the overall
system.

The purpose of this report Is to describe how the new long-term care
survey process became a reality and what it is Intended to accomplish.
The report begins with an overview of the Federal quality assurance role
and the circumstances that led to a new survey process. Chapter Two
details the experimental State systems approved by HCFA to test new ways
of surveying nursing homes. Chapters Three through Five cover the early
development and testing of the new survey process and the extended
evaluation and refinement efforts of 1985, followed in Chapter Six by a
specific discussion of the new survey procedures and forms. The report
concludes by describing the role of consumer advocates, the nursing home
industry and the State survey agencies in developing the new process
(Chapter Seven), looking at the new surveyor training program (Chapter
Eight), and providing some Insight into HCFA's plans for the ongoing
evolution of the survey process (Chapter Nine).

- 1 -



739

CHAPTER ONE

BACKGROUND: THE FEDERAL QUALITY ASSURANCE ROLE

Although the Federal government has been involved in the development of
quality standards for nursing home care since the late 1950's. the passage of
Medicare and Medicaid in the Social Security Act Amendments of 1965 signaled
the beginning of an active Federal enforcement role. With the enactment of
Medicare and Medicaid, the Federal government moved from advisor to primary
participant in the development and enforcement of nursing home care
standards. Despite this increased Federal involvement, the nursing home
inspection process has historically been viewed as a 'haphazard, fragmented
and generally inadequate" one. 1/ This section of the report presents a brief
overview of the current inspection process, discusses some of its perceived
problems and provides background on the events that fostered development of a
revised survey process.

Descrittion of the Federal Quality Assurance Process

Sections 1101. 1863 and 1905(c) of the Social Security Act authorize the
Secretary of HHS to prescribe regulations that must be met for a facility to
become a provider under the Medicare/Medicaid programs. Since 1966, nursing
homes that provide care for Medicare/Medicaid beneficiaries have been required
to meet Federal regulations for the health and safety of these residents.
These regulations (42 CFR Part 405, Subpart K and 42 CFR Part 442, Subpart F)
are enforced through an annual certification survey of each nursing home by
the State survey agencies under contract with HHS. As amended in 1967. the
Social Security Act (Sections 1902 (a)(26) and (31)) also requires States to
perform an annual review of each Medicaid recipient in a long-term care
facility to determine the appropriateness of the level of placement and the
quality of the recipient's care and services. Regulatory requirements for
this inspection of care (IoC) process are contained in 42 CFR Part 456.
Subpart I. The two-pronged Federal process is supplemented by nursing home
licensure requirements established and enforced on a individual State basis.

The Survey Process

The facility survey process is the means for determining whether nursing homes
are compliance with Federal regulations and can be certified for participation
in the Medicare and Medicaid programs. It consists of an annual on-site
inspection by a team of State surveyors to assess compliance with applicable
Federal regulations. Following each survey, the State Agency survey team
provides the facility with a list of deficiencies that must be corrected in
order to obtain or maintain certification. The nursing home must then develop
an acceptable plan and timetable for the correction of all deficiency
citations. In most cases. State surveyors then conduct follow-up visits to
assure that corrective action is taken. A home that continues to fail to
comply with Federal requirements is subject to decertification. This means
that it can no longer receive Federal reimbursement for Medicare/Medicaid
residents, although it may still serve private patients if State licensure is
retained.

- 2 -
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Although the State survey agencies conduct the certification surveys, HHS
maintains oversight by performing Independent Federal surveys of facilities
recently inspected by the States and comparing results, as well as through
annual field visits to examine State agency program management procedures.
HHS has also developed the Medicare/Medicaid Automated Certification System
(MNACS), which provides a ready data base on the individual and aggregate
nursing home survey results from all the States. Finally, HHS provides the
States with standardized survey forms and procedural guidelines to be used by
all State surveyors In determining compliance with Federal requirements. The
changes In this component of the survey and certification system are detailed
In Chapter Six.

The IoC Process

As noted, the boC review process is composed of two major functions: quality
of care review and level of care review. Quality of care review is concerned
with the appropriateness of care provided to meet the health needs of each
Medicaid recipient. Level of care review determines the necessity and
desirability of an individual's continued placement In the facility and the
feasibility of meeting his or her health care needs through alternative
Institutional or noninstitutional settings. HHS has provided some guidance to
State Medicaid Agencies for performing IoC reviews, but it has been much more
limited than assistance under the survey program. Annual inspections must be
conducted by review teams composed of physicians or RNs and other appropriate
personnel, and the reviewers must have personal contact with each recipient
and review each recipient's record. Federal oversight of IoC review is
limited to assuring that States meet procedural requirements, with no
concerted Federal monitoring of the effectiveness and efficiency of the
individual State programs and no Federal enforcement role.

An-idea that has generated a great deal of interest over the last few years is
that of integrating the IoC review process with survey and certification
reviews. Fifteen States now have integrated systems, which can be roughly
defined as the use of one team to conduct a facility survey and an loC review
on the same visit and linking the findings. Both certification surveys and
IoC reviews have the same overall purpose of Insuring that appropriate care
and services are provided to nursing home residents. Since the new survey
process greatly emphasizes the review of Individual resident care, thus
Increasing duplication between the two review programs, the issue of
integration is likely to take on greater importance.

Problems with the Survey Process

During the advent of Federal long-term care standards and the accompanying
quality assurance programs in the late 1960s, the prevailing school of
thought was that health and safety standards should provide the framework for
appropriate care to take place and that quality care would Inevitably result.
Under this approach. regulators were expected to measure compliance and base
enforcement on a facility's 'capacity to provide acceptable care. As the
Department of Health, Education and Welfare (DHEW) noted in a report to the
Senate Special Committee on Aging, "Present regulations for survey and
certification procedures.only confirm whether or not the facility is capable
of delivering the required services, not whether the facility has implemented
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them or whether quality care has actually been administered. 2/ In theory
then, the survey process would focus on a facility's capacity to deliver good
care while the boC review would focus on the appropriateness and quality of
care actually delivered. Not surprisingly, criticism of this system surfaced
swiftly.

As early as 1970, the Senate Special Committee on Aging's Long-Term Care
Subcommittee heard testimony that ". . . inspectors are more concerned with
the physical plant and less with the quality of patient care', 3/ and
variations of this criticism have continued unabated since that time. Another
common criticism has been that the traditional survey process is overly
reliant on written documentation, resulting In the proliferation of what has
come to be known as 'paper compliance". New York State's Moreland Act
Commission summarized this problem in its landmark 1975 report on the
regulation of nursing home care:

"A 'deficiency' rating caused by the absence of such written material as
general patient care, nursing, dietary or special rehabilitative plans or
by the absence of written pharmaceutical procedures, while relatively easy
for a surveyor to render and verify, in most instances Is difficult to
consider significant enough to merit imposition of meaningful penalties.
Nonetheless, surveyors apparently devote a substantial portion of their
time noting such deficiencies and demanding corrective action. And, of
course, a paper deficiency can be corrected with relative ease by
'paper' compliance." 4/

The report went on to note that fully 290 of 526 identified items on a SNF
survey report form could be answered by a surveyor exclusively with reference
to a facility's written plans, policies and records while only 30 items would
require direct observation of patients. SI Moreover, the Commission presented
statistical analyses indicating that there was no correlation between the
overall results of surveys, concentrating supposedly on whether nursing homes
had the "capacity to render quality care, and the results of IoC reviews that
were to directly assess patient care. 6/

The Federal government did take steps during the early 1970's to upgrade
nursing home care, Including the establishment of a Federal training program
for State nursing home surveyors In 1971 and the creation in 1972 of the
Office of Nursing Home Affairs to consolidate all Federal nursing home
enforcement responsibilites. Also, in 1974, DHEW published new regulations
that implemented unified performance standards for SNFs and ICFs. However,
these changes did not succeed in ameliorating continuing widespread concerns
over the reliability and validity of the nursing home survey process, a
process that has undergone little substantive revision since its initiation.

The Search for a New Survey Process

Since 1977, both the newly formed Health Care Financing Administration (HCFA)
and some of the individual State agencies responsible for inspecting nursing
homes have been experimenting with different methods of assessing quality of
care through modifications to the survey process. The specific concerns about
the traditional survey that prompted the search for a modified long-term care
survey process Included:
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-- Undue emphasis on the structural and procedural characteristics of a
facility;

-- Failure to evaluate facility performance in terms of the actual
delivery of services and the measurable effects of care on patient
outcomes; and

-- Inconsistency in surveyor findings due to varying State methodologies
In conducting surveys as well as widely divergent individual surveyor
interpretation of program requirements.

HCFA and the States agreed on the need for a survey process that could more
directly relate certification decisions to the quality of care provided to
individual nursing home residents. Beginning with the Wisconsin demonstration
project in 1978, HCFA authorized a series of State demonstrations and
experiments incorporating various modifications to the traditional survey
process. Chapter Two of this report provides details on the objectives and
methodology of each State's process. One shared element of all the
demonstrations, however. was that the modified survey processes generally
focused on the review of resident care while decreasing emphasis on the review
of administrative policies and procedures. It has been demonstrated in many
instances that positive survey findings resulting from a structurally based
process are not always an accurate indicator of high quality care in a nursing
home. Conversely, negative findings from a structurally-based process do not
necessarily indicate that a nursing home is providing low quality care. This
lack of a direct relationship between structural capability and actual quality
of care tended to undermine the credibility of the total survey process.

By early 1983, preliminary results of the State demonstrations and experiments
were providing evidence of the availability of viable alternatives to the
traditional process. HCFA began development of a modified survey process that
synthesized the best components of the State approaches while maintaining
national applicability. The primary objectives In developing the new process
were twofold:

-- To increase reliability by providing a survey process and reporting
form that would ensure greater uniformity in terms of review
approach, documentation, and certification decisions; and

-- To Increase the validity of the survey process by emphasizing
surveyor review of outcomes and provision of care rather than paper
and structural review, thereby allowing more time for direct patient
observations and interviews.

The result of this effort was the Patient Care and Services (PaCS) survey
process, the direct forerunner of the process that is being implemented
nationally in 1986.

Consensus for Change

As HCFA was in the process of reevaluating the traditional survey and
certification system, other segments.of the long-term care community began to
play expanded role. Although there had long been a consensus among Congress,
Federal and State agencies, consumer organizations and the nursing home
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industry that changes were needed in the survey process. there was not always
agreement as to the nature of these changes. In May of 1982. for example.
HCFA issued a proposed set of changes to its regulations governing survey and
certification standards and procedures (42 CFR Part 405, Subpart S). These
regulations had been in effect since 1970 with no substantive changes since
1973. Proposed changes in the regulations included such controversial items
as reducing the required frequency of surveys and expanding the use of
national accreditation organizations for facility certification purposes.

Release of the so-called Subpart S proposals elicited a very strong and
largely negative response. Congress reacted by placing a six-month moratorium
on any changes to the current nursing home regulations beginning in November.
1982, and eventually extended until August. 1983. Then, in April, 1983, the
Nursing Home Standards Act of 1983 (P.L. 97-276) was Introduced in Congress.
The bill proposed to set up a National Commission on the Regulation of Nursing
Homes under the National Academy of Sciences. which would conduct a study of
the nursing home regulations and make recommendations for needed changes.
During the study period, the bill would have required that the moratorium
remain in effect on changes in the Subpart S regulations and the related
conditions of participation.

Although the bill was not passed. HCFA agreed to sponsor a comprehensive study
of the regulation of nursing homes by the Institute of Medicine (10M) of the
National Academy of Sciences. In conjunction with the IoM study, which was to
focus on 'basic Issues and long-term policy alternatives," HCFA also agreed to
consult with consumer advocacy groups, State survey agencies, and the nursing
home industry to Identify possible short-term measures to improve the nursing
home survey and certification process. From May through December of 1983.
HCFA organized a series of meetings with a workgroup composed of Federal,
State, consumer and Industry representatives in order to Identify areas of
consensus on such measures. These sessions came to be known as the Subpart S
meetings.

The possibility of a modified nursing home survey process was not part of the
original agenda for the Subpart S meetings but soon surfaced as an adjunct to
discussions on extended survey cycles. On June 14, 1983, the six States that
had implemented innovative survey approaches presented reports to the
workgroup on their progress and available findings. During subsequent
sessions, HCFA staff reported on its progress towards development of a new
national survey process.

The last formal meeting of the Subpart S workgroup took place on December 13,
1983. By this meeting, a consensus had been identified among the divergent
groups reconfirming the belief that the survey and certification process would
be substantially improved if it focused on the actual quality and provision of
resident care rather than on a facility's structural and procedural capability
to provide quality care. All parties agreed that the observation and
assessment of residents should be the primary basis for compliance decisions.
The participating organizations expressed their unanimous support for the
reforms embodied in the early version of the PaCS survey process and for the
eventual implementation of a resident-based, outcome-oriented survey process
on a national basis. Hith their support, HCFA began the extensive process of
testing and refining PaCS, which has culminated In a new national nursing home
survey process.
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CHAPTER TWO

STATE DEMONSTRATIONS AND EXPERIMENTS

Introduction

An integral aspect of our effort to develop an improved nursing home
survey process was the Federally-approved State testing of innovative
survey methodologies. Beginning with Wisconsin in 1978, six States
developed and implemented modified survey forms and review processes that
they felt could provide better measures of nursing home performance than
the traditional survey. The State approaches shared the common objective
of concentrating on the review of resident care and outcomes while
eliminating unnecessary paper review. When the actual care was deemed
satisfactory, most of the States considered it unnecessary to look in
detail at the structure underlying the care process.

The State survey projects took two different forms, demonstrations and
experiments. Alternative State-survey demonstrations often involved the
waiver of regulatory requirements and were authorized by HCFA's Office of
Research and Demonstrations (ORD) for Wisconsin, Massachusetts and New
York. The State experiments consisted of changes In the survey process
within current regulations and were approved by HCFA's Health Standards
and Quality Bureau (HSQB) for California, Washington and Iowa. Rhode
Island was also approved to develop an experimental survey approach,
which was eventually synthesized with the PaCS process prior to
Implementation by the State.

Most of the new survey approaches HCFA examined used forms with specific
performance indicators directed at the care actually provided by a
facility rather than the facility's capability to provide care. This
same approach has been Incorporated as the cornerstone of the new
national survey process. In developing the new survey form, HCFA staff
reviewed and categorized the patient care Indicators used by the
experimental States and then synthesized the appropiate indicators for
national application. The Individual State models governing the use of
these Indicators were also carefully reviewed prior to the Initial
development of a national model. Although the diversity of States in
terms of sophistication, resources, and survey structure precluded
adopting any of the experimental protocols on a national basis, selected
elements of the State models were built into the new national survey
process.

The rest of this section provides a brief overview of the objectives,
approach and results of each of the approved demonstrations and
experiments. Most of this information was drawn from the final
evaluation reports submitted to HCFA on each of the individual State
demonstrations and experiments. (Copies of these evaluations are
available under the Freedom of Information Act upon request to the U.S.
Department of Commerce, National Technical Information Service,
Springfield, Virginia 2Z161.)
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WIsconsin

Beginning In July 1978, and continuing until July 1982. ORD granted
Wisconsin a waiver to demonstrate new methods for conducting nursing home
surveys and IoC reviews. Under Wisconsin's Quality Assurance Project
(QAP), facilities with a history of good compliance were eligible to
receive screening surveys and IoC reviews of a sample of Medicaid
recipients rather than the traditional 100 percent resident review. The
primary objective of the demonstration was to increase the effectiveness
of the facility survey and the resident boC through the reallocation of
existing resources. Wisconsin anticipated that the screening and
sampling approach would allow surveyors to use their time more
effectively and ultimately result in improved quality of resident care in
nursing homes.

Process

Wisconsin has had an integrated survey and IoC review process since 1973.
and the QAP initiated changes in both processes, beginning with the use
of criteria to determine which facilities were eligible for a screening
survey and/or a sampling IoC. Surveyors could elect to screen an average
or better facility using 10 key quality criteria. The screening criteria
were identified by a panel of long-term care experts to focus more
directly on quality of care delivery and less on paperwork requirements.
In nursing homes with poor compliance records and In homes where
screening results suggested problems, surveyors would carry out either a
traditonal full survey of the entire 1,547 State and Federal regulations
or a partial survey pursuing specific problems identified by the screen.
Surveys were conducted in approximately 2 days by Wisconsin's traditional
four person tean including a nurse, sanitarian, social worker and
engineer, but QAP stressed a multi-disciplinary team approach, and the
sharing of findings; (Prior to QAP, surveyors in each discipline did not
routinely visit a facility at the same time.)

The resident assessment part of the QAP (IoC review) allowed surveyors to
conduct an intensive review of a resident sample (initially 10, later 20
percent) rather than the Federally-mandated review of all Medicaid
residents- again based on the facility's quality of care history. The
intensive review consisted of a resident interview and/or examination. a
record review, and staff interviews conducted by a team consisting of a
nurse, social worker and physician when needed. The underlying
assumption was that if a facility's system for providing adequate quality
of care was functioning for a sample of residents, it was functioning for
all residents. If the home failed the sample, the traditional 100
percent IoC review was triggered. QAP also stressed the explicit
integration of survey and IoC findings in determining what citations
should be issued.

Evaluation

Wisconsin Health Care Research, Inc. (WHCRI) conducted the formal
evaluation of the Wisconsin demonstration project. Based on an
experimental design which compared the QAP to Wisconsin's traditional
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methods, WHCRI found no evidence of either improvement or deterioration
in quality of care in nursing homes under QAP methods, as measured by the
number of cited deficiencies.. There were no significant differences in
terms of compliance with regulations, frequency of repeat problems and
overall Medicaid reimbursement to nursing homes. WHCRI found that QAP
surveyors could produce survey and IoC results using screening and
sampling techniques that were comparable to results of traditional
methods, with fewer total staff hours.

This time savings was consistent across nursing homes of all quality;
there was no increase in time reallocation to poor quality homes. The
evaluation did indicate that the QAP detected significantly more severe
deficiencies and that deficiencies were more resident centered, while the
old method tended to detect more deficiencies of documentation (54
percent of QAP deficiencies classified as resident centered, 32 percent
under traditional survey).

Not surprisingly, the results of this first demonstration were not
exactly what the State had anticipated. Although there was no evidence
of surveyor time reallocation, the results clearly indicated that the
potential existed for cost-effective changes in the traditional survey
system without loss of quality. In summarizing its findings, WHCRI cited
the long-term potential for increased quality: Had QAP carried out more
timely monitoring of nursing home performance from a statewide
perspective and provided needed feedback, upgrading of quality of care
might have occured more as proposed.' The evaluators also noted that the
latitude afforded surveyors in deciding whether an expanded survey or IoC
review was needed tended to work against consistency in the screening
process, and possibly cut down on the potential for time reallocation.

Massachusetts

The Massachusetts Department of Public Health conducted a formal
demonstration of its Survey by Exception (SBE) process from July 1980 to
September 1982. Massachusetts' modified process was-based on the-premise
that the intensity of regulatory effort in each facility should be geared
to the needs of that facility. The major objective of SBE was to reduce
surveyor time spent on routine activities in the higher quality
facilities in order to permit reallocation of surveyor time to the poorer
quality facities. It was anticipated that such a system would maintain a
constant quality of care In acceptable and outstanding facilities while
producing Improved quality in facilities with poor past performance
records.

Process

Under the SBE system, nursing homes were classified into three groups
based upon their performance histories. These classifications determined
which type of survey was to be performed. Facilities rated outstanding
received a screening survey consisting of an examination of ten broad
areas of patient care conducted by a single surveyor through a one day
"walk through' inspection. Facilities with acceptable records of past
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performance were surveyed with an abbreviated instrument consisting of 54
regulatory items from the traditional survey. These 54 items were
selected by Massachusetts as the most important regulatory requirements
and were by nature more focused and specific than the areas examined
under the screening survey. In all cases where a screening or
abbreviated survey was used, the surveyor could make an on-site decision
to increase the Intensity of the survey up to a full survey. All
facilities classified as poor performers received the full traditional
survey, consisting in Massachusetts of 627 items. One additional change
instituted under the SBE process was a reduction from two person survey
teams to a single registered nurse. No changes were implemented in the
State's IoC review system, which remained completely separate from the
survey process.

Evaluation

Mathematica Policy Research, Inc. (MPR) conducted the formal evaluation
of the Massachusetts demonstration project. The evaluation design
Included the use of control nursing homes in Massachusetts, permitting a
direct comparison of the Impact of the new and old survey methods during
the same time period. The major findings of the evaluation were as
follows:

1) Screening and abbreviated surveys took less time to complete than
traditional surveys, resulting in an overall decrease of 10.6
percent in average surveyor time per facility under the SBE
process. (Note that time allocation comparisons for both
Massachusetts and New York are based on time estimates constructed
from the survey records, which MPR determined were more reliable
than the States' time reporting systems.)

2) There was an increase in time spent in low quality homes (14.5
percent) and a substantial decrease in high quality homes (-31.9
percent), indicating that Massachusetts' new method did produce a
reallocation of surveyor resources toward low quality facilities.

3) Surveyors under the new method detected significantly less total
deficiencies, although this decrease was not reflected in the number
of formal citations, but only in recommendation-type (uncited)
deficiencies. The total number of deficiencies remained constant in
low quality homes.

4) MPR detected a highly significant increase in the average severity
of deficiencies detected under the new survey method, due to the
higher frequency of deficiencies In resident care and
environment/Infection control areas as opposed to administrative
deficiencies.

Although Mathematica supported the overall screening/sampling approach
implemented by Massachusetts, they cited a number of design weaknesses in
the State's process. Some of these weaknesses, such as the non-existent
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use of guidelines and the lack of linkage between the screening survey
and applicable State and Federal codes, were offset to a large degree by
the very high of caliber of nurse surveyors in Massachusetts. With less
experienced surveyors, MPR felt that the State's system may not have
functioned nearly as well. Mathematica also recommended a much larger
resident sample size for intensive review, stating that without an
integrated boC and survey process, the SBE screening instrument was
inadequate in terms of resident-specific Information due to its very
limited sample size of 2-3 residents. As a result, surveyors were
sometimes unwilling to approve a facility based solely on the screen and
tended to follow it with an abbreviated survey in order to satisfy their
own standards. In conjunction with Increasing the in-depth review sample
size, another recommendation was that Massachusetts augment its survey
teams by adding a second team member (usually a non-RN) in all but the
smallest homes. Finally, MPR recommended that the State integrate its
IoC and survey review processes.

New York

In September 1980, New York's Department of Health was approved to
conduct a demonstration involving modifications to both the survey and
Inspection of care processes until September 1983. The demonstration was
subsequently approved for continuation until implementation of the new
national survey process. As detailed in Chapter Nine, HCFA is now
considering a proposal to further extend New York's innovative IoC
process to explore how the State's IoC process, along with its
experimental reimbursement design, will interface with the new survey
process. Like in Wisconsin and Massachusetts, the primary goal of New
York's demonstration was to reallocate surveyor resources to marginal or
poor facilities and improve the quality of care in these facilities.
This involved the development of a streamlined IoC and survey process
that prioritized activities dealing most directly with the resident care
process while de-emphasizing areas of perceived paper compliance. New
York's demonstration project included a modified IoC process, integration
of IoC findings into the survey process, and a new survey process based
on screening concepts.

Process

The revised IoC process consisted of a two-stage review of eleven items
known as Sentinel Health Events (SHEs) Intended to focus directly on
patient care. Based on regulatory items, the SHEs were essentially
negative outcomes (such as cases of decubiti, indwelling catheters), the
presence of which were evaluated for each resident In a facility through
a structured protocol of resident observation and record review. During
Stage I, reviewers determined the incidence of SHEs among all residents
and then compared the level of Incidence for each SHE to a Statewide norm.

If the incidence level exceeded the norm, a Stage II review was
triggered, consisting of a structured review of each occurence of the SHE
to determine whether the facility employed the proper preventative and
therapeutic measures in its care process. As with the Stage I review,
findings were compared with statewide norms. and if the proportion of
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problems exceeded the norm, the facility failed that particular
protocol. If the facility failed Stage II either overall or for a
particular SHE, these findings influenced the scope of the survey, which
typically followed Immediately after the IoC review.

New York's new survey methodology utilized four sources of information to
determine compliance: State agency files on facility history, a Facility
Survey Report (FSR) form completed by each provider. IoC results, and an
abbreviated onsite inspection. The FSR covered organizational structure
requirements based almost entirely on documentation. The onsite survey
was a highly focused review encompassing 250 essential Federal and State
requirements (compared to 1250 items under the traditional survey).
Based on the findings of the abbreviated survey and the IoC review, the
survey team used set criteria to decide whether to conduct a more
intensive survey. An Intensive survey could consist of either a full
review of all the traditional survey items or a partial survey of the
traditional items In just those conditions or standards that were out of
compllance.

One final noteworthy change under New York's new system is that
deficiencies were cited only if standard or condition level requirements
were not met. As long as the associated standard was in compliance.
element level deficiencies were not cited as formal code violations but
noted as deficiencies In the survey team's informal recommendations. The
impact of this change would be evident in the evaluation results.

Evaluation

Like In Massachusetts, MPR conducted the formal evaluation of New York's
demonstration project. Since the State Implemented its new system on a
statewide basis in 1981, the evaluation design of necessity utilized a
before-after comparison technique. The primary conclusions of the
evaluation were as follows:

1. "Strong and consistent" evidence indicated a substantial reduction
in surveyor time under New York's new methodology, and most of this
reduction could be traced to survey, rather that IoC activities.

2. MPR found no evidence of any time reallocation from high to low
quality homes. However, a New York State study did evidence such
reallocation, and the issue has been further addressed during the
extension of the demonstration.

3. Under the new methodology, there was a large and significant
decrease in the average number of deficiencies cited and a slightly
smaller but still significant increase In the number of deficiencies
noted as recommendations. Further analysis showed that this net
decrease in deficiencies was confined almost entirely to high
quality homes though, and across all homes, surveyors using the new
method were more likely to cite conditions and standards as out of
compllance.
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4. The average severity of deficiency increased under the new method,
with a greater average severity for both recommendations and
citations. This increase in average severity was more than offset
by the decreases in total deficiencies detected, resulting in a
decline in the total severity per facility.

In its overall assessment of New York's new system, MPR stated that It
was very well designed but that there were some shortcomings in the
implementation of the process, particularly In the area of survey/ToC
linkage. They recommended complete Integration of survey and IoC
reviews, rather than just a required sharing of findings. MPR also
suggested that NY develop a way of ensuring the correction of element
level deficiencies that were being addressed only as informal
recommendations by survey teams.

As in each of the other demonstrations, the findings in New York solidly
supported the theory that a modified survey methodology could produce
overall time savings, although time reallocation to lower quality
facilities could not be consistently shown. MPR stated its belief that,
'Given the-overall reduction In time, the prospects for meaningful
reallocation exists under the new methods." Such time reallocations
should eventually result in quality improvements in the facilities that
need It most. Further, the evaluation concluded that New York's modified
survey process was an 'effective and efficient vehicle" that was "helping
reduce the paperwork load and encouraging closer examination of
resident-centered issues."

California

In an effort to increase the efficiency of its survey and certification
program, the California State survey agency submitted a proposal in 1981
to conduct an experimental survey methodology in the State's skilled
nursing facilities (SNFs). The intent of California's Abbreviated Survey
Process (ASP) was to reduce the time and costs Involved in surveying SNFs
while maintaining acceptable quality of care. California's basic premise
was that continued annual surveys were critical but that the intensity of
the survey should vary according to the performance of the facility. The
California experiment was approved by HSQ8 from 10/81 until 9/84.

Process

California's ASP consisted of three major elements:

- An abbreviated survey form composed of 152 of the 534 Federal
requirements, chosen for their direct relationship to resident
health and safety;

- A facility self-questionnaire, to be filled out by the
administrator and key staff, covering another 104
organizational-type items: and
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- A protocol detailing facility eligibility for the ASP as well
as critieria for when surveyors must revert to surveys of
greater intensity.

The ASP was designed to serve both as a time-saving device and a
screening mechanism to alert the survey team to serious problems. If no
problems were found using the abbreviated form, it was assumed that
deficiencies in unsurveyed requirements would have little impact on
resident welfare. Any finding that a standard was not met caused the
applicable Condition of Participation to be surveyed In its entirety. If
a surveyor determined non-compliance with a condition, the full
traditional survey was Instituted. The ASP was not designed for
application to all SNFs but only to those facilities with good compliance
histories.

Evaluation

Approval for the California experiment was granted contingent on the
development of an evaluation methodology by HCFA's Division of Health
Standards and Quality (DHSQ), Region IX. The Regional Office developed
the California Abbreviated Survey Evaluation System (CASES). a 12-month
review that was implemented from October 1981 to October 1982. The
CASES methodology was based mainly on the analysis of Federal monitoring
surveys of 75 percent of all California SNFs, as well as some
before-after ASP analysis of deficiency and time utilization data.

The major findings of CASES were as follows:

1) The ASP was used in 45 percent of all California SNFs with an
average of 36 percent time savings in surveying those facilities.

2) Abbreviated surveys produced a 16 percent savings in survey expenses.

3) Surveyors exhibited an apparent tendency to be "more lenient" in
identifying nursing and pharmaceutical deficiencies in facilities
receiving the ASP.

4) Statistical analysis indicated that eight survey items, primarily in
the areas of infection control and drug administration, needed to be
added to the ASP because of potential for impact on quality of
patient care. (These items were added to the ASP during the
experiment's extension period.)

Developed foremost as a cost-saving measure, California's ASP was limited
in the respect that It addressed no fundamental reforms but simply
experimented with a reduced number of items from the traditional survey
form. In that the ASP requirements were closely aligned with an early
set of HCFA 'key requirements', the experiment did serve to pinpoint
areas that needed to be. and have been, more fully addressed in the
modified national survey instrument. In addition, the California
experiment reinforced the overall belief that a cost-effective survey
process could be designed which could achieve continued quality assurance
by focusing on those items most directly related to patient care.
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Washington

In October 1981, Washington's Bureau of Nursing Home Affairs submitted a
proposal to conduct a modif1ed survey process (MSP), which was designed
to reduce overall surveying time, reallocate limited resources to poor
facilities and to focus on the actual provision of care rather than on a
facility's structural capacity for adequate care. Washington's
experiment was approved to continue until the initiation of the new
national survey process.

Process

The primary feature of the MSP was the abbreviated survey form which is
utilized in all long-term care facilities. This form retained all
regulatory requirements directly related to resident health and safety
while eliminating those identified as "paper compliance,' I.e., items
focusing on internal management practices and documentation. Washington
assumed that compliance with the targeted requirements would assure that
a facility met the standards concerning the structural framework of care
delivery. The State developed guidelines that, together with the
shortened form, attempted to define the specific intent of each
regulation in relation to the care needs of the residents. (As
originally conceived. the MSP also Included a system of extended survey
cycles based on specific criteria related to a facility's survey results
and compliance history. However, this system remained in effect for only
1 year after which Washington resumed annual surveys.) A final facet of
the MSP was a performance-based criteria set for determining whether
facilities needed onsite follow-up surveys. in contrast to the previous
system of 100 percent onsite follow-ups.

Evaluation

The Hesperides Group conducted the formal evaluation of Washington's MSP,
submitting its final report in March 1985. Earlier in the experiment,
DHSQ Region X had conducted its own evaluation of the MSP, but Washington
had objected to some of the findings based on perceived weaknesses in the
study design.

Consequently, both the State and the regional office were involved in
developing the design of the Hesperides evaluation, which examined the
comparability of the MSP with the traditional Federal survey process in
the areas of deficiency findings and resource utilization. The
evaluation consisted of dual surveys of 21 randomly selected State
nursing homes by four two-person surveyor teams. Each home received both
a traditional survey and the MSP within a 1-week period. The results of
the evaluation are summarized below:

1) The MSP was more likely to recertify a facility than was the
traditional process. However, this finding was clouded by the fact
that one of the traditional survey teams was especially prone to
citing conditions out of compliance, thus denying recertification.

- 16 -



754

2) Although the MSP cited more severe deficiencies. the traditional
process cited a greater number of deficiencies. Deficiency findings
were notably similar in such key areas as nursing and medical care
and patient safety.

3) The MSP moved less readily from marking out elements and standards
to marking out conditions, even when supporting deficiencies were
severe. In general, the total number of deficiencies, rather than
their severity, was a stronger influence on the surveyor's decision
to mark out both standards and conditions and on the overall
certification decision.

4) The MSP did not vary significantly from the traditional process in
terms of surveyor resource utilization. This finding was in
variance with the State's own prior data indicating a 4-5 hour time
saving per survey using the MSP. Interestingly, prior data also
showed that State surveyors during the study found twice as many
deficiencies as had been noted in the most recent past State survey,
possibly indicating greater thoroughness on the part of study
surveyors.

In summary, the results of the Hesperides Group evaluation were generally
in agreement with the previous Region X evaluation of the Washington
experiment, which indicated, based on limited evidence, that the MSP
produced fewer deficiency citations and more lenient certification
decisions than the traditional process. Neither evaluation was
particularly conclusive, and as Hesperides stated, '... these results
present a picture of two acceptable processes which are fairly comparable
in their outcomes although different in their interests." The evaluation
results did provide some insight into which areas of care delivery were
better reviewed by the traditional survey, and thus needed to be
carefully addressed In the national modified process.

Iowa

From January 1983 until the Implementation of the new national survey
process, the Iowa Department of Health was approved to conduct its
Outcome-Oriented Survey (OOS) process in Intermediate care facilities,
composing 90 percent of the State's nursing homes. The intent was to
shift the emphasis of the survey process as much as possible from
policies and procedures to measurable outcomes of services provided.

Process

The OOS was a screening device that led to indepth review where
necessary. A condensed version of Iowa's traditional form, the OOS form
contained only those requirements considered critical Indications of the
quality of health care provided to nursing home residents (about 150 of
the 700 traditional Items). Under the OOS system, a single surveyor
normally applied the screening instrument in each facility. One notable
element of the screening survey was the random selection of a 10 resident
sample for Intensive review, including private Interviews and a review of
medical records and care plans. Throughout the OOS form, a significant
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effort was made to utilize a concrete, quantitative measurement system,
replacing yes or no' answers with scale measures wherever possible.
This system was intended to lead surveyors through the decision-making
process and eventually to produce a numerical data base for facility
evaluation and problem identification.

After review of the GOS results, Iowa used thresholds for determining if
a more intensive survey was needed. Administrative staff determined
whether further review was necessary. and if so, either a partial or full
survey was performed by a nurse other than the one who completed the
OOS. Iowa estimated that partial and/or full surveys, based on its
traditional licensure survey, were triggered in about 10 percent of
facilities since January 1983.

Evaluation

Rehabilitation Care Consultants, Inc. (RCC) conducted the formal
evaluation of Iowa's OOS process. Major elements of the evaluation
design included:

1. A detailed comparison of a sample of Federal and OOS surveys to
determine the degree of agreement on the number and severity of
deficiencies found; and

2. Validation activities such as the performance by RCC of both Federal
and ODS surveys, as well as the application of an independent
quality assessment tool in a much smaller sample of nursing homes.

The primary conclusion of RCC's analysis was that Iowa's experimental
process identified fewer problems, and problems of less severity, than
did the traditional Federal survey. These findings held true even when
analysis was restricted to those areas covered by both survey Instruments.

RCC identified a number of problems in both the design and the
application of the OOS process that had implications for the national
implementation of a modified survey process. For example, RCC
reconmended that the practice of selecting a set number of residents at
random for Intensive review be changed to at least a partially targeted
sample with sample size proportional to resident population. In terms of
application, RCC noted that some Iowa surveyors failed to use the summary
section of the OOS form, and had a generally negative attitude toward the
new process based on their perception that the new tool severely
restricted professional judgment in reporting problems. Problems of this
nature highlighted the need for surveyor training and clear guidelines in
order to minimize surveyor misperceptions and achieve uniformity in the
national implementation process. Finally, RCC concluded, as did
Mathematica in its evaluation of the Massachusetts demonstration, that at
least two surveyors were needed on each inspection team.

Rhode Island

Rhode Island was the final State approved by HCFA to develop and conduct
an experimental survey approach. Originally approved as an experiment
from October 1983 until September 1986. Rhode Island's planned
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methodology stressed the elimination of paper review and the
intensified review of resident care, emphasizing the assessment of
resident outcomes. The State intended to capitalize on its Integrated
loC/survey review system by using the resident care assessments in the
IoC process for all resident care components of the survey process.

As Rhode Island began to develop a draft survey instrument and an
experimental application design, several factors came to light that
eventually resulted in the combination of the Rhode Island process with
the PaCS survey process. First, It was apparent that there were
significant similarities between the State's approach and the newly
developed PaCS process. In addition, demonstration results from the two
other States with integrated IoC/survey review systems, Wisconsin and New
York. were beginning to Indicate the efficacy of many of the same
concepts proposed for further testing in Rhode Island. Finally, HCFA
realized that its own modified survey process was close to being ready
for extensive testing- and that a "laboratory for rigorous testing would
be needed.

In May 1984, HCFA staff proposed to the Rhode Island Department of Health
that the State merge its developing methodology with the PaCS process and
serve as an evaluation site for the proposed national process. Such a
merger offered the following major advantages:

o Rhode Island had already been working in conjunction with Brown
University's Long-Term Care Gerontology Center on developing an
experimental design for a comprehensive project evaluation that was
readily adaptable for HCFA's purposes.

o The State's prior commitment to the concept of outcome-oriented
surveys ensured a high degree of acceptance of the new survey
process among surveyor staff.

Rhode Island agreed to HCFA's proposal and. during the summer of 1984.
staff from the State's Division of Facilities Regulation worked with HCFA
staff to incorporate selected procedural elements and resident evaluation
indicators from the State's proposed survey form into the PaCS form and
process. The merger was completed prior to the initiation of national
testing of the PaCS process in December 1984.
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CHAPTER THREE

PaCS: THE EARLY STAGES

Introduction

The new national long-term care survey process being implemented in 1986
is the product of an extended developmental effort. HCFA's continuing
objective has been to provide a better link between facility surveys and
care review through a revision of the traditional survey forms and
process.

In 1982. HCFA staff evaluated numerous survey and IoC approaches and
instruments in an effort to Identify and categorize specific performance
Indicators directed at the care actually provided by the facilities.
They also reviewed the various models governing the use of these
indicators. The review encompassed a wide range of programs including
the formal State demonstrations and experiments, other States Integrated
IoC/survey procedures, former Professional Standards Review Organizations
review systems, industry quality assurance tools, and unrealized past
Federal approaches such as the Patient Care Management System and the
Patient Appraisal and Care Evaluation instruments. Drawing on each of
these sources, HCFA staff completed development of the original version
of the PaCS survey instrument In September 1983. Although the subsequent
testing and refinement process have resulted In numerous revisions to the
PaCS form and procedures, the new long-term care survey process maintains
the essential features of PaCS. The new approach continues to emphasize
review of the provision of resident care and services through an
integrated system of resident observation, interviews and record reviews.

The First PaCS Trial

The original PaCS instrument was used for the first time on
October 15-18, 1983. Central office surveyors conducted a pretest of the
tool in three Maryland nursing homes to see if it was a viable review
mechanism. The surveyors recommended several changes in the length and
formatting of the survey form but agreed that further testing was
merited. After instituting the recommended revisions, HCFA unveiled the
PaCS instrument to the groups involved in the Subpart S meetings in
November 1983, and with their support, prepared for its first formal
field testing.

Pilot Test 1

Following 2 days of surveyor training in December 1983, PaCS was field
tested in three regions between 12/16/83 and 1/20/84. The test involved
the performance of parallel PaCS and traditional surveys In four
facilities in each region, encompassing a cross-section of compliance
histories. For comparability purposes, both sets of surveys were limited
to 2 days and restricted to the same resident record sample. The study
was intended to provide an indication of the effectiveness of PaCS in
terms of quality, cost, and administration, as well as to identify areas
of the tool in need of refinement.
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Findings of the pilot test supported the continued refinement of the new
survey process. PaCS and traditional surveyors tended to identify the
same general problem areas (e.g., restorative care, nursing services) but
differed in the specific provisions cited. PaCS surveyors more
frequently noted direct care problems (e.g., aseptic techniques.
ambulation), while traditional surveyors more often identified
organizational or structural problems (e.g., nursing policies,
maintenance of equipment). A comparison of findings did reveal a
weakness In the PaCS process in the area of infection control and
sanitation. Problems in those areas usually turned up through the
inspection of equipment, storage areas, kitchens, etc., which was not
originally included In the PaCS review.

Early Indications were that the PaCS survey could be completed in an
hour's less time than the traditional survey, despite the greater amount
of time spent on the facility tour and resident focused review under
PaCS. Surveyors and facility staff expressed a generally favorable
reaction to the new system, particularly its emphasis on care review as
opposed to paper compliance. Residents liked the idea of being more
involved in the survey process although it was suggested that the length
of the resident interviews needed to be reduced. Other recommendations
produced by the first PaCS pilot testing included:

o Refine the PaCS forms to make them more concise and easier to follow
through by Individual resident.

o Provide more space for surveyor notes and commentary.

o Supplement the PaCS survey with a conventional review of infection
control and sanitation.

o Emphasize interviewing and observational skills In the PaCS survey
or training program.

Despite the small size of the sample, HCFA was encouraged by the result
of the pilot test and continued its efforts on a number of fronts to
achieve eventual national implementation of a modified long-term care
survey process. Program staff began working with the Office of
Management and Budget (OMB) to obtain forms clearance to implement
large-scale national testing of the PaCS process. At the same time, they
continued refining the format and content of the survey Instrument based
on results of the initial testing as well as subsequent comments from the
American Health Care Association (AHCA), the National Council of Health
Centers (NCHC), and the American Association of Homes for the Aging
(AAHA). The State of Rhode Island, which had been in the process of
developing its own resident-centered survey methodology, also took part
in the refinement effort, agreeing to participate in an Intensive
evaluation of the national model instrument rather than continuing to
develop its own tool. A second small scale pilot test of the PaCS
process was scheduled in order to gain some experience with the refined
instrument. HCFA than contracted with Rehabilitation Care Consultants,
Inc., (RCC) to obtain an independent, professional assessment of the tool
through a review of its components, observation of the pilot surveys and
utilization of the tool by RCC staff.
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Pilot Test 2

The PaCS model was field tested for a second time In Kentucky, Illinois
and Pennsylvania from July 16 to August 8. 1984. Once again, Federal
surveyors performed parallel PaCS traditional surveys under controlled
conditions to ensure comparability. The nine participating facilities
were volunteers from the AAHA, AHCA and NCHC.

Results of the second pilot test were similar to the earlier findings in
that the new survey process detected more resident care problems but was
judged In need of further format changes to enhance ease of use. The one
PaCS surveyor who had also taken part In the previous pilot test
consistently identified a greater number of overall deficiencies than the
traditional surveyor (particularly In such resident-related areas as
activities, social services, physician services, nutrition). indicating
the possibility of a 2-3 survey learning curve for effective use of the
new process. Although the second pilot test did not detect any time
savings under the PaCS methodology, there was a clear redistribution of
survey time to resident-oriented activities such as observation,
interview and record review. (Note that the infection control and
sanitation areas were more fully covered in this version of the tool,
probably accounting for the lack of any time savings.) Surveyors made
the following specific recommendations for improving the process:

o Reduce the length of the resident observation/interview form, if
possible using a checklist format.

o Develop a better vehicle for summarizing findings.

o Provide procedural guidelines applicable to each portion of the
survey form.

Overall reaction from surveyors, facilities and residents continued to be
favorable.

RCC's independent assessment of the new survey method was based on a
detailed review of each of the components of the PaCS form and
guidelines, observation of the Instrument in use by a Federal surveyor,
and RCC's own utilization of the PaCS forms. Citing the soundness of the
PaCS concept, RCC stressed the need for a thorough and consistent
training program to educate State surveyors in both the philosophy and
implementation procedures of an outcome-oriented process. Other major
recommendations stemming from RCC's descriptive analysis included:

o Decrease the cumbersome nature of the working instrument by
separating all background and guideline type information.

o Add a one-page facility tour worksheet to the working instrument.

o Develop separate and expanded procedural guidelines applicable to
each portion of the form, emphasizing the guidelines for the general
facility tour.
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o Expand the eating assistance observation section to include
crossmatching of diet cards and physician's order with actual meals
served for a sample of residents.

o Include interviews with facility staff in the survey process.

o Emphasize importance of surveyor judgment in selection of a targeted
resident sample for indepth review.

RCC also made several recommendations related to the PaCS care
guidelines, such as additional or amended care Indicators addressing
catheters, colostomies, decubiti and others. All of the above major
recommendations and many of the more specific suggestions were eventually
incorporated into the new long-term care survey process.

Prearation for National Testing

Following the two encouraging pilot tests, HCFA staff began to prepare in
earnest for large-scale national testing of the PaCS process, pending
departmental clearance of the survey forms. After making further
refinements to PaCS based on surveyor and RCC recommendations from the
second pilot test, they submitted the modified forms to OMB and requested
approval to have States conduct PaCS surveys in nursing homes with
particularly good compliance histories. Approval was requested to have
the majority of States perform PaCS surveys in from 3-20 facilities,
depending on the total number of facilities in the State, and to have
surveyors complete a questionnaire regarding their impressions of the
PaCS forms and process. HCFA also requested permission to conduct a
formal test of the PaCS process in Rhode Island, Tennessee and
Connecticut. involving an extended group of facilities in each of these
States.

During the latter part of 1984, as the PaCS forms made their way through
the departmental clearance process, HCFA began to train surveyors in
using the PaCS process. Surveyors from Rhode Island, Tennessee and
Connecticut received training in October. During November and December
1984, HCFA staff conducted a series of training workshops to Instruct
surveyor representatives from all regional offices and States in using
PaCS. Despite some opposition from surveyors who felt that the PaCS form
was too long and cumbersome, there was strong overall support for the
concept of resident-oriented surveys focusing on care delivery and
outcomes rather than process. The training staff also encountered
significant surveyor misunderstanding as to the intent of the PaCS
process, especially the perception that PaCS was a shortened survey
process that omitted regulatory requirements and resulted In less
paperwork for the surveyor. When it was emphasized that the form was
being implemented on a trial basis and that further revisions to both the
form and the process would be made based on test results and surveyor
suggestions, they expressed a general willingness to cooperate.

The Executive Office of Management and Budget granted approval for States
to begin using the PaCS forms and questionnaires in January 1985. Brown
University has conducted the formal evaluation of the PaCS process in the
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three demonstration States of Rhode Island, Tennessee and Connecticut,
where surveyors conducted PaCS surveys throughout 1985. Both RCC and the
HCFA regional offices have conducted evaluations of the limited national
testing, which took place in the other 47 States between February 1 and
June 30, 1985. Ensuing sections of this report discuss the objectives.
design and results of this two-track evaluation effort.

- 25 -



763

CHAPTER FOUR

THREE-STATE FORMAL TESTING OF THE NEW SURVEY PROCESS

Introduction

Brown University's Long Term Care Gerontology Center has conducted the formal
evaluation of the new long-term care survey methodology. The Brown evaluation
was based on the result of extensive testing of the PaCS process during late
1984 and 1985 in the States of Rhode Island, Tennessee and Connecticut. It
focused on the reliability and validity of the new survey process and also
examined such Important sub-issues as resource utilization and surveyor and
facility acceptance. Presented below is a report on the design and objectives
of the study, as well as a discussion of Brown's preliminary findings based on
the partial data now available. Complete results of the evaluation will be
available by June 1986.

Demonstration States

Rhode Island, Tennessee and Connecticut comprised the formal laboratory for
testing the new survey process prior to its national Implementation. The
selection of these demonstration States was based both on their willingness to
participate in the evaluation and on the diversity that the States had to
offer in terms of facility type, team size and composition, and review
approach. Their continuing cooperation in the timely performance of scheduled
surveys as well as the allotment of valuable staff time to participate in the
PaCS implementation workgroup was invaluable to the refinement of the new
survey methodology.

Rhode Island was the first State selected for formal testing of the modified
survey process. As noted earlier -Rhode-Island had developed Its-own
outcome-oriented survey process in consultation with Brown University. Late
In 1983, Rhode Island applied to HCFA to conduct a State experiment. In view
of the progress that had been made towards implementation of a new national
survey protocol, HCFA decided not to initiate another experiment, but to
attempt to enlist the State's cooperation in refining and testing the PaCS
process. Rhode Island was agreeable to this suggestion, and its staff
collaborated with Federal staff to incorporate elements of the Rhode Island
process into PaCS. In addition to improving the Federal survey design, the
collaboration with Rhode Island also offered the advantage of Brown
University's evaluation methodology, which had been specifically developed for
the State's outcome-oriented process. This evaluation protocol was expanded
to encompass the other two demonstration States.

The second State selected for participation in the formal PaCS testing was
Tennessee. Like Rhode Island, Tennessee had submitted in May 1984 a proposal
for an integrated survey and inspection of care review experiment. HCFA again
responded that the time table for implementing a revised national survey model
did not permit further experimentation by individual States, and instead,
obtained the State's consent to take part in testing the national model.
Although both Rhode Island and Tennessee had integrated survey and IOC
reviews, Tennessee employed a less intensive boC procedure based on the 100
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percent review of selected key indicators (as opposed to Rhode Island's 100
percent In-depth review). Tennessee also offered an opportunity to test the
national model with very large survey teams (at least eight members) In an
environment of predominantly Intermediate care facilities, in contrast to
Rhode Island's 4-5 member teams surveying a mixture of SNFs and ICFs.

Connecticut was the final State that agreed to participate in the PaCS
demonstration. In contrast to Rhode Island and Tennessee, Connecticut
maintained a non-integrated system of surveys and IoC reviews. Nearly all of
the State's nursing homes were dually certified (as SNFs and ICFs) and survey
team size and composition depended on individual home characteristics such as
size and deficiency history. Connecticut's basic PaCS survey team was
composed of two nurses, as opposed to the larger, multi-disciplined teams
prevalent in Rhode Island and Tennessee.

Evaluation Issues

Brown's evaluation of the new survey methodology Included four major areas of
investigation: deficiency detection, impact on resident outcomes, consistency
of problem identification and deficiency citation, and a comparison of
surveyor costs. The evaluators also collected and analyzed information on the
perceptions of nursing home administrators and staff and all involved
surveyors regarding the PaCS process through detailed questionnaires to each
group. Other issues explored by the evaluation include: the effectiveness of
the PaCS sampling process and selection criteria, effectiveness of triggers.
assessment of process problems using PaCS. ability of surveyors to accurately
calculate ADL (Activities of Daily Living) scores, the appropriate future use
of ADL score changes, and the relative effectiveness of PaCS in SNFs versus
ICFs and "poor" facilities versus "good" facilities.

Evaluation DesiLn

Each of the three involved States had a distinct experimental design. These
designs were tailored by Brown to meet the variability of processes In each
State while at the same time addressing the long list of research issues in
which HCFA was Interested.

The most sophisticated research design was implemented in Rhode Island. where
nursing homes were randomly assigned into an experimental group and a control
group. Double surveys were administered in the 60 experimental homes, with
the traditional team preceding the PaCS team In homes surveyed prior to April
1 and the order reversed in homes surveyed after that date. Only the PaCS
survey team provided the experimental group homes with exit interviews and
official deficiency findings. In the control group, consisting of
approximately 45 homes, only the traditional survey was administered. This
design permited a comparison of PaCS versus traditional findings in the
experimental homes as well as a comparison of traditional survey results in
the control versus experimental homes, thus assessing the possible impact of
experimental conditions on the traditional survey outcomes. Since the Rhode
Island sample contained a good mix of SNF and ICF homes, Brown was able to
compare the ability of the PaCS process to evaluate quality in two different
settings within one State. Rhode Island's 100 percent intensive boC review
also provided the longitudinal resident level data (such as ADL scores) needed
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for a study of the impact of the new survey process on resident outcomes.
Finally. Rhode Island surveyors Initiated the use of onsite portable computers
to collect resident-specific data from the in-depth sample, an Innovation with
significant future implications.

The evaluation design in Connecticut also called for surveyors to conduct both
traditional and PaCS surveys, this time in 45 nursing homes with the exit
interview and deficiency findings given by the traditional team. The 45-home
sample was then stratified Into three 15-home groups reflecting the perceived
quality of the homes based on an analysis of deficiency data from previous
years. Through this stratification, Brown could provide some insight into the
effectiveness of the PaCS process in nursing homes of different quality.

In Tennessee, the new survey process was administered in all three regions in
the State, encompassing about 90 nursing homes. Since a double survey design
comparing traditional and PaCS results was not feasible, analysis of the new
survey's impact on deficiency findings had to be based on comparison with
prior year deficiency data. In one region In Tennessee, however, surveyors
conducted follow-up PaCS surveys in 30 homes immediately following the initial
PaCS survey. This design was intended to permit assessment of inter-rater
reliability In terms of problem and deficiency determination using the new
methodology. Brown also analyzed PaCS deficiency findings from both Tennessee
and Connecticut to examine the efficacy of the 10 percent resident sample for
intensive review and the related selection criteria.

Evaluation Results

Although the final evaluation report is not scheduled for submission until
June 1986, Brown provided HCFA with a series of interim reports presenting its
preliminary findings. These 'results" should be approached with the
understanding that they are based on partial data and cannot be statistically
verified until final data is available. Some of the proposed research issues,
such as the impact of PaCS on resident outcomes, could not be addressed with
the available data. The questions that were analyzed using the preliminary
data Include:

o What Is the impact of PaCS on the number, types, and severity of
deficiencies?

- How effective is the triggering approach?

- To what extent is PaCS appropriate for both SNFs and ICFs, and to
what extent does it work in different quality homes?

o To what extent are surveyors consistently deciding when a problem is a
deficiency?

o To what extent does PaCS compare with the traditional survey in terms of
resource use?

o To what extent is the PaCS methodology consistent across survey teams?

o How accurate are PaCS surveyors In monitoring ADL scores?
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o What are the impressions of nursing home administrators and nursing
directors regarding the PaCS process?

o What are the impressions of surveyors regarding the PaCS process?

A discussion of the preliminary findings in each of these areas follows.

Impact of PaCS on Deficiencies

The primary measure of nursing home quality of care provided by the survey
process is the deficiency. In addition to tabulating total deficiencies from
each survey, Brown developed three-tier classification systems to examine the
type and severity of each deficiency.

As displayed in Table 1, Brown found that PaCS survey teams cited considerably
more deficiencies in Tennessee, somewhat more deficiencies in Rhode Island,
and considerably fewer deficiencies in Connecticut than did teams using the
traditional survey. A breakdown of the total deficiencies into discrete
categories revealed that the substantially lower deficiency total in
Connecticut could be attributed mainly to a large reduction In the average
number of documentation deficiencies. Moreover, the PaCS team in Connecticut
still found more patient care deficiencies, and a much higher proportion of
patient care deficiencies, than did surveyors in the other two demonstration
States. In all three States, the PaCS teams found a higher proportion of
patient care deficiencies. Another significant finding was that the PaCS
survey was equally or more effective than the traditional process In detecting
evironmental deficiencies, with evidence of more environmental deficiencies in
Rhode Island and Tennessee, and a higher proportion of such deficiencies in
Connecticut. (This finding is notable in that the physical environment review
portion of the new survey process had been strengthened on the recommendation
of surveyors who took part in the PaCS pilot testing.)

TABLE 1
Deficiencies by Type, Survey Type, and State

Connecticut

PaCS

Patient Care 2.93
(45.85)'

Documentation 2.33
(36.46)

Environment 1.13
(17.68)

Total 6.67

Percentages are of the
Environment, not Total.

Traditional

4.00
(21.89)

12.47
(68.25)

1 .80
(9.85)

19.40

summation of

Rhode Island Tennessee

PaCS Traditional PaCS Traditional

1.57 0.88 2.43 1.16
(25.24) (17.81) (21.02) (15.83)

3.65 3.78 7.11 4.44
(58.68) (76.52) (61.51) (60.57)

1.00 0.28 2.02 1.73
(16.08) (5.67) (17.47) (23.60)

7.71 6.19 13.46 8.05

Patient Care, Documentation, and
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(Note: Patient Care, Documentation, and Environment categories Include only

tags that are unique in substance to avoid double counting. No conditions are

included. but some standards are included. Many standards duplicate substance

of elements. Total deficiencies Include all tags cited. Therefore, total

deficiencies is larger than the sum of the categories by the number of

conditions and the number of non-unique" standards.)

In terms of severity. Brown found that few condition level deficiencies were

cited using either survey method. In both Rhode Island and Tennessee. the

PaCS teams cited more standards and critical deficiencies than did the

traditional teams while the reverse was true in Connecticut (see Table 2).

Condition level deficiencies are generally the most severe while standard

level deficiencies are serious but not enough to warrant facility closure.

Critical deficiencies combine standards with elements to represent problems

that are judged important to ensuring the health and safety of residents.

Brown indicated that the most clearcut finding in this area was that the PaCS

process was citing significantly more severe deficiencies in Tennessee.

TABLE 2

Severity of Deficiencies by Survey Type and State

Connecticut* Rhode Island* Tennessee

Severity Measures PaCS Traditional PaCS Traditional PaCS Traditional

Conditions -- 0.07 -- 0.05 0.04 0.44

Standards 0.20 0.93 2.05 0.86 4.38 2.62

Criticals 0.13 0.40 0.71 0.24 2.00 0.76

* Average per home.

Triggering

As Implemented in the 1985 testing, the PaCS process Included a triggering

mechanism to prompt the review of certain policy and procedure items when a

deficiency is cited in a related patient care area. In the traditional process,

these items were always reviewed directly. As would be expected, Brown found

that the triggering process resulted In fewer deficiency citations for these

items, providing for the reduction in documentation-type deficiencies found with

PaCS. The triggering mechanism was deleted from the new national survey

methodology based on the lack of any conclusive supportive evidence from Brown

or from RCC's process-oriented evaluation, as well as overwhelmingly negative

feedback on triggering's utility from PaCS surveyors. The new methodology still

permits surveyors to verify compliance with requirements not included in the

PaCS process. at their discretion.

PaCS in Different Quality Facilities

Brown's evaluation of the PaCS survey results in nursing homes of different

quality, which was drawn solely from Connecticut facilities, indicated slightly

fewer deficiencies using PaCS in the "good' quality group and considerably fewer
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deficiencies in the "average and poor groups. These differences were
attributed almost totally to differences in the number of documentation
deficiencies. Brown noted that the reduced reporting of documentation problems
under the PaCS system has apparently changed the State's perceptions of the
quality of many of its nursing homes.

PaCS in SNFs and ICFs

The final element of Brown's analysis of deficiency findings concerned the
ability of the PaCS process to evaluate care in SNFs as opposed to ICFs. Based
on a sample of 20 Rhode Island homes. Brown found that the new process had much
more impact in the intermediate care setting. In ICFs, the PaCS team found 6.75
deficiencies per home, compared with 2.38 per home found under the traditional
process. In SNFs, there was a less pronounced difference, with the PaCS team
identifying 6.50 deficiencies per home, while the traditional team found 5.67
per home. The final evaluation report will present further analysis in this
area.

Consistency of Deficiency Citations

Under the new survey methodology, surveyors complete an observation/interview
record review form (OIRR) for each resident who is included in the intensive
review sample. The OIRR form is a checklist for recording negative findings
directly associated with patient care. As Brown's preliminary report pointed
out, the PaCS recording process provides substantial insight into criteria used
in the decision-making process for determining deficiencies, thus making
feasible an analysis of the consistency of support for deficiency citations.
This is in contrast to the traditional survey where there was no formal problem
identification and surveyors rely on informal notes to document deficiencies.

Brown performed a detailed analysis of the OIRR form from each PaCS survey to
ascertain whether a relationship existed between the number of "negative
findings" and the number of patient care deficiencies cited. Table 3
summarizes Brown's preliminary findings, presenting a State-by-State breakdown
of the median total negative findings and the number of negative findings per
observed resident for homes with differing numbers of patient care deficiency
citations. Listed below each State is the number of facilities on which the
data is based.
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TABLE 3
Patient Care Deficiencies versus Negative Findings

Patient Care Median # of Median Negative
Deficiencies Total Negative Findings per

Findings Resident
Connecticut 0- 1 85.0 7.1

(N-S) 2 - 3 72.0 7.1
4- 5 82.0 7.5

Tennessee 0 58.0 3.8
(N-46) 1 61.5 5.1

2- 3 61.0 4.2
4- 1 73.0 6.9
6+ 130.0 8.4

Rhode Island 0 325.0 11.4
(N=18) 1 759.0 11.1

2- 3 761.0 11.4
4. 797.5 11.7

Keeping in mind that surveyors in Rhode Island conducted intensive review on a
much larger but somewhat less disabled sample, there was still a large
cross-state variation in the number of negative findings per resident. The
average number of negative findings per resident ranged from 6.0 in Tennessee th
7.6 in Connecticut to 11.5 in Rhode Island. Brown noted that only In Tennessee
did a demonstrably positive relationship exist between the number of negative
findings per resident and the number of patient care deficiencies, (ranging from
3.8 in homes without deficiencies to 8.4 In homes with six or more
deficiencies), although in all three States the highest number of average
negative findings correlated with the homes with the greatest number of patient
care deficiencies. Brown also Indicated that there was generally a positive
relationship between the total number of negative findings and the number of
deficiencies, with the most pronounced relationship again being found In
Tennessee (ranging from 58 such findings in homes without deficiencies upward to
82 problems in homes with six or more deficiencies sited). The results from
Tennessee were particularly encouraging because the majority of all homes
included in this sample came from that State (46 of 79 homes, 58 percent). HCFA
will continue to evaluate the consistency of the relationship between negative
findings and cited deficiencies as surveyors gain more experience with the new
survey methodology, since there was some evidence of inconsistent use of the
OIRR form during the testing period. Unlike its predecessor, the new survey
process has the potential to produce numerical norms and standards for
determining when patient care problems warrant deficiency citations, once it has
been in use long enough to establish base-line data.

Resource Utilization

Brown's resource use analysis was based on time distribution information
submitted by Individual team members in the experimental States. Since there
were differences among the survey/IoC review approaches of the three States (see
the Evaluation Design section), Brown's analysis concentrated on intra State
comparisons. The evaluation structure permitted a direct comparison of
traditional and PaCS survey time only in Connecticut and Rhode Island; no
traditional surveys were done in Tennessee. Brown found that the PaCS team in
Connecticut spent considerably less person-hours per home than the traditional
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team members (an average of 20.9 person hours per PaCS survey versus 33.3
person hours per traditional survey), but more time In all areas of resident
review--e.g., increased nurse review time per resident, increased overall
average time spent in sample resident record review, interview and
observation. Specifically, PaCS surveyors spent 65.9 percent of their total
time in intensive resident review compared to 26.6 percent for the traditional
surveyors. including a reported 21.0 percent interviewing time under PaCS
versus 6.8 percent during the traditional survey.

In Rhode Island. Brown reported that the PaCS teams spent more person-hours
per home than the traditional team (55.0 hours versus 46.8 hours), with very
similar distributions of time for both of surveys. For example, the
proportion of total Interviewing and direct observation time was 29.1 per cent
with PaCS and 27.8 with the traditional survey. Average surveyor record
review time was somewhat higher using PaCS. Indicating that surveyors may have
been experiencing problems coordinating the PaCS record review process with
their IoC review responsibilities. The greater average time spent in patient
Interviewing and observation in Rhode Island could be attributed to the
inclusion of the IoC sample with the survey.

Although a time comparison of PaCS and the traditional survey was not possible
in Tennessee, Brown reported that the amount and distribution of record
review. interview and observation was similar to that of Connecticut.
Tennessee's nine-member teams spent an average of 58.6 person hours per
facility, with 19.7 percent of that time reportedly spent in interviewing
residents.

Overall, the preliminary resource utilization findings reflected the new
methodology's potential for redirecting and eventually saving surveyor time
while maintaining or increasing the efficacy of the survey. The time
distribution results In Connecticut were particularly notable since, as a
State without an Integrated survey/IoC process, Connecticut most typified the
review structure in the majority of the non-experimental States. Although
data on total survey time may be influenced by the varying team sizes across
States and survey types, increases in the Rroportion of direct resident review
time would be a significant step forward. The procedural guidelines for the
new survey methodology contain recommendations to reduce the variability In
survey team size in order to increase the uniformity and efficiency of the new
survey process. HCFA also anticipates that once surveyors have more
experience with the PaCS methodology and forms, there may be consistent time
savings associated with the new process.

Inter-rater Reliabilitv

The double PaCS survey format in Tennessee was designed to test the
consistency of PaCS findings across survey teams. Since the double survey
results were available from only three of thirty scheduled facilities, Brown's
preliminary report contained no conclusive findings on inter-rater reliability
using PaCS. Early results unexpectedly showed that In each case, the second
survey team to enter the home found more deficiencies that did the first.
prompting some concern about experimental design features (e.g., which team
should give the exit interview?). Brown's final report will not only examine
the consistency in the number and type of deficiencies but also explore
whether the variability Is in the detection of problems or in the
determination of what problems are severe enough to warrant a deficiency.
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ADL Scores

Nursing homes in Rhode Island have begun to perform functional assessment on
residents using the Katz ADL scale, a measure developed by Dr. Sidney Katz to
ququantify a resident's ability to perform basic activities such as bathing.
dressing, tolleting, etc. This Information, which is of great potential use for
case mix reimbursement systems, has been verified and collected on a sample
basis in the State by nurse interviewers from Brown with extensive training and
experience In this area. As part of the Rhode Island experiment, surveyors were
instructed to calculate an ADL score on the PaCS form for each sample resident
based on medical record information concerning functional levels at admission.
Brown then matched these scores with the verified ADL assessments collected by
the trained interviewers to determine the accuracy of the scores calculated by
the surveyors. This comparison revealed only a 35.7 percent level of matching
scores and a considerable number of large discrepancies between the surveyor
scores and the nurse Interviewer scores.

Surveyors were also instructed to assess the accuracy of the latest ADL score in
the record after completing their observation and Interview of each sample
resident. Brown's final report will include a comparison of these current (as
opposed to admission-based) ADL scores. However, the preliminary data clearly
Indicated that surveyors requird more extensive training on determining ADL
scores than the two sessions provided the Rhode Island surveyors in order to
accurately determine ADL scores. For the present time, the new national survey
process does not require surveyors to score residents in ADLs. HCFA will
reevaluate the feasibility of requiring surveyors to do ADL scoring after
surveyors have been trained in and gain experience with the more fundamental
elements of the new survey methodology.

Impressions of Nursing Home Administrators

Brown's preliminary report presented the results of 52 approximately one-hour
interviews with nursing home administrators who had experienced the PaCS survey
process. The Directors of Nursing Services (DNS) were also present at most of
the interviews. Although these interviews provided admittedly subjective
Information, a surprising majority of the administrator/DNS group shared
opinions on many aspects of the process.

The administrator/DNS group reported diverse levels of knowledge about the PaCS
process both before and during the demonstration project, but previous knowledge
levels or attitudes had no measurable affect on their opinions about the new
methodology. Overall, they supported the concept of a more resident-oriented.
less paper-oriented survey process. They reported similar relative burdens for
both survey processes in such areas as surveyor time in the facility, disruption
to staff and residents and preparation time. The majority of respondents (57.7
percent) agreed that new survey process focused on more valuable information
than the traditional survey while only two administrators (3.8 percent) felt
that it focused on less valuable information. Two-thirds of the
administrator/DNS group, reported that the PaCS process provided a better
assessment of the quality of
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nursing home care. Thus after experiencing a PaCS survey, the group supported
not only the concept of a resident-oriented survey but also the ability of the
new survey process to successfully embody this concept, with over 80 percent
stating that they would prefer a PaCS survey to the traditional process.

Impresslons of Surveyors

Brown conducted interviews with a sample of 34 surveyors who had participated in
the PaCS demonstration to determine their impressions of the new methodology.
The interviews focused on their perceptions of the efficiency and effectiveness
of each form involved in the PaCS process, along with some general questions
concerning the overall process. As with the administrator/DNS group, the
majority of surveyors appeared to concur on many aspects of the process.

One area of the PaCS process that generated nearly unanimous support was the
drug pass form. Nearly 90 percent of the surveyors felt that this was a
positive addition to the survey methodology with the remaining respondents
unsure. The accompanying pharmacy record review summary also received solid
support with about 50 percent of surveyors citing It as a positive addition
while only one surveyor saw this review as a negative addition. On the other
hand, demonstration State surveyors were consistently opposed to other elements
of the experimental process, particularly the PaCS tally sheet and triggering
mechanism. Fully 75 percent of the respondents favored elimination of the tally
sheet, over 50 percent opted to eliminate triggering and 87 percent reported
either that they never used the triggers or that the triggers were not helpful
in providing guidance for additional review. These findings, in conjunction
with similar feedback from other surveyors experienced with PaCS, contributed
heavily to HCFA's decision not to include the tally sheet and the formal
triggering mechanism in the new long-term care survey process.

A large majority of surveyors (75 percent) supported the elimination of required
review of policies and procedures, with nearly two-thirds of the surveyors
interviewed agreeing that such review was usually unnecessary to determine the
quality of patient care. Notwithstanding general concurrence that a
resident-oriented survey could best help to ensure quality care, the surveyors
made clear that a more standardized information collection process could succeed
only If it were 'workable" In the facility. This attitude was exemplified by
surveyor reaction to the OIRR form. Surveyors recognized the value of the
Information collected by the in-depth review process, despite the additional
time demands involved, but they were not satisfied with the design and length of
the OIRR form. Thus while no surveyor indicated that the OIRR should be
implemented as is, nearly two-thirds suggested that the form should be revised
and implemented, compared to only about 20 percent who favored elimination of
the form. HCFA staff worked extensively with the PaCS surveyor workgroup to
refine both the OIRR form and the summary form to ensure that the new forms
facilitated a resident-oriented approach without resulting in an excessive
paperwork burden for surveyors.

Some resistance to changes in the nursing home inspection process was to be
expected among experienced surveyors, especially in view of the extremely
flexible approach to assessment engendered by the traditional survey process.
Surveyor concerns were intensified by the widespread belief among surveyors (84
percent) that they did not receive adequate training prior to the implementation
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of the experimental process. Still. almost 40 percent of the interview group

felt that the new process collected more valuable information than 
did the

traditional survey. with a similar proportion responding that the two processes

yielded information of equal value. HCFA believes that the combination of

refinements in the survey process together with a well-developed, standardized

surveyor training program will produce increasing levels of surveyor acceptance.
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CHAPTER FIVE

NATIONAL TESTING OF THE NEW SURVEY PROCESS

Introduction

The second facet of HCFA's two-track evaluation effort involved the
limited national implementation of the PaCS process in the 47
non-demonstration States. Between February I and June 30. 1985. State
surveyors conducted over 350 surveys in nursing homes with good
compliance histories. Rehabilitation Care Consultants analyzed the
survey results and surveyor questionnaires from this part of the PaCS
testing. Each HCFA regional office also monitored the implementation of
the new process through the performance of a limited number of PaCS and
traditional surveys in each State. This nationwide testing served both
to foster surveyor and facility familiarity with the new
resident-oriented process as well as to provide HCFA with broad-based
feedback on the specific strengths and problems of PaCS. Presented below
is a discussion of the evaluation design, results and recommendations
from the RCC and regional office studies.

RCC Study: Evaluation Desiqn

RCC's evaluation of the PaCS process was by design a primarily
descriptive analysis since, unlike in the three demonstration States, the
national group of nursing homes surveyed did not represent a
scientifically selected sample. RCC focused on how well surveyors were
implementing the formative PaCS process and made recommendations
regarding elements of the PaCS survey forms and procedures that needed
clarification or modification. Following completion of its evaluation of
the PaCS process, RCC was further charged with developing draft
procedural guidelines and training materials for the conduct of PaCS
surveys, based upon the conclusions reached from its review.

RCC's analysis was based on the following specific sources of Information:

o Observational Surveys--RCC observed a total of nine State survey
teams conducting the PaCS process in the States of Colorado,
Massachusetts, Missouri, Illinois and Wisconsin. This review
focused on the relative effectiveness of specific elements of the
process (e.g., the forms and guidelines, the mechanisms for
detecting and documenting findings and then linking them to
deficiency citations, the appropriateness of the sampling
methodology, etc.).

o Surveyor Questionnaires--RCC reviewed and summarized the results of
approximately 100 PaCS surveyor questionnaires representing 44
States in order to ascertain the level of surveyor acceptance and to
identify problematic areas of the PaCS survey methodology.

o Survey Report Forms--RCC reviewed all completed PaCS survey report
forms, focusing on basically the same sort of issues as did the
observational surveys. This portion of the study also required RCC
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to select stratified samples of up to 30 facilities each in order to
assess the PaCS process with respect to variations in team size, team
composition, facility size and facility type.

In addition, RCC kept abreast of Brown's findings in the three formal
evaluation States and reviewed the evaluation reports from all previous
survey demonstrations and experiments in formulating its findings.

RCC Study: Results

Results of RCC's nine observational surveys combined with its analysis of
surveyor questionnaires to yield similar suggestions as to the main areas
that needed to be addressed prior to full national implementation of the
new survey process. These areas included:

- Simplifying the forms to make them easier to use:

- Developing more specific procedural guidelines instructing surveyors
in how to apply the new inspection methodology; and

- Most importantly, greatly emphasizing the quality and amount of
surveyor training in the new process.

As detailed later in this report, HCFA has responded to each of these
issues through the use of a surveyor workgroup to refine the PaCS forms
and streamline the format, the development of strengthened procedural
guidelines and the introduction of a structured surveyor training
program, respectively.

On the whole, surveyors Indicated that they liked the PaCS concept but
were not comfortable with the forms. Approximately half of the surveyors
questioned reported that the PaCS process was more effective than the
traditional survey (51 percent), identified problems that may have gone
undetected (54 percent), and enabled them to spend more time observing
care provision and talking to residents (46 percent). (The remaining
surveyors either responded negatively or felt that PaCS had no Impact
either way.) However, fully 71 percent of the respondents indicated that
they had difficulty understanding or appying portions of the PaCS survey,
particularly the tally sheet, IORR form, ADL checklist, and the summary
form. Reports of problems In these areas were corroborated not only by
RCC's findings from its observational surveys, but also by Brown's
findings in the three-State formal evaluation. Finally, a large majority
of the surveyors (76 percent) believed that they had not received
adequate training prior to PaCS implementation.

RCC's review of the completed PaCS survey reports also offered insights
into several specific process-related issues, as well as assessing the
possible Impact of variations in team size and composition and facility
size and type on the utility of the PaCS process. It concluded that the
PaCS forms, if used correctly, fostered a logical decision-making process
with appropriate documentation to support deficiency citations. This was
in contrast to the traditional survey which was considered not to allow a
logic trend to be followed In any retrospective type of review. However,
RCC found that surveyors were not generally using the process correctly,
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particularly the tally sheet and the triggering mechanism. Noting that
the triggering mechanism was not producing anticipated results, RCC
indicated that the process warranted further study prior to national
implementation. It again stressed the need for more extensive surveyor
training and pinpointed the correct usage of forms, the formulation of
deficiency statements and the selection of a representative cross-section
of residents for in-depth reviews as areas on which surveyor training
needed to focus.

The limited examination of the impact of size and composition and
facility size and type on the PaCS process produced few firm findings.
For example, RCC identified few differences in how surveyors applied the
new process or the results they obtained in facilities of varying total
resident populations or certification status. As represented in Table l
below, RCC did find that many more deficiencies were cited in SNFs and in
dually certified facilities than in ICFs.

Table I
Deficiencies by Certification Status

Sample Sizes
ICF 16
SNF 30
ICF/SNF 29

ICF SNF ICF/SNF

Number of Total Deficiencies for
All Surveys in Sample 80 365 278

Average Number of Deficiencies
Per Survey 5.0 12.2 9.6

Number of Deficiencies Oriented
to Structure/Paper 55 235 169

Average Number Per Survey 3.4 7.8 5.8

Number of Deficiencies Resident
Centered/Quality of Life 24 100 78

Average Number Per Survey 1.5 3.3 2.7

Number of Deficiencies Directly
Threatening 1 36 31

Average Number Per Survey 0.06 1.2 1.1

However, the same trend towards the identification of a greater number of
deficiencies holds true for the entire nursing home universe, based on
the results of the most recent annual survey for all homes as of January
1986:

ICF SNF ICF/SNF

Average Number of Deficiencies
Per Survey 7.8 14.8 14.5
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(Note that the RCC data encompassed less than 100 facilities selected
based on their good compliance histories while the national data was
derived from surveys on almost 9.000 SNFs and 71000 ICFs of all quality
types.)

In terms of survey team composition. RCC's findings were also generally
Inconclusive, although It did recommend the use of multi-disciplinary
teams including at least one RN. The area of team composition was
thought to warrant further study. Another issue recommended for further
study was that of the effect of various team sizes on the survey
process. However, as exhibited in Tables 2 and 3 below, RCC's data
Indicated that teams comprising two to four surveyors tended to cite more
and better-documented deficiencies than did smaller or larger teams.

Table 2
Deficiencies by Team Size

Sample Sizes
I Surveyor 30
2 Surveyors 29
3-4 Surveyors 27
5 or More

Surveyors 30
1 2

Surveyor Surveyors
3-4 5-more

Surveyors Surveyors

Number of Total
Deficiencies for All
Surveys in Sample

Average Number of
Deficiencies Per Survey

Number of Deficiencies
Oriented to Structure/Paper

Average Number Per Survey

Number of Deficiencies
Resident Centered/Quality
of Life

Average Number Per Survey

Number of Deficiencies
Directly Threatening

Average Number Per Survey

183 282 334 237

6.1 9.7 12.0

132

4.4

15

0.5

34

1.1

147

5.1

75

2.6

57

2.0

221

7.9

104

3.7

9

0.3

7.9

128

4.3

112

3.7

4

0.1
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Table 3
Deflency Documentation by Team Size

Sample Sizes
I Surveyor 30
2 Surveyors 30
3-4 Surveyors 29
5 or More

Surveyors 30
l2 3-4 5-more

re or Surveyors Surveyors Surveyors
Notes Adequate to Support
Deficiencies Cited:

Yes, 12/28* 21/30 19/29 13/30
43X 70X 667 43%

No: 16/28* 9/30 7/29 17/30
577 30X 34X 577

Two surveyors had no deficiencies cited.

Based on this data and other information culled from review of the State

modified survey projects, the procedural guidelines for the new survey

process recommend two to four surveyors as the optimum team size.

RCC Study: Further Recommendations

RCC's overall findings were highly supportive of the core PaCS process,

including the execution of an in-depth facility tour, the use of targeted

sampling, the intensive review of that sample including observation,

interview and record review, increased emphasis on dining and eating

assistance issues, the drug pass observation, and the logical

incorporation of survey findings into deficiency citations via the PaCS

summary form. HCFA has addressed many of RCC's recommendations (e.g.,

forms simplication, increased emphasis on training) in preparation for

implementing the new survey process. However, both RCC and HCFA share

the belief that the new survey process Is still a formative one. and one

that needs to continue to evolve if it Is to fully achieve Its

objectives. As RCC stated. "Concepts central to PaCS ... are the way of

the future and HCFA should continue its ongoing efforts to refine and

reshape the process." It offered the following recommendations for

future modifications to the survey and certification process and areas In

need of further study:

o Utilize the concept of screening surveys that can trigger a more

intensive survey If results warrant.

o Conduct further studies on the issues of team size and composition.

o Improve the interface of the survey system with enforcement

procedures.

o Refrain from implementing any form of pre-survey questionnaire since

such a vehicle would eliminate any unpredictability from the timing

of the survey process.
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o Continue to seek and utilize surveyor Input into the survey
modification process.

o Consider developing regulations related to care outcomes.

o Pursue the integration of IoC and survey review throughout the
country.

A number of these issues are discussed in Chapter Nine of this report.
which deals with HCFA's short- and long-term objectives involving the new
survey process.

HCFA Regional Study: Evaluation Design

A much more limited evaluation of the national testing of the PaCS
process was carried out by the Division of Health Standards and Quality
of HCFA's ten regional offices. From March to July 1985. each region was
to conduct at least four monitoring surveys per State to evaluate the
Implementation of the PaCS process and the utilization of the PaCS
forms. The bulk of these surveys were strictly observational, with the
Federal surveyors accompanying their State counterparts. In addition,
regional staff also conducted a smaller number of comparative Federal
monitoring surveys, using both the traditional and the PaCS processes to
resurvey the same facilities subjected to PaCS surveys by the States
within a 4-week period. This allowed surveyors to simultaneously gain
experience with the new survey process and to informally evaluate
consistency between the State PaCS survey findings and the findings of
PaCS and traditional monitoring surveys.

HCFA Regional Study: Results

The regional findings provided further evidence that surveyors were
uncomfortable with the PaCS forms and generally found them cumbersome to
use. This was particularly true of the OIRR form and the tally sheet.
Surveyor concern over the adequacy of the training program was also
reiterated. They specifically cited the need for expanded procedural
guidelines in order to clarify perceived problem areas such as the
triggering procedures and the decision as to what constitutes a
deficiency. On the positive side, regional surveyors were enthusiastic
about the drug pass and the fact that the PaCS process focused on
resident care and outcomes. They agreed that the resident-centered
approach allowed the surveyor to comprehensively follow a specific
resident and to observe the total care pattern, thereby promoting the
identification of systemic resident care problems.

Table 4 and S below present summarized comparisons of State and Federal
findings from 44 surveys. Table 4 contains the results of State and
Federal PaCS surveys in 22 facilities. Table 5 compares the findings
from State PaCS surveys with traditional Federal surveys In another group
of 22 facilities.
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Patient Rights
Physicians Services
Nursing Services
Dietetic Services
Pharmacy
Patient Activities
Infection Control
Social Services
Rehab. Services

Total Patient Care I

Physical Environment
Other

Table 4
Deficiency Totals: PaCS vs. PaCS

States
PaCS Survey PaC

18
10
79
39
9
13
33
4

-0

Deficiencies 205

49
24

Total Deficiencies 278

.of Patient Care Deficiencies 73.71

- - - - - - - - - - - - - - - - - - - - -

Federal
:S Survey

16
24
76
41
10
17
18
3
4

209

36
22

267

78.2.
- - - - - - - - - - - - - - - - -

Patient Rights
Physicians Services
Nursing Services
Dietetic Services
Pharmacy
Patient Activities
Infection Control
Social Services
Rehab. Services

Table 5
ficiency Totals: PaCS

States
PaCS Survev

PaCS
Tags

19
23
84
29
5
9
16
7
5

vs. Traditional

Federal
Traditional Survey

PaCS Structural RO
Tags Tags Total

7 56 63
28 22 50
58 88 146
10 54 64
3 34 37
14 8 22
0 29 29

13 0 13
2 1 3

Total Patient Care
Deficiencies:

Physical Environment
Other

Total Deficiencies:

% of Patient Care
Deficiencies

197

35
28

260

75.8.

135 292 427

39
108

574

74.4Z
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Analysis of Table 4 reveals that the total number of patient care
deficiencies was very similar in State and Federal PaCS surveys. Both
sets of surveyors identified more than 50 percent of all deficiencies in
the areas of nursing services and dietetic services. Table S's
comparison of the State PaCS surveys with the traditional Federal surveys
indicated that the regional surveyors were citing considerably more
overall deficiencies. However, more than two-thirds of the deficiencies
cited under the traditional method can be classified as structural items,
with the State surveyors actually identifying a greater number of direct
care deficiencies than the Federal surveyors and a comparable number of
physical environment deficiencies. These results were not based on a
scientifically selected sample, and no severity analysis is available for
this survey comparison. Further analysis did reveal that In no case did
the States and regions disagree in terms of citing a regulatory condition
of participation as out of compliance.
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CHAPTER SIX

THE NEW LONG-TERM CARE SURVEY PROCESS

Introduction

Beginning in the Spring of 1986, HCFA will mandate the use of a new
methodology for surveying nursing homes that is intended to focus the
inspection process more directly on the actual care provided to residents.
The new onsite process and survey reporting forms are designed to incorporate
preferred components of the modified survey approaches tested in various
States since 1978. as well as adopting portions of other approaches that
stress the delivery and outcomes of resident care. As this report has
detailed, the new survey process has been subjected to an extensive testing,
evaluation and refinement effort since its introduction in December 1983.
This section of the report explains how the new survey process will work and
highlights several of its most innovative features.

Overview: Smith v. Heckler Case

The primary purpose of the new long-term care survey process is to better
assess whether high quality care is actually being furnished to Federal
beneficiaries in the nation's nursing homes. Although the onsite inspection
methodology has been modified considerably, nursing homes are still required
to be in continuous compliance with all current regulations in order to be
certified. The regulations setting forth the quality assurance requirements
for SNFs (42 CFR Part 405, Subpart K) and ICFs (42 CFR Part 442, Subpart F)
have not been changed. The only regulatory changes involved in implementing
the new process are minor modifications to two sections of the regulatory code
dealing with certification procedures (42 CFR 405.1906 and 42 CFR 442.30).
The effect of the changes is to explicitly require State survey agencies to
use the survey methods, procedures and forms prescribed by HCFA In its current
general instructions.

The impetus for introducing the new survey process via a regulatory change was
a court order from the United States District Court in Colorado stemming from
The Estate of Smith v. Heckler case. This order was the result of a suit
filed in 1975 on behalf of residents in a Colorado nursing home in which
plaintiffs claimed that HHS had failed to carry out Its duty to ensure that
Medicaid patients in nursing homes were actually receiving high quality care.
After extended judicial proceedings, HHS eventually responded that it had
developed a revised surveyjsystem that would enable HHS to better determine
the actual quality of care provided. The court then ordered the Department to
develop and publish a Notice of Proposed Rulemaking (NPRM) regarding the new
survey process. In response to the court order, HHS published an NPRM
(Federal Register. Vol. 50, No. 211, October 31, 1985, pg. 45584) describing
its intent to implement a new outcome-oriented survey process in 1986 and
setting forth regulatory language mandating State use of HCFA's survey forms
and procedures. As in the past, the forms and procedures themselves were not
set forth in regulations. However, copies of the new forms, methodology and
guidelines were made available to all interested parties during .the NPRM
process. In November 1985, plaintiffs in the Smith v. Heckler case requested
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that the court enjoin the rulemaking process, instruct HHS to publish another
NPRM containing all new survey forms, methods and procedures, and extend the
period for public comment on this information until at least 60 days after the
publication of the Institute of Medicine's study on the survey process. On
December 27, the court announced its decision not to interfere with the
rulemaking process and denied the plaintiff's motion to enjoin.

This effectively cleared the way for HCFA to implement the new survey process
as planned in the Spring of 1986. following publication of the final rule.
Under the new methodology, a complete long-term care facility survey
essentially will consist of three components--a review of administrative and
procedural requirements (Part A), a review of requirements directly impacting
resident care (Part B). and the traditional review of Life Safety Code
requirements. Parts A and 3 are embodied in the new two-part survey forms,
HCFA-525 and HCFA-519, which replace the HCFA-1569 and HCFA-3070 forms in both
ShFs and ICFs.

Part A of the New Survey Process

Part A of the new survey process consists of a review of the organizational
and procedural requirements specified under all current Conditions of
Participation. The Part A form includes requirements for both SNFs and ICFs
in the following areas:

o written administrative and resident care policies
o bylaws and other organizational documentation
o written agreements with outside resources/consultants
o committee meeting and reporting requirements
o staff qualifications and written development programs
o other written programs, plans or systems (e.g. equipment

maintenance, disaster preparedness)

Unlike the traditional survey forms, Part A does not provide a verbatim
presentation of each regulatory condition, standard and element. Instead, it
sometimes restates the essential nature of each administrative and procedural
requirement and references the appropriate regulatory citation for SNFS and/or
ICFs as applicable.

Use of Part A

Surveyors will conduct an onsite evaluation of the Part A requirements only
for initial surveys. Facilities not meeting these requirements will not be
certified for participation. Part A will not be applied for resurveys of
participating LTC facilities. At the time of resurvey, a facility would be
required to attest in writing that there have been no administrative or
procedural changes that would affect Part A compliance and that it agrees to
notify the State agency immediately of any changes in its organization or
management which may raise questions regarding continuing compliance. The
State agency will then determine, through a Part B survey, whether such
changes have had an adverse effect on the qualify of resident care. If the
quality of care has been adversely affected, the State agency may verify
compliance with the requirements contained in Part A.

- 48 -



786

Part B of the New Survey Process

Part B of the new survey is the refined version of the resident-oriented

process that has been known heretofore as PaCS. All SNFs and ICFs will

receive a Part B survey on an annual basis. The Part B process and forms

concentrate on the areas of the traditional survey that are directly related

to resident care (nursing services. physician services, dietary services,

resident activities, etc.). The new approach stresses resident outcomes and

the actual provision of care and services. Surveyors will cite deficiencies
directly from the review of resident care and treatment rather than from a

review of policies and procedures.

The Part B survey is designed to provide a more valid and reliable assessment

of the quality of care furnished by a nursing home. By bringing surveyors

face to face with a representative sample of residents, it enables surveyors

to more accurately identify resident needs and problems and, subsequently, to

determine how well care is being provided to meet those needs. In addition,

by requiring surveyors to follow specific procedures and to perform resident

review using a specified checklist, Part B promotes greater consistency in

methodology and findings than has been achieved under the traditional

process. Consider the following examples:

o In the traditional process, surveyors could evaluate a facility's

policies and procedures to ascertain that grooming and personal hygiene

rules were designed to satisfy resident needs. Under the new process.

surveyors must determine whether these needs are actually satisfied.

This requires the surveyor to observe residents and to note that they are

in fact clean and well groomed. Information provided by the residents

can also be used to determine whether such needs are regularly met.

o In the traditional process, surveyors could review a sample of medical
records to determine if restorative nursing procedures were performed

daily and recorded. The new process requires surveyors to speak with
residents about the frequency of the care and treatments received, in

addition to observing and documenting the frequency of care for

comparison with the medical record.

o In the traditional process, surveyors could review a facility's policies
and procedures to ensure that there was a written disaster preparedness

plan. Under the new process, surveyors are instructed to question

facility staff regarding their awareness of such a plan and their

individual responsibilities towards the residents.

As can be seen in the examples above, the new survey process embodies many of

the preferred techniques now used by surveyors in conducting the traditional

process. Under the new process, however, all surveyors will be expected to

employ such techniques. In addition, a major innovation of the Part B survey
is the requirement that surveyors complete worksheets evaluating a sample of
residents in the areas of general care, nutrition and medication
administration. An evaluation of these areas, along with an in-depth tour of
the facility that also includes a structured worksheet, form the four major
activities of the new survey process.
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Entrance Conference

As always, before proceeding with the care review aspects of the survey.
surveyors hold an entrance conference to introduce themselves to facility
staff and explain the basic steps of the survey process. Other activities
that surveyors take care of at the entrance conference include:

- Requesting that the facility complete the Resident Census portion of the
HCFA-519 as soon as possible so that the information can be used In the
subsequent survey process:

- Asking the facility to post a notice that the surveyors are In the
facility and available to meet with residents; and

- Making arrangements to meet with representatives of the facility's
resident council. if applicable.

Resident-Centered In-depth Tour

Following the entrance conference, the first major component of a
Part B survey is an in-depth facility tour designed to assess the general
state of the facility and Its residents and to identify potential problems.
Part B procedural guidelines stress that the tour should focus on the
resident's needs and whether or not those needs are being met. The tour
should accomplish three specific purposes:

o First, the tour is used to scan each resident in terms of individual
needs. This will require the surveyor to spend approximately 3 hours in
the tour activity for every 100 residents. The scanning process
evaluates care for numerous items Including grooming and hygiene,
positioning, Interaction with staff, restraints, and respect for
residents, rights. The surveyor notes resident-specific problems as well
as patterns of care that demand further investigation.

o Second, the tour is used to identify residents for in-depth reviews.
Generally, residents selected for in-depth review should be
representative of the facility population, exhibit a variety of care
needs -'and include those exhibiting potentially poor outcomes. The
sample should consist of heavy care and light care residents. Both of
these groups should include residents who are alert, confused and those
unable to communicate. Procedural guidelines instruct surveyors to
utilize the resident census data provided by the facility to assist in
choosing a representative resident sample.

o Finally, the tour is used to evaluate the physical environment of the
facility. Each resident's room is evaluated in addition to common
resident areas. Issues of health and safety, infection control and
personal expression are evaluated. Additionally, other structural
concerns such as staff awareness of disaster procedures are covered.

In addition to scanning individual residents, the tour should also focus on
assessing the residents as a group in order to detect overall patterns and
trends of care. Pertinent findings about care patterns and resident
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condition, along with resident identification information, should be noted by
the surveyor on the Tour Notes Worksheet (Exhibit I). This information
assists the surveyor in selecting a resident sample and in focusing attention
on possible problem areas.

Observation/Interview/Record Review of Sample Residents

After selecting residents for in-depth review, surveyors evaluate the physical
condition of each sample resident according to a prescribed observable
criteria set (see Exhibit 2, OIRR Worksheet). The purpose of the In-depth
review of a sample of residents is to determine if the facility is
consistently meeting the needs of residents. While making these observations,
surveyors conduct brief interviews with the resident and/or staff in order to
gain additional information about the resident's condition and facility care
patterns. Interviews should last approximately 15 minutes depending on the
needs and wishes of the resident. Surveyors also note the behavior and level
of awareness of confused residents and those unable to communicate In order to
reconcile resident needs with the plan of care In the record. Documentation
of resident interview data Is in accordance with the surveyor's need to
specifically recall information for survey findings. Staff interviews should
focus on methods and frequency of care provision and other pertinent issues
related to the care of each sampled resident. The surveyor should note
whether applicable care processes or Interventions (e.g., decubitus care) are
being appropriately provided. Suggested interview questions as well as
definitions of appropriate care and interventions are provided in guidelines.

Following the observation/interview, surveyors review the medical record of
each sample resident. Surveyors may choose to perform an expanded record
review to verify suspected problem patterns of care. Each record should
demonstrate that the facility has adequately assessed all the resident's
problems and needs, developed a plan of care, provided care accordingly, and
evaluated the effectiveness of care.

After each in-depth resident review, the surveyor should summarize the
findings on the OIRR worksheet, highlighting problematic areas. The summary
process ensures that all essential information Is readily available to be
transferred to the survey report form and cues the surveyor to be alert for
similar types of problems in other residents. Once all OIRR worksheets are
completed, the surveyor reviews the summarized findings for evidence of poor
care patterns and transfers the appropriate Information to the survey report
form.

Drug Pass Observation

The new survey process incorporates a major advance in the technique used by
surveyors to evaluate a facility's medication administration practices.
Rather than depending on a review of nursing notes or medication
administration records to detect drug administration errors, the new "drug
pass' methodology requires surveyors to observe the actual provision of drugs
to residents. As part of the drug pass observation, surveyors note the drugs
as they are poured for each resident, observe the actual administration of
each drug and then check drug orders to determine whether the pour and the
administration are done as prescribed. This methodology ensures that survey
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findings on medication administration are definitive and cannot be dismissed
as documentation errors. Surveyors are instructed to conduct a drug pass
observation on approximately 20 randomly selected residents per facility and
to record individual findings on the Drug Pass 14orksheet (see Exhibit 3). Any
patterns or problems discerned from worksheet results are transferred to the
survey report form under the appropriate rule.

Dining and Eating Assistance Observation

The fourth major component of the new survey process is the focused evaluation
of meals, dining areas and eating assistance. Mealtimes offer surveyors a
concentrated opportunity to observe how well a facility meets a primary need
of a significant number of residents. Since not all residents eat in the
dining room though, a surveyor should also devote attention to the provision
of meals in other locations such as resident rooms. By observing how
residents are being fed, how much help they need and receive, and how much
food they eat, in conjunction with determining if meals agree with diet
orders, a surveyor determines whether the facility is actually providing
proper nourishment. The dining observation also provides information on a
wide variety of nondietary issues such as staff interaction with residents,
promptness and appropriateness of assistance, availability and use of adaptive
equipment, appropriateness of dress and hygiene for meals, etc.

Surveyors use the Dining Assistance Worksheet (Exhibit 4) to record
observations in this area, and two meals are generally observed. At each
meal, surveyors are instructed to select a minimum of five residents for a
comparison of meals served with the diet card and physician orders. A
facility is also evaluated for how well It assesses, plans and provides for
the nutritional and eating assistance needs of residents during the surveyor's
indepth review of the ten percent resident sample. Findings from both the
dining assistance worksheet and the In-depth resident review can contribute to
appropriate areas of the survey report form.

Conclusion of a Part B Survey

Once the four major tasks of the Part B process have been completed, a survey
team should identify patterns and areas where a facility appears to have
difficulty in addressing problems and providing care. Surveyors must then
formulate deficiency statements based on the severity and/or frequency of
identified care problems. Although deficiency statements continue to depend
to a large extent on subjective professional judgment, the new process ensures
that each deficiency stems from resident-specific examples that are indicative
of a breakdown in a facility's care delivery system. At the traditional exit
conference concluding a Part B survey, a survey team should be able to provide
specific examples of how a facility's deficiencies are impacting upon the
quality of life for its residents.

Problem Correction and FollowUo

Under the new survey process, surveyors are charged with the identification of
care problems, rather than the responsibility for ascertaining the reasons for
these problems (e.g., Inadequate policies and procedures or inefficient
organizational structure). A facility Is expected to review its own care
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delivery system to locate root causes for poor resident care. Following such
review, a facility will be required to submit a plan of correction that
identifies necessary changes to assure deficiency correction. A plan of
correction should address the system level problems that may have resulted in
a resident-specific problem or negative care outcome. Plans of correction
specific to residents identified as examples of improper or Inadequate care
are not acceptable.

Follow-up surveys also differ from those conducted under the traditional
process. Surveyors re-evaluate specific care provided to residents which was
Identified as deficient. If care problems continue to exist. the surveyor
must assume that the facility's appraisal of its service delivery breakdown or
the implementation of its plan for correction was Insufficient. At this
point, further action on the certification status of facilities which remain
non-compliant will follow traditional procedures.

Life Safety Code Survey

As in the past, the Life Safety Code portion of the survey is performed on an
onsite basis In every facility. Implementation of the new survey process will
not affect the nature or requirements of a Life Safety Code survey. The Life
Safety Code surveyor will continue to apply the particular edition of the code
applicable to each facility, either in conjunction with or separate from the
revised activities of other surveyors.
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CHAPTER SEVEN

CONSUMER, INDUSTRY, AND STATE INVOLVEMENT

Introductlon

Arguably the single most important ingredient in achieving the
implementation of the new long-term care survey process has been the
continuing cooperation among all of the primary parties in the nursing
home regulatory system. As discussed in the background section of this
report, HCFA laid the groundwork for a revised survey during the 1983
task force sessions of Federal, State, industry and consumer
representatives to Identify areas of consensus for changes in the survey
and certification process and regulations (Subpart S). One issue on
which all the groups could agree was the inherent shortcomings of the
traditional survey process and the need to develop and test Improved
survey procedures and forms. Throughout the PaCS developmental and
testing process, HCFA has maintained ongoing contact with representatives
of the consumer advocates, the nursing home industry and the State survey
agencies in order to obtain their Input and support In our efforts to
refine the new long-term care survey. Each of these groups was
represented at the Initial surveyor training sessions on the new
methodology, and HCFA hopes to continue drawing on their expertise and
resources as the new survey process evolves.

Consumer Advocate Role

The National Citizens' Coalition for Nursing Home Reform (NCCNHR), the
National Council for Senior Citizens (NCSC), and the American Association
of Retired Persons (AARP) all took part in the Subpart S workgroup
sessions of 1983. Since that time, HCFA has kept these organizations
apprised of progress towards a revised survey process and has worked
particularly closely with NCCNHR on some of the specific details of the
new methodology.

NCCNHR Is designed to coordinate the activities of nearly 200 consumer
advocacy groups including a national network of State and local long-term
care ombudsman programs. The Coalition works to ensure that nursing home
residents receive quality care and are represented in the regulatory
process. During the Subpart S workgroup sessions, one of NCCNHR's
primary concerns was that the proposed changes in the long-term care
survey procedures did not take into consideration the information and
personal experiences available from nursing home residents. In an effort
to facilitate increased resident participation in the survey process,
HCFA agreed to provide partial funding for a project to collect and
analyze information from residents across the country about the quality
of care and life in nursing homes. This project, which was funded
primarily by the AARP, culminated in a National Symposium on Quality Care
in February 1985.

The symposium provided a forum to present the composite findings of
NCCNHR's resident discussions. Although public policy was the least
discussed issue among residents, they felt strongly that they should have
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direct input into the nursing home inspection process; HCFA and the
other parties involved in the regulatory system have come to recognize
the fundamental fairness of this assertion, and mandatory resident
Interviews are an integral element of the new survey methodology.

In addition to propounding the need for resident participation in the
survey process, the NCCNHR project also provided HCFA with guidance as to
the type of questions that surveyors should ask residents about the
delivery of care and services and suggested techniques to be used in
questioning the resident population. Much of this information was
incorporated into the procedural guidelines developed for use with the
new survey process.

Since NCCNHR issued the final report on its residents perspective
project in April 1985, HCFA staff have continued to meet regularly with
Coalition representatives (e.g.. on May 16, August 15, September 6,
October 10) to discuss the many issues involved In the refinement and
implementation of the new long-term care survey process. Other consumer
organizations, particularly the National Senior Citizen's Law Center and
the aforementioned NCSC have also played a role In these discussions.
The September 6, 1985 panel session on the proposed survey process, which
took place in the larger context of NCCNHR's ninth annual meeting.
provided a good example of the cooperation that has characterized the
PaCS developmental process. This meeting brought together
representatives from the consumer advocacy groups, the nursing home
industry and the State agencies to be briefed by HCFA and to present
their respective concerns.

Although the consumer advocate groups have generally been very supportive
of the new survey methodology, they have expressed concern over the
adequacy of the surveyor training program. especially In view of the
initiation of required resident interviewing. In what constituted a true
landmark in Federal/consumer cooperation. NCCNHR agreed to develop a
script and enlist actual nursing home residents as role players for a
video tape instructing surveyors on interviewing skills and techniques.
In addition to the strengthened surveyor training program, HCFA has
adopted several of NCCNHR's suggestions for inclusion In new procedural
guidelines, including the recommendations that surveyors routinely obtain
Input from a facility's resident council and that surveyors post notice
and wear identification to Indicate that an Inspection is being
conducted. Other NCCNHR suggestions, such as required State agency
contact with local ombudsman groups and resident participation in exit
interviews, remain under consideration.

Following publication in the Federal Register of the proposed regulation
implementing the new survey process on October 31, 1985, HCFA undertook a
major mailing effort at the request of NCCNHR to ensure that affected
groups were made aware of and had an opportunity to comment on the
impending change. Over 400 packages, containing the new survey forms,
procedural guidelines and other informational materials, were distributed
to NCCNHR's member groups and State ombudsman programs. NCCNHR then
convened a work session on December 9-11, 1985, attended by
representatives of all the major consumer groups and ombudsman programs,
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to develop a response to HCFA's formal proposal to implement the modified
survey process. Federal and State regulators, nursing home Industry) .
representatives and legal service professionals specializing in consume
issues also contributed their views. Most of the organizations )
represented at this meeting submitted formal conwents to HCFA as part of
the rulemaking process. A brief analysis of conments concludes this
chapter.

Nursing Home Industry Role

Like the consumer advocate groups, organizations representing the
nation's nursing home industry have made continuing contributions to the
PaCS refinement process since its introduction at the Subpart S workgroup
sessions late in 1983. Among the organizations that have taken part in
this effort are the American Health Care Association (AHCA), the American
College of Health Care Administrators (ACHCA). and the National Council
of Health Centers (now merged with AHCA). HCFA has also received direct
input on the new survey process from representatives of facility chains
(e.g., Beverly Enterprises, Manor Health Care Operation), State and local
provider organizations and individual facilities.

Shortly after the first pilot testing of the PaCS survey process began in
December 1983, AHCA distributed copies of the earliest version of the
modified survey forms to a large number of its members. AHCA reported to
HCFA in February 1984 that its members found the new format to be an
Improvement on the traditional process, but also had an extensive list of
specific suggestions for improving the forms. In June 1984, AAHA
reported that its membership had a similarly favorable reaction to the
new survey process. Like their AHCA counterparts, the AAHA members made
numerous suggestions about additional language or clarifications that
could be Included in the survey form in addition to some more general
concerns. For example, both groups felt that the word 'resident' rather
than "patient" should be used throughout the forms and guidelines, and
they also expressed concern over a perceived trend towards negative
wording (i.e., 'patient is not groomed properly." "eating utensils are
not available") In the PaCS Indicators and interview questions. HCFA
made substantial use of these types of reconnendations in developing the
subsequent versions of the new long-term care survey.

As HCFA began preparing for national testing of the modified process, the
industry groups continued to play an active role. AHCA representatives
attended a PACS surveyor training session in December 1984 to increase
their understanding of how the new process was to be applied. ACHA then
requested a meeting with HCFA staff to discuss several areas of concern
about the modified survey process, including:

o Tone - AHCA felt that parts of the PaCS survey forms, particularly
the sections on physical environment and dining assistance, were
still worded negatively and needed to be reformulated in a more
neutral tone.
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o Resident Interviews - AHCA estimated that, based on the questions
included in the survey forms, resident interviews could run as long
asi30 minutes and include inappropriate areas of questioning for
some residents.

o Norms and Standards - AHCA expressed concern that the new process
would perpetuate the subjective nature of current compliance
decisions unless standards and norms were established prior to
implementation to define operational compliance.

HSQB staff met with an AHCA representative on January 29, 1985. to
address these issues. They agreed to make the necessary further changes
In the forms to assure neutrality in tone and indicated that the
procedural guidelines had already been amended to Include more
specificity regarding the length and nature of resident interviews, based
on similar suggestions from HCFA's Office of Management and Budget.
Regarding the need to establish norms and standards, the HSQB staff
pointed out that one of the major assets of the new survey process is
that It defines a minimal data set that surveyors are required to cover
during each survey. Once the new methodology is fully implemented. HCFA
intends to gather baseline data in order to Identify norms and standards
for compliance decisions.

At a May 3 meeting of the AHCA Standards Committee, consisting primarily
of representatives of nursing home chains, the group reiterated to HCFA
staff Its support of PaCS and acknowledged HCFA's responsiveness In
removing negative language from the survey form. HCFA then contributed
an article to the ANCA Journal (Vol. 11, No. 4. July 1985) discussing the
objectives and features of the new process and tentative plans for
Implementation. During August and September 1985. HCFA staff met twice
with ACHCA, the leading facility administrator organization, to keep them
informed on progress towards implementing the new survey process. ACHCA
was also supportive and requested a similar article on the new
methodology for Its own publication, which HCFA has submitted for
inclusion In the ACHCA's spring 1986 issue. Another facet of the
industry organizations ongoing involvement has been their participation
in NCCNHR forums such as the September 6. 1985 panel session and the
December 9-11 workgroups on the proposed survey process. Both national
organizations such as the AHCA, AAHA and ACHCA, as well as State and
local industry groups, have been represented at these meetings.

The result of HCFA's continuing contact with the nursing home industry
has been a new survey methodology that is better understood and better
accepted than any previous attempt to revise the Inspection system. As
AHCA stated in its November 15 newsletter:

"Providers who have been surveyed under PaCS have been impressed
with the new process. They have reported that patient interviews
have not been lengthy, that patient privacy has been respected and
that staff members have enjoyed their role in demonstrating
quality. Repeatedly, providers have said that PaCS does focus the
survey process on quality." (AHCA Notes. Vol. 14. No. 21. Nov. 15,

- 1985, pg. 5)
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ANCA's impressions were corroborated by Brown University's findings from
its questionnaire on the reactions of nursing home administrators. HCFA
will be soliciting provider Input as the new long-term care survey
implementation and evaluation process unfolds. An initial indication of
this coimmitment to continuing consensus building was found In the first
surveyor training sessions for the new methodology, which brought
together Federal, State. consumer and industry representatives to
experience the new training program.

Role of the State Agencies

In terms of Iummediate impact, the people that are most affected by the
change to a new survey methodology are the State agency surveyors charged
with carrying out the new methodology. With this in mind, HCFA formed a
PaCS advisory committee to discuss issues related to the implementation,
evaluation and refinement of the new survey process. This comnmittee.
which has been meeting on a regular basis since September 1984. consists
of HCFA staff and representatives from the Association of Health Facility
Licensure and Certification Directors (AHFLCD) and from the three State
survey agencies involved in the formal evaluation of the PaCS process.
Dr. William Spector, who headed up the Brown University evaluation
effort, also attended the early meetings of the committee and submitted
interim reports for review once the evaluation was underway.

The first meeting of the advisory committee took place on September 13,
1984. Representatives from Connecticut. Rhode Island, and Tennessee
confirmed that the States would participate In the formal testing
process, and surveyor training sessions were scheduled for October 1984.
Following a discussion of the PaCS pilot testing process and the planned
1985 implementation and evaluation strategy in those three States, the
AHFLCD reported a concern among its members that the PaCS process would
be Implemented without modification after the test was completed. HCFA
responded that such a prospect was extremely unlikely in view of the wide
range of consultant, consumer, industry and State input that would be
forthcoming during 1985. Participants then agreed that they would meet
regularly throughout the 1985 testing year, and HCFA Intends to continue
drawing on the AHFLCD as a source of State reactions and suggestions as
the new survey process is implemented nationally In 1986.

Subsequent meetings of the advisory committee were held on December 12,
1984, and on April 2. July 12, and October 23. 1985. The first of these
concentrated on the Implementation activities of the three formal testing
States and a discussion of the testing and evaluation strategy for the
remainder of the country. The 1985 sessions of the committee normally
consisted of updates on Brown's testing progress and available results,
comments from Rhode Island. Connecticut and Tennessee, a national update
on implementation status and findings in the other 47 States, and then a
report on HCFA's activities and timeframes relating to PaCS revisions and
plans for full national implementation. As an outgrowth of these
meetings, HCFA also convened a PaCS form workshop to gather further
feedback from State and Federal surveyors on problems encountered in
using the new methodology and recomnendation for forms modifications.
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The purpose of the surveyor workgroup was to evaluate the design and
content of the PaCS survey report forms and to devise a more workable
product. Participants in the three-day (June 17-19, 1985) workgroup
session included experienced PaCS surveyors from nine States and two
ROs. Following a brief report on the results of Brown's questionnaire on
surveyor acceptance of the new survey process and forms, the group was
encouraged to focus its review and recommendation on the more problematic
forms.

The surveyor workgroup demonstrated a surprising degree of consensus as
to needed revisions In the PaCS forms. The group recommended that the
forms covering pharmacy record review and suggested interview questions
be placed in guidelines and that the tally sheet be deleted altogether.
They also suggested major format revisions to the summary form and the
observation/intervlewlrecord review form. These recommendations, which
were generally In concert with those developed by RCC through its
evaluation of the PaCS process, were adopted in the revised version of
the long-term care survey instrument.

Although the State survey agencies were proving to have substantial input
into the final composition of the new survey methodology, AHFLCD still
had some serious reservations about HCFA s transition plans. In an
August 7 letter to the Director of HSQB. AHFLCD expressed Its belief that
the new survey process was superior to the traditional survey but that
the planned January 1986 implementation would not permit adequate time to
incorporate evaluation findings and to properly train surveyors.

HCFA subsequently postponed implementation until the Spring of 1986 and
held a series of surveyor training courses In the revised methodology
from February through April of 1986. As detailed in the next section of
this report, HCFA also provided each State with the materials necessary
to train surveyors who could not be accommodated at the first set of
Federal training sessions. Implementation of the new process will be
accomplished on a phased-in basis, and no surveyor will be expected to
conduct the new survey without prior training.

Public Comment

HCFA received approximately 75 letters of comment in response to Its NPRM
introducing the new survey process for nursing homes. These letters came
from a multiplicity of sources including most of the national consumer
and provider groups mentioned above, State survey agencies and
departments on aging, professional organizations, local ombudsmen and
resident advocacy groups, as well as Individual providers, nursing home
residents and other concerned citizens. The comments reflected
widespread overall support for HCFA's efforts to refocus the survey
process on the review of individual resident care.

At the same time, the majority of commentors offered strong and often
conflicting suggestions as to how the new survey process (and the entire
long-term care regulatory system) could be further revised to better
assess and ensure quality of care in nursing homes. Among the Issues
drawing particular attention were the following:
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- Implementation schedule
- Need to incorporate IoM study results
- Training program
- Procedural and care guidelines
- Resident sample selection methodology
- Confidentiality of resident interviews
- Need for ombudsman involvement in survey process
- Deficiency formulation criteria (i.e., need for norms and standards)
- Use of Part A of the new process
- Survey team composition
- Increased duplication between survey and IoC reviews (and the need

to Integrate the processes)

These comments have been reviewed by HCFA staff, and specific responses
are now under formulation. The final rule will include a detailed
description of comments and HCFA's responses. In general, HCFA believes
that the new survey process already constitutes a significant improvement
over its predecessor and Is ready for implementation. As Chapter Nine of
this report describes, HCFA is committed to the continuing refinement of
the new methodology, with revisions expected as early as the Fall of 1986.
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CHAPTER EIGHT

SURVEYOR TRAINING IN THE NEW PROCESS

Introduction

A recurring theme among the diverse list of organizations and individuals
who have contributed to the development of the new survey methodology has

been the overriding importance of the surveyor training program. HCFA
recognizes that the success of the new process depends in large measure
on how well surveyors understand the revised approach and how
consistently they employ its forms and techniques. With this in mind,
HCFA has developed a 3-day program to educate surveyors in the new
process. The specific objectives of the training program are threefold:

o Provide surveyors with an understanding of the philosophical intent
and the developmental background of the new resident-oriented survey
process;

o Provide instructions and the opportunity for hands-on experience in

the use of the new survey report form and accompanying worksheets;
and

o Instruct surveyors in the resident Interviewing and observation
techniques that are the focus of the new approach.

Training Schedule

HCFA is Initially conducting six training sessions on the new long-term
care (LTC) survey process, with approximately 50 Federal and/or State
surveyors in attendance at each session. Representatives of consumer and
industry groups that have been involved in the formation of the process
also participated in the Initial training session held in Baltimore from
February 11-13, 1986. Subsequent sessions were scheduled as follows:

Baltimore, Maryland February 25-27
San Diego, California March 4-6
Albany, New York March 11-13
Chicago, Illinois March 18-20
Denver, Colorado March 25-27

Participants in the sessions include LTC surveyors of all disciplines as
well as Individuals from the States and regional offices responsible for
the supervision and training of surveyors. Course faculty consist of
Federal and State personnel who have taken part in the testing and
refinement of the new forms and procedures, along with consultants to
HCFA who are regularly Involved in surveyor training.

Trainine Aoenda

The new LTC survey training course is designed to be a participatory
program. Each surveyor has an opportunity to simulate a
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resident-centered survey in a controlled environment through the use of
audio-visual aids. The course includes presentations on the following
specific areas:

- Background Information on the new process
- LTC Survey Report Forms
- LTC survey guidelines
- Facility tour
- OIRR worksheet
- Drug pass observation worksheet
- Dining and eating assistance worksheet
- Formulation of deficiency statements
- Resident observation and Interviewing skills

Each of the new data collection worksheets is covered in detail and used
frequently. Instructors place special attention on the skills
development portion of the training, emphasizing the importance of
surveyor sensitivity to the rights and needs of residents.

Training Materials

The training program for the new survey process makes extensive use of
audio-visual aids. These training materials serve not only to promote
the increased effectiveness of the HCFA-run training sessions, but also
to assure that training conducted in the individual States can
incorporate a consistent approach to the new process. A brief
description of each of the training aids that HCFA has commissioned is
provided below:

o Introductory Video - Media Communications developed a videotape to
introduce the new LTC survey process. The tape Includes a brief
introduction to the Medicare/Medicaid program, the intent of the
regulations and their impact on residents and the nursing home
industry.

o Slide/Tape Presentation - Rehabilitation Care Consultants. Inc.
(RCC) produced an integrated slide/tape presentation that provides
an overview of the new LTC survey process and portrays a tour of a
facility depicting significant survey functions and form usage.

o Slide/Case Study Exercise - RCC also produced 40 slides covering
typical nursing home problems in resident care, physical
environment, eating assistance and nutrition. The slides are
presented In conjunction with three short exercises demonstrating
the use of the Facility Tour. Dining and Eating Assistance and Drug
Pass worksheets. The slides are also integrated with a case study
made up of information from two sample residents in order to
demonstrate how to use the OIRR worksheet and to translate findings
onto the Survey Report Form.

o Skills Development Tape - The National Citizens Coalition for
Nursing Home Reform provided HCFA with a script-and actual residents
to serve as role players for a video tape on interviewing. The tape
focuses on increasing surveyor sensitivity to the rights, needs, and
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dignity of nursing home resident, in conjunction with the implementation
of required residents Interviewing as part of the new survey process.

o Course Manuals - HCFA developed a training manual incorporating all
the written materials necessary to accompany the audio-visual
training aids described above, including:

- orientation material
- survey report forms
- procedural guidelines
- care guidelines
- case study materials

Extended Training

Since the intial training sessions can accommodate only about 300 of the
approximately 2,000 LTC facility surveyors, HCFA needed to find a way to
rapidly orient the remaining surveyors so that the new methodology can be
nationally implemented on a timely basis. Resource and time constraints
preclude the Immediate retraining of all surveyors through central office
run training sessions. Instead, HCFA has developed a self-contained
training module based on the audlo-visual materials used at the initial
training sessions. Regional and State surveyors who attend the HCFA-run
training are using these materials, In conjunction with the training
course manuals, to familiarize all surveyors in their respective areas
with the new process. Over 500 of the manuals are being made available
to all the HCFA regional offices and the State survey agencies for
further duplication and distribution to each nursing home surveyor.

In one sense, development of a new survey process represented an attempt
to formally embody the preferred techniques (e.g., emphasizing individual
resident observations, resident and staff interviewing) that have always
been used by many surveyors. The phased-in implementation process that
is about to begin will assure that all surveyors will be using these
techniques in the field as soon as possible, thus providing immediate
practical reinforcement In the use of the new process. This Is in line
with RCC's recommendation that there be a minimal time lag between
surveyor training and actual Implementation. HCFA will also provide
follow-up training in late 1986 and early 1987 in order to maintain
consistency in the application of the new survey process. Specific areas
to be stressed will be identified through Brown University's evaluation
of sample surveys during 1986, an internal evaluation of the initial
training process and the continuing use of surveyor questionnaires on the
new process.
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CHAPTER NINE

FUTURE PLANS: THE EVOLUTION OF THE SURVEY PROCESS

Introduction

The new long-term care survey process to be introduced by HCFA. in the
Spring of 1956, represents the first major substantive change in the
method used to assess nursing homes since the inception of facility
surveys in the late 1960's. Although national implementation of the new
survey process Is a meaningful milestone in Federal quality assurance, it
is by no means viewed as an cure-all. Rather, the new survey methodology
constitutes the beginning of an evolving process of assuring that nursing
home surveys employ state-of-the-art techniques for assessing the actual
quality and outcomes of care provided to facility residents.

Beyond this, HCFA recognizes that the survey process does not take place
in a vacuum, but needs to be considered in the larger context of the
entire Federal quality assurance, enforcement and even reimbursement
role. The new process has been designed to accommodate and complement
several anticipated initiatives springing from recommendations of the
Institute of Medicine's (IoM) Study of Nursing Home Regulation as well as
the possible future implementation of a national prospective payment
system for nursing home reimbursement. The concluding section of the
report outlines HCFA's short- and long-term plans for the continuing
evaluation and refinement of the survey process and how the evolving
process fits into the overall regulatory system.

Short-Term Agenda

In order to assure that the survey process continues to evolve as
planned, HCFA plans to conduct ongoing reappraisals of the new process
and then to initiate appropriate changes at pre-determined intervals.
The Fall of 1986 will mark the first such interval.

As part of this effort, HCFA is already involved In several initiatives
to refine the new survey methodology andlor the accompanying guidelines.
A brief description of each of these Initiatives, all of which are now in
the developmental stages, is presented below:

o Revised Care Guidelines--During the rulemaking process used to
introduce the new survey process, representatives of both the
consumer advocacy groups and the nursing home industry organizations
expressed a willingness to assist HCFA In further refining the care
guidelines used by surveyors to assess the quality of care provided
for a specific problem or condition (e.g., contractures, decubiti,
etc.). HCFA will utilize health professionals, drawn from the
Federal, consumer and industry sectors and working in a group
format, to make suggestions for refinements in the current
guidelines In time for implementation in the Fall of 1986.
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o Resident Sample Selection Methodology--Although the evaluations of
the alternative State survey methodologies cited the need to select
a resident sample that targeted potential problem areas, comments on
the NPRM evidenced so"e concern that such targeting might give a
distorted view of a facility's care provision performance. In
response to such comments, HCFA made a number of changes to its
procedural guidelines to emphasize how surveyors can be sure to
select a representative sample of residents for In-depth review.
Additionally, HCFA staff are now in the process of developing a more
detailed sample selection methodology that will instruct surveyors
in the selection of targeted residents within random-stratified
categories. This process is also anticipated for Implementation in
the Fall of 1986.

o Ombudsman Involvement in the Survey Process--In conjunction with
requiring resident interviews and resident council Input Into the
survey process for the first time, HCFA also recognizes the
contribution that local resident advocacy groups, particularly
ombudsman programs, can make to the survey process. HCFA will
convene a forum of its own central and regional office staff. State
personnel, and representatives of the NCCNHR and its regional/local
member organizations to Identify model sites for review of current
notification, consultation, and information sharing practices.
Based on this review, HCFA plans to issue an advisory policy in the
Fall of 1986 on State agency linkage with regional and local
ombudsman groups and/or other resident advocates.

o Survey Team Size and Composition Study--HCFA is currently collecting
data regarding size and composition (including qualifications) of
survey teams as they vary across States. This data will be compared
with State deficiency findings in a effort to develop parameters for
what constitutes a 'model' survey team for each provider type. HCFA
plans to work with State survey agency representatives In developing
the model team recommendations. The long-range possibility exists
that States may be funded at levels based on such staff support
needs.

In addition to these activities, several forces are, or will be, at work
that may result In further changes to the new survey process as early as
the Fall of 1986. Foremost among such forces is the IoM study, the
results of which are expected to be available by March 1986. Although
the study is directed primarily at long-range policy alternatives for
nursing home quality assurance, HCFA will begin to implement acceptable
recommendations as soon as feasible. In fact, preliminary Indications
are that both the involvement of ombudsman groups and the use of
stratified random sampling in surveys wtll be among the IoN
recommendations that can be accomplished on a short-term basis. Other
sources of information that can contribute to the initial refinement of
the new survey process include the final results of Brown University's
evaluation of the formal PaCS testing, the Federal monitoring survey
results, as well as State and regional surveyor Input on both the new
training program and the effectiveness and ease of implementation
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of the new process as used in FY 1986. These sources are also expected
to be used by HCFA to identify areas to focus on during the second round
of training sessions slated to begin in the fall of 1986.

Long-Term Agenda

As mentioned, the IoM study is expected to be a significant source of
recommendations that can be used to help set long-term goals for the
refinement of the survey process and the overall nursing home regulatory
system. During 1986. HCFA will prepare a comprehensive response to the
1oM proposals delineating how HCFA plans to address specific study
recommendations. The majority of HCFA's long-term agenda. however, will
be determined by the results of a series of studies aimed at refining the
new survey process and investigating its potential for providing
individual resident assessment information. These studies include:

1. Effectiveness of New Long-Term Care Survey Process--HCFA's Health
Standards and Quality Bureau has awarded a 2-year contract (January
1986 to December 1987) to the Long-Term Care Gerontology Center at
Brown University to extend its evaluation of the new survey
process. This contract will study and report on the following:

o Use of Norms and Standards for Deficiency Citation--Through an
In-depth analysis of all data from its three-State formal
evaluation, Brown will examine the relationship between numbers
and types of negative findings and deficiency citations. This
analysis will be presented to the State Survey Directors in six
New England States (HCFA's Region I) in order for them to
develop a consensus on what are appropriate criteria for
deficiency citations. Once a consensus has been achieved, the
next step will be a trial implementation of the standards In
Region I, leading to eventual national introduction of norms
and standards for what constitutes a deficiency.

o Effective Use of New Procedures by Surveyors--Brown University
personnel will observe a sample of surveys In five States (New
York, South Carolina, Missouri, Wisconsin. California) during
1986 to determine how consistently surveyors are implementing
the new methodology, to Identify specific difficulties
surveyors may be experiencing, and to collect information on
how much time is involved and how time is allocated under the
new process. This portion of the study will result in
recommended refinements to both the survey process and the
surveyor training program and provide baseline time data for
future comparison.

o Effectiveness of Enforcement Mechanisms Following the New
Survey Process-- Using the same five States as testing sites,
Brown personnel will conduct site visits to a sample of
facilities after State surveyor follow-up visits. They will
make independent determinations as to whether deficiency
correction plans have been met and whether surveyors have
properly documented any lack of correction. Brown will also
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perform a qualitative review of each State's enforcement mechanisms and a
quantitative review of the number.and type of enforcement actions taken.
This portion of the study should produce strengthened Federal guidelines
on follow-up and enforcement activities.

2. Longitudinal Study of Case-Mix Outcomes and Resource Use in Nursing
Homes--Under the direction of HCFA's Office of Research and
Demonstrations, Brown University Is conducting a separate 3-year
study (October 1985 - September 1988) to identify relationships
between resource use and resident outcomes over time. The project
involves first the development of case-mix subgroups for nursing
home residents, the tracking of outcome patterns for these subgroups
and finally the formulation of appropriate resource use patterns for
the case-mix categories. In terms of the survey process, findings
from this study can provide standards for surveyors to determine If
sufficient staffing and other resources are available to care for
the specific needs of residents In each facility. The project also
has major implications for linking HCFA's quality assurance and
reimbursement mechanisms.

3. New York State Survey/IoC and Reimbursement Demonstration--ORD is
now strongly considering approving a New York proposal for a 3-year
demonstration (beginning In November 1986) linking the new survey
process, New York's Sentinel Health Event IoC system and its new
case-mix reimbursement system. The New York system will provide a
working laboratory for examining how a prospective reimbursement
system in nursing homes will impact on quality of care, as measured
by the new survey process and an integrated IoC review. The
proposed system will also be the first test of the use of a
pre-selected random stratified resident sample and of an early
warning system to target facilities for unannounced off-cycle
surveys that have high incidences of poor outcomes and/or too few
staff.

4. Multi-State Demonstration Integrating Case-Mix Reimbursement and
Nursing Home Quality Assurance Systems--ORD is now In the process of
organizing a 5-State, 5-year study (tentatively beginning In
December 1986) to examine whether data obtained through a case-mix
reimbursement system can be used to monitor individual resident care
and the overall quality of care of individual nursing homes. Such
data would also be used to test the desirability of a targeted
approach to long-term care survey and certification activities,
i.e., focusing monitoring activities on certain providers and thus
reducing overall nursing home surveillance costs. While New York
would be among the five States, the demonstration would need to take
place In a sufficient number of States to assure the applicability
of findings despite extensive inter-State variations in the nursing
home industry.

New Directions

Even a cursory review of these studies reveals a significant new
direction for the survey process towards the collection of resident
specific data to supplement the traditional facility deficiency data.
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During the 1985 formal PaCS demonstration, it will be recalled that
surveyors in Rhode Island were required to calculate ADL assessments for
all sample residents and to record all resident assessment Information
via the use of portable computers. These procedures, although not
uimminent for national application, represent the wave of the future in
long-term care surveying. HCFA envisions that surveyors will eventually
input both facility-specific and resident-specific data directly into its
automated data system.

The collection of individual resident assessment information on a sample
basis is a precursor to a long-awaited change in the nursing home quality
assurance system--the integration of the survey and boC processes on a
national basis. Over the past several years, the many advantages of
survey/loC integration have been repeatedly documented in both internal
HCFA studies as well as a series of studies such as the Mathematica and
RCC reports and Individual State assessments. The forthcoming IoM report
will also strongly support integration. Since the new survey process
essentially follows an boC review approach to the resident sample, even
more duplication between survey and IcC review will take place. If
resident-specific sampling based on outcome measures continues to prove
viable and effective, both Congress and individual States are likely to
recognize that the new survey process negates the need for the
prohibitively time consuming boC review of 100 percent of facility
residents.

Finally, if the advent of resident specific assessments can facilitate
the transition to an integrated survey/loC review system, such
assessments are an absolute prereulsite to HCFA's plans to propose a
prospective payment reimbursement system for nursing homes, as required
by Congress under the Tax Equity and Financial Responsibility Act of 1982
(P.L. 97-248). The new survey process, with its increased emphasis on
in-depth resident assessment and its potential for providing outcome and
resource utilization data, looms as the logical vehicle for collection of
the data that will be essential to assuring that nursing home quality of
care does not suffer under a prospective reimbursement system.
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DEPARTMENT OF HEALTIH & NUMAN SERVICES inan~cmg Ad,.rist'at!n

Reg.onX
M;S h
2901 Third A-eee
Seetie WA 98121

March 5, 1986

Sharon Morrison, Manager
Bureau of Nursing Home Affairs
Department of Social and Health Services
623 8th Ave. S.E. M/S HB-11
Olympia, Washington 98504

Dear Ms. Morrison:

The HSQB central office has completed its trainirg on the Long Term Care
Survey Procedure (LTCSP). It is now time to crnce training the remaln-
ing long term care surveyors and regional office staff on this procedure.

We will proceed per our agreement at the State Agency Directors/DivLsion
of Health Standards and Quality meeting of December 1985. Two surveyors
from your state will meet with R0 and other SA surveyors and design the
LTCSP training package for all of the states. RO staff will also partici-
pate in this training effort. This meeting is scheduled for March 17 and
18 Ln Boom 180 of our building. /sv U 111

In accordaxce with the terms of the 1864 agreement between the Department
of Hcalth and Human Services and the State, we are requiring that these
individuals attend the training. Your 1imm * PWiiezid Ptr bRdgets

The LTCSP training for your state will take place during the week of April
1ith. Questions concerning this training can be directed to Roger Monson
on (206) 442-4151 or me On (206) 442-8162.

Sincerely,

(;_ (. 46 j_'
onald L. Hanen, Director

Survey and Certification Program
Division of Health Standards and Quality
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[MAR 06 19861

M I IJS
[FM:-] Drrector

Dlvt Ion of Systeraa, RMB

,RE:] Q cmentr: OICG Proft Au,ft report - Use of the Pedicqnre/,'?ieaid Autcratce
Certificetion Syste,-l,-tS (AC Ci0-6C154)

[TO:] Rrnry V. rretechraler, Jr., W!rector
CMffce of Trc'ram Support, P9S78

W, have revievee the sn' Ject report and have the foltzvrt ol'"rvwtfors and
co-tents about Its cnntcnts:

A. C'-erV'tIonF:

1. S'rcc the real thrust of thie audit atteptr to aedress the
prol1es t"nt !-kt Is currently exrerfencinZ In Its cotntfnucrg
efforts to effecttvc'ly aerInifter t'e ourve;y/certtf coticn
procers (tVrvu"F their ccunterpsrts fI the reeiong, et tle
refi-npl office kevel ane tbelr rrrpe-ctiv. State survey eirencleti)
It voulifd he rore appropriate to title this fudeit report
"'-anl ernt of the Snrvey anM CertlfIcntlrn Pr.ccrs.. A
correltfor for thts report woule ,be Attoc'firE" your calculeter
whenr ynur checkl4ok doenn't balance.

2. The coecusicer thrat !-ACS IS VIT A" rFFECTIt> T9C*L ........
s~paer to be flaiwad ;and Irv ld. Throu, Fo t tV,2F report,
references are sade Co the use of '9.ACS es a source of datta, for
permple-

-. of 1-inuary 1, 19E5, W-ACt fneicnted titzt thrrc i*-re 3,FT L.C
factlItfer thst hed rot been surveyed 'r 15 venthR. A hekrdcopy
review of 1,5C? of these %M LTC facilities irdicated thet
1,51f6 (96 percert) hod In fact ,een surveyee, but not enterec'
Irito MMACS.

This use of n'ttCS eata to deterrire thmt t'e survey/certIfIcatioir
process (which Includes mandated support of tL'ACS) wev pot telnri
coentetnd or a thrcly Masr b:' the State survey aZencete. r('
tVAt the regultirR eate frorn thoen Purveys were not hein, entcre.
into ItM.CS or a t'nely N.fis, mere asPrnprrately supports the
concluio1n thet the eurvey/certification process Is not beinz
CrCOnAgrI sre/or srrportnt properly, rather ther a svertcfi pro'ler.
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Pge ?-Benry V. ZettecatIer, Jr., Ditector
Office of Program Supports RSQ3

This *ltrrnative corclusion Is also supported by thte expressee

vIeum/perceptIone of repfonal officials V1io charge that N'ACS IS

outr ted, Irarccurete, end tirrelf.blc. Tney criticize the effect

when theey are tVc cmue. One car only core to thP concluricn

tl!at the re!onal ttrff Jr shoc fyt t nceelves In the foot, since

they are re 'nslhle fer t re!iriFP end accuracy of the data.

3. fOur evaluation (?;arch 1', 1985) that ?eACS original

ruirernnts/0F4petivef were ttill valid or? !,efre sAtiefied

eff;Sinrtly, V.- an over,31 er-sessent of P;ACS' capabilities.

Ever thouvh there were sore data eupport probleiB in some of th.e

re!frr-l office at tlrht tire, ttey hero not sigrifiScart enourh

te urtery-Ine the evcrell effectivenees of the ryster. After fil,

the r R1,ritr doe rule. The report has orly evaluated eet3 for

four (A) out of eiphteen (1P3 categories cf providers t.at ra
1
'e

ur the M7ACS dee lasc, and In fact, represent leec thin 5n

rrrcent of tec total ;UICS ir-vtrtc. In ar. it3on, es bad rr the

statisticSt re on 1,C fpctittler, the prollet universe 1S lees

then 25 percent of the totPl LTC fAc11ty niriverse.

B..-e Or Our day-,to-dAy operations. ?MtACS ir, 'n has been very

up-to-date. accurate. ard relle1hle in Pt leapt 5C-Sf percert of

the regioeol ortrcer (vWtit t e roFt'lle excentior rf 'aJ Stnt

herc ane there). "-t" the rfra'rtnr r4' percert effect vely

1P-rorlnr t"Irfrrr e rvppy rt rhc 7!-ACS;

1;.Corarent F

1. 'e are I- full srrerent, et leact In priTcfppl, with the

reports' recorrendnrtors--recPrnsry actions rtupt be taken end

er'orc-?. tht v1]l crfr- t ^ rur,.t-c/ertifidction prcfrO i orr

!? 'ACr to, e e rreet, recuztte erd r. 
t
P1C level oF s5ytc-r

o,.cratlor. Pt*t we diEaprer with the need to create a : ec30nal

Strategy' If they refer to a WMACS aystems capahility.

1V CS pruld hnar provite2, Pt ticr tiSr cf thr cd it, all of t'e

probler S'tatea (ane rcIons] officer) thet are In reed of sore

Eptcfal attentton thar t'c natioral trerd. In fact, if the etudy

Mree ves liritce to 1ust two (2) rel onal cFIcen, they would

hove:

- 'ecn e-Ti-"ec' to a--rn.Iirntely 66 percent (5V) of all

facilities contained in the ten (10) States with the

largest rurner of frcilitite not certified, and

- beer exponpd to just under 50' percent (50Z) of all the

sec ittirr ideniS cd nu cut of corplipnce as of

-~nupry. l¢,¢S.
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P Zo 3KP.rv *. ytrersc=a=Jer. Jr.. Director

Office of Proctran' S.ipport. D503

2. 1hcre iS 8r, underlyint proble. in the survey and certification

procesn thnt F.s a eirect effect or the tie'ly procesF.In of

surveys by the SIA'eIRD6 and the Irput of the related data Into

to-ACS. T'ls problen corcern.e the cac' of any 1S4B line cort-rol

on repnrtir_. F'y Its rerfo-Al office counterparts. 
Uhich is a

Fy-product of the autono..y that -as gr~anted to the RA's aore

yerrs Fael.

lr irrht of the face tlat vhnt we are eealirt with Is Eood v111,

if we dAr t have it *lth a rarticislPr rcpinrftl office. It Is

eifffeit to pet tr.t 'A or AR.A to l,' recpofnsve to thie neeVs of

OSC. Inc1uefr.C YlACS. For exarple: the report reconrends

e'tal-liatslhr. a tire irpc f,-r the !r.p;t of Eur,-ey renults, Into

MW-ACS. They are, In fact, alreedy hound by the DOsclorure of

Infct'rnto' to cr~np-etc t'e entire nurvev/certificetfor proceEs

(which Includes MItACS) in 90 days, but, without their good vill.

it 1i rtr Wbel-^ done.

TFir . - or-y sftuatflr, nnd the fact that at tF~e time of 0rr.

reductiorn vc -CrCe not at respor.sive as the replons thouZht we

RI-oule h~vp he-, nor die we cre nut Pit" reaI solie derection

on hov to proceed nfter the bwlfet cutr. They forred en orinion

tl.1t Ie left tFer out t' re to do thc 1eFt t-ey could on thelr -

ov-,nar tley did. Whet they need Ig firr. rule"ece with

appr-,rrinte follow-up for regiont rl ich db .ot pihere to

reportinp staywrdeiF.

A gyrter iF o'.y aq Foo .' the nne:c-er. mn,! rerle *bo operate the ayster.

This nudit report recorfirre this phtlosophy. Yost of these prebles err old

prorlerte uwhiclh e rnar~a!erArzt syrti7 rurt solve, not t'O eorputcr oyster..

Ponnld C. Sikora

RFCFA/;SQr/' S/SD(S/B3loc1:cp 3/4/e6

nl 24J
File Code
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A N 9 VNlPJCH

STATE Of WASHtNGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES
~rmpw, Washirqqon 96504--)9 5

March 10, 1986

lXinas G. Wallner
Associate Regional Administrator
Division of Health Stardards arxi Qality
MiS/HCPA
Region X MS 409
2901 Third Avenue
Seattle, flashing 98121

Dear Mr. Wallner:

This letter respords to your request pertaining to the Bureau's
Comprehensive Evaluation Report received January 30, 1986. The
two action items are addressed as follows:

ACri IO Z4 2 requires Life Safety Ccde (LSC) surveys to be
onductecd within 60 days before or after the health survey. The
Bureau and the State Fire Marshal's Office are in receipt of your
Nvmnber 4, 1985 State Letter 181 which relayed the prodeura
change. Meetings have been held with the State Fire .Mrshal's
Office and schieuled visits are being adjusted accordingly.
Revised schedules should be apleted April 1986. The WS-SPI4
ccmputer information for health and Life Safety Code is being
progranmned to adhere to maintain the 60-day requirent.

The NovUmber letter roved further in the direction of reducing
advance notification of the survey visit and fire marshal visit
based on the State Operations Manual procedure of thirty days.
The Bureau cxztinues to be concerned that the policy or practice
should not serve to aznmce the survey visit. We believe that
90 days prior to the health survey and 30 days following would
provide air nanagement flexibility aid better preserve the
element of surprise. Please consider this letter a request to
adjust the schedules, to permit increased program effectiveness.

ACrIGt ITEZ4 4 requires imnplementation of Time Limited Agreelents
(T1A) in addition to arxal survey cycles. When the Bureau
implemented open ended ocntracts and established survey cycles,
the equivalent of ae FTrE was eliminated. The bdxget dkes not
have furds to re-establish Time Limited Agreements aid to do the
increased required paperwork. Requiring MA's of all hmes is a
r-nproductive expeinditure of scarce public resources. It takes
both federal and state staff away frau field work to do
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paperwork. A furdemental problem caused by Time Limited
Agreements is the loss of flexibility of the survey agency at
increased costs. Open-ended periods allows continued
certification until there is a necessary adverse action to
terminate it. The contract that the state enters into with the
provider contains a clause that either party can terminate with
30 day written notice; the ultimate effect is that we do have a
time Limitation on the agreement when appropriate. Hospitals
have successfully operated with open-ended agresemnts since 1965
when they initially entered the program. The nursing home rules
and regulations have been demonstrated to be msre stringent than
those for hospitals.

Under the open-ended contract, the state can establish a
provider's survey frequency based upon the degree of compliance
achieved, compliance history, history of complaints, Inspection
of Care findings, stability of key staff, and history of adequacy
of corrective action. In other words, the state has the
flexibility to be truly responsive to the situation. The "good"
providers do not need to be surveyed as frequently as the
"marginal" providers.

Each provider receives an annual survey; however, when it oocurs
and how often is based on omnpliance. The providers with
problems are the ones that need close, frequent monitoring.
Under the open-ended contract, the state can utilize its survey
resources efficiently and effectively. This permits frequent
monitoring to the ultimate end that the patients' health and
safety are protected.

In onntrast, under Time Limited Agreements, each provider is seen
on a predetermined schedule regardless of how well or how poorly
they comply with the regulations. The provider knows
approximately when to expect the survey. Limited surveyor
resources are depleted as there is no flexibility allowed in the
survey schedule. The patients in the marginal homes are not
adequately protected. this is a costly, inefficient, and
ineffective system.

Using an open-ended contract, the only action needed is
termination. It can be used at any time the facility is found to
be in ncncompliance. It is not tied to any time frame during the
periods of the agreement nor is it tied to an automatic
cancellation clause, both of which can be readily predicted by
the provider.



818

Any survey generated by conplaints can be used to initiate a
termination action when the provider is operating urder and open-
ended contract.

Serious xnplaints found to be valid can be used to generate a
full survey and termination when warranted. Providers which have
the pxorest performance history also have the shortest survey
cycles aid, thereby, receive the most attention, until such tioe
as their record reveals their performance warrants a longer
survey cycle.

The same level of preparation, i.e., dzxnentatiom/justificationi,
is necessary for all three types of action: termination, nrn-
renewl and cancllation; therefore nothing is gained by using
non-renewal or cancellation procedures. Conversely, use of
cancellation and rnn-reneeal procedures serve only to duplicate
what we already use in the termination procedures.

Public Law 97-35 permitted open-eded ntracts and 42 CFR
489.15-16 and CFR 442.15-16 should be revised to permit open-
erded or time limited agreements. The most important issue is the
final result, achieved without added paperwork aid increased
costs to both the state and federal governments.

Washington State's experience with automatic cancellation clauses
found that implementation of this provision resulted in a leyal
firding that due process, legal requirements still apply. There
is nothing "automatic" about the ca1cept. Bhe autoratic
cancellation clause coinept was not successful in the hearing
arena nor in the courts.

In addition, inplgemntation of Tim Limited Agreements would
appear to be in conflict with flexibility for the state fire
marshal visit flexibility and demonstrates additiial rationale
for optional use of Time Limited Agrents or open-ended
contracts. (See attached example)

As yoi know, the Institute of medicine (ICM) a part of the
National Academy of Sciences, is Completing a 2-year study of
Nursing Home Survey aid Certification Process. The ICE report is
scheduled to be released on Mrch 19, 1986. Mr. James Conrad, of
the Health Care Financing Adninistration, (HCFA) at the
Termination ProEdures Workshop, stated the Acady's report is
in agreement with eliminating TLAs aid will be recYa ering that
sEidatory TLAs for all nursing homes be diacntined.
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In view of the lCM remwdaticn, we uld appreciate a
reconsideratin of acr waiver request. In the reantine, the
Breau is utilizing TLAs for haaes with negative enfortment
sanction, nusing hnes perticipatig in Mditare T-18 anx open
ended cotracts for T-19 nursing hcnes, which nmet conditiais of
participatian.

If you disire additional infcration or we nmy be of assistane-,
please call Sharn mxrrison or me. We look forward to hearing
fron you.

Yours truly,

Cxrad , Director
Bureau of Htmsen 1 Affairs
HB,11 \

Attacment

cc: Shaztn L. Morrison
Peggy Bz!n
Jerry Reilly

boc: Thelma Struck
Jerry Jarrell
Jerry Bryant
Dick Yeria
Elma Holder
Jean Sdo
Dna Petyowsky
Charlie Reed

No= Tylor
Ray Smith
Bob DiCenso
Patrica Nemre
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SHOWN BELOW ARE THE TIMEFRAHES FOR SURVEY AND PACKET
PROCESSIN6 REQUIRED Dl FEDERAL REGULATION AND STATE OPERATION
MANUAL SECTIONS WHEN WE IMPLEMENT TIME-LIMITED AGREEMENTS FOR ALL
IVIII AND III PROYIDERS.
44*4$4*4t#44194f +11414#****44+§I4+*I*4++~*i*f45*I+t§i#44*II++i*I*t

EARLIEST LATEST DATE DATE 28 OR 19:
CERT POSSIBLE POSSIBLE III KIT XVIII KIT I TOTAL KIT
EXPIRE SURVEY SURVEY TO OLY TO RES I TO RES D
DATE DATE DATE FROM DONE DATE
t II) tX1-120) 01-75) t1-65t t1-45) 2X-45)

'NOTE: TIE FM IS MD LKC lAND4 #AND#
stvlEY IlST BED E (45 DRAS (45 DAYS
IN TNIS 11321 WITH THE AFTER EDIT AFTER EXIT
*1 N S ( 2 NEMS APRT

*4tatatht'II'*Itt****,Itl#*tt*f f ittt~f§tsfffitfI***tltflfit***ftf f'

(THE SURWYNIU
JAN 31 OCT 03 TO NOY 16 NOY 26 DEC 16 DEC 16

FED 28 NOY o0 TO DEC 16 DEC 26 JAN 15 JAN 15

MAR 31 DEC Di TO JAN 15 JAN 25 FEB 14 FEB 24

APR 30 JAN 01 TO FEB1 4 FEB 24 MAR It MAR It

MAY 31 JAN 31 TO MAR 17 MAR 27 APR 16 APR 16

JUN 30 MAR 02 TO APR 16 APR 26 MAY tt MAY 16

JUL 32 APR 02 TO rAY 17 MAY 21 JUN16 JUN 16

AUG 31 MAY 03 TO JUN 17 JUN 27 JUL 17 JUL 17

SEP 30 JUN 02 TO JUL 17 JUL 27 AUG It AMas It

OCT 31 JUL 03 TO AU 17 AUS 27 SEP It SEP 16

NOV 30 AUG 02 TO SEP lb SEP 26 OCT 16 OCT 16

DEC 31 SEP 02 TO OCT 17 OCT 27 NOV 16 1 NOY 16
*44*G44+44l+*l+ff444I+l44H#H4tt4HI{++4I4~4ll444f+§+++4SH449I

THE ABOVE I AN FROM REGS HSOB LETTERS & SUM AND Is FIGURED
AS SHOWN ON THE DIARAM BELOW:

120 75 65 45 CONTRACT
BAYS DAYS DAYS DAYS EXPIRATION

' ~ ~~~~~ 'finiwtan:
,Iua have 45 days 110 days 2(20 days for 1245 days for feds I
:to do full surveY):for zoniS5LN to review ito receive and do
.IRN,RS, t LSC !! 1process) siga, I sail) their processing)

*REMEMBER: ALL TIEFRAMES INCLUDE TIME IN THE MAIL SYSTEM !!!!!

I
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Hegobt C

DEPARTMENTOF HEALTH a HU.MAN SE£ViC£5 Fawo

Mer
Uass tMAR 12 1986)

F-om Director
Fcalth Standards and Quality Bureau

S"Pl DOIG Draft Audit Report - Use of the Ftedicare /)dicaid Automated

Certific-tion System (ACH 03-60154)

To John Spiegel, Acting Director
Office of Executive Operations

Attac',ed ore our corments on the draft audit report.

If your staff requires additional information. please have them

contact Michael Moran on extension 47940.

Phillp Nathanson

At tachoent

C.5
9 Akdn-c-suala

norandum
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Comments on the OIG Draft Audit Report -

Use of the Medicare/Medicaid Automated Certification

System (MMACS)

General

We agree with the OIG audit report that MMACS information should be kept
current and accurate. The report contains a number of useful findings,
and we intend to use the report as part of our effort to improve MMACS.
Following are our comments regarding the specific sections of the report.

MMACS - Designed to be an Effective Management Tool

We do not know where the OIG obtained the 2 million dollar figure cited
in this section. According to the Departmental evaluation of the system
in 1985. the total annual operating cost of the Medicare/Medicaid
Automated Certification Network is less than $900,000.

Scope of Audit

We have no comments on this section.

MMACS is not an Effective Management Tool for Monitoring Long-Term Care
Facilities

We do not agree with the conclusion that MMACS is not being used as an
effective management tool for monitoring State survey and certification
activities. We are continually striving to improve the accuracy and
timeliness of the data. Following are some of the steps we have taken
toward that end:

o SA Direct Data Entry

As the OIG findings indicate, delays can occur from the time the
survey takes place to when the results are forwarded to the regional
offices for review and data entry. To eliminate unnecessary
paperflow and facilitate timely data entry, we began a pilot project
In 1984 In four States to test the feasibility of transferring the
responsibility for data entry from the regions to the States. The
demonstration has been successful and we plan to increase the number
of participating States this year. Me expect that all States will
be entering the data directly Into MMACS within two years.
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o Front End Data Entry

In March 1985, we made an important change in how certification kits
were processed in the regions. He now require the regions to enter
all recertifications into MMACS upon receipt in the regional offices
prior to review by the certification specialists. (We refer to this
process as "front-end data entry".) Computer-based flags screen the
recertification cases and identify facilities requiring professional
review. These flags consist of certain critical requirements
including Conditions of Participation which, if not met, will
identify problematic facilities. The "flagged facilities are then
reviewed by the professional staff. Unflagged cases require no
professional review after entry into MMACS. Because the cases are
being entered into MMACS as soon as they are received in the ROs,
the lag time in entering certifications into MMACS has been
significantly reduced.

o Case Control System

In conjunction with the front-end data entry process', we developed
a standardized MMACS-based case control system in September 1985.
These tables provide central and regional office management with
important information for monitoring certification activity and
identifying processing bottlenecks. In addition to providing
summary data on the number of recertification cases that are
received, cleared, pending in the regions, and pending over 30 days
in the regions, the case control reports also identify cases that
are due from the States. This last report enables the regions to
identify any recertification cases that have not been forwarded by
the States within the prescribed timeframes.

o Survey and Certification Operations Report (SCOR)

In July, 1985 we issued the first in a continuing series of
quarterly reports to the Regional Administrators and top level HCFA
management on certification activities in the ROs. The SCOR focuses
on various aspects of certification activity each quarter using
MMACS as its primary data source. Through the SCOR we have been
alerting the regional offices to excessive processing times,
processing bottlenecks, and improper processing and/or certification
procedures. When significant problems are uncovered through
analysis of SCOR (i.e. MMACS data), followup memoranda are sent to
the ROs outlining the problem and recommending specific actions to
be taken.

o Adverse Action Extract, ICFA-462

Recently, we developed a new form (HCFA-462) to ensure the prompt
processing of certification actions where there is the potential for
adverse action (terminations and denials of payments for new
admissions (alternative sanctions)). The pertinent information from
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the form will be entered into WMACS, and based on our analyses of

the data, if the State agencies or regional offices fail to process

these actions in accordance with manualized processing time limits.
their failure will be documented and brought to their attention
during the State and RO evaluation programs.

O Future MKACS Enchancements

Over the next few years, we plan to expand and upgrade the MMACS to

be a more effective and efficient state-of-the-art management
information system. Our plans Include modifying the data base to

capture more patient specific information and less statistical and

deficiency related Information. We will focus our attention on
outcomes of patient care rather than on facility compliance with the

traditional structure and process.

Another way we plan to enhance the data system is to streamline the

data collection and entry techniques. As mentioned previously.
within two years we expect all the States to be entering the survey
results directly into the data base Instead of forwarding the hard

copies to the regional offices for review and data entry. Our

ultimate goal is to have a "paperless process" in which surveyors
will use hand-held computers to collect information about a

facility, its patients and its compliance and then transmit the data

telephonically to the States and regions.

We would like to emphasize that MWACS is being continuously used by the

Health Standards and Quality Bureau (HSQB) to evaluate RO performance.

In fact, MMACS data along with other information available in HSQB will

be used this year to evaluate the majority of ROs. Additionally, we are

developing a computerized State Agency Evaluation Program, to evaluate

each State agency's performance under the revised Section 1864
Agreement. This process, when implemented, will rely heavily on MMACS

data.

In addition, although this section of the report indicates that results

of facility surveys are not entered into MMACS timely, this is contrary
to what we observed during our evaluation of all the regional offices
(Division of Health Standards and Quality (OHSQ)) in mid-1985. In the
course of these reviews, we did find that in two regional offices there

was a relatively small backlog. However, in both cases the ROs were

taking steps to eliminate their backlogs.

Moreover, we found that the ROs use MMACS data, not only in evaluating
State agency (SA) processing times, but in the review of a facility's

past compliance history. Although some RO staff have not universally
accepted MMACS, we believe that the system is being used to monitor the
SAs and providers.
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HMACS Shows Thousands of Long-Term Care Facilities As Not Being Surveyed
Within 15 Months

We agree that long-term care facilities must be surveyed annually and we
rigorously enforce this requirement. There is a strong possibility that
OIG staff misinterpreted some MMACS data. To illustrate, consider the
following example. The facility was surveyed in September 1984 and
issued an agreement which began on January 1, 1985 and expired on
December 31. 1985. The SA resurveyed the facility in November, 1985 and
forwarded its certification to the RO within the required 45 days. The
RO received the certification on December 21, 1985. but because of the
holiday, the kit is not entered until January 4. 1986. Review of MMACS
15 months after the September 1984 survey, would not have revealed a
survey as having been completed. In this case, the survey could have
been even later, had the SA requested from the RO a two month extension.

In addition, some further distinction must be made between Medicare
certifications and Medicaid-only certifications. Medicaid certifications
are not approved by the RO. Therefore, the certification data is not
entered until the information is received from the Medicaid State agency,
which may be 120 to 150 days after the date of survey. There is no
requirement that SAs must forward Medicaid certifications to the ROs
within 45 days, since RO approval of the certification Is not required.

In addition, the data on work processing times from the statistical
sample of 230 surveys cited in this section was interesting because it
differs significantly from a similar analysis we have done, on the same
subject. The statistical sample in the OIG report reflected an average
processing time of 107 days from survey date to entry into MMACS.
Results of our analysis (see Attachments 1 - 3 from SCOR report dated
02/04/86) indicate the average processing times of all Medicare and
Medicare/Medicaid Skilled Nursing Facilities is significantly lower than
the sample findings:

Overall average processing time - 71.89 days

Average number of days between survey date and SA review signoff -
45.97 days

Average number of days between RO receipt and RO approval - 15.85
days

(Note - Since 10/85, the majority of recertifications (i.e.
unflagged cases) are entered into MMACS on the same day the RO
approves them).



826

Our analysis indicates that the OIG conclusion is grossly in error and
the SAs are operating within the timeframes set forth in the State
Operations Manual.

HCFA Recoonizes Need to Monitor Survey Activities but Review Methods Need
Improvement

The Divisions of Financial Management in the regional offices were asked
to validate that annual surveys were being conducted. While the sampling
technique Is arguable, it must be pointed-out that this review was in
addition to monitoring done on all States by the DHSQ-ROs.

Disallowance Actions Should Begin Earlier

The DHSQ-ROs were Instructed to reinstitute annual surveys as early as
January, 1983. In 1984, however, we found there was still some
misunderstanding among some of the ROs and SAs. Therefore, in August
1954, we again clarified that annual surveys were to be instituted
forthwith. We agree that all long-term care facilities should have been
surveyed between October 1, 1984 and September 30, 1985 and would support
disallowances of Federal financial participation to the States for
facilities not surveyed during and after fiscal year 1985. Our onsite
reviews of the ROs last year confirmed that the ROs are requiring annual
surveys.



(COMMITTEE STAFP NOTE: Bracketted figures belouv are fcr improved legibility.]

ATTACHMENT I

Jl"'hest Processing live (Per Facility Iype)

Loaest Processing Time (Per Facility Iype)
AVERACE NUMBER OF DOMS

BETWEEN SURVEs DATE AND RO APPROVAL
CI 85

I i I I I . I I I
I K - Red REION REGION j REGION R REGION I RE6ION REGION I REGION I REGION I REGION REGION
I li blue U.S. I 11 II IV V VI V1 Vill I X

Iit 16/18 71.e9 I 91.3 I 1L5.53 I 69.30 6i3.44 I 7e.00 62.01 t!--5 757.59
I S tis | _ _ _ _ _ _ I 18 I | 62.01 576

IS Only I/ I 63.11 70.18 54.35 I 65.55 I 62.4e I 59.29 I 75.01 1 59.04 1 59.43 1 36.79

I e I E- l I I I I I I I I

I lCFs I/ 1 6i.i; 1 55.74 60.4i 1 59.15 1 85.32 1 48.32 1 52.75 4 57tJ57.41 1 67.95 J

| s : | <~~~~~~~~~[45.78) 1

1 2CFs/MR 1/1 18.55 I 7C.00 6E.81 I 6;.9& I 65.96 79.61 I 74.93 I 80.06 F12.93 1 67.45
1 1 ~~~14.981 _162.931

I redted I
Ihospitals 1 51.96 I S0.S6 1 4E.55 1 62.76 1 41.92 1 5G.50 :34.22 145.42 1 43.24 J 38.09 1

I89.441 134.21

Unaccreditedl 66.36 I 96.68 115.E1 I 74.86 I 83.27 I 115.25 64.51 I 65.25 J e4.54 1 80.37 1
Ilcupirtala ijospttals : | =°,;; t : | j:~~~~~~~~~64.511

I LAB& I 61.11 I 80.15 66.14 1 53.11 I 56.08 i 71.73 38.39" 1 41.80 1 47.31 1 44.52 1
J103.091 M 91 1 13.9

IlHAS 1 5E.14 6,.El 91 T 4 20 T 4, 65 60.22 61.61 1 4i.71 I35.98-, 60.11 1 64.19 I
1 1 1 17787L67. I I 1 I [39.98]

SOURCE: INACS data current as of 01/07/86
j/ Average Number of Days betueen Survey Date and Single State Agency Sign Off



ATrAcHO'U T 2

Q Highest Processing Time (Per Facility lype)

Lowest Processing lime (Per Facility Type)
AVERACE NUMBER OF DAIS

BETWEEN SLRVEY DATE AND SA REVIEW S1NOFF
CY 85

R K - Red | I REGION I REGION I REGION I REGION I REGION I REGION I RECIOt I RECION | RECION i REGION

D- Blue U .S. S 1 I 11 I 11 I 1n V I V1 I Vil I Vill IX I x

I 18 A 18/19 I 45.97; 5C.04 1 52.61 1 43.24 I 42.57 50.3S 4f.05 1 42.93 1 31.i3 ,7'2

I SNFs I I J I I

I SNF I | | L I 9 6! I I | | 131.731

i 19 Only 1 49.02 1 16.54 1 3E.84 1 45.98 I 49.65 I 4.69 154.13 1 49.6C 1 34.05 J.' 30.1:

SbFs I IIt III 130.111

1CFa I 46.85 I 45.44 58.42 I 45. 46.95 34.66 4.

I I I I I [~~~~~~~~~~~~~~~~~~~_!I63 30.83}

I 1CFs/FIR I 54.77 | 46.e3 | 66.10 _47.45 5C.10 53.07 1 55.18 L 67.1 I 29.3 ' 6.07

I 1 I J I I [74.311 [29.341

Accredited I I IN3 I I

ihospital | 3C.09 | 35.08 1 25.58 sa 22.01 25.34 I 37.80 4I 24.85 I 37.17 I 25.84 I 2:.32

[22.Q11 [42 441, ~ ,

IUneccreditedl 51.80 1 71.00 1 62.43 .5106 I 53.C4 1 54.34 1 49.84 I 47.34 5C. ! 6.i1
I hlospitals I I [7.5 l 4 .l81

I LABs 1 37.47 L 43.02 s. 40 .0 1 29.87 I 34.37 1 29.06 1 29.94 28.70 34.86 29.Sf

I hhAs 1 29.74 6 9 36.21 1 20.00 2S.79 1 34.02 I 26.6E I '1.37 1 27.6i7 22.10 1i 0.7.

SOCRCE, lACS data current as of 01i0G/E6
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Cg IigI.Wrt Processinrg lIfe (Per Facilit3 lype)

D ktuets Processing lime (Per Facility lype)
AVERACE NUMBER OF DAYS

BETWEEN RO RECEIPI AND RO APPROVAL
CY 85

R Red I I REGION | REGION I RCCIOR REGION I REGION I REGION I REGION I RCGION I REGION I REGION I
L lu U. .IV II IV l I

It 4 16/19 I 15.E5 I 32.21 1 20.e5 I 13.40 1 24.23 1 20.69 5.68,0- Sb3 13.35 1 iCZ22Ihys I 6 I -I.1 I I

I -T -~~~~~~~~~~~~~~~~~~~~~~~~~~~~1IiS1 Only 1/ I 24.5 I 47,.56 | 33.54 | 2;.22 I 13.47 I 15.13 21.29 6.W M .95 I 25.70 I

IaCF 1/ I 24.75 | tD.86 - 23.21 1D.21 I 15.91 29.37 I 12.26 4.536 22.54 | 56.'7
I I J 191.2 I j I t~~~~ ~ ~ ~ ~~~~~~~~~~~4.54I

lFs/MHR 1/1 65'.I6 F103.99 24.73 1 15.99 1 2C.95 I 107.36 1 40.0 6.46 12.1E I 21.20 j
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3/17/861

[FM: I Director
Division of Systems
THE8JGt1: Henry Kretschsmier, Director

Office of Program Support
[RE: (3PS Support of MKCS

[TO: J Philip Nathanson, Director
Health Standards and Quality Bureau

When the HSIB realignment was implemented (as part of "Nibbler Two")
aporoximatedly two years ago, the systems management responsibility for all
data processing/management information needs, for the Medicare/Medicaid
Automated Certification System (MWCS), were transferred from the Office of
Survey and Certification (OSC) to the Office of Program Sipport (OPS). It
became apparent several months after this realignment there was a significant
lack of understanding between these affected HMQB components, concerning the
new responsiblities of each office to the other. These misunderstandings were
highlighted by a lack of communication between OSC and OPS. In an effort to
clearly define what everyone's new responsibilities are, as dictated by this
realignment, we sent a memo to OSC on August 29, 1584, as a result of a
meeting with the HSQB Director on August 7, 1984, outlining the following CPS
data processing responsibilities:

1. CPS, Division of Systems, will review and clear all requests for
modifications to existing and future systems maintained in the COROT
Network, including MMIACS; and

2. All future changes in forms designs and/or the establishment of new
provider groups should involve a representative from DS during the
development stage to assure that all of HSQBs data/processing needs
are provided for.

Although we thought that any misunderstandings would be resolved as a result
of our memo, we were wrong. In early 1985, OSC began sending prograrming
specifications directly to BOMS without any review and/or input from OPS. On
February 22, 1985, we once again sent a copy of our August 29, 1984, memo to
U5C to restate our concerns. However, it now appears that misunderstandings
are not a problem, the fact is that OSC is obviously attempting to abrogate
our responsibilities to support "ACS. Since February 1985, the following
revisions to MACS have been implemented without involving CPS to the degree
needed to keep us informed on system charges:
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1. Front-End Data Entry Process

2. Federal Monitoring Surveys

3. Life Safety sde

4. New Outcome-Oriented Survey Process for 5NFs and ICFs

5. MKCS Case Cbntrol System

Additionally, we (CPS) recently prepared observations/coxments in response to
a scathing audit report prepared by the CDG on the ineffectiveness of MAC5.
These observations/corsents were never incorporated with OSC's in the bureau' s
reply to the OIG. We certainly want OSC to state their opinion, however, we
interpreted their response as an apology for MMACS instead of constructive
comments concerning the realities of the QIG's report. Whereas, we attacked
each point in the OIG report, and in fact, defended MMACS since the report
obviously reflected a regional office management problem and not a MKCS
problem. After all, should DSC comments be anymore significant than OPS? To
further illustrate our concerns, DS has recently been told that a task force
was being established to redesign MKACS. However, we have been told that Ray
Frederick and I, could not be a part of this task force. Why we are being
excluded is not clear to us. We suspect one reason we were excluded was the
alledged comments made by the Director of OSC stating that Ray Frederick and I
were of "limited vision". If these alledged con ents are tnme they are not
only slanderous but detrimental to our character, comptency and reputation.
Interestingly our vision was broad enough to take MMACS from an antiquated
batch processing system on the UNIVAC to a state-of-the-art IBM online
system. It was OPS's 'vision' that provided:

1] Dn-Lined hbrdwireo ITT Terminals;

2] Provided Full Screen Data Entry and Front-End Editing;

3) Improved and Updated Software Programs;

4] Improved Response Time to the MMACS Data Base;

5] Developed and Implemented State Agency Direct-Data Entry;

6] Eliminated the 45-Minute Time Limit on RADARS.

73-435 - 87 - 27
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As you can see, there are soee serious problems that exist between OSC and OPS
concerning data processing. It would appear to be an appropriate time for a
meeting to establish sore clear direction for CPS staff so we will understand
our role to this apparent change of bureau policy. If our responsibility to

"ACS has been abrogated, I believe a delineation of responsibility is
preferable to operating under the veil of suspicion and innuendo.

Donald G. Sikora

HCFA/H/oCPS/YmS/iFrederick:cp 3/17/86
a146J
File Code DS100.4D
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DEPASTMENT OF HEALTH& HUMAN SERVICES Health Care Fnang Adminv.tiat-

6i325 Srt1Y Bot-elAvd
3a1mor.. MD 21207

Hr. Conrad Thompson. Director
Bureau of Nursing Home Affairs
Mail Stop HB-i1
623 8th Avenue SE
Olympia, HA 98504

Dear Mr. Thompson:

The implementation of the new long-term care survey process will be
somewhat delayed beyond the originally targetted date of April 1 because
it appears that the final rule mandating States to use the prescribed
Federal process will not be published prior to that date. We currently
expect the final rule to be published In late April or early May.

I would like to emphasize that despite this delay, our current
expectation is that we wil promptly implement the new long-term care
survey process after publication of the final rule. Accordingly. between
now and publication of the final rule this spring, you should continue
all training activities in your State so that the fullest possible
complement of surveyors will be ready and available to Implement the new
LTC survey process. To assist you in your training efforts and give you
a better understanding of the LTC survey process, I am enclosing a copy
of the "Report on the New Long Term Care Survey Process.' This report
describes how the new long-term care process became a reality and what it
is intended to accomplish.

Final approved survey forms for use in the new process are currently
being printed and will be automatically distributed to each State. These
forms should not be used until we or the HCFA regional office notifies
you of the new Implementation date. I am also enclosing copies of the
final draft survey report forms which include the prefix tags used to
collect the deficiency information. The training manuals distributed at
the nationally-sponsored training programs contained an earlier version
of the forms without the prefix tags,

As a follow-up to the six nationally-sponsored training courses on the
LTC survey, we will be sending you a training module to assist you with
followup training. The module will consist of 1/2- VHS video tapes of an
overview of the LTC survey, resident interview skills and Part B survey
techniques. A slide-tape tour and exercise. plus an instructor's guide,
will complete the module. Additional participant's manuals can be
obtained from:

The National Technical Information Service
U.S. Department of Cerce
5282 Port Royal Road
Springfield. Virginia 22161

byr.
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If you have any questions on the new long-term care survey process,
please contact your HCFA regional office.

Sincerely yours,

Sharon Harris
Acting Director
Office of Survey and Certification

Enclosures
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Haln Cars
DEPARTMENT OF HEALTH HUMAN SERVICES Flnancng Administnration

Region X
M/S 409
2901 Thid Avenue
Setile, WA 98121
March 26, 1986

Conrad Thompson, Director
Bureau of Nursing Home Affairs
Department of Social and Health Services
Rail Stop f5-il
623 8th Ave. S.Z.
Olympia, Washington 98504

Dear Mr. Thompson;

The implementation of the long-ters care survey procesa (LTCSPI will be
somewhat delayed beyond the original targetted date of April 1, 1986.
This delay is necessary because of our need to publish a final rule
mandating the use of the LTCPS. We expect the final rule to be published
in late April or early May. However, it is our intention to implement the
LTCSP promptly after publishing the final rule.

We will proceed with the training of all State Agency and the Regional
Office staff. The planning for this training was accooplished March 17th
and 18th by members of SA and SO staff.

The two day training session for your State is scheduled for April 16th
and 17th. The trainers will consist of your staff and MO staff. We have
sent the Training Manual to the printers and should be able to mail then
to you by March 28th . The audio visuals should be available by the 5th
of April.

Survey forms for the LTCSP are being printed and a supply will be sent to
you. I want to caution you against using these new forms until you are
notified to implement this new survey process.

If you have any questions or need additional information, contact me at
(2081 442-8162.

Sincezzy,

One.d L. Hansen, Director
Survey and Certification Program
Division of Health Standards and Quality
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f f ~ DEPARTMENT OF HEALTH & HUMAN SERVICES Finatcmg AamuIvaus

, ML5 28 se6 Memorar

0.-. k.n`7Ry.RDesmaris ,M DFPA, Acting Administrator Ref KSQ-096-F

Regulation Action Memorandum - Final Rule - Alternative
e Sanction for Long-Term Care Facilities.

The Secretary
To Through US_ _

ES_____

ndum

ACT AS SOON AS POSSIBLE

The alternative sanction will encourage the prompt correction
of deficiencies without requiring the drastic measure of
terminating the facility's provider agreement end its
participation in the Medicare or Medicaid program. This
regulation Is being closely followed by the Senate Special
Committee on Aging, and was the subject of a recent Jack
Anderson column in the Washington Post.

Purpose

To implement section 916 of the Omnibus Reconciliation Act of
1980 (Pub. L. 96-499). which provides an alternative sanction
(denial of payment for new admissions) which HCFA or the
Medicaid agencies may impose, as a general rule, when a SNF
or ICF has deficiencies that do not pose immediate jeopardy
to Patient health and safety.

Background

Before the enactment of section 916 of Pub. L. 96-499. if a
State survey agency determined that a SNF or ICP did not
comply with one or more of the conditions of participation
(for SNFS) or standards (for ICFs). the only sanction
available to HCFA or the Medicaid agency was to terminate the
facility's provider agreement. The denial of payment
sanction established by section 916 is not a substitute for
the long-standing authority to terminate the provider
agreement. HCFA and the state Medicaid agencies retain the
authority to terminate whenever they consider it necessary,
even during the 11-month period for which the denial of
payment is imposed.

Section 916 also expanded the scope of the Secretary's
'look-behind' authority, i.e.. the authority to validate
State determinations of whether a facility is in compliance
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with the conditions of participation or standards. Under
Federal regulations that pre-date section 916, MCFA. as the
Secretary's delegate, could determine that the survey had not
been done in accordance with Federal rules and that,
therefore. the provider agreement did not constitute evidence
of compliance with the conditions or standards. In such
cases. MCFA could deny FFP in State payments made to that
facility for services furnished to Medicaid recipients.
Under the expanded authority provided by section 916. HCFA
may now also terminate the facility's participation in the
Medicaid program.

Section 916 did not alter existing appeals procedures.
Accordingly, SNFs that participate in Medicare continue to
have a right to a full evidentiary hearing before an
Administrative Law Judge after the effective date of
termination. Similarly, under Medicaid. facilities continue
to have a right to a full evidentiary hearing either before
or. if the State prefers, within 120 days after, the
effectiue date of termination of the provider agreement.

On February 21. 1965. we published a proposed rule (SO FR
7191) to implement section 916. That NPRM elicited 52
letters of comments. which are discussed in detail in the
preamble to this final rule

PROVISIONS

Implementation of the alternative sanction requires both
revision of some existing rules and addition of new rules
The new rules are 55442 118 and 442.119 for Medicaid. and
55489.60 through 489.64 for Medicare. These new rules --

1. Provide as follows:

a The alternative sanction may be applied only when a
facility is out of compliance with one or more of
the conditions of participation (for SNFs) or
standards (for ICFs).

b. If the facility's deficiencies do not pose immediate
jeopardy-to patient health and safety. HCFA or the
Medicaid agency may either terminate the provider
agreement or deny payment for new admissions. (In
determining which sanction to impose, HCFR considers
factors such as the facility's compliance history
and the number and seriousness of the deficiencies.)

c. If the facility's deficiencies do pose immediate
jeopardy to Patient health and safety. HCFA or the
Medicaid agency must terminate the provider
agreement. Moreover, section 916 requires in such
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cases that MCFA will. and the Medicaid agency may.
additionally impose the alternative sanction,

While the statute requires this sequence of events.
programmatically it is unworkable. Specifically.
HCFA terminates Medicare provider agreements within
a few days, with opportunity for hearing after the
effective date of termination. The alternative
sanction. on the other hand, cannot be imposed until
after the facility has been given the opportunity to
correct the deficiencies, an informal hearing, and a
IS-day notice. Thus, it is clear that denial of
payment only for new admissions cannot be imposed
'in addition to' termination, which is a much more
rapid procedure and cuts off all payments to
providers.

d. If HCFA applies the elternative sanction to a SNF
that also participates in Medicaid, HCFA will
require the Medicaid agency to deny Medicaid
payments for the some period for which Medicare
payments are denied

e. It is the Medicare appeals procedures that are
available to a sanctioned SNF that participates in
both programs. (See 55442.119(c) and 489.60(b))

2 Require MCFA or the Medicaid agency to fulfill the
following requirements before denying payment for new
admissions:

a Give the facility notice of the deficiencies and an
opportunity to correct those deficiencies.

b. If the facility does not correct the deficiencies
during the time specified in the notice of
deficiencies, give the facility notice and an
opportunity for an informal hearing on the proposed
denial of payment for new admissions.

c. If the informal hearing decision is adverse to the
facility, give the facility and the public advance
notice at least 15 days before the effective date of
denial of payment.

Denial of payment for new admissions does not apply to
individuals who were in the facility before the effective
date of denial, even if they become eligible for Medicaid
after that date. (See 55442,l18(b) and 489.62.)

3 Provide, with respect to the alternative sanction --

a. That it will continue in effect until the end of the
eleventh month after the month it becomes effective,
unless, before that time. HCrA or the Medicaid
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agenCy finds that the facility has corrected the
deficiencies or is making a good faith effort to
correct them. or that the deficiencies are such that
it is necessary to terminate the provider agreement.

b. That HCFA will and the Medicaid agency must -

1) Terminate a facility's provider agreement upon
a finding that the facility has been unable to
achieve compliance with the conditions (for
SNFs) or the standards (for ICFs) during the
time the denial of payment was in effect;

2) Make the termination effective the day
following the last day of the 11-month denial
of payments pariod; and

3) Follow the usual procedures for appeals from
termination, as set forth In Part 405, Subpart
O of the Medicare rules, end in Part 431,
Subpart D of the Medicaid rules, (See
55442.119 and 489 64.)

The informal hearing on proposed denial of payments
would be offered by HCFR for SNFs that participate in
Medicare, and by the Medicaid agency for facilities that
participate only in Medicaid. It would provide the
facility an opportunity to present, in writing or in
person, evidence and documentation to show that it is not
out of compliance with the conditions or standards for
which deficiencies were cited. The facility would
receive, from HCFA or the Medicaid agency, a written
notice setting forth the reasons for the hearing decision.

If the decision is to impose denial of payment, the
facility would receive notice stating the effective date
of denial (no earlier than 15 days after the date on thenotice), the duration of the sanction. and the reasons
for the denial of payment. and the public would be
notified at the same time

Changes in existing regulations were needed --

I To add definitions of 'immediate jeopardy and "new
admission'.

Since it is the presence or absence of "immediate
jeopardy' that determines whether HCFA or the Medicaid
agency has the option of terminating the provider
agreement or denying payment for new admissions, a
definition was added to S439.3 of the Medicare rules and
5442.2 of the Medicaid rules.
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In the Medicaid rules we haue also defined new 'V
admission" to specify that if the State plan includes
payment for reserved beds. patients readmitted to a
reserved bed are exempt from the denial of payment
sanction. A reservad bed is a SNF or ICF bed resered
for a Medicaid racipient who leaves the facility
temporarily (for instance for required hospitalization
or for a brief home visit included in the plan of
treatment) and is expected to return to the reserved bed
at the and of the temporary absence.

2. To clarify appeal rights.

Specific appeals procedures for Medicare providers and
suppliers are set forth in Subpart 0 of Part 405 of the
Medicare rules, The termination of a provider agreement
for failure to comply with the conditions of
participation is an 'initial determination" subject to
the Subpart 0 provisions. However, since the alternative
sanction does not exclude the facility from participation
ih the program, the Subpart 0 appeals procedures do not
apply. Accordingly. in 5405.1505. which lists
administrative actions that are not initial
determinations (and therefore are not subject to the
Subpart 0 provisions), we have added a new paragraph (o)
to make clear that the following are not initial
determinations:

* A finding that the SNF's deficiencies pose immediate
jeopardy to patients' health and safety

e The choice of sanction (termination of provider
agreement or denial of payments for new admissions)
when the SNF's deficiencies do not pose immediate
jeopardy.

These clarifying changes ensure that there will be no
confusion regarding the Congress' stated intent not to
change the existing appeals procedures

3. To clarify the Medicaid reserved bed policy by revising
5447.40(a) to specify that the Medicaid agency may pay
for reserved beds if --

(1) The State plan provides for such payments and
specifies any limitation on the policy; and

(2) Absences for purposes other than hospitalization are
included in the patient's plan of care.

4. To strengthen policy on required termination of provider
agreements.



841

Under previous regulations. termination would have been
used in situations that endangered patients' health and
safety. Now that there is a specific statutory mandate
for terminations in 'immediate jeopardy" situations, we
havs made the rules even more precise by amending j489.53
for Medicare, and adding 5442.117 to the Medicaid rules
Section 4_9.53(b) states that MCFA will terminate a SNF's
provider agreement if the SNF's deficiencies pose
Immediate jeopardy to patients' health and safety.
Section 442.117 -

* Requires the State survey agency to terminate a
facility's certification of compliance when the
facility's failure to meet applicable conditions
(for SNFS) or standards (for ICFs) poses immediate
jeopardy; and

° Cites the applicable termination procedures that the
Medicaid agency must follow.

. To shorten the advance notice period from 1S days to 2
days when the facility's deficiencies pose immediate
jeopardy to patients health and safety.

6. To reflect changes in delegations of authority to
terminate provider agreements.

Final regulations published by the Department on
September 13. 1985 (SO FR 37370) reflect several changes
in delegations of authority. One of those changes means
that, in certain circumstances, the Department's Office
of the Inspector General (OIG). rather than HCFA, is
responsible for termination and notice of termination of
a provider agreement, and for reinstatement after
termination. To make clear when the authority rests with
HCFA. and when with the OIG, we revised JS489 53 and
489.57 and added a new S489.54.

COSTS/SAVINGS

We anticipate that most facilities will correct the
deficiencies before the correction period expires, so that
the alternative sanction will be applied in few cases. The
costs of administrative hearings and resurveys will be
incurred regardless of which sanction is imposed.
Accordingly, we expect no major increases in costs or savings
as a result of publishing this final regulation. Neither a
Regulatory Impact Analysis under Executive Order 12291 nor a
regulatory flexibility analysis under the Regulatory
Flexibility Act has been prepared for this final regulation.
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ISSUES

1. Whether to reduce, from 15 days to 2 days, the advance
notice period in "immediate Jeopardy' situations.

In the preamble to the proposed rule we requested comment
on this Issue, Eleven of the twelve comments on this
question favored the 2-day notice. We believe that quick
action Is necessary to protect beneficiarles in immediate
jeopardy situations, and that 15 days is simply too long
a waiting period. A two-day notice is consistent with
the procedures we follow in terminating Medicaid
facilities found, upon 'look-behind' review, to be out of
compliance with the conditions of participation.

2. Whether to broaden the definition of 'immediate
jeopardy'. Although we did not change the definition
itself, we did provide examples that do broaden the
concept as It was perceived by some who commented on the
proposed rule.

3. Whether to establish specific time frames for each step
in the process of imposing the alternative sanction

In the final rules, we haue established a period of up to
60 days as a 'reasonable' time for correction of
deficiencies when the deficiencies do not pose Immediate
Jeopardy to patients' health end safety.

4. Whether to adhere strictly to the language of the law.
which requires that termination (because the facility has
not achieved compliance during the alternative sanction
period) be effective on the first day of the first month
after the last month the denial of payment was in
effect. We do not believe that Congress Intended to
permit deficient facilities to continue to participate in
the program beyond the eleuen-month period, as would be
the case if for example, the 11-month period ended on the
Sthe day of a month and termination could not be
effective until the first of the following month.
Accordingly, we decided to use our longstanding statutory
authority to terminate a deficient facility at any time.
as a basis for making termination effective on the day
after the last day of the denial of payment period We
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believe that prggraumatically we can accomplish this by
providing a facility that it failing to correct noted
deficiencies with a IS-day termination notice that would
coincide with the day following the expiration of the
11-month correction period.

Attachment A Final Rule.

PREPARED BYrHCFA/8ERC/RS LIgleaie l/17/6 245-0383 (E7133D)
CONTACT PERSON :athew Brown HSQB Ext. 47817



844

MSQ-C96-t

CONGRESSIONAL INTEREST

Following publication of the proposed rule, in February 1985.
the Senate Special Committee on Aging. chaired by Senator
John Heinz, raised numerous concerns about the substance of
these regulations. particularly with respect to the possible
use of the alternative sanction as a substitute for
termination In 'Immediate jeopardy' situations The
Committee also questioned whether the Department was
sufficiently responsiue to public comments it had received on
the proposed rules. During Several meetings in late summer
of 1995, Committee end HCFA staff thoroughly explored the
Committee's concerns. Although final rules incorporate manyCommittee suggestions. the Committee can be expected to
continue to criticize these regulations, and seek prompt
publication of promised clarifying guidelines.

Although there has been no other Congressional correspondence
nor any other inquiries concerning these alternative sanction
regulations during the past two years, Senator Weiker has a
continuing interest in LTC survey and certification, QC. and
"look-behind issues." In addition, there has been
significant Congressional interest in the concept of
broadening the use of alternative sanctions beyond current
law and regulations
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'11SZr/L Denmarna4 M.D.
FMl Acting Adminlatrator

Health CAre Financing Admntrlstratin

St1dss oGI Draft Report - Use of the Medicare and Medicaid Automated Certifieation
System (ACN 03-401S4)

To Ih;e Inpector General
Office of the Secretary

urn

We have reviewed the draft audit report and gree with the OIG that Medica end
Medicald Automated Certification System (MMAC Information *0cM be kept
current and accurate. The report contains A number of usetul fndibWs and we Intend
to use the report as part of our effort to improve MMACS, We will abo make the010 report available to our regional office flgnmane stffs for th1, Inomto and
Use,

Our comments on the Wweclfle sections and rocommenrtion of th report are
attached for your onslderatlo.

Attachment

-

I



846

Comments of the Health Care Flnancing Administration
on the OIG Draft Audit Regrt - Use of the

Medicawre/Medicaid Automated Certification System (MMACS)

Following are our comments regarding the specific sections of the report.

MMACS - Designed to be an Effective Management Tool

We do not know where the OI obtained the $2 million figure cited in this section.
According to the Departmental evaluation of the system In 1985, the total annual
operating cost of the MMACS Network is less than $900,000.

MMACS is not an Effective Management Tool for Monitoring Long-Term Care
Facilities

We do not agree with the conclusion that MMACS is not being used as an effective
management tool for monitoring State survey and certification activities We are
continually striving to improve the accuracy and timeliness of the data. Following
are some of the steps we have taken toward that endi

o State Agency (SA) Direct Data Entry

As the 010 findings indicate, delays can occur from the time the survey takes
place to when the results are forwarded to the regional offices (ROs) for review
and data entry. To eliminate unnecessary paperflow and facilitate timely data
entry, we began a pilot project in 1994 in four States to test the feasibility of
transferring the responsibility for data entry from the regions to the States. The
results have been effective judging by Washington State's average processing time
of 62 days from survey to system processing for long-term care providers. This
compares to 107 days as cited in the OIG-report. The pilot will be extended to 12
States in 1986.

o Front End Data Entry

In March 1985, we made an Important change in how certification kits were
processed in the regions. We now require the regions to enter all recertifications
into MMACS upon receipt In the ROs prior to review by the certification
specialists. (We refer to this process as "front-end data entry".) Computer-based
flags screen the recertification cases and identify facilities requiring professional
review. These flags consist of certain critical requirements Including conditions
of participation which, If not met, will Identify problematic facilities. The
"flagged" facilities are then reviewed by the professional staff. Unflagged cases
require no professional review after entry Into MMACS. Because the cases are
being entered into MMACS as soon as they are received in the RO, the lag time
In entering certifications into MMACS has been significantly reduced.

o Case Control System

In conjunction with the "front-end data entry process", we developed a
standardized MMACS-based case control system in September 1985. These tables
provide central and regional office management with Important information for
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monitoring certification activity and identifying processing bottlenecks. In
addition to providing summary data on the number of recertification eases that
are received, cleared, pending in the regions, and pending over 30 days in the
regions, the case control reports also identify cases that are due from the States.
This last report enables the regions to Identify any recertification cases that have
not been forwarded by the States within the prescribed timeframes.

O Survey and Certification Operations Report (SCOR)

in July, 1985 we issued the first In a continuing series of quarterly reports to the
Regional Administrators and top level HCFA management on certification
activities in the ROs. The SCOR focuses on various aspects of certification
activity each quarter using MMACS as its primary data source. Through the
SCOR we have been alerting the ROs to excessive processing times, processing
bottlenecks, and improper processing and/or certification procedures. When
significant problems are uncovered through analysis of SCOR (Le. MMACS data),
followup memoranda are sent to the ROS outlining the problem and recommending
specific actions to be taken.

o Adverse Action Extract, HCFA-482

Recently, we developed a new form (HCFA-462) to ensure the prompt processing
of certification actions where there is the potential for adverse action
(terminations and denials of payments for new admissions (alternative sanctions)).
The pertinent information from the form will be entered into MMACS, and based
on our analyses of the data, If the SAs or ROs fall to process these actions In
accordance with manualized processing time limits, their failure will be
documented and brought to their attention during the State and RO evaluation
programs.

o Future MMACS Enchancements

Over the next few years, we plan to expand and upgrade the MMACS to be a more
effective and efficient state-of-the-art management Information system. Our
plans include modifying the data base to capture more patient-specific
information and less statistical and deficiency-related information. We will focus
our attention on outcomes of patient care rather than on facility compliance with
the traditional structure and process.

Another way we plan to enhanwe the data system Is to streamline the data
collection and entry techniques. As mentioned previously, within two years we
expect ali the States to be entering the survey results directly Into the data base
instead of forwarding the hard copies to the RO0 for review and data entry. Our
ultimate goal is to have a "paperless process' in which surveyors will use hand-
held computers to collect information about a facility, its patients and its
compliance and then transmit the data telephonically to the States and regions.

We would like to emphasize that MMACS is being continuously used by HCFA to
evaluate RO performance. In fact, MMACS data along with other information
available in HCFA will be used this year to evaluate the majority of ROs.
Additionally, we are developing a computerized State Agency Evaluation Program, to
evaluate each SA's performance under the revised Section 1864 Agreement. This
process, when implemented, will rely heavily on MMACS data.
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In addition, although this section of the report indicates that results of facility
surveys are not entered into MMACS timely, this is contrary to what we observed
during our evaluation of all the ROs (Division of Health Standards and Quality) in
mid-1985. In the course of these reviews, we did find that in two ROs there was a
relatively small backlog. However, in both cases the ROs were taking steps to
eliminate their backlogs.

Moreover, we found that the ROs use MMACS data, not only in evaluating SA
processing times, but in the review of a facility's past compliance history. Although
some RO staff have been slow to accept MMACS, we believe that the system Is being
used to monitor the SAs and providers.

MMACS Shows Thousands of Lonz-Term Care Facilities As Not Being Su
Within IS Months

We agree that long-term care facilities must be surveyed annually and we rigorously
enforce this requirement There Is a strong possibility that OIG staff misinterpreted
some MMACS data. To illustrate, consider the following example. The facility was
surveyed In September 1984 and issued an agreement which began on January 1, 1985
and expired on December 31, 1985. The SA resurveyed the facility In November 1985
and forwarded Its certlfication to the RO within the required 45 days. The RO
received the certificatxpn on December 21, 1985, but because of the holiday, the kit
Is not entered until January 4, 1986. Review of MMACS 15 months after the
September 1984 survey would not have revealed a survey as having been completed.
In this case, the survey could have been even later, had the SA requested a two month
extension from the RO.

In addition, some further distinction must be made between Medicare certifications
and Medicaid-only certifications. Medicaid certifications are not approved by the
RO. Therefore, the certification data is not entered until the Information Is received
from the Medicaid SA, which may be 120 to 150 days after the date of survey. There
Is no requirement that SAs must forward Medicaid certifications to the ROs within 45
days, since RO approval of the certification Is not required.

In addition, the data on work processing times from the statistical sample of 230
surveys cited in this section was Interesting because It differs significantly from a
similar analysis we have done on the same subject. The statistical sample in the 010
report reflected an average processizg time of 107 days from survey date to entry
Into MMACS. Results of our analysis (see Attachments 1 - 3 from SCOR report dated
February 1986) indicate the average processing times of all Medicare and
Medicare/Medicaid skilled nursing facilities is significantly lower than the sample
findLngst

Overall average processing time - 71.89 days

Average number of days between survey date and SA review signoff -
45.97 days

Average number of days between RO receipt and RO approval - 15.85 days
(Note - Since 10185, the majority of recertificatlons (Le. unflagged cases)
are entered into MMACS on the same day the RO approves them).
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Our analysis indicates that the OIG conclusion is grossly in error and the SAs are
operating within the timeframes set forth in the State Operations ManuaL

HCFA Recocnizes Need to Monitor Survey Activities but Review Methods Need
Improvement

We disagree with the O0G's contention that the ROs have selected inappropriate
States for review in some cases, and that our mandate that one State per region be
reviewed is inadequate. We have historically deferred to the ROs in the selection of
particular States for review, subject to our concurrence, in part so that the ROs can
rotate their reviews through all States to ensure that each State is eventually
reviewed in all key areas. Moreover, we will generally not conduct a review in a
given State If the OIG has just performed a review on the same subject in that State
(e.g., Illinois and Indiana with respect to certification reviews).

The targeting of States for reviews must also reflect consideration of staff
availability, travel funding, and competing review priorities. For example, even if
reliable MMACS data indicate that all States in Region V require provider agreement
reviews, we cannot focus all Region V financial staff on that area at the expense of
other critical responsibilities. Nor can we shift staff from one region to another to
perform reviews. Our review strategy emphasizes areas which are of major national
significance, have experienced recent regulatory or policy changes or are high-risk
areas which have not recently been reviewed. It must also be pointed out that these
reviews are In addition to monitoring done on all States by the Division of Health
Standards and Quality in the ROs.

With regard specifically to the certification reviews the OIG report argues that
disallowances should start with fiscal year (FY) 1985, rather than FY 1986 as stated
In the financial review guide we disseminated last fall. The OIG position is based on
the fact that the Director, Health Standards and Quality Bureau (HSQB) wrote the
ROs in January 1983, that States should start phasing back Into an annual survey
schedule, and that he issued another mei.iorandum In August 1984 stating that States
should by then be back on that schedule.

In fact, the original (June 1982) policy issuance authorizing less-than-annual facility
surveys under certain circumstances was not explicitly rescinded until June 5, 1985,
when the HSQ8 Director so notified all ROs and they in turn advised all States
through the PY 1986 survey and certification budget guidelines. The June 1985
memorandum stated that every Medicaid facility must have been surveyed In FY 1985
if its provider agreement was to be considered valid after September 30, 1985. Our
financial review guide states the same policy. Our onsite reviews of the ROs last
year confirmed that the ROs are requiring annual surveys.

Attachment
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DISTRIBUTION SCHEDULE

No. of Copies

Administrator, Health Care
Financing Administration 2

Assistant Secretary for Planning
and Evaluation 1

Assistant Secretary for Health 1

Deputy Assistant Secretary, Finance
Assistant Secretary for Management
and Budget 1

Executive Assistant to the Secretary I

Audit Liaison Staff
Office of Executive Operations, HCFA 5

Inspector General I

Deputy Inspector General 1

Assistant Inspector General
for Investigations 1

Assistant Inspector General
for Health Financing Integrity 1

Assistant Inspector General
for Program Inspections 1

Assistant Inspector General for Audit 1

Congressional Liaison 1

Office of Public Affairs 4

Audit Coordination Division 20

Social Security Audit Division 1

EDP Audit Division 1

Grants and Internal Systems Audit Division 1

Health Care Pinancing Audit Division 10

Regional Inspectors General for Audit
(8 Regions) 8

63
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DEPARTMENT OF HEALTH oe HUMAN SERVICES HeNoth Carm Fsn ncng AtsisuatSo

6326 Se--ity Bo.,d
2Itmoe PAD 21207

APR j l

Dear

In the course of conckcting our Terrnation Workshops for State and -CFR
regional office personnel, several questiotms were raised by the coirse
participants. To ensure consistent and uniform understandirq and alication
of the revised proceiures, we told each group that we woild compile the
questions asked, respond to each in writing, and distrdbute our written
responses to the regional offices and State agencies.

These questions and answers (Qs&As) will be distrdbuted as part of a training
package hSwich will be sent to our regional offices to enable further trainirg
of regional and State agency staff. We are also providing copies of this
meorandus to our Associate Regional Adnmnistrators so they can share this
information with States in their regions.

Because of your involveaent and helpfulness In developing the termination
procedures, I tanted you to be asorgn the first to see the Q&As. The
responses are consistent with those given over the past several months to
other organizations, such as the General Accounting Office and the Office of
the Inspector General, that have requested clarifications of the revised
procedures.

I trust you will find the Qs&As helpful and infossative.

Sincerely yours,

Ssaron Hirris, Acting Director
Office of Survey and Dertification, HSSS

Enclosure

cc:
Afds, CHSQ Reion I-X
Bob Dtblin, OGG
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Identical letters were sent to the following Ter-sination Workgroup Meczbers:

Ms. 3jlie Trocchio
Arerican -ealth Care Association
12D0 l'th Street N.r.
Washington, D.C. 20005
MNs. Trocchio

Mr. Dan Nosca
Hilihaven Corporation
3E10 Old Wake Forest Road
Raleigh, North Carolina 27612
Mr. Mbsca

'Is. Marion Torchi2
American -ospital Association
444 North Caoitol Strcet N.W.
IWasni ngton, D.C. 200 1
Ms. Torchia

Mr. Oim Marriran
Arerican lIbsital Association
444 North Capitol Street N.W.
Washington, U.C. 20001
Mr. Marriran

Ms. Patricia Nemore
National Senior Citizens Law Center
1302 l1th Street NX.
Washington, D.C. 20036
Ms. Ne-.ore

Ms. narbara Frank
National Citizens Coalition for

Nursing Hbime Reform
1825 Connecticut Avenue N.W. #5272
Washington, D.C. 20009
Ms. Frank

Ms. Elma Fboder
National Citizens Coalition for

Nursing Home Reform
1825 Connecticut Avenue N.W. #427B
Washington, D.C. 20009
Ms. Holder

Ms. a.net Ryder
National Council of Senior Citizens
925 15th Street N.W.
Washington, D.C. 20C!9
M s. Nyde r

Ms. Amalile Scidman
National Cmincil of Senior Citizens
925 15th Street N.W
Washington, D.C. 20009
Ms. Seidman
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Mr. David Roush
Division of -ealth Care Quality
Massachusetts Department of RPblic Hsalth
8n Boylston Street, Room 935
Boston, Massachusetts 02116
Mr. Roush

Mr. Charles Ferguson, Chief
Bureau of H-ealth Facilities Administration
Department of Health and Welfare
Hizen Drive
Concord, New Hampshire 03301
Mr. Ferguscn

Ms. Tcby Eaelman
National Senior Citizens Law Center
1302 18tI Street N.W.
Washington, D.C. 20036
Ms. Edelvman
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Questions and Answers
Termination Procedures

The following questions were raised in the course of the recently conducted
Termination Workshops. Responses are being circulated to ensure uniform
understanding and implementation of the revised procedures.

Q1. Do the revised procedures apply to facilities having time-limited
agreements? would not non-renewal be more appropriate than termination?

Al. Whether to terminate or non-renew will depend on when the survey is
conducted and whether or not there exists an immediate and serious threat
to patient health and safety. Generally speaking, non-renewal would be
the action of choice if there is not a threat and the survey is conducted
90 days before the agreement's expiration date. Termination would be
used when there is an immediate and serious threat, or when the survey is
conducted more than 90 days before the expiration date of the agreement.

Q2. What would you do if you found an imnxediate and serious threat in a
SNF/ICF? Would you terminate both?

A2. Action should be initiated against both agreements if the problem cannot
be isolated to the SNF or ICF.

03. Is the provision that Medicare payments. for patients admitted before
termination, will continue for up to 30 days following the effective date
of termination still in effect?

A3. Yes.

Q4. When do the new procedures go into effect?

A4. The procedures were effective December, 1985. However, the States and
HCFA regional offices will be given a reasonable amount of time to
implement the new procedures. The procedures must be implemented by
March 1, 1986.

QS. How can the termination process be stopped?

AS. Only the actual achievement of compliance stops termination action.
Promises to correct or progress towards correction is not by Itself a
legitimate basis for delaying action.

Q6. By what date does the provider have to submit a plan of correction (PoC)?

A6. The provider is not required to submit a PoC. Only compliance will stop
.termination action. A PoC, however, if submitted, should be reviewed and
evaluated to ascertain whether or not compliance is likely to be
achieved. -Thus, if a provider expects to achieve compliance within a
reasonable amount of time. it would be prudent for the facility to
apprise the State agency (SA) and HCFA of that intent.
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Q7. What happens if the provider does not submit a PoC?

A7 As mentioned above, a PoC is not necessary. If the provider achieves
compliance and it is substantiated by the SA or RO, termination action
will be stopped.

Q8. What happens if the deficiencies that you cited are corrected, but then
you find, upon resurvey, that there are new deficiencies that pose an
immediate and serious threat to patient health and saftey?

A8. First, complete a new HCFA-462. Then, Initiate the 23 day procedure.

09. If the date of survey falls on a Friday or the day before a holiday, when
is day I?

A9. In the 23 day procedure, day I is the first working day following the
survey. This means that weekends and holidays are not counted. In the
90 day process, day I Is the day after the conclusion of the survey.

Q10. Do you use the HCFA-2567 for notification of deficiencies in the 23 day
process?

AIO. In the Z3 day process, the notice on Day Z will be in narrative form and
should minimally focus on those deficiencies that pose the immediate and
serious threat. The HCFA-2567 could be used. however, if time permits
its completion. If the narrative is used, a HCFA-2567 containing all
deficiencies must be sent to the facility and the regional office (RO) by
the 10th day. This would provide a complete notice of deficiencies.
which would be essential if the provider is successful in eliminating the
immediate and serious threat. The HCFA-2567 will always be used to
notify the facility in the 90 day procedure.

* Qll. Can Exhibit No. 4-40 be used for any facility?

All. Exhibit No. 4-40 is the model termination notice for laboratories.
However. you may use selected paragraphs from any of the model notices If
they are appropriate.

Q12. What is considered supporting documentation?

A12. Supporting documentation, as required in section 3010 B.3., means:
HCFA-2567s, correspondence with the provider, reports of provider
contacts, HCFA-1539, complaint investigations, etc. In other words, it
includes any information, which the RO may not have, that supports the
termination action.

* Exhibit No. 4-40 is located in the Regional Office Manual, Transmittal No. 23
(December 1985), Chapter 6.
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Q13. In section 3010 B.. what is the difference in the materials sent to the
RO on the 3rd and 10th day? In other words, if the facility is notified
of its deficiencies on the 3rd day, why would notice again be sent again
on the 10th day?

A13. If, by the 3rd day the HCFA-2567 has been prepared, there is no need to
prepare another notice of the 10th day. The intent was to give the SAs
more time to prepare the often lengthy HCFA-2567s, while ensuring that
facility will receive prompt notice of deficiencies that pose an
immediate and serious threat to patient health and safety.

Q14. Who sends the HCFA-2567 to the facility?

A14. The SA should send the HCFA-2567 to the provider and the RO. If the
facility submits a PoC. the SA should forward a copy of the facility's
PoC to the RO.

015. Is the Z3rd day deadline an absolute time frame?

A15. Twenty three days is the outside time limit and we expect the SAs and ROs
to work together to meet this time limit.

Q16. Can a surveyor send the facility a HCFA-2567?

A16. If the SA allows the surveyor to prepare and-send the HCFA-2567. the
surveyor may do so. However, because the HCFA-2567 constitutes the
official SA findings, the HCFA-2567 Is usually reviewed at higher Levels
in the SA before being forwarded to the provider.

Q17. If a surveyor finds an immediate and serious threat on the first day of
survey, should the survey be continued?

Al7. If such a threat is found, the provider should be Immediately notified as
well as the SA. Although the survey would not have to be completed,
other deficiencies that are likely to be found would be useful In
documenting the extent of the facility's non-compliance. This would help
to ensure that the action would be sustained by an administrative law
judge (AL) or other reviewing authority. Continuing the survey would
enable monitoring of the facility's efforts to eliminate the threat, and
further, it would negate the need for a second visit where the provider
eliminates the immediate and serious threat.

Q18. What is the role of the Ombudsman In the procedures?

AIR. The Ombudsman should be notified that termination action is being taken.
The Ombudsman can be useful in facilitating the relocation of patients
and residents to facilities and for ensuring the health, safety, and
overall well-being during such transfers.

Q19. What is the role of the SA in these procedures?

Al9. For Medicare. the SA is essentially a finder-of-fact. The SA's functions
Include: conducting onsite surveys, citing deficiencies, relating those
deficiencies to regulatory requirements, and then. to certifying those
findings to the RO. The SA would also conduct resurveys. as required.
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Q20. What is the role of the RO?

A20. For Medicare, the RO is the determining authority. The RC reviews the
survey findings and determines, based on the documented findings. whether
or not termination action should be initiated.

QZI. What happens if an 18/)9 facility, during termination, withdraws from
Medicare?

A21. Because the RD has the look behind responsibility, the RD would proceed
against the Medicaid agreement unless the SA continues the action on its
own. If the SA pursues the action, the RD should assist the SA by
furnishing any supporting documentation it has to the SA.

Q22. How do you determine reasonable progress?

A22. Reasonable progress is the actual correction of a significant number of
deficiencies. However, it is not relevant following a finding of
non-compliance. Progress may not be used either as a substitute for
compliance, or as a basis for postponing termination action.

Q23. Does a facility have to be in full compliance before termination action
can be stopped?

A23. A facility must meet all of the applicable conditions. If the conditions
are met, but not all of their subordinate requirements. i.e., standards,
factors, or elements, the agreement may be continued If other
deficiencies are covered by an acceptable plan of correction.

Q24. What is the HCFA-462? Does it replace the C & T?

A24. The HCFA-462 was developed to monitor SA and RO adherence to termination
processing timeframes. The form is used whenever a facility is cited as
not meeting one or more conditions, For ICFs, the form should be
completed when the deficiencies cited will result in a certification of
non-compliance unless actually corrected before certification.

Q25. Is the MCFA-462 sent to the RO?

A25. THe HCFA-462 will typically be initiated by the SA and copies forwarded
to the RD Immediately following specific SA actions; i.e., survey,
follow-up visit, certification of compliance. etc.

Q26. Is the Medicaid State agency required to fill out the HCFA-462?

A26. The Medicald State agencies are being asked to complete appropriate
sections of the HCFA-462. If the forms are not completed by the Medicaid
agency, the ROs will be asked to complete the forms to enable monitoring
of the State's processing of both Medicare and Medicaid termination
actions.
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Q27. ilow is new --look-behind different from old" look behind?

A27. Old look-behind is essentially a review of the State's interpretation,
application, and enforcement of State Plan Requirements. If the State
does not adhere to State Plan Requirements in its survey and
certification activities, HCFA will disallow Federal matching funds for
Facility-specific claims filed by the State. New look behind focuses not
on the State's adherence to requirements, but rather on the actual
compliance of Medicaid-only facilities. If HCFA finds that such a
facility does not meet Medicaid requirements, HCFA must cancel that
facility's certification.

Q28. What constitutes an imimediate and serious threat?

A28. Determining what situation or situations constitute an immediate and
serious threat is a matter of professional judgement. Generally
speaking, they would be conditions so serious that correction by the
facility must be immediate, in other words, patients are in immediate
jeopardy. For Medicare, these findings will be reviewed by Federal
surveyors, which will ensure more uniform decisions.

Q29. When will HCFA accept a voluntary termination?

A29. HCFA may refuse immediate withdrawal, and will do so, If such a
withdrawal would result in a loss of coverage for Medicare
beneficiaries. If the withdrawal is requested after the RO's decision to
terminate, the provider would have to meet the reasonable assurance test
before being readmitted to the Medicare program.

Q30. What happens if a facility has repeated deficiencies?

A30. An agreement with a long-term care facility may not be renewed If the
facility Is cited as having the same standard level deficiency in a
successive certification survey and the provider did not achieve
compliance during the prior period of certification. If the facility
achieved compliance the deficiency must have recurred despite the good
faith efforts of the facility to maintain compliance. and the reasons for
the deficiency must have been beyond the control of the facility.

Q31. Who will notify providers of the new procedures?

A31. Long-term care and hospital associations were involved in the development
of the procedures. Other Associations will learn of the procedures
because they subscribe to the HCFA Manuals and till receive the
transmittals. Other groups will learn of the procedural revisions
through SA and RO implementation.

Q32. If the State chooses to take action under Its licensure process Instead
of the certification process, Is there a conflict?

A32. Yes. Licensure procedures may not be used as a substitute for the
revised procedures. However, there is no conflict if the two processes
are Implemented concurrently.
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Q33. What is the automatic cancellation clause?

A33. The automatic cancellation clause is a provision that requires that a
conditional time-limited agreement be cancelled if standard level
deficiencies are not corrected by the dates In the approved plan of
correction. The clause may be rescinded if the provider can show good
faith efforts and progress.

Q34. How will the alternative sanction interact with the new procedures?

A34. The denial of payment for new admissions is an alternative to
termination, and as such will not alter the termination procedures. They
will, however, be cross-referenced In the program manuals. Criteria will
be provided to ensure that the alternative sanction is used appropriately.

Q35. If a Federal district court Intervenes to stop the termination. should
the court's decision be appealed?

A35. The writ of injunction should be appealed to the Circuit Court of
Appeals. The due process requirements afforded providers have been
tested and sustained in the courts. District courts should respect the
administrative process by allowing it to run Its course, before
intervening.

Q36. How many standards have to be out for a condition to be out?

A36. There Is no specific number of standards that must be cited deficient
before a condition will be cited as not met. The surveyor must use his
or her professional judgement and Interpretive guidelines to determine
whether or not the deficiencies cause the intent of the condition not to
be met.

Q37. What is an acceptable plan of correction?

A37. An acceptable plan of correction is a plan of action that will result in
compliance within a period of time acceptable to the authority that
determines compliance with program requirements. Moreover, it is a plan
that will enable participation while corrective action is being taken.
If a condition is not met, there cannot be an acceptable plan.

Q38. Can a surveyor's personal notes be used to support termination action?
If so. when?

A38. Personal surveyor notes are particularly usefql when trying to recall
exactly what was observed during an onsite survey. Personal notes may be
subpoenaed, however, so writing comments that would be embarrassing or
would undermine a future adverse action should be avoided. Restricting
notes to first-person observations will enhance their value.

Q39. If a surveyor finds a serious deficiency, should another surveyor be
asked to witness the situation?

A39. Corraboration is always a good idea, not because it is needed to convince
the provider, but rather because it will increase the probative value of
testimony.
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Q40. What is a surveyor's obligation to a facility regarding consultation?

A40. A surveyor is called upon to inspect a facility for compliance. which Is
a enforcement function and thus opposite to that of furnishing
consultation, or assistance. The primary responsibility for achieving
and maintaining compliance rests with the providers. The provider is
capable of identifying the least costly and most effective way of
eliminating the deficiencies. It Is encumbent on the surveyor to explain
carefully the deficiency and how each deficiency relates to a particular
regulatory requirement.

Q41. Are surveyors required to give an exit conference?

A41. Surveyors may refuse to conduct an exit for almost any reason, however,
States are encouraged to discuss their findings with the provider,
particularly when an immediate and serious threat was found. Surveyors
should refrain from arguing with the provider. The provider has every
right to disagree with the findings. If the exit is taped, we recommend
that the survey team refuse to conduct an exit, unless they are given a
copy of the tape at the conclusion of the exit. If the provider is
represented by counsel at the exit (and all participants at the exit
should identify themselves) you may refuse to conduct an exit conference.

Q42. How many revisits must be made?

A42. Revisits must be made when there is a credible allegation of compliance.
Criteria for determining what consititues a credible allegation are
included in section 3014.

Q43. How many years of documentation are needed to terminate a Medicare or
Medicaid provider?

A43. Failure to meet any one of the conditions, or failure to submit an
acceptable plan of correction for standards or other requirements is a
cause for termination. There does not have to be a history of
non-compliance.

Q44. What kinds of documentation are needed to satisfy the requirements
Imposed by 42 CFR 442.105.

A44. Documentation must provide a justification, not a conclusion. For
example, 42 CFR 442.105(a) requires written justification that the
deficiencies do not jeopardize patient health and safety. The
documentation should explain in descriptive phrases the analysis of the
SA that led to the conclusion that patient health and safety are not
jeopardized by the deficiencies cited.

Q45. Can the SA extend the agreement of a Medicaid-only facility with the
prior written approval of the Medicaid State agency?

A45. No. Written approval must be obtained before the current agreement
expires.

73-435 - 87 - 28
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Q46. Does HCFA have the authority to review Medicaid non-longterm care
facilities?

A46. Yes. Section 1902(a)(33)(B) of the Social Security Act provides the
authority.

Q47. If the HCFA RO refuses the SA's certifictalon decision, can the SA appeal
to a higher level?

A47. The ROs and SAs should work together to resolve such disagreements-
However, the RD has the final word, based on its delegated authority.

Q48. What does termination accomplish? The reasons for termination are
usually removed by the time the hearing Is conducted.

A48. Compliance with program requirements must be maintained. If a facility
is found not to meet participation requirements, participation is ended
and payment ceases. Termination is the lawful consequence. It is not
intended to serve any particular social or program need.

Q49. Does the reasonable assurance provision apply to Medicaid facilities?

A49. IF HCFA terminates a Medicaid facility under its looK-behind authority,
reasonable assurance applies and the ROwill made that determination. If
a Medicare/Medicaid SNF is terminated by HCFA and that facility reapplies
for participation only In the Medicaid program, the reasonable assurance
provision applies and that determination is made by the Medicaid State
agency. There is no reasonable assurance provision for ICFs. ICFs/MR. or
Medicaid-only SNFs terminated by the State.

QSO. How does PaCS relate to the termination procedures?

A50. PaCS is a survey method. As such, a determination of non compliance
resulting from a PaCS survey would be processed using the revised
procedures.

Q51. Suppose the SA initiates the 90 day process, which means that the RD will
not see the survey documentation until 55 days after the survey, and the
RD determines that there existed an immediate and serious threat?

ASI. The RD. assuming the conditions still exists, would accelerate the
process to terminate as soon as possible. The RO should then work with
the SA to resolve the difference in professional judgement to avoid
similar problems in the future.

Q52. Can termination action be taken if only one meaningless Condition is not
met?

A52. None of the conditions are meaningless. Failure to meet any one of the
conditions Is cause for Initiating termination action.
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Q53. What is day zero; I.e., what is the date of survey?

A53. The date of survey is the date on which the onsite survey Is completed.

Q54. Do these procedures apply to accredited hospitals?

A54. Yes, when there is an immediate and serious threat to patient health and
safety. We are initiating action to revise the manuals and the
regulations to conform the procedures for all providers and suppliers.

Q55. Suppose a facility eliminates the immediate and serious threat. but does
not achieve compliance by the 23rd day?

ASS. The facility would be given up to an additional 67 days to achieve
compliance. In other words, the 90 day process would be applied.

Q56. Suppose a provider disagrees with the survey findings? Cannot those
findings be appealed?

A56. Survey findings, per se, may not be appealed. An adverse determination
that results from those findings, however, may be appealed.

Q57. What is a current survey?

A57. A survey is considered current if It was conducted within the last 120
days.

Q58. Can receiverships be used to delay termination?

A58. No. Receivership is a provision under many State licensure laws. As
such, the provision may be used in addition to. but not instead of
Federal requirements.

Q59. What is the effect of these procedures for Medicare and Medicaid?

A59. For Medicare, these procedures are requirements that must be followed.
For Medicaid, since the procedures are not State Plan Requirements, the
States cannot be required to follow them. However, the States should
appreciate that these procedures define, from HCFA's standpoint, what
consitlutes good practice. Therefore. SAs that follow these procedures
do not have to be concerned about potential disallowances. The further a
State strays from these procedres. the greater the risk that HCFA may
disallow Federal matching funds for a particular facility.

Q60. What provisions has HCFA made for relocating patients following
termination?

A60. Section 4220 is dedicated to the relocation of patients. It clarifies
that States may claim Federal financial participation if it makes special
efforts to ensure the safe and orderly transfer of patients.

Section 4220 of the Regional Office Manual, Transmittal No. 23. (ecember 1985)
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Q61 The regulations require that providers be given a reasonable opportunity
to correct deficiencies. How do these procedures conform to that
requirement?

A61. Twenty three days is more than a reasonable opportunity when there exists
an immediate and serious threat to patient health and safety. If the
threat Is removed the facility may be given more time to achieve
compliance. Likewise, 90 days is more than enough time to allow
non-compliance with major participation requirements.

Q62. We understand that where a facility eliminates the immediate and serious
threat we can switch from the 23 to the 90 day process. But, suppose the
notice of termination has alaready been published. Do we publish a
retraction? Would a new notice have to be published if we have to
terminate by the 90th day?

A62. If termination will not be effective on the day in the published notice,
another notice should be prepared. This notice should Indicate that:

1. termination action Is being postponed because the facility has taken
action to remove the threat to patient health and safety: and

2. termination will be effective on (the 90th day after surv) if
compliance with program requirements has not been achieved.

Thus, a separate notice would not be required at a later date.

Q63. He keep getting contradictory Interpretations of the repeat deficiency
provisions in 42 CFR 442.105 (d) and the 405.1908 (b) and (e). What is
the correct interpretation?

A63. We have discussed these provisions at length and we continue to believe,
as we did In 1979 (in our proposed rule), that the provisions are overly
mechanistic and contrary to ensuring the availability of long-term care
services to program beneficiaries. At the same time, we do believe that
the provisions can be quite useful in ending the-participation of
facilities that have clearly demonstrated their inability or
unwillingness to maintain compliance with program requirements.

The issue Is, what is expected of the States.

After further deliberation, we expect the following interpretation to be
followed.

*1. The repeat deficiency provisions are applicable when the same
standard or standards are cited as deficient in consecutive
certification surveys.

2. When the provision applies and the State does not invoke the
provision, the State must be able to provide documentation that the
requirement, triggering the provision, was met some time during the
current certification period.
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3. The State must be able to furnish documentation, if requested, that
the deficiency recurred despite the best efforts of the facility, and

4. that the provider could not have prevented the deficiency(ies).

In other words, the provisions should be used whenever the same
deficiency persists throughout the current period of certification.
However, if compliance was achieved, but not maintained. a decision
regarding the facility's intent and effort to maintain compliance must be
made. In this regard, we expect reasonableness. This means the nature
of the deficiency, its effect on patients, whether the deficiency has
persisted, and the overall efforts of the provider must be given full
consideration. In other words, be reasonable In determining good faith
efforts.

Q64. Suppose, upon survey, the State agency determines that a repeat
deficiency exists; that is, it does not meet the exception criteria in
the regulations, and there is an immediate and serious threat serious to
patient health and safety. Suppose further that the provider removes the
threat and ccrrects the deficiencies. What procedures apply?

A64. The regulations preclude renewal of the agreement if a standard level
deficiency existed at the time the current agreement hecame effective and
the deficiency persisted throughout the term of the agreement. If the
deficiency was corrected but for reasons beyond the provider's control
and despite the facility's best efforts, that deficiency is found again
to exist. the deficiency Is not considered to be a repeat deficiency.
Therefore, in the scenario above, the 23 day process would be initiated.
However. if the deficiency is corrected and the threat removed and there
is no other cause of termination, the termination action would be stopped
and the agreement would be renewed.

If the threat is removed but the corrections are not made by the end of
the current agreement, the 23 day processed would be stopped and a
non-renewal action would be initiated.



868

- 1Z -

In addition to the above questions, the following clarifications were
discussed. These clarifications will be Included in subsequent revisions to
the manuals.

1. Section 3005 0.--If a ICF does not meet standards, its participation may
be terminated. Failure to meet any standard is a cause for adverse
action if the provider does not submit a plan of correction acceptable to
HCFA.

2. Section 3005 G.--The revised procedures and outside processing time limit
applies to JCAH validation surveys when an immediate and serious threat
is found to exist. The procedures in 42 CFR 405.1901(e) do not apply to
immediate and serious threat cases.

3. Section 3010 B.2.b.--This section will be revised to clarify that if the
SA uses the HCFA-2567 to notify the facility of its deficiencies, the
procedure scheduled for the 10th working day is met.

4. Section 3012(l).--The date of survey is the date on which the survey is
completed, which may or may not be the date of the exit conference. The
parenthetical phrase should be deleted.

5. Section 3012(3).--The provision will be revised to clarify that resurveys
will be conducted only when an achievable plan of correction was
submitted, or following a credible allegation of compliance.

6. Section 3016 B.--This provision requires that the SA forward any reports
of consultation it may have. The provision will be revised to clarify
that special consultation visits are not only not required, but In fact,
are discouraged.
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Nocionol Gizens' Cocilion for -
NURSING HOME REFORM
t424 $2O, $Uee N.W.

1 WZL2 April 9, 1986
"54gtw DC 20D36

t207974.657

STATEMENT OF CONCERNS

RE: HCFA'S NEW 1,ONG TERM CARE SURVEY PROCESS (PaCS)

TO: Sharon Harris, Acting Director
Office of Survey and Certification
Health Standards and Quality Bureau, HCFA

We are writing to express concerns about the implementation of the
new Long Term Care Survey Process. We commend HCFA for initiating this
important change in the way nursing homes are surveyed. HCFA's new long
term care survey process is a positive and significant development in
nursing home regulation. If implemented properly, it can tremendously
strengthen HCFA s ability to monitor and assess the quality of care
nursing home residents receive.

We support the process because it provides the opportunity to hear
directly from residents about the quality of care and life in the homes.
It focuses on the care residents actually receive rather than a home's
compliance, in theory, with standards of good practice.

We recognize your agency's unprecedented efforts to share information
about this new process and to solicit and incorporate recommendations for
improvements. This openness has created an atmosphere for sincere dis-
cussion about how to develop a system that will best serve nursing home
residents. We commend your proposed work plan which indicates continued
agency activities which will contribute to an improved survey process.
It is in the spirit of cooperation that we offer concerns and recommenda-
tions related to successful implementation of the new long term care sur-
vev Process.

To be implemented and utilized successfully, this landmark change in
nursing home regulation will require tremendous support and cooperation
from federal and state regulatory agencies, nursing home providers and
residents, and their representatives.

We recognize that it took a great deal of time and thought to develop
this new system. Now the Health Care Financing Administration is endang-
ering this new system with a poorly developed, unrealistic and potentially
harmful implementation plan including:

(l) an unrealistic implementation schedule. States need more than
two or three months to make the transition to the new procedures,
format and skills required by the new system. HCFA is to be
commended for postponing start-up until 30 days after publication
of a Notice of Final Rule which it expects to publish by the end
of April. A June start-up is much more reasonable than the
planned April 1 date. However, HCFA is requiring that states
totally assimilate the new process within two months of start-up.

9(0515 So noaid i-e15, lsao,5.5da esa-Sool lo.ddM 1975. a en5.t1
we Ur ,, d D qS y . ems id. fo- sten. be ,eselA
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(2) an inadequate appro ch to training- HCFA is training less
than lot of those con oct the new survey and relying
on those representatives to return to their states and convey
new federal policies and procedures to their co-workers.
States will have to purchase training materials and duplicate
training manuals in order to provide the basic orientation to
their surveyors. The training itself lacks sufficient develop-
ment in the area of communicating with confused (or those who
appear confused) residents and with residents who manifest
communication difficulties, yet such communication is essential
if the new process is to work.

(3) incomplete guidelines and instructions to surveyors. Current
surveyor guidelines, in draft form, are confusing and incomplete,
and particularly weak in the areas of residents' rights, resi-
dents' social, emotional, and mental health needs and other
quality of life areas. HCFA has acknowledged these problems
and is revising the guidelines. Although surveyors must begin
conducting these new surveys in June, revised guidelines for
the survey process will not be com leted until October 1.

(4) inadequate recognition of and cooperation with Positive inno-
vations and activities of state regulatory agencies. Many
states already conduct resident focused, outcome oriented
surveys and have a broader range of enforcement tools avail-
able to apply to poor homes. HCFA has told state agencies to
follow the federal format and procedures without exception, or
lose federal financial participation, and has expressed an
unwillingness to coordinate with effective state enforcement
practices.

We, the undersigned organizations, call upon the Health Care Financ-
ing Administration to give the leadership and support necessary to help
this system work for the protection and welfare of nursing home resid-
ents, by taking action to:

(1) establish a reasonable phase-in period for implementation of
this new process, beginning June 1 and continuing through
December 31, 1986;

(2) provide direct federal training to every surveyor, to assure
consistent direction and clear statements of federal policy;

(3) develop a plan for follow-u traininq beginning in January,
1987, and to supply training materials for every surveyor and
each state agency, particularly in the areas of communication
skills, residents' rights, residents' social, emotional
and mental health needs, and determining what is a deficiency:

(4) maintain its commitment to revise surveyor guidelines based on
the experiences and concerns of surveyors, providers, health
care professionals, and consumers after all have had experience
with this new process:
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(5) allow waivers to states whose innovative survey methods and
enforcement practices exceed federal requirements, and to
develop a process for approving waivers and reviewing them
on a time-limited basis, with participation from regulators,
providers, and consumers;

(6) work in partnershii with regulators, providers and consumers
to educate thpublic and maximize public participation in
and understanding of the process;

(7) establish a task force of regulators, providers, health pro-
fessionalsand consumers to monitor implementation and evolu-
tion of this new system and assist in development of training
materials, surveyor guidelines and public education activities.

This new process is an evolutionary one. If implemented correctly,
it can contribute to the many reforms in the system that are necessary -
reforms that are addressed in the March, 1986 Institute of Medicine
report.

Changes in the way surveyors conduct surveys will require changes
in approach, in attitudes, in skills, and in experience. These changes
are much too important to be lost by shortcuts during this critical
implementation period.

Co-signers of the Statement of Concerns

American Association of Homes for the Aging
American Assoeiation of Retired Persons
American Federation of state, County and Municipal Employees
American Foundation for the Blind
American Health Care Association
American Nurses Association
American Occupational Therapy Association
American Psychological Association
American Society of Consultant Pharmacists
National Association of Area Agencies on Aging
National Association of Social Workers
National Association of State Long Term Care ombudsman Programs
National Association of State Units on Aging
National Citizens' Coalition for Nursing Home Reform
National Committee to Preserve Social Security and Medicare
National Consumers League
National Council of Senior Citizens
National Support Center for Families of the Aging
Service Employees International Union
Unitarian Universalist Association
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April 21. 1986

The Honorable David Durenberger
United States Senator
SR-154 Russell Senate Office Bldg.
Washington, D.C. 20510

Dear Senator Durenberger:

I am writing on behalf of the Association of Health Facility licensure and
Certification Directors to inform you of our support of the Institute of
Medicine (1011) report released by the National Academy of Sciences. The
report, pertaining to nursing homes, is the first comprehensive review of.
federal nursing home requirements in over a decade. It provides a needed
framework for improving the quality of life and care for nursing home
residents. In our view, it Is vitally Important that a systematic aeproach
be adopted to Implement any changes. Strategic planning will maximize both
program and cost effectiveness.

The Health Care Financing Administration is the entity responsible for
planning, developing and coordinating Implementation of Medicaid program
changes. It is essental that consumers, providers and state regulators be
involved in these efforts, as they are the change agents who must finally
implement changes. Such comprehensive efforts will ensure nursing home
residents are the ultimate benefactors.

The Association will be forwarding to you a specific response regarding the
recommendations of the IOM report. We pledge our full support and cooperation.
We would appreciate being notified of scheduled hearings and we are available
to testify.

We are very concerned about the present proposal to reduce federal matching
funds for Medicaid certification surveys. in addition to further budget cuts
resulting from Grafms-Rudman. To reduce survey budgets now, when the federal
government is mandating a new national survey process which requires additional
resources, poses the gravest consequences for the nation's ability to monitor
health care. We note that less than one percent of the Medicaid budget goes
to survey.

fl.. 'EN r Ittalth C 0!? CaI
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April 21, 1986
Page Two

If you desire further information or we may be of assistance, please write or
call meo at (304) 348-0050.

Sincerely,

John . Jarrel I
President

cc: AHFLCD Board Miembers
George Degnon
Elma Holder
Patricia Nemore
Dr. Thomas Vernon
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Director
Health Standards and Quality Bureau

Survey and Certification Operations Report- Second quarter FT 86

To Regional Administrators
ReSions I - I

Topics this quorter Include the following:

(Chart 9) york ProceSsinn Times

1 o Overall Uork Processing TiSe - CY 84/85
Average Number of Days from -

2 0 BO Receipt to DO Approval
3 o 0D Approval to IKACS Heaterfile
4 o Survey Date to B0 Approval
5 0 Survey Date to MICS lasterfile
6 o Work Processing Times - 18 and 18/19 SOrs (Recerts Only)

Other topics

7 o Facilities with COPs out of Compliancea a of 04/86
8 o PY 86 budget Approvals - Medicare
9 0 FMS Surveys Performed - F 85

10 0 PPS Excluded Hospitals and Units

The focus of this quarter's report is work processing time and how it has been
affected by front-and data entry which has been in effect for about a year.
The first six charts in this report relate to work processing timeframes.

HIGHLIGHTS

YIor* Promessin Time (Charts #1 - 06)

Front-end data entry went into effect, nationwide, on March 11. 1985. Using
front-end', certification kits are entered into the system upon receipt in

the RD, prior to sny substantive review by certification specialists. The
system is prozrined with indicators (i.e., a CoP or critical requirement out
of compliance at the ties of survey) Which will flag a case, containing one of
those indicators, for review.

Some of the reasons for going to this system of data entry are to eliminate
io-depth RD review of facilities with good compliance records; to eliminate
the bottleaeck of cases awaiting review prior to data entry; and to reduce the
workload of the certification specialists in the N0 giving th more time to
devote to tbe review of problem providers.
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Ultilately, it was expected that this change in procedure would result in an
overall reduction in work processicg time.

Overall )lork Processing Time - Cle4/CY55

Chart 01 is a bar graph comparing overall work processing tine for CY H4 and
CY 85 at four key workstops-

a) 8O receipt to HO approval
b) BO approval to the WEACS mastrt file
c) Survey date to YO approval
d) Survey date to the INACS mesterfile

Review of the chart Indicates the followling

o In 19B5, procesaing tie from RO receipt to No aprorval was
reduced 6 days over CS 04.

o Processing time from HO aporoval t2o XACS Pasterfile wa reduced 19 days.
o Processing tiMe from Survey date to YO approval wee reduced 7 days
o Overall processing time in 1985 from Survey date to IMACS masterfil was

reduced 28 days over 1984.

Charts e2. 3, 4 and 5 break down Chart 01, by region and by facility type, for
each of the four worketops giving more specific data on the reduction in
processing time. Analysis of the charts indicates the following:

o There are large fluctuations In processing time between facility
types and between regions.

o National processing time from Survey date to tMCS masterfil.
ranges from a low of 88 days for Labe to a high of 270 days for
CORPs in CY 84.

o In 1985, the abova figures change to a low of 72 for accredited Hospitals
and HHAs, and a high of 138 for Hospices - a significant reduction over 84.

As expected, the biggest reduction in work processing time, between CY 84 and
CY 85. occurs at the workstop froem 0 Approval to KKACS hapterfile:

o In 1985. the nrnber of processing days saved at this workstop. over *84,
ranges from 9 days (Hospices) to 138 (COnY).

Actual Processing tims (U.S.) at this workstop ranges as follows:

84 as
Low (in days) 24 (Lobs) 15 (8HC)
High (in days) 169 (CORN) 70 (Hospice)

Processing time fluctuates significantly among the ROs for different facility
types and even within the same type. Following are sees a Ian:

o As reflected in WIACS. overall processing times in H84 (i.e. survey date
to MIKCS Master file) range from a low of 56 days (HHAa) in one region to
a higb of 881 days (8R1) in another.
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o in '65, the tine range from 45 days (KKA) to 343 (We. ips.)

o For one facility type, 18 od 18l/9 SUms. the regional processing
tines renge from 81 to 218 days in 84 and from 66 to 182 in '85.

Because the data for charts #1 through 95 were drawn from HiACS Table 12 which
includes processing tine for initlils as well as recertifications and for
flagged an well as unflagged certifications in '85. it ie difficult to draw
specific conclusions regarding the wide range in the processing tines between
regios and facility types.

Chart t6 displays a further breakdown in processing times and focuses on the
processing tines for flagged versus unflagged certifications for one facility
typo. Beuse a recent OTC report (02/86) on NLLCS focused primarily on
processing tires for long teri care facilities, we chose 18. 18/19 Sips as the
subject for this chart.

Chart f4 contains two bar grapbh comparing work processing tines for flagged
and uoflagged cases for the scme workstops highlighted in Charts 4l-S. The
first graph charts the tine period between the implementation of front-cnd
date entry nationwide (03/10/85) to the first major change in the front end
procedure (1C/15/85). During this tine period, flagged cases were sent to a
certification specialist for review prior to R3 approval, and for unflagged
cases, the R3 approval date wae nnually entered into the system by RD data
entry staff. From 10/15/85 to the present (see th* second graph of Chart #6)
the gO approval data is computer generated for unflagged cases. which
eliminates the extra step of manuelly entering approval dates for all
unflagged cases. As expected, there is a noticeable decrease in tO processing
tine for unflegged cases after 10/15/35:

o from 03/10 to 10/15/85 the processing tine for unflagged cases from RO
receipt to 10 approval wes 1267 days. From 10/15 to the present, the
tine dropped to 4.72.

o Processing tine from RD approval to reflection in KAS went from 7.t
days to 3.01 days after 10/15.

o There wes also en unexpected rduction In R0 processing tites for flagged
Caes.

Looking at the data for 18 end 18/19 me from Charts 02-6, the processing
tines consistently decreased as followe:
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Cr CY 3/10-10/lS/85
f4 _ (flagegodunflaged)

30 receipt to 23 16 16.81/12.67
RD approval

7O approval to KIACS 41 16 11.28/7.48
Nester file

Survey to R0 approval 82 72 74.54/61.7
Survey to hHACs 122 B8 85.82/69.19

Master file

FeCi1ittes with MnP. -f of

10/15/85-Present(03/86)
tf leeeed/unfl-leue )

12.27/4.72

6.57/3.01

78.46/61.4
85.28/64.41

(Chart f7)

On February 13. a memorandum from the OSC Director was sent to the ARA,
regarding the significant number of facilities with COPs out of compliance
that was reflected in tMCS. The ROs were asked to review the files for these
facilities to verify the accuracy of the data. We received replies from slY
regions. Virtually all of those regions explained that most. if not all. of
the COPs that are reflected as deficient in MMACS are in fact in compliance
but are shown as deficient for three basic reasons

1) COPs were cited as deficient (particularly in HHAs and Hospitals)
when there was no other place to cite a factor or standard level
deficiency other than at the Condition level.

2) Revisits and revisit reports (HcFA-2567Bs) were done indicating a
deficiency hed been corrected but those reports were not entered
into 14KACS.

3) Keying errors. Condition date tags were erroneously entered Into
WMACS as deficient.

Chart #7 is en update of the chart that accompanied the February orandum.
It show a sizable decrease (as of 04/04/86) in the number of facilities with
COPs out of compliance, however, there is still a significant number being
reflected in MACS. Because MACS is being used increasingly for purposes of
analysis, monitorlng end management reporting, all regional offices should
take action to remove COP deficiencies from MKACS if in fact they are not
deficient.

Medicare State Certification -7586 Budget Approvals (Chart #8)

Chart v8 reflects rY 86 Medicare State certification costs per PTE end
associated hourly rates. The data was generated from regionally approved
State budgets from HCPA Forms 1467 and 2815. Hourly rates assune States
receive at least 1600 hours of effort from each staffer.

Following are the State certification cost categories along with the lowest
end highest State figures:

F CoQollane-. ......

I
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Average Fringe frinse Other Indirect Cost rY 86
Salary benefit Benefit Direct Cost Indirect Per Hourly
2mti. Rate Cost Sral Costs Rat. Cost t t

LOW $10000 01 t0 *443 $t460 cm 0 *15869 t9592
High t38221 40.5S $10929 18013 839233 53.5S t1027 *70840 $44.28

This data will be used In the unit coat budget methodology that is currently
under development in central office. The new msthodology will utilize eacb
State s current mandatory requirents for salarles, fringe benefits, indirect
coatsa etc.

Regional budget negotistors should review Chart f8 and use it uhen negotiating
States FT 1987 budgets. Effort should be made to ensure parity awns the
States.

Fm Survavs Forfora_4 in FY 1985 (Chart n)

o The twober of MM surveys targeted for perfosunce in FY 85 varied aong
regions and ranged from a low of 53 to a high of 96 per region.

o Iaell regions, the number of surveys actually performed as reported by
the regions, swa sore than the targeted amounts and ranged from a low of
70 to a high of 03.

o The surveys perfod per FmR ranged from f116 in one region to 25.4 in
another. The national average was 16.3.

During the lest round of ROPES review, it ws noted that the nusmer end
types of surveys being perfor end counted as Federal surveys varied
significantly _ng regions. The wide variation in the numbers of surveys
actually performed, per R, in each region (see Chart 19) sems to bear out
the RoPEm findings.

The ACS FMH Subsystem bece operational in 12/85 and the Ms are entering
survey data back to 10/85. Having FU data in *ce elinates the need for
manuel reporting by the regions. Secmuse the types of Federal surveys are
broken down into 9 categories in 1IHAC! the nuvber end type of surveys being
performed, for each facility type in each region, will be readily available.

m8 Exluded Hosital. s Unit (Chart 910)

Following ere the total wsber of FFS excluded hospitals and units as of
12/31/85:

NeItMeist Units

Psychiatric - 491 Psymhiatric - 831
Rehabilitation - 72 Rehabilitation - 423
Alcohol/Dru - 27 Alcohol/Drug - 344
Long Tem - 92
Mildrens - 56
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13 6 - Regional UAinistrators. leigone I - I

Chart t10 *bhom the 'umber of PPS excluded hospitals and units reported by
the regions ne of 12/31/85 end the number reported in HA S as of 03/18/86.
ihe figures Indieate tht t 10 is basically up to date tin reflecting PPS

exclusions. There have beam som. problems with entering the data on PPS
eolvuelone into the esetem timely. In the next report, the chart will
refloot the rumber of PPm exclusions as reported by the regions and the
ammer reflected in MXACS for the s til period.

Philip Nathanson

Attactmnt

ccl Assoclate Regional Administrators. DHS&Q
Acting Assoeite Adelnistrator for Operationz
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OVERALL WORK PROCESSING TIME
CY 84 / CY 85
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AVERACE WH1:ER OF DAYS
FROH BO RECEIPI 7o O APPROVAL

CY 84/CY 81

Chart 42

I I I I I I II - - - 1
U.S. I RECION I RECION I REGION I RECION I RELCION I REGION I RELiO1 i REGION I REClON I REGION I

I I I II I III I Iv I V I/ I VI I v11 I Vill I Ix I x
e4/e8 1 4/82

23/1l j 19/32

21/26 I147/19

16/14 3 37/36

30/1 26/24

16/1] 1 20/22

27/26 7 20/35

29/20 I 29/96

1 9/1 ? I 10 / 81

24/22 1 19/15

le/14 I 14/15

56/28 1 51/97

25/23 I /51

i 84/85 1 84/85 I 84/85 1 84/2 I h4/85 T 84/8' r 84/85 r

22/20 I

30/45

151/14 1

28/22 I

16/24

22/26 I

17/25 I

.2/1 "

.4/11 I

22130 1

/4 1

/21 1

9/17

23/37 i

10/2C

21/2 I

2/21 1

12/19

22/25;

1214 1

21/14 I

7/1e I

S/41

22/14 J 41/11

25/17 1 39il5

19/10 1 19A/

19/22 I 42/17

14/16 ; 7/14

20/11 1 58/47

18t12 I 67/22

16ill 1 54/:

It/Il ! t1/32

ISM 1 41/16

28/22 1181ZO

34/14 1 26/17

50/45

67/5;

3 3/2?

54/22

45/_2

62/41

54/29

i2/19

S4/fC

5/1 2

es/1?

/21

1 3/6

1 2/9

10/2

11/(

11/2

14/15

1 2/4

IC/f

11/6

16/5

6/7

/0

12/10

IT/13

8/4

11/7

W1/E

2C/21

11/I5

1 2/9

23i, C

7/12

4/2

11/16

84/81' I 84/85

I7-18/13 1 30/16

T

24/20 1 26/17

6/6 1 12/7

3G/iL i 26/26

3/3 I 11/8

20/2C. 36/2C

31/21 25/18

5/6 1 2/7

16/22 1 15/1)

15/lS I 22/11

11/21 I 27/8

36/_0 1 59/2i

Source: MACS Table 12 for CY 84 and CY 85

1/ The data for Region V is Inaccurate due to inproper data entry procedures. The tigureO should be higher.

PROVIDER I
I TYPE

I B 138I I
P\ SNFSI I

I Urwccred ItedI
IHoopitals 1

jActredltod I
INOapltsls I

I IiA

tab t

IESRLD |L ot, I

OPT

! I
X-Ray

I I

IASC

Mc
I RiC

CORP

IH e

IosOpiCe

l

I

llll

llll

llll

lll,

llll.

lll



AVlRACIE hUliNEE OF DAYS
FRON PO APPRO.AL 10 NNACS }lASlER FILE

CY 84/CY 85

P PROVIDER | U.S.
I iYPE I

84/
18 18618/19 1

II Sl;s A1 41/16

ItUnaccredIted I
IHospltals 1 72/26
I 1
[Accredited I

lPospitlts j 40/30

HHA 124/16

Lab 24/13

ESRD | 94/58

LI T 32/19

I I

I X-Ray I 52/21
I I

| ASC I 87/44

I FdC 3 24/15
I I

j CORF 169/1l

i 1
I tHospice I 81/70

Source: IHACS Table 12

I REION I RECION

8 e4/85 8 94/8!

I 117/51 17/8

I I

168/S7 3 35/5S

I I

I 64/263 I 21/14

I 7!/23 14/10

74/42 I 10/11

757/20C I 22/14
I I

142/82 1I/13

i I
I 621/144 1 6/3

i I
447/61 1 82/7

I I

92/e2 1 12/12

I Il
216/1312 1 /45

I 1
I /65 I /124

-4

Tr

RECI O0

64/8!

41/17

3i /24

1e/14

24/25

23/16

3C/41

28/19

28/I0

41/52

2f/11

155/19

14; /2 9

RECICNI; RI
lV

e4/85

23/5

55/23

26/7 7

36/t I

20/8 1

4S5/2 7

24/6 .I

24/9

41 j12

2E/7

96/23 1

87/27 I

E.IO 1/1 RECIC:
V I , 1

64/85 i 84/E5 I
I =..

21 /] 2 I 80/76 1

I I
64/_0 1 02/e I

I lI
28/22 3 121/98 1

Il I

28/8 1 4Z/22 1

28/8 i 40/34 i

113/2E 1 252/15 I
I lI

46/34 3 11/52 1

I I
1IG/45 I 24/34 I

i I
67/16 I 344/162 I

51/11 1 43/15 I
Il I

242121 206/29 1

152/48 I /27I

I RECION I REEIDI RE1ION I REC10 I
I vil I Vill I Ix I x I

84/85

.4 /21

48/16

34/16

25/16

24/1C

2C/4S

28/16

35/19

37/36

17/9

255/251

/36

44/8E

14/8

31/7

125/6

13/5

11/10

21/14

74/9

17/1

1 6/18

11/6

1 08/8

155/20

-7-

64/85

91 /12

76/22L

56/26

34/1 l

11/4

118/47

42/26

57 /9

42/ 21

29/11

12321111

I 84/85

7-

1 93/16

I 15-/31

7 73/15

I 72/20

I 53/9

1 239/71

I 62/21
1

1 16/4

I 210/71

I 83/32

7 -

W 100/2

I 92/42

for CY E4 and CY 81

Improper data entry procedures. The figores sbould be higher.

Chart #3
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I/ The data for Region V Is Jnsc-ate d.e to

I.



Chart i4AVERALE NUMBER OF DAYS
FROM SURVEY DATE O RO APPROVAL

CY 84/CY 85

I I I I I I I I I I I I
I PROVIDER I U.S. I FECION I REGION REGION I RECION IREGION 1/ 1 RECION 8REGION I REG10N I REGION J RECION1

I TYPE I I 11 1 I V I V I VI I I IVii I I

_1 45 B4E 8/S 8/ 8/ ! 4e | 4 84/85 1 84/85 1 8465 848 088 885 885 1 84J8

XSN~s ~l 82/72 10I/51 I 98/901 60/69 1 72/63 ! ICe/78 109/106 81/62 7 73/58 ! 58/58 I 78/63 !

IUriaccreditedl f ________

!liospitals 96/86 i145/97 1 132/120 ! 1091116 r 81/23 1 106/83 ! 132/119 1 92/61 1 82/61 ! 92/81 ! 21/80

Ihecredited I
HIosptals I 50/52 1 79/el 1 52/49 I 39/63 1 48/42 1 4/11 1 79/85 ! 35/34 1 49/41 1 41/47 1 67/3e !

I IHA I 71/56 1 105/68 1 85/7E 55/47 I 51/48 I 8&/6G I 90/66 1 60/44 1 43/4C 1 69/60 1 67/64

ILab I 64/61 I 81/eO 95/J0 157/66 52/53 81/56 80/22 1 55/38 f 50/42 ! 49/47 ! 45/45 !

I E762 124/114 I 111/110 ! 70/57 I 5 172 1 102/89 I 10/82 I 43/35 i 22/7f b8/68 I 141/82 I

IOPT I 72/64 12 0/158 I 93/8S I 66/4E 1 14/49 1 216/92 I 89/68 1 54/46 1 98/132 1 58/57 I 71/82

I X-Ray I 64/60 87/140 1 82749 I 57/45 I 45/44 I 108/75 1 96/58 1 39/45 ! 62/45 I S/W7 I 45/84 I

IASC I73/iE I 98/93 128/77 I 75/62 tl 1/ 256/99 1 88/100 I 52/41 I 80/53 1 59/6o 66/64I

F R8C I 59/56 ! 86/55 I 9!/162 1 41/55 1 51/42 1 83/63 1 73/49 1 95/41 I 49/12 1 67/62 ! 62/52

00CRF I 109/68 1 09/941 I /251 I62/62 1 82/611 19"/71 ! 110/54 1 192/40 1 42/52 1 141/64 1 128/44

i IOspJce I 104/f9 1 /87 I /70 1 104/62 7C/59 I 7G/72 1 /74 /38 I ;1/97 1 66/71 1 92/71

Source: MHACS 'able 12 for CY 84 and CY 8'

1/ The data for Region V Is Jnaccorate due to laproper data entry procedureo. Ihe figures should be higher.



Cbart f5AVERACE NMBEER OF DAYS
FRON SURVEY DAIE 10 MOMACS MASIERFILE

CY 84/CY 8!

T -- I ~IPROVIDER I U.S.

5

le I

SNTs 3122/Y8

Un sc-re-dled I
IHospitals i 167/122

lAe radf ted I
Hospitals I 90/72

|IiA | 104/72

I Lob I 88/74
I I

I ESRD i 170/131

.I I
I OPT I 104/83

8X-layl 117/81

I ASC I 160/113
I

I RHC I 93/71

I
CORF 278/99

J I

1 Ikoapice i 247/138
I I

Source: 1ACS Table 12

I I I

F .4/P5 1 8418!

I218/Ill 11 2/91

3121/194 I168/144

I16./43/4 73/62

378/101 99/87

155/123 F105/114

I881/314 F134/124

I2~1/241 108/107

I707/78! I 88)53

I I

I 15/ 5 I21/8

I REC1ON I REG1ON
I111 IV

84/8 1 84/81

IC1/87 1C5/68

132/150 1 135/98
I I

57/77 I 83/49

84/72 8?/54

1 80/82 1 73/1

F I1 O0/9S 1 IW;G/sC

I I
94/67 I 78/54

I I
87/59 K 7C/54

F I
I 115/1114 I 11./62

182/124 i 108/173 ; 67/66 ; 7&/49

415/253 1 /70 I 217/1C2 1 179/84

/152 1 /194 1 24./100 1 151/87
1 1 I

for CY 84 and CY 8s

I I I
IREGIOb 31 RECION I RECIOF
I V I V1 V VIl
I e4/81 84/8! i 84/85

1 239/91 j 18e/182 F 111/83

192/113 j 233/200 F 139/80

E2/74 1 199/187 i 69/11

131/68 I 132/98 ! 8K160

I I I
I I1109/64 3 20/EC5 i79/49

220/127 I 255/232 64/84
I J F

161/10! F 120/120 1 82/63

I I
213/123 F 120/92 I 75/16

F 223/115 I1432/262 I 89/77

135/74 I 116/64 113/54

F 462/103 I 216/82 1 44/65

222/120 I /352 1 /74
I I I

I RCI ION
F Vill
I 84/8s

F 67/66

I

F 113/72

F 184/53

IF 56/45

F 61/52

I 93/92
1

F i12/140

1 79/46
I

I 96/?1

1 59/64
I

I 350/6C

I 227/105

I I
I REGION REGION i

I lx x I
84/85 1 84/85 i

59/16S 172/79

166/18 I 225/112 1

97/70 i 139/53

104/i5 1 304/84 I
I I I

19/51 j 99/54

II 1:

186/134 1 379/152

I I
I lCO/83 1 133/103 I

I 11_/66 1 61/88 I

I lCl/84 I 273/136 I

97/i4 i 15C/84

I I
I 2,2/73 I 228/46 I

219/182 18E3/11a
I I

1/ The data for lReglon V Is Inaccurate due to lproper data entry procedures. Ihe figures *ho.ld be higher.

0c
C0

I
I

-F
I
1

-7
1
1 , . . . .



885

ttORI:K R...ii I 18i'S;

18, 15/19 SltPs (Recorrs OInly)
D

03/10/BS-10/15/85
-- - -- -. - - . ---- - 85 H2

7 4.5A m l

ii~- k\\ I c c

50 -

70 -

s0 -

50 -

40 -

30 -

20 -4I.BtI

1 ~2.67

50

90 T---

I

so I.

20 1-
! 12.27

t0

0

51 7

1 1.25

POACS t.l.tf Il. iK App-ool MACS Maat~c(Ite

AFTER 10/ 15 /5 5AJ

85.29

7 5 4

6.87
4.72

RO App-ocal

3.01

PlACS aUtl I.

, AUOCE= M UNfLGGED
J rt t -end d t - Y -r _ .tapl- 1o-tl oatIo-ldt o.. t 1t8l/fl. i tt 0 litf thco..#h IOhl51Ps

the tetlon- .mtored "the i Appccv,- I D-a . -mnu l lot both fl.Atrd and octtatted can.
I r te t I , I /tM ¶ "the lt Ap ycc rI tMtc to t un ttghcd . La cearcAe c g-tt t 1 -tr t'd.

:ie2 ! ..' M n1lip/AlP

90 T

i-i

V
F

t1~



Chart 277
Facilities with Conditions of Participation

Out of Compliance
(as of 04/04/86)

Provider I Reg. I IReg. 11 Reg. 111 I Reg. IV I Reg. V I Reg. V1 I Reg. VIII Reg. VIII I Reg. IX I Reg. X I Total |
Type I I IjI I I I

IOFac/kCOPs1Fac/COPsIFac/COPs IFac/COPs JFec/COPs jFac/COPs lFac/COPs J Fac/COPs IFac/COPs lFac/COPsjFaC/COPj

1 5/9 1 9/15 4/5 2/2 44/62 1 15/21 1 1/1 J 2/2 01/ I 2/2 I 84/1191

I I I I I I I
Unaccred. I 4/4 1 1/2 1 2/4 1 2/4 1 14/18 1 39/94 i 0/0 I 1/1 | 0/0 1 3/3 1 66/130|

Ho6p. I I I I I I I I I I I

UNAS I 8/11 1 29/44 1 5/7 1 1/2 1 97/164 1 21/40 1 O/O I 3/5 I/1 I 5/6 1170/2801

LABs I 9/9 1 1/2 1 1/1 I 1/1 1 13/13 1 9/12 1 0/0 I U/C I I/1 I 1/1 1 36/40 1

T - I I I I I I I I
OPTs 4/4 1 2/2 1 0/ I 0/ I 7/26 1 5/6 j 0/0 1 1/1 1 0/0 1 3/5 1 22/46 1

I I F I I I I I I I

ESRDS I12/15 12/2 1 0/0 I 0/0 I 6/6 1 5/5 1 0/0 I 1/1 I 0/0 I 1/1 1 27/30 1

RUCS I 0/0 1/ 1 1 O/ I I /0 0/0 C/O I 0/0o1 1/1 I 0/0 I 1/1 1 4/4 1

ASCs 1/2 1 /N I 0/0 1 0/0 1 2/4 ! 4/5 1 1/1 1 4/7 1 1/1 1 3/4 1 17/24 1

iI I I I I I I I III

Hospices I C/O I 0/0 I 0/0 I 0/0 1 4/12 1 4/5 I 1/] I 0/0 I O/G I 2/2 1 11/20 1

I I I I I I I I

CORFS I 0/0 I0/0 I 0/0 I 0/0 I 0/0 I 0/0 I 0/0 I 0/0 I ON I 0/0 I 0/0 I

Source: RADARS data current as of 04/04/86
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DEPARTMENT OF HEALTH & HUMAN SERVICES
14- REGIGa 11

3535 MARKET STREET

rELEPHONE- [may, 1986] OIO - MIILI~c
AREA CODf 2n

PEMXMrVANtA %III

Mr. James Michie
United States Senate
Special Committee on Aging
SD -G33
Washington, D. C. 20510

Dear Mr. Jim:

Per your request we have made a computer evaluation of
variables contained in the MMACS database. Enclosed for
your information are the results which we have not yet
fully evaluated. Our application was an attempt to
mirror HCFA's criteria used in their 1982 study, and
determine if the variables which existed in the data in
1982 still existed in 1986. Although we did not have a
complete set of HCFA's results, we were able to use the
available statistical data for comparison.

Should you have any questions, do not hesitate to
contact me.

Sincerely

Pat Marion
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The patterns of variability uncovered during our
analysis are similar to patterns found during HCFA 1982
review. Our computer applications showed that variables
exist between regions; between states within regions;
and, between types of facilities within a state. These
patterns exist in both total deficiencies and critical
deficiencies reported.

Variability in Total Deficiencies

The percentage of facilities in a region having 20 or
more deficiencies ranged from only 20.6% in Region VI to
61.2% in Region IX. Region IX was the only region to
have over 50% of its facilities in this category, while
three regions had less than 25% of their facilities meet
this criteria. The 1982 HCFA study identified three
regions over the 50% mark and three regions under the
25% level.(Schedule 1)

This variability pattern also existed between states.
We identified 10 states that reported 20 or more
deficiencies in over 50% of their facilities and 12
states where this occurred less than 15%. The HCFA
study also noted the variables between states, however
it only identified four states in each category.
(Schedule 2)

The percentage of facilities without deficiencies also
demonstrated significant variations. Our analysis
identified fifteen states as not having any facilities
without deficiencies, while four states (New York,
Kentucky, Minnesota and Texas) had over 15% of their
facilities without deficiencies.

The 1982 study identified variations between states in
the same region, this pattern continued in 1986. In
Region II, New York had 26% of its facilities without
deficiencies and only 14.8% of its facilities with over
20 deficiencies. Conversely, New Jersey had only 1.6%
of its facilities without deficiencies while 71.1% of
its facilities had over 20 deficiencies. This situation
also existed in Region IV and Region VI.
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Review of Critical Elements

As in HCFA's 1982 review, our analysis also included an
evaluation of deficiencies in critical requirements.
Our analysis showed that 45% of facilities surveyed did not
have a critical deficiency. This is down from 64% in
the 1982 study. In 1982 only four regions had less than
60% of their facilities without critical deficiencies
and three regions had over 75% of their facilities in
this category. Our review revealed that all regions
were below the 601 level and only one region was over
50%. It also appears that the variability between
regions has also stabilized a bit. The national mean
for facilities with no critical deficiencies is 44.9%
with a range of a low 33.5% in Region I to a high of
54.4% in Region VI, a variation of only 21%. (Schedule
3)

Variations between states are quite evident. For
example, in Region IV Florida and Kentucky, had over 70%
of their facilities without critical deficiencies while
Georgia and Mississippi had less than 35%. HCFA's study
took notice of three states where the rate was extremely
high. These were Wisconsin at 95%, Pennsylvania at 88%
and Oregon at 89%. Our 1986 analysis showed these states
rates of 43.6%, 50% and 44.1% respectively. The highest
rate in our analysis was Maine at 72.2%.

Evaluation of State Surveys

An analysis of both deficiency levels reviewed can
provide insight as to how a state surveys skilled
facilities. We found that, for the most part, states
that uncover a large number of deficiencies also report
a large number of facilities with critical deficiencies.
However, we also found that several states which had a
low number of facilities with over 20 deficiencies had a
high percentage of facilities with critical
deficiencies. For example, North Carolina had
identified only 7.9% of its facilities as having more
than 20 deficiencies, yet critical deficiencies were
reported in 53%. Similar situation ocurred in New York,
Vermont, Tennessee, and Wisconsin. It should also be
noted that remaining states with 20 or more deficiencies
in less than 15% of their facilities reported a low
percentage of facilities with critical deficiencies.
(Schedule 4)
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VARIABILITY ACCORDING TO FACILITY TYPE

Variation also occurred in regions and states according
to facility type. In terms of total deficiencies this
is quite apparent. Region I for example had 33% of its
Medicare only facilities with 25 deficiencies yet only
14% of its Medicaid only were in this category.
Conversely, Region VIII reported 32% of its Medicaid
only facilities and 9% of its Medicare only at this
level. In comparing Medicare/Medicaid facilities to
Medicaid only facilities, five of the regions had more
Medicare/Medicaid facilities with over 25 deficiencies
and the other five had more Medicaid only facilities in
this category. (Schedule 5)

In analyzing the types of facilities where critical
deficiencies were found a consistent pattern developed.
In every region with the exception of two (V & VII),
there were more Medicaid only facilities with critical
deficiencies. These results were almost identical to
those reported in the 1982 study. (Schedule 6)

Our comparison of skilled and intermediate care
facilities revealed an interesting pattern. Nine of the
ten regions had fewer ICF with large numbers of
deficiencies than SNF. However, eight regions had a
greater percentage of ICF with critical deficiencies.
Therefore this indicates that although large number of
deficiencies were not uncovered in ICFs the deficiencies
noted were more severe. (Schedules 7 & 8)
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PERCENTAGE OF FACILITIES WITH OVER
TWENTY DEFICIENCIES

I

II

III

IV

V

VI

VII

VIII
IX

1982

N/A

>50

<25

<25

<25

N/A

N/A

>50
>50

N/A

Note: 1982 data, if available, was only
terms of greater than 50% or less than 25%.

expressed in

Schedule I

Region

Region

Region

Region

Region

Region

Region

Region
Region

Region

1986

31.6

32.6

26.4

24.4

24.9

20.6

41.3

48.9
61.2

33.7
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PERCENTAGE OF FACILITIES WITH OVER TWENTY DEFICIENCIES
IN SELECTED STATE

1982

Over 50%
Connecticut
New York
Mississippi
Colorado

Under 15%
New Hampshire
Tennessee
Michigan
Oregon

1986

Over 50%
New Jersey
Alabama
Mississippi
Indiana
Kansas
N. Dakota
Utah
Wyoming
California
Nevada

Under 15%
New Hampshire
New York
Maine
Rhode Island
Vermont
Kentucky
N. Carolina
Michigan
Minnesota
Texas
Tennessee
Wisconsin

Schedule 2



1986

33.5

44.8

47.8

49.3

49.2

54.4

40.3

45.7

35.1

40.8

Schedule 3
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1982

Region

Region

Region

Region

Region

Region

Region

Region

Region

Region

I

II

III

IV

V

VI

VII

VIII

Ix

x

<60

<60

>75

N/A

>75

N/A

N/A

<60

<60

>75

- --V-erVkTMrn ^V T.'ePTT TMTTF WTTMHnTIM OOTMTTAT- nPWFT=WFNTTFR
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COMPARISON OF TOTAL AND

% over % with
20 crit.

deficiencies

New Jersey

Alabama

Mississippi

Indiana

Kansas

N. Dakota

Utah

Wyoming

California

Nevada

71.7

53

51

56

51

51

78

91

62

96

65

75

59

59

83

30

51

73

65

92

CRITICAL DEFICIENCIES

% over % with
20 crit.
deficiencies

New Hampshire

New York

Tennessee

Wisconsin

Maine

Rhode Island

Vermont

Kentucky

N. Carolina

Michigan

Minnesota

Texas

14.5

13

15

14

11

5

5

7

8

11

4

7

26

51

64

56

28

43

60

28

53

27

30

29

Schedule 4
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PERCENTAGE OF

Region

Region

Region

Region

Region

Region

Region

Region

Region

Region

I

I I

III

IV

V

VI

VII

VIII

IX

x

FACILITIES WITH OVER 25
BY TYPE OF FACILITY

Medicare
ONLY

33.3

33.3

6.0

7.7

15.6

2.7

21.7

9.1

33.9

23.1

Medicare/
Medicaid

25.9

18.8

15.38

15.3

18.4

12.5

32.1

33.2

46.6

19.9

DEFICIENCIES

Medicaid
Only

13.9

53.1

18.0

19.8

6.8

16.2

26.0

32.4

48.2

10.5

Schedule 5

73-435 - 87 - 29
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PERCENTAGE OF FACILITIES

Medicare
Only

Region

Region

Region

Region

Region

Region

Region

Region

Region

Region

I

II

III

IV

V

VI

VII

VIII

IX

x

33

38

50

71

62

70

41

73

52

54

WITHOUT CRITICAL DEFICIENCIES

Medicare/
Medicaid

34

47

49

51

47

62

39

46

34

42

Medicaid
only

31

29

38

41

52

39

41

42

29

36

Schedule 6
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COMPARISON OF PERCENTAGE OF SNF AND ICF WITH OVER 20
DEFICIENCIES

ICF SNF

Region I 11.5 31.6

Region II 13.1 32.6

Region III 13.8 26.4

Region IV 12.4 24.4

Region V 20.1 24.9

Region VI 13.3 20.6

Region VII 12.5 41.3

Region VIII 38.5 48.9

Region IX 16.0 61.2

Region X 37.4 33.7

Schedule 7
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PERCENTAGE OF FACILITIES WITHOUTY'T rT(t7Tr Thvr'Tr.

ICF

Region

Region

Region

Region

Region

Region

Region

Region

Region

Region

I

II

III

IV

V

VI

VII

VIII

Ix

X

SNF

27

33

38

36

23

30

48

31

44

9

33.5

44.8

47.8

49.3

49.2

54.4

40.3

45.7

35.1

40.8

Schedule 8

-- .1 ------ --
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Dave:

The following information is enclosed for your review:

---Sanctions available in Pennsylvania
"Health Care Facility Act"

Sections 811-817

---Facilities in Pennsylvania where a ban on admission
was imposed and the license was not revoked.

--- Summary of sanctions imposed in Pennsylvania
1982--1986.

Should you have any questions, please contact me.

Pat Marion
(Office of the Inspector General, D11lS]
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Sanctions Imposed on Pennsylvania Nursing Homes
1982--1986

1982 3

1983 4

1984 32 (1)

1985 98

1986 39 (2)

(1) January--June 12
July--December:20

(2) as of May 8, 1986
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Facilities with Ban on Admissions without Revocation of License

Facility Other Sanction

provisional license IV

provisional license I

provisional license III

provisional license I

provisional license I

provisional license I

provisional license I

provisional license I
Fine
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Section 811. Reasons for revocation or nonrenewal of license.
The department may refuse to renew a license or may suspend or

revoke or limit a license for all or anyj porrion of a health care facility.
or for any particular service offered by a facility, ormay suspend
admissions for any of the following reasons:
I-M-A serious violation of provisions of this act or of the regula-
ions for licensure issued pursuant to this act or of Federal la ws and
regulations. For the purpose of this paragraph, a serious violation is
one which poses a significant threat to the health of patients.

(2) Failure of a licensee to submit a reasonable timetable to
correct deficiencies.

(3) The existence of a cyclical pattern of deficiencies over a
or more years.

by h hol er of a provisional license, to correct
deficiencies in accordance with a timetable submitted by the appli-
cant and agreed upon by the department.

(5) Fraud or deceit in obtaining or attempting to obtain a
license.

(6) Lending. borrowing or using the license of another, or in
any way knowingly aiding or abetting the improper granting of a
license.

(7) Incompetence, negligence or misconduct in operating the
health care facility or in providing services to patients.

(8) Mistreating or abusing individuals cared for by the health
care facility.

(9) Serious violation of the laws relating to medical assistance or
Medicare reimbursement.

Section 812. Provisional license.
When there are numerous deficiencies or a serious specific defi-

ciency in compliance with applicable statutes, ordinances or regula-
tions, and when the department inds:

(1) the applicant is taking appropriate steps to correct the defi-
ciencies in accordance with a timetable submitted by the applicant
and agreed upon by the department; and

(2) there is no cyclical pattern of deficiencies over a period of
two or more years. then the department may issue a provisional
license for a specifiea period ofnot more than six months which
may be renewed three times at the discretion of the department.

Upon overall compliance, a regular license shall be issued.
Section 813. Right to enter and inspect.

For the purpose of determining the suitability of the applicants and
of the premises or for determining the adequacy of the care and

; 41�-,417'1, I�- - /-' -) C � �" -�Y /'�' -- --,7-
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treatment provided or the continuing conformity of the licensees to
this act and to applicable local, State and federal regulations, any
authorized agent of the department may enter, risir and inspect the
building, grounds, equipment and supplies of any health care facility
licensed or requiring a license under this act and shill have full and
free access to the records- of the facility and to the patients and
employees therein and their records, and shall have full opportunity to
interview, inspect. and examine such patients and employees. Upon
entering a health care facility the inspectors shall properly identify
themselves to the individual on the premises then in charge of the
facility.
Section 814. Provider violations.

(a) Notice of vioiauions.-Whenever the department shall upon
Inspection, Investigation or complaint find a violasion of this chapter
or regulations adopted by the department pursuant to this chapter or
pursuant to federal law. it shall give written notice thereof specifying
the violation or violations found to the health care provider. Such
notice shall require the health care provider to take action or to
submit a plan of correction which shall bring the health care facility
into compliance with applicable law or regulation within a specified
time. The plan of correction must be submitted within 30 days of
receipt of the written notice.

(b) Appointment of master.-When the health care provider has
failed to bring the facility into compliance within the rime so speci-
fied, or when the facility has demonstrated a pattern of episodej of
noncompliance alternating with compliance over a period of at least
two years, such as would convince a reasonable person that any
correction of violations would be unlikely to be maintained, the
department may petition the Commonwealth Court or th o of
common pleas oJ t ecounty In which thenailit ir oca: d to a oin
a master designated as qualified by the department to assume o0era-
tinrf tefcltya hacility's expense for a specified period of
nine or untit ati viotations are corrected and all applicable laws and
regutations are comniled with, or rhe department in it s disretsion may
proceed fn accordance with this chapter.
3ection 81/5 Effect of departmental ordlers.

(a) Enforcement.-Orders of the department from which no
appeal is taken to the board, and orders of the board from which no
timely appeal is taken to the Commonwealth Court. are final orders
and may be enforced in the court of common pleas of the county in
which the health care facility is located, or in the Commonwealth
Court.

(b) Supersedeas.-Orders of the department, to the extent that
they are sustained by the board, shall be effeciVe, notwithstanding an
appeal, unless the appellant obtains an order of supersedeas from the
Commonwealth Court.
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(c) Medical assistance pam enis-- Orders of the department, to
the extent that they are sustained by tne board, which fail to renew a
license or which suspend or revoke a license, shall likewise revoke or
suspend certification of the facility as a medical assistance provider.
and no medical assistance payment for services rendered subsequent to
the final order shall be made during the pendency of an appeal for the
period of revocation or suspension without an order of super.sedeas by
the appellate court.
Section 816. Actions against unlicensed health Lare providers.

(a) Actions in equity.-Hhenever a license is required by this
chapter to maintain or operate a health care facility, the department
may maintain an action in the name of the Commonwealth for an
injunction or other process restraining or prohibiting any person from
establishing, conducting or operating any unlicensed health care
facility.

(b) Permanent injunction.-Should a person who is refused a
license or the renewal of a license to operate or conduct a health care
facility, or whose license to operate or conduct a health care facility is
suspended or revoked, fail to appeal, or should such appeal be
decided finally favorable to the department, then the court shall issue
a permanent injunction upon proof that the person is operating or
conducting a health care facility without a license as required by this
chapter.
Section 817. Actions against violations of law, rules and regulations.

(a) Actions brought by department.-Whenever any person,
regardless of whether such person is a licensee, has violated any of the
provisions of this chapter or the regulations issued pursuant thereto,
the department may maintain an action in the name of the Common-
wealth for an injunction or other process restraining or prohibiting
such person from engaging in such activity.

(b) Civil penalty.-Any person, regardless of whether such person
is a licenseei-whohas committed a violation of an), of the provisions
of this chapter or of any rule or regulation issued pursuant thereto.
including failure to correct a serious licensure violation (as defined by
regulation) within the time specified in a deficiency citation, may be
assessed a civil penalty by an order of the department of up to $100
for each day that such v
Section 818. Injunction or restraining order when appeal is pending.

Whenever the department shall have refused to grant or renew a
license, or shall have suspended or revoked a license required by this
act to operate or conduct a health care facility, or shall have ordered
the person to refrain from conduct violating the rules and regulations
of the department, and the person. deeming himself aggrieved by such
refusal or suspension or revocation or order, shall have appealed from
the action of the department to the board, or from the order of the
board to the Commonwealth Court. the Commonwealth Court may.
during pendence of such appeal, issue a restraining order or Injunction
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upon a showing that the continued operation of the health care facility
adversely affects the well-being, safety or in ttrest of the patients of
the health care facility. or the court may authori:e continued opera-
tion of the facility or make such other order. pending final disposition
of the case. as justice and equity require.
Section 819. Remedies supplementary.

The provisions of this chapter are supplementary to any other legal
rights created in this act or any other act available for the enforcement
of provisions of this act and rules and regulations promulgated there-
under.
Section 820. Existing rules and regulations.

(a) Continuation of rules and regulations.-Existing rules and
regulations applicable to health care facilities not clearly inconsistent
with the provisions of this chapter. shall remain in effect until
replaced, revised or amended. In developing regulations, the depart-
ment shall give priority to developing minimum standards for home
health agencies and other health care facilities not previously subject
to regulation. Sections 103.2 and 103.6 of Title 28 of the Pennsylvania
Code are repealed.

(b) Expiration of licenses.-Al health care providers licensed.
approved or certified on the effective date of this chapter to establish.
maintain or operate a health care facility shall be licensed for the
period remaining on the license. certification or approval. If a health
care facility has a license, approval or equivalent certification without
an expiration date, it shall be deemed for the purposes of this section
to expire one year after its date of issuance. At the expiration of the
existing license certification or approval, the health care facility shall
be subject to licensure pursuant to this chapter.

Section 8. Section 901 of the act, amended December 13, 1979
(P.L.532, No. 118), is amended to read:
ISection 901. Certificates for existing faciiities and institutions.

All health care providers operating a health care facility shall be
Issued forthwith a certificate of ated by the department to all build-
ings, real property and equipment owned, leased or being operated
under contract for construction, purchase or lease and for all services
being rendered by the licensed, approved or certified providerz on
April 1, 1980: Provided, That this section shall not apply to a dew
institutional health service offered, developed, constructed or other-
wise established after September 30, 1979 und before April 1, 1980 If
the new institutional health service is covered by section 1122 of the
Federal Social Security Act and application for approval is not made
to or the project is disapproved by the Secretary of Health and
Welfare.l
Section 901. Existing facilities and institutions.

No certificate of need shalt be required for any buildings, real
property and equipment owned, leased or being operated, or under
contract for construction, purchase, or lease and for all services being
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rendered by licensed or approved prmviders on 4pril 1 1980. Nor
shall a certificate of need be required for any new institutional health
services for which an approval has been gran ted under sjection 1122 of
the Social Security .4ct or for which an apptication is found pursuant
to such section tv be in conformnity with the standards. criteria or
plans to which such section refers, or as to which the Federal Secre-
tary of fhealth and Hluman Services makes a finding that reimburse-
ment shall be granted: Irovided, however. rhat such approval is in
force on August 1. 1980 or such application shall have been filed prior
to August 1, 1980 or the acceptance of applications for reviews under
this act, whichever shall last occur.

Section 9. Section 904 of the act is amended to read:
Section 904. Elimination of section 1122 reviews.

No further reviews shall be performed under section 1122 of the
Federal Social Security Act, 42 U.S.C. §l320a-1, lone year after
Implementation of reviews under this act.l after August 1 1980 except
to complete review for which application has been filed prior to
August 1, 1980.
Section 10. Repeals.

(a) Articles IX and X. act of June 13, 1967 (P.L.31, No.21),
known as the "Public Welfare Code," are repealed insofar as they
relate to health care facilities as defined in Chapter 8.

(b) All acts and parts of acts are repealed insofar as they are
inconsistent herewith.
Section 11. Effective date.

(a) As to health care facilities defined in Chapter 8 of the act
subject to licensure or approval pursuant to Article IX or X of the act
of June 13, 1967 (P.L.31, No.21), known as the "Public Welfare
Code," Chapter 8 shall take effect in 120 days and regulations
affecting such health care facilities in effect on the date of enactment
of this act shall remain effective until replaced or amended in accord-
ance with this act.

(b) As to health care facilities defined in Chapter 8 of this act not
subject to licensure or approval pursuant to Article IX or X of the
"Public Welfare Code," Chapter 8 shall take effect in one.year.

(c) Sections 103, 202, 502, 603(h), 701, 702(i) and (j), 707 (other
than the introductory sentence), 708 and 709 shall take effect October
1, 1980.

(d) Section 10(a) of this act shall take effect in 120 days.
(e) The remainder of this act shall take effect immediately.

APPROVED-The 12th day of July, A. D. 1980.

DICK THORNBURGH
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DEPARTMENT OF HEALTH & HUMAN SERVICES
H~afh Care

FMemor Adndumno.

Memorandum
- JR 2 us

Director
Health Standards and Quality Bureau

State Agency Direct Data Entry

Regional Administrators
Regions I - X

We have been conducting State agency direct data entry demonstrations In 4
States for the past three years. We are now proceeding with eapansion of this
project to additional States in each region. We have sent the attached
diacusaioo paper to the ARAs of DHSQ for their review and comments, and also
for nominations of States to be Included in the firgt Dhase of the expansion.

Philip Nathanson

Attachment

Dare

FOn

SujOect

To

-
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Heail" Ca-e

E DEPARTMENT OF HEALTH & HUMAN SERVICES Foonc.mn Ad nn-st,,n

JUN 2 196 Memorandum
Dare ,/ u0k /

Fro- Sharon Harris, Acting Director
Office of Survey and Certificacion, HSQS

Soniect State Agency Direct Data Entry - Position Paper

To Associate Regional Administrators
Dinision of Health Standards and Quality
Regions I - X

For the pant three yearn we have been condocting State agency direct data
entry demonstration projects in Florida, Sooth Carolina, Nevada and
Washington. The attached aer discussen the renulct of thene demonstration
projects, our nlas for = .anslnn to additional States, and criteria for
ielection of these States. We have also included tentative or proposed
policien and proced-res for you and the States to follow during our second
phase of the demonstration.

Before we empand to additional States, we seed your toents on the general
approach to the State agency direct data entry project in the areas of
training, data entry, completion of records, and review and monitoring. In
addition we need your specific comments on the following questions:

1) Are there any areas that we have not discussed? What are they and what
are your ideas about policies and procedures In these areas?

2) For States performing direct data entry, should L33 be autoa tically
generated for unflagged cases after it has been determined that the State
is entering cases accurately?

3) Should we allow the States to perform direct data entry on cases other
than recertification actions? If so, how and when should these actions
be phased-in?

4) Are the States in your region aware of the criteria, including COPs and
critical requirements, which are used by MSACS to flag cases for review
by certification specialists?

5) Is 1002 review of the State's data entry for the first three month period
appropriate? Is the time period too short or too long?

6) One of the ultimate goals of this project is to eliminate the flow of
paper from the State to the RO. we have proposed that after 9 omoths at
902 accuracy, the State may be permitted to send only 50 of the cases to
the RO. How long should this phase last? What should be the criteria
for further reduction? At what point should the State be permitted to
retain all cases?
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Page 2 - Associate Regional Adoinistrators, Regions I - X

7) We are considering allowing the States to update only certain fields in
the provider records. These fields would include name, address, and
number of beds. Deficiency tags would also be Included to allow the
States to enter revisits. We would not, however, allow the States to
update any dare fields. Do you have any objections to allowing the
States in your region to update records and enter revisits?

We also need the names of States in your region which you feel should be
included in this next phase of the project. Criteria for selection of States
are included in the paper and should be detailed in your nominations. Please
also include the name of a staff person who will be able to monitor and
coordinate this project for your region.

I have been asked to take the lead for this project and I will be making the
decision on States to be included and final policies and procedures. The
Office of Program Support will be available for technical support and advice
especially In the areas of computer hardware, software, and programming.

Please address your comsents and nominations to Michael Moran by July 7. We
will develop our final policies and procedures after us receive your comments,
and will also notify you regarding the selection of States for this project.
Any questions should be directed to Michael Moran on FTS 934-7903.

Attachment

IN
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Direct Data Entry Discussion Paper

Introduction

Since the ?IMACS was established in the mid-70s, State agencies have been
responsible for forwarding certification kits to the ROs for review,
approval, and data entry. This process has proven to be ineffective for
the following reasons:

o State agencies are required to spend limited resources
photocopying, collating, and mailing the required forms.

o Delays often occur between surveyor completion and regional
office data entry because of the inability to read or
understand the forms or incomplete/inaccurate information.

o Certification kits are sometimes lost or misplaced in transit.

o Increased data entrv workloads with no correspondins increase
in staff resources have severely strained the RO's data entry
capabilities.

In an effort to improve the quality of the data, eliminate unnecessary
paper flow, and increase cost effectiveness we plan on transferring the
primary responsibility for the MYtACS data entry from the ROs to the
States. We hope this action will substantially reduce data entry errors,
eliminate unnecessary paper flow, and provide more accurate and timely
data. In addition, this should free the RO staff from the routine data
entry functions, thus allowing them more time for review of substandard
providers.

Demonstration

As a first step toward accomplishing this goal, we initiated a pilot
study in 1983 to test the feasibility of allowing State agencies to enter
the certification data into KVACS and to have direct access to the RADARS
files for data retrieval purposes. In choosing the States for the
demonstration project, we considered the size and diversity of their
certification workload, their inhouse ADP capability and the
recommendations of various regional offices who showed an interest in
having one of their States participate in the project. Taking all these
factors into consideration, the States selected for the study were South
Carolina, Florida, Nevada and Washington.
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At the start of the project, the Office of Program Support (OPS) supplied
each of the States with a list of equipment with individual
specifications for each unit. These specifications were compared with
units that were currently operational in each of the pilot States. Using
funds taken from the State survey budget, each State purchased additional
hardware (microcomputers, monitors, printers, modems, etc.) and software
which would be compatible with the IBM mainframe computer and which would

also meet their needs for any inhouse data processing. In three of the
test States (except for Washington) computer equipment was located in the
agency headquarters. For Washington, however, multiple terminals were
distributed among five of its field and zone offices to test the

feasibility of networking among regional offices within large States.
Once the equipment and software were procured and tested, the States were
able to communicate with the HCFA Data Center via a dial-up line using
the RENEX Protocol Converter. (The RE.NEX Protocol Converter allows
communication among a variety of different vendor equipment by emulating
the communication protocols of the various hosts.)

Briefly summarized below is a description of how the demonstration
project is being conducted by the States and monitored by the regions.

Florida

The Florida State agency obtained one IBM-PC XT computer and accompanying
computer hardware for its Jacksonville office. After the equipment
became operational in January 1985, Atlanta provided onsite training to

the State agency staff on RADARS and MMACS data entry techniques. When
the training was completed, the project was implemented on April 22,
1985. Since that time, all the recertification kits for Florida's 1400
providers, with the exception of Intermediate Care Facilities for the
Mentally Retarded (ICFs/MR), are entered by a data entry operator at the
rate of six per day. Following entry of the kit, the RO calls up the
records on the computer terminal and checks them for any obvious errors.
The State is then responsible for making the necessary corrections after
which they mail the hard copy documents to Atlanta. Throughout the
course of the demonstration, the Atlanta RO reviewed a sample of kits to
verify the accuracy of Florida's data entry. Based on an analysis of the
error rates, Region IV concluded that the delegation of the data entry
responsibility to the State did not erode the accuracy of the data.

South Carolina

The State agency purchased one Sperry 400 PC computer that is IBM
compatible and is used in its Central Office which is located in
Columbia. As with Florida, the Atlanta RO provided training for the
State staff on RADARS and MMACS data entry. Effective May 20, 1985 the
State began to enter the recertification kits of all its 395 facilities.
(except for ICFs/MR) into MMACS. The State mails the hard copies to the
region after they correct all the errors. According to Region IV's
analysis of the error rates, South Carolina's accuracy has steadily
improved since the project began.
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Nevada

Nevada selected a non-IBM computer (IMS 5000) that is used in its agency
headquarters located in Carson City. In March 1985, the State began to
enter recertification kits for Its 120 facilities following MMACS and
RADARS training by the RO. In addition to keying resurveys, the State
also processes name and address changes as well as follow-up revisits.
The State then mails the hard copies to the RO and about 502 of the kits
are Lhecked for accuracy by comparing the data displayed on the computer
screen with the data keyed by the State. At this time, the RO is
responsible for clearing the errors on the cases entered by the State.
To date, Nevada has been doing an hcceptable job of entering the cases
accurately.

Washington

The Washington State agency obtained a variety of computer hardware
including the IBM-PC XT and the IBM-PC terminals which are located in
Washington's four field locations (Mt. Vernon, Spokane, Yakima and
Seattle) and its agency headquarters In Olympia. (The placement of
microcomputers In the field offices allows for word processing and data
analysis capabilities and electronic transfer among terminal sites around
the State.) In addition to the MMACS data entry and retrieval functions,
Washington is also capturing additional data elements necessary to
produce output reports to benefit the State licensing programs.
Effective November, 1984, Washington State began doing direct data entry
with most of the activity occurring in the Spokane office. (To date, a
network has been successfully established between Spokane and Olympia
with plans to expand the networks to the other three locations in the
near future.) In addition to the entry of recertification kits for
Washington's 637 facilities, the State is also responsible for correcting
any errors for these transactions. The hard copies are then forwarded to
the region where 100% of the kits are verified for accuracy by comparing
the hard copies with the records on the terminal screen.

Conclusions

All parties involved in the tests agree that the State agency direct data
entry project has been successful. South Carolina commented that since
the recertification information is processed into MMACS more rapidly,
there Is a greater awareness on the part of the State for proper form
completion. In addition, Region IV indicated the greatest selling point
for the project is the States' access to RADARS since they have used the
many reports available from the system and found them to be excellent.
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On the negative side, the States do report some minor difficulties in the
areas of communications, accessibility, and printing. For example,
"garbage' on the telephone lines connecting them to the main computer
sometimes prevents the States from entering data. In addition, tlhe
telephone line sometimes disconnects for no reason and the States
occasionally need to dial the main computer repeatedly before a
connection is made. Finally, the States report that they have print
format problems with RADARS. However, they do agree that the advantages
of direct data entry greatly outweigh the minor problems.

Expansion of Project

We plan to expand the direct data entry project to include up to 18
additional small to medium States by the end of calendar year 1986. This
would include 2 States in each region not currently participating in the
project, 1 each from San Francisco and Seattle and 2 from Atlanta. In
order for both the Office of Computer Operations and HSQB-CO to monitor
the effect of both the additional hardware and the additional users on
the efficiency and effectiveness of the computer system, the additional
States will be added gradually, beginning in August 1986. The ROs will
nominate the States that they feel should participate in this project.
Criteria for selection will include interest of the State in

participating in the project, size and diversity of provider universe,
the State's history of submitting accurate and complete certification
information to the RO, and responsiveness of the State to RO requests.
HSQB-CO will make the final decision concerning the States that will be

included.

Current availability of IBM-cosmpatihle computer hardware in the States
should also be considered. The additional cost for compatible hardware
is estimated to he t10,000. Many States currently have hardware that is
compatible, therefore, costs to these States would be nominal. Regional
offices will approve additional haroware purchases within available
regional allocations which will be sufficient to address these costs.

Direct Data Entry Policies and Procedures

As previously discussed, HSQB-CO did not set any uniform policies and
procedures for the 4 States participating in the direct data entry
project. The ROs involved worked with each State on an individual basis
to establish these procedures. As a result, the type of cases entered,
the number of cases reviewed by the RO and how and when they were
reviewed, the error correction procedures, and the training procedures
varied from region to region. This was done so that we could determine
the best procedures from the experiences of the 4 States. However,
before we expand the project, we will establish national policy for
direct data entry. The following sections will discuss some proposed

policies and procedures.
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Training

The RO will be responsible for training State agency personnel in all
aspects of the data entry process. If necessary, CO personnel from both
OSC and OPS may be available as support staff subject to budgetary
considerations such as availability of travel funds. All training will
be conducted onsite at the State so that the State personnel can become
accustomed to the use of their own equipment which will probably be
different than the RO equipment. Wae recommend that the States be trained
in RADARS first, and after they become comfortable in the use of RADARS,
trained in MMACS data'entry. In this way, the States can see how the
information they will enter can aid them in areas such as survey
management before they actually begin the data entry process.

Resources for training include the RADARS manual and the MMACS User's
Manual which we are currently in the process of revising. In addition,
the Atlanta RO has developed for the pilot project a CICS manual for the
use of the States in that region and is willing to share it with other
interested ROs. Please notify us if you would like a copy of the manual.

Training should include the following topics:

RADARS

o TSO LOCON Procedures
o Access to RADARS
o Basic logic of the system
o Available reports
o Coding techniques
o Uses of outputs

\1CS

o CICS Logon procedures
o Access to MNACS
o Data entry
o Inquiry

Following the initial six month period of State agency data entry,
follow-up training should be conducted. Records of the numbers and
types of State agency errors should be kept by the RO during this initial
period since it will help to focus the follow-up training. If the RO has
determined that the State can begin to correct errors, the training
should include correction techniques, meanings of error codes, and the
use of PF23 to view the cases with errors. (This last item will be
necessary because the State will not be receiving any Individual Facility
profiles.) (These instructions will be revised when the transaction file
is eliminated.)
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Also, if the RO has determined that the State can enter follow-up visits
and changes to the MMACS record, the training should include the NMACS
update function. Emphasis should be placed on the importance of
correcting the data in fields that are not routinely entered for a
recertification and that may have changed since the last
recertification. Examples would include name, address and fiscal year
end. Additional training may, of course, be conducted at the request of
the State or when the RO determines that such training is warranted. We
will, also provide a more detailed recommended training agenda to the ROs
after the States have been selected.

Data Entry

State agencies will have the responsibility for data entry of all
recertifications for the following provider groups:

Hospitals - accredited and unaccredited
Skilled Nursing Facilities - Titles 18 & 19
Intermediate Care Facilities
Intermediate Care Facilities for the Mentally Retarded
Home Health Agencies
Independent Laboratories
Rural Health Clinics
Portable X-Ray Suppliers
Ambulatory Surgical Centers
Outpatient Physical Therapists
Comprehensive Outpatient Rehabilitation Facilities
Hospices
End-Stage Renal Disease Facilities

We are limiting the type of action that the States will enter, at least
initially, t~o recertifications so that the States will not be overwhelmed
by the volume of data entry and the technical details associated with the
various types of actions. We are considering allowing the States to
enter other types of actions, possibly initials and adverse actions, in
the future.

For all 18 and 18/19 providers and suppliers, States will enter the
complete recertification kit which includes the Certification &
Transmittal (C&T) (HCFA-1539), the appropriate Request for Certification,
crucial data extracts for the health survey and Life Safety Code survey,
where appropriate, and any statements of deficiencies. They will nor,
however, enter the following fields from the C&T:

L32 - RO Receipt of HCFA-1539
L33 - Determination Approval Date

(For ESRDs, they will enter everything on the Certification, Transmittal
and Determination (HCFA-1540) through LC17 - State Agency Approval.) 'For
Title 19 only providers, the States will enter the entire kit with the
exception of L32 - PO Receipt of 1539. All complete kits (18, 18/19, and
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19 only) will be forwarded to the RO in the usual manner as soon as data
entry has been completed. Individual Facility Profiles (IFPs) will not
be generated at the SA following data entry, but will be generated at the
RD the next day. Since additional IFPs will be generated when L32 is
entered by the RO, these first IFPs can be discarded.

Data entry of all major types of actions, including initials, CHOWs, and
adverse actions will remain the responsibility of the ROs. Follow-up
visits and other changes, such as name changes and changes in services,
will continue to be entered by the RD during the first six month period.
Following this initial period and based on SA performance, the RD has the
option of allowing the State to enter follow-up visits and other changes
to the 'tMACS records.

Completion of Records

L32, RD Receipt of HCFA-1539, will be entered into MMACS as soon as the
kit is actually received in the RO. It is necessary for this field to be
entered immediately to maintain the accuracy of the work processing times
computed for Table 12 and the case control reports. L33, Determination
Approval Date, will not be automatically generated for unflagged cases
for any state performing direct data entry. It will therefore be
necessary for the RD to enter this date in all Title 18 and 18/19 cases.
(For Title 19 only cases, the State should be entering this date.) After
L32 is entered by the RO, UFPs will be generated which will identify
flagged and unflagged cases. Unflagged cases will require no additional
review by program specialists and will allow the ROs to enter the
approval date (L33) immediately. Flagged cases, of course, will require
review prior to completion of L33.

Review and Monitoring

The State agency should send complete certification kits to the RD
following data entry. (Since the State will be entering only
recertifications, we do not anticipate that any kits will be rejected,
requiring total re-entry. Therefore, it will not be necessary for the
State to verify the data entry prior to forwarding the kit.) As we have
previously discussed, the ROs must update the WMACS records when the kits
are received in the RD in order to include L32. At this time, since the
computerized data will already be available, the RD should verify the
accuracy of the State's data entry by comparing the data on the computer
screens with the data in the certification kit. It is especially
important for the RD to verify that all deficiencies have been entered
properly. This will be done for all kits entered by the States. This
100% review will be done for at least the first three month period.
Following this period, if 90% of the cases reviewed are entered
accurately, the review may be reduced to a 50% sample of cases. The RD
should also be checking fields that are not routinely entered for
recertifications such as name and address to see whether these fields
have changed since the last recertification. During the first six months
of data entry, the ROs must enter these changes since the States will not
have been trained in the update function. The RD will keep a record of
the numbers and types of data entry errors found as a result of this
review.
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In addition, for at least the first 6 month period, the RO will have the
responsibility for correcting data fields that do not pass our edit and
consistency checks. These errors should be corrected when the IFP is
generated following the RO's entry of L32. A record of these errors
should also be kept. After the 6 month period, if at least 90% of the
cases entered did not have any errors (do not include any errors for-1,32
and L33 and any RO override errors (133 and 134) in your error rates),
the RO has the option of allowing the State to correct its own errors.
(These procedures will be revised when the transaction file is
eliminated.)

As an additional monitoring activity, the RO should request that a
specific sample of cases, such as all cases entered into MMACS on
alternate Tuesdays, be forwarded to the RO in their entirety, which would
include all appropriate survey report forms. This sample should be
checked to determine if all deficiencies have been properly reported.
This review could also be done as part of an onsite visit to the State.

After the State has been participating in the direct data entry project
for at least 9 months, and is maintaining a 90% accuracy rate, the RO may
permit the State to forward only 50% of the cases. However, the RO
should continue to monitor the State for accuracy, and should either
request that a sample of the other cases be forwarded to the RD on a
regular basis for validation or review a sample of these cases during an
onsite visit to the State.

Ultimate Goals of Project

In order to improve the data in the MMACS system, within the next three
years we plan to transfer the responsibility for data entry of the bulk
of the certification workload, which would include recertifications and
follow-up visits, from the regional offices to all State agencdes We
also plan to allow all State agencies to have direct access to RADARS.
At the same time, in order to eliminate unnecessary paper flow, the State
agencies doing direct data entry would retain all information concerning

these cases in their offices. Computerized screens, similar to the
critical requirment screens presently in place, would be used by the
regional offices as a basis for certifications and automatically aenerate
certifation letters This "paperless review" would free regional
office staff from routine data entry and review, allowing them to
concentrate their efforts on substandard providers and suppliers. Within
this context, we also plan to mandate the use of hand held computers by
surveyors during the survey process to directly transmit information
about the survey to the State agency and the regional office. OPS is
currently testing this concept in 2 areas. The Washington State agency
is beginning to equip some of their surveyors with a 13 pound Morrow
Pivot 2 Model 2522 portable computer to capture survey data and transmit
this data directly to the HCFA Data Center. Also, OPS has a request from
Nevada to assist them in the development of a similar proposal.
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COMMITTEE STAFF NOTE: Received from PCFA, Health Standards and Quality Bureau,
June 10, 1986, in response to request for list of routine reports generated
by Medicare/Medicaid Automated Certification System (fMMACS). I

MMACS Routine Outputs

The following reports are generated by MMACS in a daily, biweekly, monthly and
quarterly basis. They incldie;

Transaction File - Daily listing of those certification kits that had incorrect,
incomplete, or inconsistent data that caused the data to be rejected when
transmitted to MMACS. These kits remain on the transaction file until
corrective action is taken by the region.

Table I - This listing is produced monthly and displays those facilities whose
Time Limited Agreement will expire or annual survey cycle anniversary or
deferred recertification date will occur in 120 and 150 days.
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Table IA - An Individual Facility Deficiency History Profile containing complete
provider identification data and both health and life safety code deficiency
information from the five most recent surveys is generated monthly for each
provider listed on Table I above.

Table 5 (Cases for RO Alert - formerly known as Overdue Recertifications table)

Table 5 is produced in four parts and contains the namnes and addresses of facilities
whose recertifications were not processed into MMACS. The formula for
determining whether the recertification case is due in the RO is based on type of
provider. The criteria adopted for these reports are:

o General Accredited Hospital

Cases that have a current survey date exceeding 36 months prior to the date of
the report.

o All Other Non-LTC Facilities

Cases having a current survey date exceeding 15 months prior to the date of the
report.

o Medicare. Medicare/Medicaid SNFs

Cases whose TLA dates or extension dates are due to expire within 45 days of
the date of the report.

o Medicaid Only Providers

Cases whose TLA dates or extension dates are 30 days prior to the date of the
report.

Table 6 - This table is produced quarterly in two parts. Part one lists all
participating LTC providers in chronological order by agreement ending date. Part
two lists of all participating non-LTC providers in chronological order by annual
survey cycle ending dates.

Table 6A - This table is produced quarterly in two parts (LTC and non-LTC). All
certified Medicare/Medicaid health care facilities are listed in alphabetical order
for ease of reference.

Table 8 - This table is produced quarterly and contains comparative deficiency data
(State to region to national) at the Condition, Standard, arnd Element level. This
data is a cumulative summary of the most recent surveys of record of all
participating providers within a State. Each State is separately compared to the
regional and national deficiency totals and percentages.



920

Table 10 - This table is produced quarterly and lists selected data from Table 8 in a

frequency of deficiency format. Separate tables are produced for each type of

provider by State showing those deficiencies which exceed the national average by 5

percent of more and the prefic tags are listed in descending order.

Table 12 - This table is produced quarterly and is a compilation of the average

processing times for all State and regional of fices involved in the certificationl
process. The data describes the average time involved In processing a certification

kit at each work station from survey to final approval. Only those certification kits

that have been processed into the data base during the preceding quarter are
included in the da a for this table.

Table 13

An individual Facility Profile (IFF) is generated following transmission and

processing of each certification kit. This table contains complete provider

Identification data and health and safety deficiency information from the current

and prior surveys. The IFP flags any critical requirement and/or condition level

deficiencies as part of the front-end data entry process so that "flagged"
recertification cases are forwarded to the specialists for indepth review.

Provider Counts - This table Is produced biweekly and displays the number of

certified providers and suppliers by State, region and the nation.

1.
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[ COMMITTEE STAFF NOTE: On June 13, 1986 the Health Care Financing Administration
published a final rule in response to a Federal court order in the case Smith
v. Heckler, entitled "Medicare and Medicaid Programs Long Term Care Survey".
See Federal Register pages 21550 through 21558. 1
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CO[HITTEE STAFF NOTE: Excerpts only of thln document are included for brevity.

' DEPARTMENT OF HEALTH & HUMAN SERVICES PSbic Mea1s Ss.c

Memorandum
Date

Rt- Director, Division of Planning

and Evaluation G t<
Suen" HCFA Legislative Proposals JUN 24 i6

Ta OPD Directors

Attached are the FY 1988 legislative proposals prepared by
HCFA. Would you please review these and let me know by
telephone by Friday, June 13, if you have comaents on
specific issues. We can follow this up with written
comments next Monday, June 16. Thanks.

Lyman Van Nostrand

Attacheent

cc: Hr. Bastacky
Hr. Campagnoli
Hs. Crane
Ms. Johnson
Mr. McCloskey
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DEPARTMENTOF HEALTH & HUI-AN SERVICES K H..tbh sa-ke

"SL W"hf= DOC 20201

am 10 GM5

TO: Mr. Cummings. ADANHA
Ks. Katz, CDC
Kr. Van Nostrand, HRSA
Dr. Korper. NZH
Hr. Harrell, ODPHP
Ms. Blustein, NCHSR/HCTA

FROM: John P. Fanning, OH2E, PHSi t

SUBJECT: HCFA Legislative Proposal FY 8 -- Review by
PHS -- COMMENTS (I

Here are the FY 1988 legislative proposals of Health Care
Financing Administration. Would you please loo at them and
see if we need to say anything about them.

Please call Marcy Gross, 245-6301, by the end of t day on
Friday, June 13, and let her know if you have comments. Even
if you do not have a finished position, it is important to let
Ms. Gross know generally what your comments are, so we can
advise 05 that we are going to say something. The details can
follow, to be presented at the meetings on June 18.

Thank you for your prompt attention to this.

Attachment

cc:
Ms. Gross
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DEPARTMENT OF HEALTH & HUMAN SERVICES Otf. .40. SeWY

NOTE TO, Elitabeth Connell, ES (635C)
Richard Riseberg, PHS 14AS3 Parklawnf) I O s

Ann Hunsaker, HCFA 5460ND)
Sondra Stigen/Paul Spiegel, GC (435G)

Tom Ault, BCFA (3398)/Annetta Coates

Trish Knight, L (416W)/Toni Davenport

Alissa Fox, ii (513H)
Steve Grossman, OASH (703Hi))ohn Fanning

Randy Teach, ASPE 4442E)
George Grob, ASPE (447D)
Bryan Mitchell, IG (52714)

FROM CtaC 1 Austein, ASPE
Boom 424 E, HHH
245-6102

SUBJECT: FY 1988 HCFA proposals

Attached is the FY 1988 legislative and regulatory program for

the Health Care Financing Administration. I have scheduled a

meeting to discuss staff positions on these proposals for:

wednesday, June 18. room 4467
IZDICA3Et 9,30 a&
KEDICAIDS 1s30 pR

In order to expedite the process, please submit a brief note to

me by Friday, June 13 listing those items with which you concur

and highlighting concerns on the remaining items. I will then

share your comments with other team members early next week and

the meeting can be used to focus on controversial issues.

Thank you for your cooperation.
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-* % Heath Ca
rK DEPARTMENTOF HEALTH & HUMAN SERVICES F Nmg Ad r..,

Memorandum
or.e

Fw. WUllam L Roper, M.D.
Administrator

5 FY 19SS Legislative and Regulatory Program

Se Robert Helms, Acting
Assistant Secretary for Planning and Evaluation

Attached is the Health Care Financing Administration's proposed legislative and
regulatory program for PY 19SL

Our legislative and regulatory proposals are designed around sevr l objectives or
themes and are presented at tabs organized by theme. At each tab aces (t) a list
of all the proposals in that section; (2) a smmary and discusson of the proposals;
and (3) an indivual A-IS descrIption of each oposaL The thems are:

o promoting capitation in Medicare (Tab A) and Medicaid (Tab 1)

o reforming and refining Medicare relmnbuemist rules to achieve
budgetary savings, increase equity and narrow the dlsparIty between
trditona, fee-for-service Medicare and pre-pald health care

- Physlhckn services (Tab C)

- Par 8 non-physician services (Tab D)

- Outpatient departments (Tab E

- Sdiled nursing facilites (Tab F)

- Direct medical education (Tab GC

- Hosptals (Tab H)

o aarng quality In Medicare and Medidaid (Tab D)

o better targetting Medicaid benemats (Tab 3)

o administrative Improvements (Tab K)

o mIscleous amendments (Tab U

I Look forward to expdl~tous eosderatIbo of out legislative and regulatory
program. I would Wice to see agreements and Issues IdentifIed quickly so that we
can proceed with legislative drafting as soon Ls possible.

Attachments
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Health Care Financing Administration
Fiscal Year 19S8 Legislative and Regulatory Proposals

Tab A MedlUcare Capimtaton

Tab B Medicaid. Capitation

Tab C Physician Services

Tab D Non-Physician Part B Services

Tab E Hospital Outpatient Departments

Tab F Scilled Nursing Facilities and Home Health

Tab G Direct Medical Education

Tab H Hospitals

Tab I Quality Assurance in Medicare and Medicaid

Tab 3 Better Targetting of Medicaid Benefits

Tab K Manqgement Improvement

Tab L Mlscellaneous ProposaIs
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HCFA -go

PEALTH CARE FINANCING ADMINISTRATION
FISCAL YEAR 1988 LEGISLATIVE PROPOSAL

Prospective Payment System for Medicare SNFs

Establish a Prosnective Pavment System for All Medicare Skilled
Vursino Facilities

Current Law: Medicare services in skilled nursing facilities
(SNFs) are reimbursed on a retrospective, reasonable-cost basis,
subject to limits applied to routine operating costs (e.g., nurs-
ing, meals). Ancillary costs, such as physical therapy and
drugs, and capital costs are not included in the cost limits.

o The limits are set at 112% of the average-costs of urban and
rural facilities for free-standing facilities. Hospital-
based facilities face the same limit augmented by an add-on
equal to 50 percent of the difference of mean costs between
free-stand'ng and hospital-based facilities.

The Consolidated Budget Reconciliation Act of 1985 gave skilled
nursing facilities that provide fewer than 1500 days of Medicare
covered days of care annually the option of accepting a prospec-
tive, flat rate payment equal to 10S% of the mean routine
operating and capital costs for all facilities. This payment is
differentiated for urban/rural location, but not by hospital-
based/free-standing. Facilities that choose this option may also
file a simplified cost report. This provision will be effective
October 1, 1986.

o The stated intent of this change was to increase beneficiary
access to S97? services by creating incentives for facilities
to seek Medicare certification and accept Medicare SNTW
patients, even though Medicare may provide only a small
percentage of these facilities' total business.

Pro osal: Establish a prospective payment system for all
facilities providing Medicare financed SUF care. Medicare SNFs
would be paid a facility-specific prospective rate based on
actual routine operating costs for the prior year, up to cost
ceilings.

o These cost limits would be set at 112% of mean routine
operating costs for freestanding, urban/rural facilities,
for three categories based on percentage of Medicare covered
days of care among total days of care provided (0-9.9%,
10-40%, and over 40%).

- The higher ccsts of hospital-based facilities would
continue to be recognized by maintaining the present S0O
add-en to the limits for these facilities.



934

o kncillary and capital costs would continue to be passed

through (though an accompanying proposal would call for

return on equity for proprietary facilities to be phased out

once the prospective payment system was implemented).

In addition, request authority for the Secretary to implement a

case-mix reimbursement system at his discretion.

.- tit% e:t The proposal would put all Medicare SNics on a

- ospective payment system. This would simplify the payment

svster overall by eliminating any need for retrcspective rate

sojustments. Facilities would benefit fro." being able to operate

ina more stable and predictable economic environment.

in add tion, use of "percent Medicare days of care" as a basis

for categorizing facilities for the purpose of setting cost

limits would establish the principle of case-rix related 
reim-

burse.-ent for SNEs. SCFA research has indicated that percent

Medicare days of care is the best proxy now available for a

case-mix measure. We hope, once on-going research necessary

f:r design of a ease-mix measure is complete, to be able to

replace percent Medicare days of care with a more sophisticated

..ethcd of measuring case-mix differences, and this proposal would

seek authority to implement this change once the research 
is com-

p:sze and has been appraised, should such a change appear
desirable at that time.

'- r the time being, use of percent Medicare days of care would

help provide more adequate reimbursement to facilities 
that treat

larger numbers of patients who are costlier to care for 
because

of greater nursing and rehabilitation needs.

o We favor using percent Medicare days of care rather than

absolute numbers of days of care as the measure because the

latter approach advantages small facilities without adequate

lustlficatton. Encouraging large facilities -- sore of

which are already caring for significant nuz-ers of Medicare

patients -- to care for more Medicare patients is likely to

increase overall ST access more than encouraging small

facilities to do the same.

Effect cn Beneficiaries: The current system, even after the

recent CD3-P orprzviscns, contains disincentives for facilities

..a: are providing above 1500 days of MeAIcare covered days of

care annually to expand Medicare services. Indeed, large numbers

of "high volume" fover 40% Medicare) providers have costs 
at or

above the current payment limits, a situation which could 
lead to

cutbacks in services to Medicare patients. Yet these same "high

,;s:z-e" Medicare providers are those whose staffing.ratios 
are

~ch cer and which are generally better qualified to meet the care

.eets of Medicare SNF patients.
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Setting cost limits according to intensity of Medicare service
provision would enable the Medicare payment systems to recognize
case-mix related differences in patient care costs and thus would
encourage greater access to care in those facilities already set
up to serve the needs of Medicare SNF patients.

Cost: The proposal is effectively budget neutral.

Contact Person: Pamela Doty, HCFA/OLP, 245-0480.
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TAD I

QUT LITY OF CARE

Quality assurance is one of HCFA's most important functions. The
budgets and personnel of the Health Standards and Quality Bureau

and the Bureau of Quality Control, as well as those of our
agents, the Peer Review Organizations and State survey and
certification organizations, are dedicated to protecting and-
enhancing the quality of services to Medicare beneficiaries and
Mvedicaid recipients.

This section contains five proposals which together seek to
improve HCFA's capacity to monitor and enforce compliance with
quality of care requirements in long-term care facilities. Two
proposals are intended to improve the efficiency and effective-
ress of the inspection of care (IOC) process. Two proposals seek
to ensure that the survey and certification process is properly
carried out by giving the Secretary authority to require State
surveyors to meet qualification and training standards in
situations where poorly qualified staff are contributing to
inadequate surveys, and b Permitting the HCPA t contractZ
p~iV~.p nqgnnzations to sur te Another,
Cechnical proposal would el±minate a conusing provision in the

law and clarify HCFA's intent to take rapid enforcement action
where health and safety of patients is in jeopardy.

in addition to these proposals, two proposals specifically
related to quality in health maintenance organizations are
included in tab A. They are:

HCFA-6 Intermediate Sanctions
HCFA-7 Criminal Penalties

The FY 1987 legislative package contained several proposals
focused on quality assurance. Two of them, PRO Denials for

Substandard Quaeity of Care and PRO Termination Process, were
jn:luded in the Consolidated Omnibus Reconciliation Act. Two
rthers are ir.c-ded in the Administration's budget and adminis-
trative improvements bills, which are awaiting clearance at EOM3:

o Promote Cost Effectiveness and National Consistency in the
Operation of State Inspection of Care Programs (in the
budget bill).

o I;npose sanctions against Misleading Information to Medicare
Patients (in the administrative improvements bill).

In the event that these proposals are not enacted, we will
resubmit them in the FY 1988 package.
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11Cf,4.

HEALTH CARE FINANCING ADMINISTRATION
FISCAL YEAR 19Is LEGISLATIVE PROPOSAL

Utilization Control Inspection of Care

Add Utilization Control Penalty Requirements for Corrective Action

Current Law: Under current utilization control (UC) law States are required to
conduct annual inspection of care (IOC) reviews for each patient in long term care
facilities. The purpose of the IOC review process is to assure that each individual
is made appropriately eligible for Medicaid long term care services and is receiving
needed services in a facility certified to provide them. Enforcement of Federal
Medicare and Medicaid facility requirements is a separate process and the
responsibility of the survey and certification system. The objective of the survey
and cetification system Is to assure that facilities participating in Medicare and
Medicaid meet Federal health and safety requirements.

The UC statute requires that States be assessed fiscal penalties using an
established formula for failure to conduct annual IOC reviews in accordance with
requirements. As part of the IOC requirements the review team must prepare full
and complete reports on deficiencies in the adequacy, appropriateness and quality
of services provided to each patient. However, there is no provision in law for
holding States accountable for ensuring that a facility take action to correct
individual patient deficiencies identified by the IOC team. (A facility can be
terminated under the survey and certification provisions for facility deficiencies.)

Prooosal: Amend the Medicaid law adding an additional utilization control
requirement to ensure that States have a corrective action plan for each facility
which addresses identified patient deficiencies, and to require States to take all
appropriate action to assure that facilities implement the corrective action.
States that fail to take action to ensure that facilities Implement correction action
(the new requirement) would of course be subject to a UC penalty. However a 5
percent tolerance of the total identified deficiencies in a facility would be
provided if States exercised good faith and due diligence in attempting to assure
that the facility corrected at least 93 percent of the deficiencies and took steps to
correct the remaining deficiencies within a reasonable period of team. The UC
pena!ty would be applicable only when States failed to meet the tolerance
provision.

Rationale: The current UC program holds States accountable for failure to
conuoct the IOC process in accordance with established requirements. However
under current law a State is not required to make any effort to assure that patient
care deficiencies uncovered during its annual reviews of each patient las every
facility are corrected. An IOC process which identifies deficiencies but 6oes not
attempt to assure correction is ineffective because it does not ensure that tere is
improvement in the quality of patient care.
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2

Thls proposal would make States accountable for taking appropriate actions to
a-sure that facilities initiate corrective actions that result in an improvement in
she quality of care problems noted by the inspection of care team.

Effect on Beneficiaries: Quality of patient care would be improved. No direct
imnpac; on coverage or cost of services to beneficiaries.

Cost (millions),

FY E3 FY £9 FY 90 FY 91 FY 92

Contact Person: Joyce Somsak, 597-135S
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HEALTH CARE FINANCING ADMINISTRATION tCF -A -
FISCAL YEAR 19SS LEGISLATIVE PROPOSAL

INTEGRATE INSPECTION OF CARE WITH MEDICARE/MEDICAID SURVEY AND CERTIFICA

Combine Inspections Processes in All Nursing Homes

Current Law Sections 1902(a)(26) and (31) and 1902(a)(33)(B) of the Social
Secur.ty Act provides for two types of review in SNFs and ICFsr (I) review ol
qusli:y of care (2) facili:y inspections by a survey team to assure campliance
w::h heal:h and safety standards. Furthermore, Section 1902(a)X33)XA) of the
Act provides that an appropriate State medical agency be responsible for the
first type of review. Section 1902(a)(33)XB) provides that the State agency
responsible for licensing health institutions be responsible for the second
type of review.

Proposal: Integrate the Inspection of Care Review (oC) with the
Medicare/Medicaid Survey and Certification process In long term care facilities
by requiring that both reviews be conducted by the State agency responsible for
certifying health institutions. One team, consistently incorporating the
appropriate qualified health professionals, can accomplish the purpose of both
reviews.

Rationale: Under the current system, the division of responsibility for the
two types of review has created a duplication of State review effort and a
shortage of qualified surveyors' to fill both teams. Both programs include a
review of the same patient care services. The two reviews are performed by
teams of heal h professionals and both require medical record review and
observation and interview of patients and staff. Requiring one State agency to
be responsible for both types of review would eliminate the inherent
duplication of the current system and promote the more efficient use of
personnel and other resources. The change would produce cost savings to the
States In areas such as travel, staff support and overhead while concurrently
reducing the time-consuming dual review burden now imposed on providers.

Effect on Beneficiaries: This proposal has no anticipated impact on
beneficiaries.

Cst: (Millions) FY SS - $5.0 (savings)

ESfec:ive Date: Six months after enactment

Con:act Person: Sharon Harris 9)4-5547
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HEALTH CARE FINANCING ADMINISTRATION 14cF -F 7
FISCAL YEAR 19ZY LEGISLATIVE PROPOSAL

ESTABLISH MINIMUM QUALIFICATION STANDARDS FOR STATE SURVEYORS
IN PROBLEM STATES

Provide for Secretary's Authority to Set Minimum Qualifications for State Surveyors for
Consistent and Effective Application of Medicare/Medicaid Regulations in States where
Direct Federal Surveys have Uncovered Problems.

Current Law: The passage of Medicare and Medicaid legislation in I965 caused the
emergence of the Medicare/Miedicaid health facility surveyor (individuals who inspect
health care facilities to determine if they are in compliance with Federal healt-h and
safety standards). The Social Security Act provides no authority for the Secretary to
establish minimum qualifications for surveyors. This lack of authority permits States
considerable leeway in recruiting surveyors and setting State qualification requirements.

Pro:osal: To set forth minimally acceptable qualifications for Individuals evaluating a
facility's compliance with Medicare/Medicaid health and safety requirements. Imposition
of these qualification requirements would be triggered by findings of skilled nursing and
intermediate care facility activities conducted by the regional offices. These monitoring
activities consist of onsite surveys by RO Staff and a review of the handling of State
certification recommendations. If the Federal findings indicate that inadequate surveys
are being conducted because of poorly qualified surveyors, the Secretary will require that
surveyors hired in the future meet the training and experience qualifications prescribed by
him.

Rationale: While the majority of State agency surveyors represent health professions,
some States hire inexperienced and poorly qualified personnel. Also surveyors skilled in a
limited area can be responsible for surveying components of a health facility outside the
realm of their training. By providing, the Secretary authority to set qualifications and
training requirements for surveyors, we will-assure a high quality surveyor essential to
make complex determinations on patient health and safety.

Effect on Beneficiaries: This proposal will improve the quality of care in a safe and
healthy environment in approximately 35,000 facilities affecting numerous
Medicare/Medicaid beneficiaries. The change will be most significant in the Patient-
Oriented Long Term Care Survey where the demands on the skills of the surveyor are
rncs: pronounced.

Cost: To be determined.

Effectiie Date: Six months after enactment

Contact Person: Sharon Harris, 93.3-547



941

i- jCFA-af
HEALTH CARE FINANCING ADMINISTRATION
FISCAL YEAR 1I9S LEGISLATIVE PROPOSAL

Eliminate the requirement to apply both terminations and the alternative
sanction simultaneously in immediate jeopardy situations.

Current Law: The current statute requires the Secretary to Impose the
alternative sanction simultaneously with a termination action if a long term
ca.r provider no longer meets applicable conditions of participation or
standards and its deficiencies immediately jeopardize the health and salety of
the patients. Under section 1966(fXl). a facility whose deficiencies are of
the greatest threat to patients would arguably be entitled to a period within
which to correct the deficiencies and, failing that, an opportunity for a
hearing before the imposition of the alternative sanction. On the other hand,
this procedure is wholly at odds with termination actions which becomne
effective within 15 days' notice to the facility and which do not require
hearings for the facility until after the termination has become effective.
Thus, it creates substantial confusion to attempt to impose a sanction that
contemplates the suspension of payments for new admissions after a relatively
lengthy period at the same time that the Secretary is bound to terminate a
facility s provider agreement (and thereby terminate funds for any beneficiary)
in a very short period of time.

Prooosal: To amend sections 1166(1) and i9M20) of the Act which require the
Secretary to apply both the termination and alternative sanctions
simultaneously in immediate jeopardy situations. This would eliminate an
unnecessary and confusing requirement in order to increase the effectiveness of
our enforcement activities.

Rationale: A statutory amendment that would eliminate the need for the
alternative sanction in immediate jeopardy situations would remove the
confusion now created by the statute and would dearly reinforce Congress!
expectations that the Secretary move quickly to protect the health and safety
of facility residents in potentially hazardous situations through the
expeditious termination of provider agreements.

Efle--on 3oneficiaries None

Costs: None

Effe-tive-ate: Upon enactment

Con-act: Sharon Harris, 934-5547
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HEALTH CARE FINANCING ADMINISTRATION R'Fk- ;y
FISCAL YEAR 1988 LEGISLATIVE PROPOSAL

independent Surveys of State Facilities

Authorize The Use Of Ondeoendent Professional Surveyors To Survey Substandard

Medicaid

Current Law: Section 1902(a)(33)(B) provides that the State agency responsible for

Ifcensnmg health institutions will perform the function of determining whether
ins-t.u::ons and agencies meet requirements for participation in the Medicaid
program. Under current law, States survey, certify and execute provider
agreements for all Medicaid providers including those that are State owned and
operated.

Prooosal: Amend Section 1864(a) and 1902(a)(33XB) of the Act and to require that

if State owned psychiatric facilities and ICFs/MR are identified through Federal
oversight (look behind, disallowance, complaint surveys, etc.) as having substantial
deficiencies, all such hospitals and facilities within that State must be surveyed by

independent professional surveyors approved by the Secretary of Health and Human

Services and certified by DHHS in order to participate in Medicaid.

Rationale: In cases where a State owns and operates the provider, the State survey

agency has little incentive to identify inadequacies in the provider's care and

services. In order to preserve Federal Financial Participation, there is an Incentive

to maintain a provider's certification in spite of identified inadequacies. Survey

findings may even be handled in such a way as to ensure certification. The
proposal to permit HCFA to contract with independent professional surveyors to

survey these facilities and to have HCFA make the certification decision would

eliminate the existing potential for conflict of interest.

Effect on Beneficiaries: Beneficiaries will have greater assurance of the quality of

services provided.

Cost: To be determined.

Ee'i'e:: Da:e: Six months after enactment.

Contact Person: Sharon Harris, 934-5547
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responsibilities. This proposal includes these trusts since they

generally fund extra goods and services not provided by Medicaid

or-other publicly funded'programs -- an inequity, subsidized by

the-taxpayer, between those with and those without trusts.

HCFA-31 Increase eligibility penalties against individuals who
transfer assets for less than fair market value.

States are now permitted to deny Medicaid for a period of time to

persons who give away or transfer assets for less than fair
market value. The State may consider transfers occurring up to
two veers before a person applies for Medicaid.

This proposal would require States to impose minimum cenalties
for such assets transfers, and would allow States to consider

transfers occurring up to five years before a person applied.

ECFA-32 Simolify administrative aspects of the Medicaid s-end-
down.

7ndividuals may become eligible for redicaid by deducting bills

incurred for medical services from their incomes. Current law

does not require the person to have paid those bills to qualify.

This change would require that bills be paid in order to be

counted so that only persons whose income had actually been

reduced by medical expenses would be able to qualify.

HCFA-33 Permit States to recuire Spouses orparents of Medicaid
recioients to contribute to the cost of their spouses' or
minor !hIldren s care.

Institutionalized individuals from well-to-do families can

qialify for Medicaid with no financial support required from

hneir spouses or parents.

This proposal would permit States to require the spouses and

parents of institutionalized recipients to contribute to the cost

of care. States could set contribution amounts up to 20 percent
of that part of the family's income that exceeds 200 percent of

poverty. No contributions would be permitted for those with

In.,.o-es below 200 percent of poverty (currently £22,000 per

year); a family with income of 550,000 would pay no more than

£5,600.

Proposing to increase family financial responsibility for long-

term care is likely to be controversial, especially as it affects

pare.ncs whose children face years of institutional care.

Howeve:, there would be Federally-set maximumi limits on the

percentage of family income that may be required as a contri-

tution, assuring that families would not be Lnpoverished.
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Alsoj family refusal would lead to the loss of esigibiliEy; The

severity of these consequences providEs the incentive for the
spouse or parent t pa t fe reg-r-ed-spport--amount-.---Same-will
obiectha t this provision makes the Medicaid recipient a hostage
fi~failly ac-rwops over _wnlcft-fe s- no -controa-.-States wili-have
the authority to h esuch-lf-ridslp situatios

OTE: This proposal is embodied in the Administration's FY 1987

e3\/JHCFA "budget bill," now awaiting clearance at OMK. Should the
y provision not be adopted by Congress, it could be repeated as

,fi part of a package of targetting initiatives.

HCFA-34 Allow States areater flexibility in use of liens.

States use of liens is severely circumscribed by current law.
States can impose liens on recipients' property before death only

under limited circumstances: if the recipient is institution-
alized, is unlikely to ever return home, and is without a
spouse, child, or sibling residing in the home.

This proposal would remove these restrictions and increase the

States ability to impose liens on the property of institution-
alized Medicaid recipients, further facilitating State efforts to

recover from the estates of Medicaid beneficiaries.

Once commonly used by States, particularly on the homes of
welfare recipients, liens fell out of favor because they dis-

couraged people in genuine need from applying for benefits. In

ledicaid. such an effect could conceivably lead to inadequate

care. However. be 3 nroiJmin u be UmitedtcZpersons in

inatitutions who are presumably so disabled and lacking in

personal resoirces to pay for their own care that they have
little room to refuse to accept Medicaid conditions.
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HEALTH CARE FINANCING ADMINISTRATION -33
FY 19Z1 LEGISLATIVE PROPOSAL

Financial Responsibility of Spouses and Parents

Permit States to require soouses or parents of Medicaid recizients to contribute to
the Co.t of their sOuses' or minor children's care.

Current Law: Thirty-six States use SSI rules for all aged, blind, and disabled
Mdd,_aid recipients. In these States, income of parents and spouses of Medicaid
aoppicants or recipients must generally be deemed to be available to their spouses
or children if they live in the same household, but not if they live apart, for
example if the spouse or child lives in an institution. (The other 14 States - the
so-called 209(b)" States - are not required to follow SSI rules.) At State option,
families may also be relieved of any financial responsibility for recipients of Home
and Community Based waiver services and for disabled minor children who are at
risk of institutionalization but for whom home Care is an appropriate alternative.

This all-or-nothing rule, based on where the recipient lives or what kind of care is
needed is believed to encourage institutionalization and is inequitable. It also
contributes to escalating Medicaid costs for long term care by shifting costs for
long :erm care from financially able spouses and parents to the taxpayer. And
current rules contribute to the perception of welfare abuse when people from well-
to-do families get full Medicaid coverage of long term care.

All States have general statutes requiring husbands to support their wives and
parents to support their minor children. All but a few also require wives to support
their husbands. However these laws are often enforced weakly or not at all with
respect to Medicaid recipients in institutions. This occurs because enforcement
procedures which are consistent with Medicaid statute are difficult and costly to
administer and not always effective at eliciting the required contribution. In
essence, the State must 'pay-and-chase", meaning additional case development
outside the usual Medicaid eligibility process, pursuing cases through family court,
and often other legal action.

Prozosal: Permit States to impose and effectively implement requirements that
financially able spouses and parents contribute to the Cost of care for their spouses
and minor children in three situations when they do not now contribute; that is,
when the Medicaid eligible spouse or minor child (1) resides in a Medicaid
institution, (2) receives services under a Home and Community Based waiver, or (3)
is a disabled child deemed eligible under Section 1902(X)3) of the Social Security
Act.

O States would establish contribution arnounts except that they could not
require families to contribute more than 20 percent of the amount by
which family income exceeds 200 percent of Federal poverty guidelines.

o Failure to make the required contribution would result in the loss of the
child's or spouse's Medcaid eligibility.

o Contributions would be paid to the State. not collected by the medical
institution.
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HEALTH CARE FINANCING ADMINISTRATION
FISCAL YEAR 1988 LEGISLATIVE PROPOSAL

ALTERNATIVE SANCTION: ELIMINATION OF THE INFORMAL HEARING

Conform Due Process Requirements of Alternative Sanction to Those of
Termination

Current Law: Section 1166(f) of the Social Security Act requires that the
provider be given: an opportunity to correct; notice and an informal hearing,
and notice of the hearing decision. before payments for new admissions may be
denied. However, before termination action pursuant to Section 1866(b) of the
Act is taken, the provider is given an opportunity to correct and 1 days
notice. An evidentiary hearing before an administrative law judge is afforded
alter the effective date of the termination. An informal hearing before
termination is not given.

Proposal Conform the due process requirements of the alternate sanction to
those afforded for termination action.

Rationale: The alternative sanction is the less detrimental than termination
to the provider and thus it is not reasonable that due process should be
greater for the lesser sanction. Moreover, the process as required by the
current provision takes longer to complete the termination process. This means
that the provision cannot be used in the interim between survey and
termination, which would be a very effective way to use the provision. Also,
somne courts have interpreted Section 1866(f) as requiring an informal hearing
before termination action, reasoning that it makes sense that informal hearing
applies to terminations if it is required for the lesser sanction. If the
proviston is to be effective it must be freed of the encumbrance imposed by the
informal hearing.

Eff ct on Beneficiaries: The quicker the denial of payments Is imposed, the
fewer the number of beneficiaries that will be exposed to potentially
substandard care and services. Moreover, the quicker the ban is imposed the
greater the incentive for the provider to ad-ieve compliance.

Cost: None.

Effective Date: Upon enactment.

Contac- Person: Sharon Harris, 934-3547.
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DEPARTMENT OF HEALTH & HUMAN SERVICES .eith Ca,* Fina. c ne Adenivotlolin

8325 Secu'i Boub ewd
Bahtinwa. MD 21207

Hs. Julie Trocehio
ericaon Health Care Asaociatton

1200 15th Street N.W.
Washington, D.C. 20005

Dear Ho. Troccobo:

Thank you for bringing to our attention roe of the problems that have
arisen following our policy issuance on the consultative role of
surveyors. I also appreciate your recommendations for clarifying the
policy. Znclosd for your lnforeation and distribution Is a reiteration of
the policy which I hope will remedy misunderstandings. We 1ill be
distributing the clarification to our States and regional offices.

Sincerely yours,

Sharon Harris
Acting Director
Office of Survey and Certificatlon

Enclosure

cc:
Ka. Elsa Holder
Hr. John Jarrell

r. J£- Xarrinan
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Consultative Role of Surveyor

the survey and certification process is intended to ascertain whether or
not providers and suppliers meet program participation requirements.
Therefore, the primary role of the surveyor is to assess the quality of
care and services and to relate those findings to statutory and regulatory
requirements.

When deficiencies are found in the course of a survey, the surveyor Is
asked to carefully document the findings. The surveyor should explain to
the provider what the deficiency. is in terms specific enough to ailow a
reasonably knowledgable person to understand why the requirement is not
met. In many situations, the explanation itself will provide the action
needed to correct the problem. If the cause of the deficiency is obvious
to the surveyor, that Information should be shared with the provider. We
do not consider this to be consultation.

However, in Sofe instances there may be several possible causes for the
deficiency and it is for these situations that the consultation policy is
intended. It is not the surveyor's job to delve into the facility's
policies and procedures to determine or speculate on the root cause of the
deficiencies, or to sift thorugh various alternatives in an effort to
prescribe one acceptable remedy. In these situations, the provider Is
responsible for determining the most feasible and the economical way of
achieving compliance.

On resurvey. the surveyor's task is to ascertain whether or not compliance
has been achieved, not whether the provider did what the surveyor
recommended. Thus, in reviewing a proposed plan of correction the State
agency should only be reviewing the plan for effectiveness and timeliness.
Corrective action only has to work.

The policy on consultation was revised because the emphasis by surveyors on
consultation philosophically and logically conflicted with the revised
termination procedures. Consultation was being taken to an extreme. It
was being used to delay action required by law. Beyond that, consultation
conveyed the ides either that providers are not expected to know what the
requirements are or, that the requirements are too complex. Another
Implication, and one of even more concern to us. was that the Federal and
State Governments. not the providers, are somehow responsible for ensuring
that providers achieve and maintain compliance.

On the other hand, we are not saying that survey agencies should refuse to
meet with provider associations, nor are we trying to preclude meaningful
exchanges of information between surveyors and the providers. In all
cases, surveyors should be willing to explain the requirements and why what
they did or did not find requires correction. For example, if a provider
were cited for maintaining incomplete clinical records, the surveyor should
specify what is missing--not why it is missing or what process is the best
for ensuring that the records will be complete In the future. Under no
circumstances should a data tag or a reiteration of the regulations be used
as a substitute for an explanation

State agency staff should be willing to work with all groups within their
State if such discussions or meetings will lead to more meaningful surveys,
or an overall Improvement in the compliance of providers and suppliers.
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I COOIITTEE STAFF NOTE: On July 3, 1986 the Health Care Financing Admninsetration
published a final rule entitled "Medicare and Medicaid Programs; Intermediate
Sanction for Long tern Care Facilities". See Federal Register at pages 24484
through 24493. 3
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Ofie of
DEPARTMENT OF HEALTH & HUMAN SERVICES Hu"Wn. O0gsent Setrc"

Office of Assa nt Secetry
WYs-antWo DC 20201

MEMORANDUM TO: The Secretary .11 I 0 If3

THROUGH : US

ES _

FROM : Acting Commissioner on Aging

THROUGH : Jean K. Elde -h7'D
Acting Assist Cb 12,y &e..qt.
Human Devel &1 nt Ser ices

SUBJECT ! Administration on Aging Response to
the Institute of Medicine Report

Background

The Institute of Medicine (IoM) study on the quality of
life in nursing homes has a primary focus on issues related to
programs administered by the Health Care Financing
Administration (HCFA). A portion of this study is devoted to
the Older Americans Act long term care ombudsman program.

The Administration on Aging (AoA) has analyzed the Study
Committee findings and is submitting its comments for your
consideration. AoA's comments have been shared with ECFA staff
and they have indicated general agreement with the AoA
recommendations.

In Attachment A. you will find study recommendations
pertaining to the ombudsman program and AoAls recommended
responses to each of the recommendations. Attachment B provides
a brief history of the ombudsman program.

Carol Fraser Fisk

Attachments
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ATTACHMENT A

INSTITUTE OF MEDICINE
RECOMMENDATIONS RELATING TO THE

OLDER AMERICANS ACT NURSING HOME OMBUDSMAN PROGRAM

Chapter 1 - Introduction and Summary - (pp. 41-42)

Recommendation 6-1

HCFA should require States to make inspection reports accessible
at nominal costs to consumers and long term care ombudsmen.

Response HCFA is responding to this recommendation in its
report. AoA recommends that the reports be made
available in the community, without cost, to either
the ombudsman or the consumer. The process for
making the report available to the consumer will be
included in the HCFA recommendatons. HCFA and AOA
have discussed ways to insure that inspection
reports will be provided to the long term care
ombudsman upon a formal request.

Recommendation 6-2

The older Americans Act should be amended to incorporate the
following items;

o A new, separate title should be created for the ombudsman
program--

Response We oppose creating a separate Title for the
Ombudsman program as we see nothing to be gained by
doing so. The program is funded under Title III of
the Older Americans Act and through State and local
resources, with the major portion of support coming
from Federal Title III funds. The amount of Title
III dollars devoted to the program is based upon the
overall funding formula to States for Title III.
Creation of a new Title would add more complex
Federal requirements for the administration of the
program.

o The base funding requirement should be increased from the

current 1 percent of the State's annual Title III allotment
or £20,000, whichever is greater, to an annual minimum
requirement of £100,000 plus an additional amount based on
number of older persons in the State--
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In addition, the report recommends an increase from the
current 85/15 Federal/State matching ratio to a new 2/3
Federal to a 1/3 State share--

Response We recommend no change in the current funding
requirements. The current legislation sets forth a
minimum requirement or a floor' for State
expenditure and give States maximum flexibility as
to how much more they want to invest in the
program. An increase in Title III funding is not
anticipated; therefore, an increased minimum
expenditure would result in a reduction of
expenditure for ongoing programs.

We oppose the increased matching ratio because it
introduces a different funding formula for a
particular Title III service which would result in
considerable administrative confusion.

O The establishment of a National Advisory Council with State
Ombudsmen, State and Area Agencies on Aging, service
providers, consumers, State regulators, health care
professionals to advise on administration, training,
priorities, research, and evaluation--

Response We oppose formulating another separate advisory
committee for the ombudsman program. We recommend that
legislative language be added to the Federal Council on
Aging's responsibility to include concern about quality
of care in nursing homes.

o Authorization for State certified ombudsman to access nursing
homes and with the permission of the resident to a resident's
medical and social records--

Response We support this recommendation because ombudsmen must
be able to enter nursing homes during reasonable
visiting hours and have access to residents and
resident information if they are to function
effectively. Even though the Older Americans Act
already contains this provision, some ombudsmen have
encountered problems in accessing some facilities.
Comparable provisions must be added to HCFA policy and
legislation to insure that nursing homes permit
ombudsman access.

Currently, the Older Americans Act does not address the
issue of certifying ombudsmen. We favor adding
legislative provisions for State certification of
ombudsmen staff. This would give credentials to staff
who have access to residents and resident records.
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Since this program relies heavily upon volunteers,
hopefully, such a provision would increase the
professionalism, credibility and stature of the program

and would encourage greater State responsibility for
training ombudsmen staff.

o Authorize public legal representation--

Response The intent of this recommendation is not discussed in

the report: however, it appears that ombudsmen need to
have access to legal advice on an 'as needed, basis.

Since the discussion on this point is vague, we have no
response for this item.

o Exempt ombudsman programs from OMB A-122 antilobbying
provisions--

Response We are not taking a position on this recommendation to
support or oppose it because the provision has very
limited application. There is confusion about who is
subject to these provisions under what conditions.
A-122 Cost Principles only apply to private, non-profit
grantees. Since the majority of ombudsmen are State or

local government employees, they are not governed by
the A-122 cost requirements. If there are issues
related to this provision, these situations should be
resolved on a case by case basis.

Recommendation 6-3

The HES Secretary should direct AoA to provide effective national
leadership for ombudsman programs through: 1) full time
professional and support staff; 2) establishment of a national

resource center/information clearinghouse to develop training and

other materials to assist States: 3) guidance on data collection
and analysis; 4) establishment of program priorities: and
4) sponsoring research and evaluation studies.

Response since its inception, AoA has given a high priority to
quality staffing of the ombudsman program. Presently,
two full-time, senior aging program specialists with
extensive medical background and experience in
community and institutional long term care, work with
this program in the Office of State and Tribal
Programs. Also, a senior staff person in the Office of
Program Development with a strong medical background
and extensive experience in HCFA funded programs works
full time on long term care concerns. In each of the
ten Regional Offices, a full time person serves a
Regional liason for this program.

Relative to the resource center/clearinghouse
recommendation, AOA no longer has a formal national
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clearinghouse on aging nor do we provide comprehensive
information about specific program services. Instead,
the demand for information sharing is met through staff
assistance especially through our Regional Offices,
information memoranda, and aging program notes which
relay best practices and innovative program
approaches.

Recommendation 6-4

HCFA should require State regulatory agencies to develop written
agreements with State ombudsman programs regarding information
sharing, training, and case referral.

Response We support the establishment of requirements which link
HCFA State Agencies and State Agencies on Aging. The
information collected by the ombudsman program needs to
be incorporated into the nursing home review process.
Information about issues and changes in HCFA
requirements should be provided to State Agencies on
Aging on a regular basis. AoA and HCFA staff met to
discuss potential areas for future collaboration,
particularly in the area of training. Plans will be
formulated following final action on the ZoM study
recommendations.
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ATTACHMENT B

HISTORY OF AoA'S LONG TERM CARE OMBUDSMAN PROGRAM

In the late 1960's, nursing home reform became a major issue for
many private and public organizations and groups. In the early
1970s, the Federal multi-point nursing home reform program
included provisions for long term care ombudsman demonstration
projects. In 1972, AoA awarded seven contracts to six State
Agencies and one national organization for two and three year
long term care ombudsman demonstrations. The demonstrations
projects established model ombudsman programs to:

o investigate conditions in nursing homes;
o determine and work to resolve complaints made by or on

behalf of nursing home residents; and
o resolve legislative and systemic problems relating to long

term care.

The 1975 Amendments to the older Americans Act, authorized the
Administration on Aging (AoA) to make grants to all States for
the development of ombudsman demonstration projects. The focus
of the demonstration projects was to create State ombudsman
programs for complaint resolution. The 1978 amendments to the
Title III program under the Older Americans Act required each
State to establish a long term care ombudsman program. Each
State is now required to use at least 1 percent of its annual
Title III-B Supportive Services allotment or $20,000 whichever is
greater, or such amount above the minimum that the State Agency
determines to be adequate, to operate a long term care ombudsman
program.

Each State is responsible for operating directly, or by contract
or other arrangement, a long term care ombudsman program which
provides a full time ombudsman who will:

o Investigate and resolve complaints made by or on behalf of
older residents of long term care facilities;

o Monitor the development and implementation of Federal,
State and local laws, regulations and policies affecting
long term care facilities in the State:

o Provide information to public agencies regarding the
problems of older long term care residents; and

o Train staff and volunteers and encourage citizen
particpation in the program.

States must establish procedures for appropriate access by the
ombudsman to long term care facilities and patient records,
including procedures to protect the confidentiality of such
records. There must be assurance that the identity of any
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complainant or resident will not be disclosed without the written
consent of the complainant or resident, or upon a court order.

Each State is required to establish a Statewide uniform reporting
system to collect and analyze data about the complaints and
conditions in long term care facilities. This information is to
be used to identify and resolve significant problems. Such
information is to be submitted to the State Agency responsible
for licensing or certifying long term care facilities and to the
Commissioner on Aging on a regular basis.

The Title III provisions also require each Ares Agency on Aging
to facilitate the involvement of long term care providers in the
coordination of community based long term care services and to
ensure community awareness and involvement in addressing the
needs of residents of long term care facilities.

There is considerable diversity as to how States administer the
ombudsman program. Part of this diversity stems from how the
State is organized internally. Demographic and geographic
factors also affect State policies and procedures for
administering the program. This same diversity is reflected in
community based ombudsman programs. Factors such as the size of
the State, number of elderly, number of facilities, number and
characteristics of elderly in long term care facilities and
rural/urban/suburban location of facilities influence the type of
program in each State. Some States have enacted specific
ombudsman legislation. Other States do not have specific
legislation; however, they have laws increase the authority and
responsibility of ombudsmen.

Local ombudsmen programs increased from 503 in 1982 to 679 in
1984. About 50 percent of the local programs are administered by
Area Agencies on Aging. Funding of Ombudsmen programs increased
from $10.4 million in 1982 to $14.3 million in 1984. State level
funding increased by 25 percent and local level funding increased
46 percent. In 1982 approximately 3.8 percent of Title III-B
Supportive Services funds were used for the program and in 1984
approximately 5.1 percent of the Title III-B funds were used for
this purpose by the 52 States participating. Title III-B funds
represented a major share of total resources. In 1982, Title
III-8 represented 63 percent of the total resources used and in
1984, Title III-B funds represent 66 percent of the total cost.
State and local paid staff and volunteers totaled 6,258 in 1984,
which is an increase of about 50 percent since 1982. About 80
percent of the local program staff are volunteers.

The number of complaints received increased from 40,727 in 1982
to in 71,128 in 1984. Of the 71,000+ complaints reported, 67
percent were partially or fully resolved. The majority of
complaints focused on poor food, poor personal care, loss of
personal items, staffing problems, Medicaid discrimination and
other similar complaints.
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Heal?' Ce-
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t JUL 25 1986 6

7?? JUL ^; s Memorandum

i" U Sharon Harris. Acting Director
Office of Survey and Certification

State Funding for Long-Ternm care Survey Activities

'c Asgoci.te Reional AdminiStrators
Division of Health Standards and Quality
Reions I -X

The State s Srvey budge' for FY 86 included funding for a 10 percent
in-depth sample of residents in skilled nursing facilities and
interiediate care facilities. As you are aware in our unit coat budget
methodology we increased tine partvetnrs for the Inspection of long-tern
care facilities which should a'low surveyors to conduct a larger asipling
of residents The budget for long-torm care surveys in rr 67 has been
increased from the FY 86 level to acco-aodate these tine parameters, and
States will have sufficient monies to permit a review of a 20 percent
in-depth sample of residents.

We. therefore, expect States to expand their saple sizes to 20 percent
of the re Idnt population in SNFs and SCFs beginning next fiscal year
If States have an inadequate number of staff to handle the increased
workload we encourage them to hire additional personnel if at all
possible As an lternetine to hiring pernanenl staff, States may wish
to consider subcontracting with individuals

SOs ehould convey this information to their States and ensure that they
Include PIAnnins for this activity during upcoming FY 1987 budget
negotiations so that they will be able to carry out the additional
resident revie-v beginning October 1.

cc Rgional Administrators
Regions l-Y
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4 X DEPARTMENTOF HEALTH& HUMAN SERVICES OKaw 0 e4x

Memc
July 28, 1986

Feom @ e tus.er..
Inspector General

Sa,.t OIG Audit Report - Use of the Medicare/Medicaid Automated
Certification System by the Health Care Financing
Administration - ACH: 03-60154

To
William L. Roper, M.D.
Administrator, Health Care

Financing Administration

loc Goda

randum

Attached is our final audit report on the Health Care
Financing Administration's (HCFA's) use of the Medicare!
Medicaid Automated Certification System (MKACS). In our
report we pointed out that MMACS was not a fully effective
management tool because the information it contained was
often outdated and, therefore, not as useful as it should
have been. We recommend that HCPA get MMACS current, keep
it current and use it to plan and develop national strate-
gLes aimed at improving conditions found in the nation's
nearly 20,000 nursing homes providing care to 1.75 million
Medicare and Medicaid patients.

HCFA responded that our report was useful and would be
incorporated into the overall effort to improve the accuracy
and timeliness of MIACS data. The list of improvements is
impressive, particularly HCPA's plan to implement a
*paperlesa process in which surveyors will use hand-held
computers to collect information and transmit it to the
States and regional offices. Once HCFA's ultimate goal is
achieved, keeping MMACS current will no longer be a problem.

What will remain a key issue, however, is how HCFA intends
to use an improved and updated MMACS. Although HCFA did not
specifically respond to our recommendation dealing with this
issue, there are indications that HCPA intends to use MMACS
more as an evaluation device for measuring regional office
performance rather than as a planning device for developing
national strategies. We believe it is very important that
MKACS be used as a planning device to assist HCFA top man-
agement identify problems, establish priorities, and develop
projects aimed at eliminating problems affecting the health
and safety of nursing home patients.

We would appreciate receiving any additional views you may
have on this matter, and within 60 days, an update on any
further action taken or contemplated on our recoemendations.

Attachment
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EXECUTIVE SUMMARY

This audit report summarizes our review of the Health Care
Financing Administration's (HCFA's) use of the
Medicare/Medicaid Automated Certification System (MNACS) to
monitor State surveys and certifications of long-term care
facilities participating in Medicare and Medicaid. These
programs spend over $14 billion annually to provide services
to about 1.75 million patients residing in long-term care
facilities. As the Federal manager of both programs, HCFA
is responsible for ensuring that these facilities are safe
and provide high quality care. MMACS was established to
assist HCFA fulfill this responsibility by providing a
centralized data bank containing a wide array of survey and
certification information gleaned from survey reports,
corrective action plans and other related documents.

We believe that a centralized data bank such as MMACS is
needed to enable HCFA to develop national strategies to
monitor the activities of States which are responsible for
surveying and certifying long-term care facilities that par-
ticipate in Medicare/Medicaid.

Our review in eight regions, however, has shown that MMIACS
was not a fully effective management tool because data on
about 19 percent of the long-term care facilities on MMACS
was outdated and, therefore, inaccurate. As a result, MMACS
could not be effectively utilized by HCFA central and
regional managers to plan and develop national and regional
strategies, respectively, aimed at protecting the health and
safety of Medicare and Medicaid patients in the nation's
nearly 20,000 nursing homes.

We are recommending that HCFA get MMACS current, keep it
current and use it to plan national strategies for such
things as Identifying States not in compliance with annual
survey requirements; identifying nursing homes with substan-
dard characteristics; and meeting the challenges arising
from the Omnibus Reconciliation Act of 1980.

By memorandum dated April 3, 1986, HCFA responded to a draft
of this report. While not agreeing entirely with our
conclusions and recommendations, HCFA stated that the report
contained a number of useful findings that will be included
in Its overall effort to improve MMACS.



961

2

MMACS - DESIGNED TO BE AN EFFECTIVE MAhAGEMENT TOOL

HCFA's mission is to promote the timely delivery of
appropriate, quality health care to its beneficiaries --
about 50 million of the nation's aged, disabled and poor.
In carrying out this mission, hCFA is responsible for
ensuring that medical facilities participating In Medicare
and Medicaid meet established standards. Facilities must be
structurally safe, provide for a sanitary environment, be
well staffed and provide high quality care. Annual surveys,
certifications and provider agreements are required to
ensure that facilities meet these high standards. Medicare
and Medicaid pay over $90 million a year for certification
related activities to help safeguard the health and safety
of patients.

MMACS was designed to play a key role in HCFA's monitoring
of State survey and certification activities. Implemented
during the early 1970's in response to an ever Increasing
demand for a centralized data source, MMACS Is an automated
data retention system that provides information on the
quality, quantity, and availability of health care related
services in the United States. The data is entered into the
system through a dispersed remote data entry tele-
transmission network located in the 10 HCFA regional offi-
ces.

The information stored in MMACS is essentially a by-product of
the State agency conducted Medicare/Medicaid certification
process which covers about 42,000 medical facilities of which
about 19,180 are long-term care facilities. The data included
is derived from completed survey reports, provider applica-
tions, plans of correction and other related certification
documents. According to a brochure published by HCFA, the
data available on the certification process is virtually
unlimited and the extent of Its usefulness is controlled by
the Ingenuity and resourcefulness of MACS users.

HMACS, like any computerized system, is only as good as the
information stored in it. In this regard, HCFA is required
to evaluate the system every three years. The 1982 evaluation
stated that the original requirements and objectives of this
network were still valid and were being satisfied efficiently.
HCFA recommended continued operation of the system. In its
latest evaluation dated March 13, 1985, HCFA's conclusions and
recommendations were Identical to those stated three years pre-
viously.
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SCOPE OF AUDIT

Our review was made in accordance with standards for govern-
mental auditing. Our primary objective was to determine if
MMACS was an effective management tool for monitoring the
certification of long-term care facilities participating in
the Medicare and Medicaid programs. In making this deter-
mination, we extracted data from MMACS identifying long-term
care facilities not surveyed during the 15 month period
ended January 1, 1985. To verify the accuracy of this data,
we visited 8 HCFA regional offices and reviewed survey
reports submitted by 14 States. Lastly, we extracted simi-
lar data from MMACS as of October 25, 1985, and May 26, 1986
to determine whether any significant changes had occurred.

MMACS WAS NOT FULLY EFFECTIVE

Our surveys in eight HCFA regional offices showed that MMACS
was not a fully effective management tool for use in moni-
toring surveys and certifications of long-term care facili-
ties. Results of facility surveys, which are required to be
performed annually, were not input into MMACS timely; thus,
the system's output was out of date and, therefore, not as
useful as it should have been. HCFA regional officials per-
ceived this to be a major deficiency within the system and
did not fully utilize MMACS.

MMACS Showed Thousands Of Long-Term Care
Facilities As Not Being Surveyed Within 15 Months

Prior to passage of the Omnibus Budget Reconciliation Act
(OBRA) of 1981, the Social Security Act required States to
have provider agreements with long-term care facilities par-
ticipating in Medicare and Medicaid that generally did not
exceed 12 months. Department regulations implementing the
provisions of the Social Security Act required annual sur-
veys as a precondition for annual certifications, which In
turn were a precondition for annual provider agreements.

The statutory requirement for annual surveys, certifications
and agreements was eliminated by Section 2153 of OBRA. The
effect of this change was to allow the Department the flexi-
bility to either continue with the regulatory requirement
for annual surveys, certifications and agreements or change
the regulations as deemed necessary.

HCFA reacted to OBRA by establishing a flexible survey cycle
and by publishing a Notice of Proposed Rule Making (NPRM)
dated May 27, 1982, removing the annual survey, cer-
tification and provider agreement requirements in favor of
a flexible cycle. Apparently in reaction to the NPRM,
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Congress enacted two provisions -- Section 135, Tax Equity
and Fiscal Responsibility Act of 1982, (Public Law 97-248)
and Section 146, Continuing Resolution Appropriations for
FY 1983, (Public Law 97-276) -- that prohibited the
Department from issuing a final rule changing the regula-
tions. Establishing a moratorium provided the opportunity
for further review, revision or withdrawal of the proposed
regulations.

In January 1983, HCFA directed its regional offices to
reinstitute the annual survey requirement and to 'move toward
stricter compliance with all the regulatory provisions..."
According to this instruction "a liberal phase-in period
would be expected under the circumstances". This direction
signaled HCFA's intent to not change the regulatory require-
ment for a mandated annual cycle. This is evidenced by the
fact that although the Congressional moratoria expired on
August 28, 1983, HCFA had not issued a final ruling on its
NPRM.

Thus, when we began our review in January 1985, two years
had passed since HCFA reiterated its intent to require
annual surveys. Even giving a "liberal phase-in period" as
mentioned in HCFA correspondence, surveys should have been
conducted and entered onto MMACS during this interval. We
found, however, that as of January 1, 1985, there were 3,849
long-term care facilities out of a total of about 19,180,
that, according to MMACS, were not surveyed within the last
15 months (we used 15 months rather than the 12 month regu-
latory requirement primarily to account for time to enter
survey results onto MMACS). This extremely high number of
unsurveyed facilities Indicated that either there was non-
compliance with Federal regulations occurring at the State
level, or MMACS contained outdated and inaccurate data.

To determine the actual situation with regard to both MMACS
and State survey and certification activities, we visited
eight HCFA regional offices and found the general perception
of MMACS to be that it was outdated, inaccurate, and could
not be fully relied on as an effective management tool.
Some of the views expressed were as follows:

... Regional officials recognized that HMACS data was
often unreliable and out of date and that the
system's usefulness as a management tool was
limited.
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... MMACS was not fully utilized as a management tool to
monitor State survey functions because the infor-
mation in it did not represent current survey and
certification information on all facilities. This
region primarily relied on a manual system for moni-
toring States.

... MMACS was used to backup a manual system that was
more current and more responsive to management
needs.

We also reviewed survey reports submitted by 14 States for
1,568 facilities identified by MMACS as not being surveyed
within the last 15 months. These States accounted for 66
percent of the facilities identified by ?MACS as being out
of compliance with Federal regulations. We found the
regional perceptions to be basically an accurate reflection
of HHACS. Data was not current and therefore, not a
reliable indication that the survey process was breaking
down and in need of review and improvement. We noted that,
contrary to what was recorded on MMACS for the 1,568 facili-
ties, 1,506 (96 percent) had been surveyed within the last
15 months but the results had not been entered onto MMACS.
As shown in Appendix A, outdated data in MMACS was common in
each of the eight regions reviewed.

Projecting the results of our survey to the 3,849 long-term
care facilities identified by HMACS as not being surveyed
within the last 15 months, we estimated that 3,695 of them,
or 19.2 percent of the total number entered onto MHACS, had
been surveyed but that the results had not been entered onto
the system.

To determine why the MMACS data base was not current, we
reviewed the processing of survey results using three key
milestone dates obtained from MHACS: the date the survey
was completed, the date survey results were received in
HCFA, and the date results were entered onto MMACS. Our
statistical sample of 230 surveys showed that between 15 and
583 days were needed to complete processing of survey
results. The average was 107 days and consisted of:

... 73 days needed by State survey agencies to forward
results to HCFA.

... 34 days needed by HCFA to enter the results onto
MMACS upon receipt from State survey agencies.
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According to the State Operations Manual, States are
required to forward survey results of all Medicare and
Medicare/Medicaid facilities to HCFA within 45 days after
the survey exit interview with the facility. There
were 80 such surveys in our sample. We found that for 56
(70 percent) of these surveys, State agencies failed to
comply with the 45 day requirement.

The remaining 150 surveys in our sample were for Medicaid-
only facilities. State agencies are not required to submit
results of surveys of these facilities within 45 days
because HCFA does not have to approve their certification.
We found that for 105 (70 percent) of these surveys, the
State agencies took longer than 45 days to submit the
results to HCFA.

Our sample showed that improvements were needed in both the
State and Federal segment of the processing cycle if MMACS was
to become the effective management tool it was designed to be.
States should be required to comply with the 45 day timeframe
for Medicare and Medicare/Medicaid facilities. States should
also be required to submit survey results on Medicaid-only
facilities within the same timeframe. Although HCFA does
not have the responsibility to approve certifications for
Medicaid-only facilities, HCFA is responsible to ensure that
those facilities are properly surveyed and are providing
adequate care to Medicaid recipients. The sooner survey
results are available to HCFA, the better it can carry out
this responsibility.

At the Federal level, HCFA required 34 days to input survey
results onto MMACS upon receipt from State agencies. We
believe this was unreasonably long.

HCFA Recognized Need To Monitor Survey Activities
But Review Methods Could be Improved

HCFA recognized the need for surveillance of State survey
and certification activities. In July 1985, HCFA informed
its regional offices that during fiscal year 1986 each
region had to perform a review in one State to ensure that
annual surveys of long-term care facilities were being
carried out by State survey agencies. In September 1985,
the regional offices were provided with a review guide
entitled 'Financial Management Review Guide for Provider
Agreements (PA) with Long-Term Care (LTC) Facilities".

The review guide instructed regional officials to identify
the universe of long-term care facilities furnishing
Medicaid services and test the facilities to ensure that
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annual surveys had been performed and that the facilities
had been found in compliance with all Federal requirements.
The review guide instructed the regions that beginning
October 1, 1985, appropriate disallowance action should be
initiated for facilities which did not have a valid provider
agreement.

One problem with this one-State-per-region approach was that
it provided no sense of urgency to the regions for upgrading
MMACS. The review guide, for example, did not instruct the
regions to use MMACS to select the single State for review.
In fact, the guide's main reference to the system was the
simple statement that 'most regions have" MMACS. Considering
that MMACS was established to provide a centralized data
base to facilitate selections of this nature and contained
all of the information needed by HCFA to identify every
facility in Medicare/Medicaid that potentially did not have
a valid provider agreement, HCFA should have emphasized its
use.

Our biggest concern with this review method, however, was
that it precluded HCFA from planning a national, rather than
regional, strategy to identify all uncertified long-term
care facilities. If a national strategy were adopted, HCFA
could use MMACS to first identify States that had the
highest number or percentage of facilities that had not
been surveyed according to the latest information. These
States would then be selected for review regardless of what
HCFA region they were located in. This could very well mean
that some regions would be required to review two or more
States while in other regions, one State might suffice.

A national strategy such as this, based on an effective
MMACS would enable HCFA to precisely pinpoint problem States
and facilities, establish review priorities and then act to
ensure that surveys were conducted and the health and safety
of patients protected. By adopting a regional strategy,
HCFA had no assurance that States with the highest incidence
of noncompliance would be selected for review.

We compared the 10 States selected for review by HCFA
regional offices to the 10 States with the largest number of
long-term care facilities not surveyed within 15 months
according to MMACS as of October 25, 1985. We found the
following:
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States With Largest Number of
Facilities Not Surveyed Per MMACS States Selected For HCFA Review

State Facilities State Facilities
Not Surveyed Not Surveyed

New York 640 New York 640
Indiana 269 Michigan 222
Massachusetts 258 California 202
Texas 258 Oregon 106
Pennsylvania 240 Louisiana 77
Michigan 222 Maryland 41
California 202 Maine 30
New Jersey 200 Colorado 20
Ohio 195 Nebraska 17
Illinois 165 Georgia 9

As could be anticipated, adoption of a regional, rather than
national, strategy resulted in States with large numbers of
long-term care facilities potentially out of compliance with
Federal regulations not being included In the planned
review. As shown above, 7 of the 10 States with the largest
number of facilities not surveyed were excluded while States
such as Colorado, Nebraska and Georgia with relatively few
unsurveyed facilities were Included in the planned review.

We also noted that some regions, particularly Regions l, lV
and VII, appeared to have selected States where the Inci-
dence of noncompliance with the annual survey requirement
was low compared to other States within the same regions.

MMACS
States Selected Facilities Out State Ranking

Region for Review of Compliance in Region

I Maine 30 4 of 6
II New York 640 1 of 2

III Maryland 41 3 of 6
IV Georgia 9 4 of 8
V Michigan 222 2 of 6

VI Louisiana 77 2 of 5
VII Nebraska 17 4 of 4

Vill Colorado 20 1 of 6
IX California 202 1 of 4
X Oregon 106 1 of 4
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Region I was a good example. According to MMACS, Maine had
30 facilities not surveyed within a 15 month period as of
October 25, 1985. This compared to Massachusetts with 258
facilities out of compliance; Connecticut with 138 facili-
ties out of compliance and where we knew from our survey
that problems did exist at the State level; and Rhode I-land
with 110 facilities out of compliance.

Unlike our initial MMACS application of January 1985, we did
not review survey files to verify the accuracy of MMACS
data. Therefore, we did not know, nor did HCFA top manage-
ment know, whether the 3,842 facilities (Appendix B) shown
on MMACS as of October 25, 1985, as not being surveyed
within the last 15 months were surveyed but the results not
recorded onto MMACS; or whether the States selected by
regions for review were the most appropriate selections. We
could surmise this, however, either several of the States
selected for review were not the most appropriate -- in
terms of the number of facilities not inspected -- or that
the MMACS information was outdated and not used by HCFA
regional staff.

Conclusions and Recommendations

HCFA's contention that MMACS was required to fill an
increasing need for a centralized data base is even more
valid today than it was at the time MMACS was established.
A centralized data base containing such. a wide array of
survey and certification information should be an ideal
foundation on which HCFA could plan national strategies
for monitoring States and long-term care facilities and
for ensuring the health and safety of 1.75 million
Medicare/Medicaid patients in these facilities.

Such strategies could include identification of all long-
term care facilities that have not been surveyed within
regulatory timeframes. HCFA could then use its limited staff
resources to home in on those States with the greatest
problems; to require immediate surveys to protect the health
and safety of Medicare and Medicaid patients, and to impose
fiscal disallowances as a deterrent against repeated
occurrences.

Other, more imaginative uses could be made of MMACS to help
HCFA meet challenges arising from authorities granted by the
Omnibus Reconciliation Act of 1980. This Act authorized
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HCFA to take direct action against long-term care facilities
based on its own surveys. The Act also authorized HCFA to
impose an intermediate fiscal sanction -- denying reimburse-
ments for new admissions for a period of up to 11 months --
against facilities no longer meeting one of more of the
conditions or standards for program participation (see ACh
03-60155 for more information on the intermediate sanction).

We therefore, recommend that HCFA:

1. Require regions to enter onto MMACS all available
survey information so that the data is as current as
possible.

2. Take steps to ensure that the MMACS data base is kept
as current as possible. These steps should include:

a. Enforcing the 45 day timeframe for States to sub-
mit survey results of Medicare and Medicare/
Medicaid facilities to regional offices.

b. Establishing and enforcing a timeframe for States
to submit survey results of Medicaid-only facili-
ties to regional offices.

c. Establishing and enforcing a more stringent
timeframe for HCFA regional offices to input sur-
vey results onto MMACS after receipt from State
agencies.

3. Use MMACS as the primary management tool for deve-
loping national strategies for monitoring State sur-
vey and certification activities; identifying
chronically substandard nursing homes for possible
enforcement action; and for meeting the challenges of
the Omnibus Reconciliation Act of 1980.

HCFA's Response and OIG Comments

In its response to our draft report (Appendix C), HCFA
agreed that MMACS should be kept current and accurate and
that the report contained a number of useful findings which
will be incorporated into HCFA's continuous efforts to
improve the accuracy and timeliness of the data.

One of the efforts to improve HMACS is the expansion to 12
States of a pilot project designed to test the feasibility
of transferring the responsibility for data entry from the
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HCFA regional offices to the States. If all goes as
expected, within two years all States should be entering the
survey results directly onto MMACS. HCFA's ultimate goal is
to have a "paperless process' In which surveyors will use
hand-held computers to collect information about a facility,
its patients and its compliance and then transmit the data
telephonically to the States and HCFA regional offices.

In commenting on the different sections of this report,
HCFA, however, disagreed that MMACS was not being used as an
effective management tool for monitoring State survey and
certification activities; suggested that we overstated
delays in entering survey results onto MMACS; disagreed that
States selected for review were not appropriate; and
disagreed that the one-State-per-region review approach was
Inadequate.

We have reviewed HCFA's response to our draft audit report
and have made some changes to this report as a result. We
believe the improvements described by HCFA should upgrade
MMACS and that once HCFA's ultimate goal of a "paperless
process" is achieved, keeping MMACS current will no longer
be a problem. What will remain a key issue, however, is how
HCFA will use MMACS in planning and developing management
strategy involving the health and safety of 7.75 million
Medicare/Medicaid patients in nearly 20,000 long-term care
facilities.

HCFA did not specifically respond to our recommendations in
the draft audit report to use MMACS for developing national
strategies to long-term care facilities and to implement
inspection and intermediate sanction authorities granted by
the Omnibus Reconciliation Act of 1980. There were clear
indications, however, that HCFA top managers intend to use
MMACS more as a management tool for evaluating performances
of regional offices than for developing strategies designed
to ensure that nursing homes are providing adequate care to
patients. While an effective MMACS could and should be used
as an evaluation device, it should also be used as a
national planning device, particularly when there is evi-
dence (see our audit report ACN. 03-60155 for more infor-
mation on this subject) to suggest that conditions found in
hundreds of long-term care facilities throughout the country
fail to meet Federal health or safety standards.

HCFA's specific comments along with our response to them
follows in the same order as presented by hCFA.



971

12

HCFA did not agree with our conclusion that MMACS
was not being used as an effective management tool
for monitoring State survey and certification activi-
ties. HCFA cited its continual efforts to improve
the accuracy and timeliness of ?MACS data, its use of
MMACS as an evaluation device and its use by regional
offices -- although HCFA did admit to some backlog
and slow acceptance by some regions.

We agree that recent system enhancements such as the Survey
and Certification Operations Report and the Adverse Action
Extract will enable HCFA top managers to better utilize
MMACS, particularly after the data bank is updated to con-
tain the most current information available. HCFA should be
commended for these improvements and for its continued
efforts to improve the accuracy and timeliness of MMACS.

We do not agree, however, that these efforts are evidence
that MMACS was being used as an effective management tool.
To the contrary, the improvement efforts demonstrate, in our
opinion, that HCFA managers recognized operational deficien-
cies and were attempting to correct them so that MMACS could
become the effective management tool it was designed to be.
In this regard, we noted that HCFA's efforts have begun to
produce results. As of May 26, 1986, there were 2,009 long-
term care facilities that, according to MMACS, had not been
surveyed within the last 15 months. This represents a
reduction of about 48 percent over the October 1985 total.
A commendable achievement to be sure, but more needs to be
done to bring the 2,009 facilities into current status.

As far as MMACS other uses are concerned, they were, at the
time of our audit, of limited value because the information
contained in MMACS was often outdated. Our report demonstra-
tes that several regions did not use MHACS to select their
State for review; nor were they required to use MMACS by HCFA
headquarters for this purpose.

HCFA cited an example showing that because of the
timing of surveys, results would not always be entered
onto MMACS within a 15 month period. HCFA used this
example to indicate that we may have misinterpreted
some MMACS data.
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We do not believe that we misinterpreted MMACS data. The 15
month timeframe, in our opinion, is ample time to enter
annual survey results onto MMACS if the surveys are con-
ducted in accordance with HCFA instructions and the results
forwarded to HCFA in a timely manner. Certainly the example
cited by HCFA could occur but as an exception rather than
the rule.

Unlike HCFA's example where one survey was done in September
and the other in November, the majority of surveys are con-
ducted within 30 days of the date of the previous study. In
fact, a study made by the Istitute of Medicinell under
contract with HCFA, reported that some States routinely sche-
dule visits during the same week each year. If, in the case
of HCFA's example, the 30 day survey routine and the 45 day
processing timeframe were adhered to, the current survey
would have been conducted in October and the results for-
warded to the HCFA regional office long before the Christmas
holidays became a factor.

HCFA stated that there is no requirement that State
agencies forward survey results of Medicaid-only faci-
lities to HCFA regional offices within 45 days since
HCFA approval of the certification is not required.
HCFA indicated that this is a legitimate reason for
MMACS identifying so many nursing homes as not being
surveyed within 15 months.

HCFA is correct when it stated that States are not required
to submit survey results of Medicaid-only facilities within
a 45 day timeframe. While HCFA does not have the respon-
sibility to approve certification of Medicaid-only facili-
ties, HCFA does have the responsibility to ensure that these
facilities are properly surveyed and are providing adequate
care to Medicaid recipients. If MHACS is to assist HCFA in
carrying out this responsibility, it must contain the most
current data for the 3,300 Medicaid-only facilities. We
believe that the 45 day requirement should be extended to
these facilities and enforced.

1/ Institute of Medicine, National Academy of Sciences.
Im9roving the Quality Of Care in Nursing Homes: Report
Of a Study by the Committee on Nursing Home Regulation,
Institute of Medicine. February 1986
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HCFA cited Its own study as being similar to our
sample and used it to show that processing time was
not as lengthy as we had reported.

We do not agree that the HCFA study was "similar" to our
sample. Our statistical sample of 230 surveys showed that on
the average, 107 days were required to enter survey results
onto MNACS after completion of the survey. HCFA's study
showed that on the average, 71.89 days were required to
approve certification -- either by HCFA or a State agency --
after completion of the survey.

In other words, HCFA's study ended before the survey results
were entered onto MMACS. HCFA explained this by stating that
since October 1985, the majority of recertifications were
entered onto MMACS on the same day as the regional office
approved them. While this may be true, HCFA's study covered
calendar year 1985, not just the last quarter of the year.
Thus, we believe the HCFA study did not cover the entire pro-
cessing cycle and its results cannot be compared to the
results of our sample.

HCFA disagreed with the "OIG's contention" that the
regional offices selected inappropriate States in some
cases.

HCFA is referring to the table on page 8 of this report. We
pointed out that based on MHACS data, certain regions
appeared to have selected States where noncompliance was low
compared to other States in the same region. We made it
clear, however, that neither we nor HCFA top management knew
whether the States selected for review were the most
appropriate selections or whether the KMACS data was out-
dated. It appears evident, however, that if the selections
were appropriate, and by this we mean that States with
potentially the largest number or percentage of unsurveyed
facilities were selected for review, then MMACS data was out
of date and virtually useless in the selection process.

HCFA believed the one-State-per-region approach was
adequate citing that it had historically deferred to
the regional offices in the selection process. HCFA
also mentioned staff availability, travel funding and
competing review priorities as other considerations.
As an example, HCFA cited that even if reliable IMMACS
data indicated that every State in Region V required a
provider agreement review, HCFA would be unable to
conduct these reviews.

i ,
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Historical deference to the regions, staff availability,
travel funds, etc. may be real considerations, but, to be
effective, management should be sufficiently flexible to
direct limited resources quickly to resolving known
problems. Using HCFA's example to illustrate our point, if
reliable MMACS data indicated that every State in Region V
required a provider agreement review, then these reviews
should be made. To do otherwise, would subject Medicare and
Medicaid patients in long-term care facilities to unnecessary
risks arising from the facilities not being surveyed. An
effective MMACS can identify problem areas as well as areas
where the risk of problems is low. Priorities can then be
established to utilize regional office staff to home-in on
high risk areas.
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Appendix A

Summary of 1C0 Survey Results

Facilities
Out of Compliance Total ?91ACS Out of

Region States Per UMACS Reviewed Incorrect Compliance

I Massachusetts 244 232 232
Connecticut 77 77 60 17

II New York 439 439 439
New Jersey 205 205 205

III Pennsylvania 107 70 67 3

IV Florida 56 56 56
South Carolina 41 41 41

V Illinois 184 62 55 7
Michigan 250 55 55
Ohio 216 60 57 3

VI Texas 335 24 24
Arkansas 151 24 24

IX California 141 141 141

I Oregon 82 82 50
-2528- 1568ff -15-06
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Appendix B
Page t of 2

Comnarison of MMACS Annlinations

Number of Facilities
Out of Compliance
(Per MMACS)
In January 1985

Number of Facilities
Out of Compliance
(Per MMACS)
in October 1985 Difference

Region I

Connecticut
Maine
Massachusetts
New Hampshire
Rhode Island
Vermont

Region II

New York
New Jersey

Region III

Delaware
Washington, DC
Maryland
Pennsylvanta
Virginia
West Virginia

Region IV

Alabama
Florida
Georgia
Kentucky
Mississippi
North Carolina
South Carolina
Tennessee

Region V

Illinois
Indiana
Michigan
Minnesota
Ohio
Wisconsin

77
45

244
29
26
19

138
30

258
7

110
I1a

439
205

61
-15
14

-22
84
-9

640
200

3
4

27
107

24
25

201
-5

12
11
4 1

240
45

15
56
33
22
8
12
141
28

184
297
250
113
216
102

9
7

114
133
21
-19

-12
-20
-24

4
-5

-36
-24

-19
-28
-28
- 1
-21
-54

3
36
9

22
12
7
5
14

165
269
222
112
195

48
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Appendix B
Page 2 of 2

Number of Facilities Number of Facilities
Out of Compliance Out of Compliance
(Per MMACS) (Per KHACS)
in January 1985 In October 1985 Difference

Region VI

Arkansas 151 52 -99
Louisiana 37 77 40
New Mexico 26 18 - 8
Oklahoma 40 38 - 2
Texas 335 258 -77

Region VII

Iowa 61 33 -28
Kansas 53 24 -29
Missouri 102 54 -48
Nebraska 22 17 - 5

Region VIII

Colorado 25 20 5
Montana 10 10
North Dakota 5 7 2
South Dakota 19 3 -16
Utah 5 1 4
Wyoming 2 2

Region IX

Arizona 1 3 2
California 141 202 61
Hawaii 7 11 4
Nevada 7 5 -2

Heglon X

Alaska 4 3 1
Idaho 15 13 - 2
Oregon 82 106 24
Washington 48 28 -20

3,84 -- 2-
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DEPARTMENT OF HEALTH & HUMS

S 4

AN SERVICES Hesth Care Finsncing AdninM.Y0Of

6325 Sec-itv Bo.1"ard
8dtHnor MD 21207

Copy shared wich NCCNHR ber
groups, long-term care ombuda sa

I mrn -n -n ---- -Ir -f t

La. 3lme Holder Quality Care Campaign. Ma:
Executive Director vith HCFA's "Consumer Evali
National Citizens Coalition form4

for Bursing Rome Reform
1424 16th Street, .HW.
Washington, D.C. 20036

Dear Na. Holder:

Wlth the implementatlon of the new long-term care survey process now at
hand. we are very much interested in the responses to the questionnaires
you sent to the State Licensure and Certification Directors. We applau4
your efforts to support this new process and your desire to set in place
the best possible protections for nursing home residents. Our concerns
parallel yours.

The responses you receive from the questionnaires naturally will be of
interest to us in improving the new long-term care survey process. The
pulling together and analysts of thle information can be quite en
undertaking. Please feel free to call upon us if there ts any way we can
be of assistance.

Along these same lines. Waebave devalope4 rj on questionnaires for
completion by nursing home residents and otfels who would be able to
provide feedback. The questIonnaires address key erase of concern and
would help us in deciding where to make changes in the survey proeass.
We would appreciate your assistance In circulating thee. Please have the
responses sent to Hsr Blevtns Slj OSC. 0DPA. 2-D-2 Meadows East

\ Cuilding, 6325 Securfly ilouevard, Baltlmoir liiryrtnd 21201. It would
be helpful to receive them by November 30.

We have enclosed an ample supply of the two questionnaires. If you need
mors. please let us know.

Sincerely yours.

Sharon Harris
Acting Director
Office of Survey and Certification
Healtb Standards and Quality Bureau

Enclosures

Qiistionneares/surveys:
1 for residents (yellow)
I for other consum rs

*tied
satiLor
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Return complted evalltlon to
Real.. Care Financing Administration.

For wee by residents.

by November 30, 1986
Address: Backaide

RESIDENT EVALUATION OF THE NEW LONG-TERM CARE
SURVEY PROCESS

Name (Optional)
Facility (Optional)
Address

1. Were you aware that a certification survey took place In your facility?
Yes _ No

2. Was a notice of the survey posted and easily visible? Yes _ No

3. Did the notice state that you and your family could talk with the
survey teem? Yes N_ No

a. Did the surveyors wear name tags? Yes _ No

S. Do you feel you were able to participate In the survey conducted in
your facility? Yes _ No _

6. Were you interviewed In privacy? Yes _ No_

7. Did the surveyors respect your wishes in attempting to conduct
Interviews (e.g.. they did not pursue an interview If you did not wish
to participate, they stopped the interview if you began to tire, ttC.)
Yes _ No
If not. euplaTft__

(OVER)

8. Do you feel the surveyors were Courteous and patient while
Interviewing you? Yes _ No _

9. Describe any problems that you experienced while being IntervIewed.
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Page 2 - Evaluation for Residents to cop1ete

10. Old the State surveyors met with representatives of the residents
council (if one Is operating)? Yes _ No _ Don't know _

11. (Answer if you are a moeber of the residents council) Did the survey
have an effect on problems/concerns the residents council raised
during the survey? Yes _ No _ Don't know _

12. Is there anything about the survey that was conducted In your nursing
home that concerns you and that you would like changed?

13. Provide any additioal comnts:

Return by November 30, 1986

Retun to Mary Slagle
Hsalth Care Financing Asmiatration
oSC. DDPA
2-D-2 NadaV Easmt Buildlng
6325 Security Boulevard
Baltimore, Maryland 21207

If possible, sand copy to NCCNRI
1424 16th Street, NW., L-2
Washington, D. C. 20036
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C NotI fro. NCCdHR: Please copy to Send responses to:
circulate, as necessary, to generate Mary Slagle
a wide coosumer response OSC. DDPA, HCFA

^* 2-D-2 Meadows East Building
6325 Security Boulevard

Baltimore, MD
CONSUMER EVALUATION OF THE NEW LONG-TERM CARE 21201

SURVEY PROCESS

Name:
Organization:

Address:

1. Were residents aware that surveys took place in their facilities?
Yes _ o_

2. Were notices of the surveys posted and easily visible? Yes
No _

3. Did the notices state that residents and families could talk with the
survey team? Yes _ No _

4. Did the surveyors wear name tags? Yes _ No_

5. Do residents feel they were able to participate In the surveys
conducted in their facilities? Yes _ No

6. Did survey teams interview resident councils? Yes _ No

7. Did the survey have an effect on problems/concerns raised by the
resident council? Yes _ No _

B. Were the residents able to provide information to surveyors on their
conditions and the care provided to them In their particular nursing
homes during interviews? Yes _ No _

9. Were residents interviewed in privacy? Yes _ No_

10. Did surveyors respect the wishes of residents In attempting to conduct
Interviews (e.g., they did not pursue an interview If the resident did
not wish to participate. they stopped the Interview when the resident
tired, etc.) Yes _ No_
If not, explain:

Note that residents should
co-plete another form

(Over for page 2)
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Page 2 - Survey for Consumers to complete
Residents to use a different form

Return by Nov. 30, 1986

11. Did surveyors exhibit patience in interviewing residents who had
difficulty comnunicating? Yes _ No _

12. In general. how well did surveyors interview residents? Describe any
problems regarding Interviewing experienced by residents.

13. Provide any additional corments.

Send reiponse to :_i

}ary Slagle
Health Core Financing Ado.
OSC. DDPA.
2-D-2 Meadows East Building
6325 Security Boulevard
Baltirmrs, MD 21207

Copy to: Natl. Citizens' Coalition for Nursing
if at Hoa Reform
all 1424 16th Street. N.W. L-2

possible Washington, D. C. 20036

=

- -
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/ s ~~~~~~~~~~~~~~~~~~Heat C-
DEPARTMENT OF HEALTH & HUMAN SERVICES F A. t

Memorandum
Dole 5SEP 5 W6
Fin 11111iam L. lopar, M.D.

o Admnistrator

S9IOS Institute of medleine (Iob) Study of Nursing Rome Yegulation-DECTSION

To The S cretary

TH5D: t US

Purpose

The purpose of this memorandun Is to seek your agreement on our approach
for changes to Federal Medicare/Hedicaid requiremeots affecting nursing
hoes. This approach is based on our analysts of the TIo study i.
accordance with the plan outlined in our menorandum of lMSrch 27 (Tab A).

Background

It bha been widely acknowledged that Federal nursing home requirements
and enforcemeot mechaiesms need to be reformed. Our efforte to make
changes In 1980 and 1983 aet with strong opposition from both the
industry. wtich feared tncreaeed costs, and the beneficiary groups, which
feared reduced quality. In order to establish a credible basts for
reform. tCFA contracted with the IoM to study nursing home care in
relation to our standards and provide Impartial recomendations for
reform. A. we noted tn our earlier memorandum. the IoM study focuses
heavily on the quality of life on nursing hone aend on the fact that
Federal oversight must play a strong role in ensuring quality because the
Federal government is the major payor for nursing be care.

In our assessment of the IoM study, we concluded that it would be
counterproductive to attempt to modify current Federal requiremeots by
adding or deleting specific items, lather, a fundamental restructuring
of Federal nursing home requirements would be necessary for the following
reasons:

o Currently. Federal requirements skilled nursing facilities (SNFs)
must met to participate in Medicare and/or Medicaid are
different from those intermediate care facilities (ICe) rut
meet to participate In Medicaid. Similarly, Federal enforcement
requireients State agencies and UClA muat follow are separate for
Medicare and Medicaid. Two major 1cM recoendatioo Involved
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consolidating the SF and IC? requirements into a sitgle set of
nuraig home- requirements *nd consolidating enforcement

requirements into a single sat of HedicaretMedicaid
requirements. Once we accepted these recommendations, our

*approach to revising the existing sets of separate rules
necessarily changed.

o All the related reconmeodations were directed not only toward a
new single sat of nursing bone requirements. but. more
importantly. toward e fundamental change in the nature of these
requirements. The recomasudations shift the focus of Federal
standards from process measures to outcome measures. (Examples
of process measures includs general policies. credentials,
organinational structures. and recordkeeping. Examples of
outcome usasures include absence of new decubiti, proper
nutrition, psychosocial care. asd good hygiene.) Consequently,
we were forced to examine many of the reconmendattons not as
potential new requirements but as fundamental changes in current
standards.

o The recoiendations In many cases would be impossible to conaider
or implement as stand-alone itema without regard to their impact
on other requirements. for example, the l1M's conclustons about
the relationship of many process requirements to quality of cars
led us to streamlime and consolidate nest current process
requirements and focus on specific outcomes in other sections.

o There are additional trade offe in terms of costs and burdens

If related issues can be tied together. For ex ple, instead of
simply adding an additional requirement. we might change one or
more current requirements and accomplish the sae objective while
reducing or at least not adding to the current cost or burden.

Our analysis Indicates that the net impact of our proposed changes will

result in no additional cost eithar for the nursing home industry to meet

the requirements or for the Federal government to conduct Inspections to
enforce compliance.

Methodology

In considering changes in our current requirements. we established the

following set of principles to govern both our analytic methodology and
our objective for the final proposals:

o Federal nursing homs requirements should provide a mechanism to
aseure thatt (1) the needs of residents are assessed; (2) a plan

of care Is developed for eacb resident; and (3) care and services
are provided besed on this asessement and plan of care.
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o Nursing es ahould hb-e the flexibility to implement plans of
care and manage resident services without undue, prescriptive
burdens resulting In unnecessery costs as long *a key resident
care outcomes are achieved.

o Nursing hoe residents s'hould be afforded adequate protection and
rights and be assured the care and services they need and to
which they are entitled under 1 v.

o Federal enforcement requirements should enable inspectors to
determine if residents are receiving appropriate care end
services in accordance with their assesments and plans of care
In a safe and healthful environment.

The IoN recomendations fell Into two major categories: (1) Federal
requirements nursing homes must meet to perticipete in Medicare and/or
Medicaid; and (2) the requirements 3QA and/or the States must met In
enforcing these requirements. A summary list of all of the IcM
recommendations and our responses Is at Tab 3. The recommendations end
our proposed responses concerning nursing hee regulations and
enforcement Issues are at Tabs C and D. respectively.

Proposed Changes to Nursing home Requirements jTab S)

o Regulatory Changes

After studying the IZe recoemandations dealing with standards nursing
homes mut meet to participate In Medicare and Medicaid. we concluded
that It is desirable to merge the two sets and that the essence of
most recomeendations could be achieved by revising the current SNF
and ICP requirements. Our approach s to:

- consolidate similar requireants;

- maintain SNF/lQ distinctions only where there Is a clear need
for a difference bhsed on statute;

- consolidate repetitive requirements with single generic
statements;

- eliminate outdated, inaffectivs process/paper requiremnts; and

- establish clear outcome requirements wherever possible.

We hove attached at Tab C a detailed *et of responses relating to the
specific recommendations.
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Proposed Changes in Enforcement (Tab D)

0 Regulatory Changes

Our approach in dealing with the specific IoX recomeendations on
enforcement parallel our approach in dealing with the nursing home
standards. We concluded that many of tbe recoemendatione can be
achieved by revising the current Medicare and Medicaid survey and
certification requiremeots. In analyzing the lous reconmendations,
we used our experience in developing our new long-ter care survey
process as well as conments and position statements from consumer
groups and the nursing howe industry developed over the last 2-3
years on earlier proposed regulatory changes.

o Procedural Changes

There are a number of lol racomoeudations we have accepted which do
not require regulatory changes. They can be implemented by changing
!WA's instructions to regional offices and State survey agencies.
There are also other actions, directed toward our Internal
operatiors, which can be accoeplished without formal issuances. In
some cases. we had already initiated actions before the IoM issued
Its report.

We have attached at Tab D a detailed aet of responses relating to the
specific recommendations.

Legislative Proposals

A few of the IoN reconmendations which we believe should be accepted
Involve statutory changes. These are noted when the individual
recommendationa are discussed.

leconmendations Not Accepted

There are also some IeM recommendations which we believe are
inappropriate and have rejected. There are a number of reasons for these
determinations. Some would involve unreasonable costs when measured
against potential benefit to residents. others are Impossible to
implement; and others may actually result in an adverse impact on
residents. These are noted when the individual reconmendations are
discussed.

Miscellaneous Recommendations (Tab E)

There are a number of general recoendations not covered by the above
categories. These include such Iteme as training, conducting studies,
end date analysis. We have summarized these and our reaction to them at
Tab 1.
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Sumry and Conclusions

We believe the approach we have taken bas three ajori benefits. First,
It accoimdates most of the IoK racoendstions. We expect that the
quality of life of nursing home residents will improve as a result of
changes tn our regulation of nursing hones which focus on outcomes rather
than process or paper compliance. Second. It benefits the long-tern care
iodustry by reducing the unnecesaary burdens and costs associated with
usny of our current, outdated requirements It vill provide individual
facilities flexibility In managing their residenta' care within a defined
framework of Federal requirements. Third, it will provide a clear,
direct statement of Federal expectations for nursing homes, and will
reflect a -state of the art- approach.

If you agree with our approach. v, will proceed to draft regulations and
legislative proposals for your review. I would he plsased to brief you
in detail On these issues.

Decisinn

Develop specific draft regulations and legislative proposals.

Concur; Nonconcur: Date:

Attachments:
Tab A_- March 27, 1986 Memorandum to the Secretary
Tab 6 - Suary of Iot Recomeendations and dCQA Responses
Tab C - Recomeendations on Nursing Rome Requirements
Tab D - ecomendations on Unforcement Requirements
Tab E - Recomeendetions on Miscellaneous Itse
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DEPARTTMENT oF HEALTH h HUMAN SERVICLS FrahcuV Aan,,rsicn

'\.2 MUR 2?B857 s Memorandum

HenrY R. Desmarais
Henry IL Dearals, M.D.
Acting Administrator

Institute of Medicine Study of Nursing Home Regulation Issues -INFORMATiON

To Te SEcrty

Es

BACKGROUND

As a result of Congressional concerns about regulations governing nursing homes
under Medicare and Medicaid in 1982, the Health Cue Finencing Administration
CNCFA) entered Into a $l.6 milion contract with the Institute of MedIcine (1oM) to
study the full range of nursing home regulatory and enforcement issues and to
provide recommendations for ehanges in the system. The IoM formed a Committee
on Nursing Home Regulation consisting of experts In gerontology, consumer
advocates, State government officials, and nursing home aidstry representatives
The committee held hearings, gathered extensive data, consulted with numerous
experts and interested parties, and deliberated among themselves over the course of
the 3 year study. The report was formally submitted to the Department in late
February 1986.

The major theme of the study Is the overall quality of life in nursing homes. This is
a distinct change from pst studies of nursing homes which characteristically have
focused on some aspects of poor care or services. Athough there are specific
criticisms and specific recommendations, the are subsumed within the nnue
context that nursing homes are homes as opposed to instltutns, nd Feduera
regulations and enforcement should provide for assuring a broad range of
appropriate care and services tab'ored to the specific needs of residents. The care
nd services must be directed to both the physical and mental well-being of

residents across a broad spectrum of needs, including health aeu, psychological and
social edL

Another critical aspect of the study is Its philosophiea assumptions as to the
federal role with respect to nursing homes. The free market philosophy is noted and
dismissed on the grounds that the public sector (principally Medicaidi provides most
funds for nursing home care, and the history of nursing homes proves that when
market forces governed, quality
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of "are was substandard. Consequently, the loM concludes, Pedera regulation
and oversight form the foundation of quality care. The entire study Is based
on this philosophy.

The following Is a summary of the major loM findings and recommendations,
and our plans for responding to the study. At Tab A a history of Federal
Involvement In nursing home regulations, and a complete Usting of loM
recommendations bi at Tb B.

The ioMs nalysis and recommendations are basically divided into two major
areta regulations end enforcement Regulations are defined here as Federa
requirements nursing homes must meet to receive Federal Medicare an/or
Medicaid reimbursement for the cost of care of eligible residents In skiled
nursing facilities (SNF*) and Intermediate care faeilties (ICFs). Currently
these requirements consist of 'conditions of participatIon' for SNFs, for which
Medicare and Medicaid is available, and 'standards' for lCFs, for which only
Medicaid is available. The enforcement of the regulations Is contained in both
regulation and administrative issuances forming the survey (inspection) and
certification tapproval/disapprova3 for partlclpation/reimburaement) process.

Currently HCFA contracts with State health departments and peys 100
percent of costs for surveying Medicare SNPS and provides a 50 percent match
for the survey of Medicaid SNFs and ICFL Under current law HCPA certifies
for participation in Medicare end States certify for participation in Medicaid,
but HCFA has the authority to 'look behind' the procedural and substantive
correctness of State determinations and take action to terminate participation
In Medicaid (eg., halt Federal share payments), for any fbeiity found to be
substandard.

PROBLEMS WITH THE CURRENT REGULATORY REQUIREMENTS AND THE
SURVEY/ CERtIFICATION PROCESS

The following are the problems the toM determined were moat significant:

o Although many nursing homes today provide excellent are to their
residents, many are substandard.

o The existing regulatory and enforcement system falls to either compel
compliance or removal from the system.

o Regulations focus more on the caity of a facility to provide a set of
seviees than on whether or not the fijilty's Deformance actually
meets resident needs in safe and healthful environments and fall to
consider the quality of life residents expeience in nursing homes.
Resident choices in Important aspects of their dally lives are not
mentioned, and asssmcnts of individual functional needs are not
required.
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O Surveys are t0 predictable, alsowing nursing homes to b sW In
antcpatidpon of their surveys.

• The survey procm is Inefficient In that it Is applied the same way regardless
of whether the facility Is historically a 'good' provider ore 'poor, provider
and makes no allowance for the observed diversity among residents and aero
facilities.

o Studies have shown great variations among States In the way they survey
facilities and how they dea with deficiencies.

o Enforcement Is more often directed toward helping a facility reach
compliance than taking necessary actions If compliance Is not achieved.
Tolerance for repeated deficIencies remains common.

o Federal level ef enforcement activity Clook behind survey activity and reviews
of State certification actions) Is Inadequate. Only 3 percent of nursing homes
each year receive a Federal look behind survey.

MAJOR RECOMMENDATIONS

The loM has made utensive recommendations involving regulatons and their
enforcement, as well as non-HCFA programs such as the national ombusman
program operated by the Administration on Aging, Office of Human Development
Services. The major recommendations include:

Federal Reulatorv Requirements

o Require all nursing homes to meet a single set of SNF requirements which
would be oriented to resident condition and needs. There would be no ICPs; eal
facilities would meet the higher SNF requirements (especially in terms of
nurse staffing), and car for all persons needing long term aere services. This
would Include the full spectrum of nursing home care from those in need of
relatively intense skiled nursing care to those who are fairly independent but
Just below the ability to cae for themselves.

o Add new requirements includlng-

* Quslitv ef Lfe - would require residents to b ered for 'in such a
manner and in such an environment as will promote maintenance or
enhancement of their quality of life without abridging the safety and
rights of other residents.'

* Quality of Cere - would require the facility to provide each resident with
eare that mreau individual physical, mental, and psychosocial needs In
order to maintain or Improve each resident's physical, mentsa, end
emotional well-being.
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- * Resident Assessment -would require the facility to provide each
resident with functional aessments Wmon which the services to be
provided under the quality of care requirements will be based.

* esident Rs - which would elevate existing rights provisions (plus
sever~la;ew rights provisions) to a condition of participation, meaning
that before a facility can participate, the rights of the residents must be
assured.

Administration - whlch would consolidate a number of existing facility
management provisions Into a aingle condition of participation.

o Emphasize nurse's aide training, Including a State approved preservie training
program that must be passed before employment.

o Prohibit facilities from having different standards of admission, transfer,
discharge, and service for Individuals on the basis of sources of payment Thus
nursing homes would no longer be able to accept a privatt pay resident Instead
of an eligible Medicaid recipient.

o Allow residents to participate in decislonmaking in the facility, allow
ombudsmen to participate In aurveys, and expand access to the facility at
reasonable hours.

Enforcement Process

o Consolidate Medicare and Medicaid survey and certification rules in one place.

o Base the survey process and protocols on the new conditions of participation,
with particular emphasis placed on use of the resident assessment system
called for in the new conditions.

o Develop two types of surveys -a estandard survey for historically good
providers, end a more detailed 'extenslvet survey, using a larger sample of
residents, for facilities with compliance problems. Survey periods would vary
from 9 -15 months.

o Survey protocols should also vary as a function of differing resident
ebaracteristics (e.g., one survey approach for 'heavy care' residents and a
different approach for 'light care' resrdents).

o The Federal Government should again assume 100 percent of survey agency
coats for at least 3 years.

73-435 - 87 - 32
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o - BCFA should set minimum surveyor quallficetIons.

o HCFA should increase Federal look behind activity and enforcement powers
(e.g., increase range of sanctions).

o States should trvey and eertify both Medicare (Title XVIII) and Medicaid
fTitle XiX) facilities, but HCFA should survey and certify all public f.OllitieL

e ICFA should require States to strengthen enforcement capabilIties through
increastd commitment of resources; employment of attorneys, auditors, and
investigators; increased training in Investigatory techniques, witneas
preparation, ate.; and increased Federal training support in anforicment
Matters.

Resident Advocacy

o The Older Americans Act (administered by the Administration on Aging,
Office of Human Development Services) should be amended to provide for the
national nursing home ombudsman program under a separate title, and the
program should be funded with State/Federal matching formula grants (2/3
Federal, 1/13 State).

o Ombudsmen should be provided access to nursing homes, end with permission
of the resident, to a resident's medical and social record.

o The Administration on Aging should provide more effective national leadership
of the ombudsman program with statf resources dedicated to the
administration of the program.

o HCFA should require State long term care regulatory agencies to develop
working reltionships with State ombudsman programs covering information
sharing, training, and eae referral.

PLANS FOR RESPONDING TO THE STUDY

Internal Action

o HCFA staff have begun analyzing the study's findings ard recommendations
and implicUons.

o Some recommendations are appropriate and noncontroversial; others are
difficult public policy Issues. iost require statutory and regulatory changes
and marny have major cost implications.

o Over the nest 3 months, staff will develop specific proposals relative to each
of the recommendations that will detail:

* options associated with the recommendation; including cost Implications
and potential outside reaction;
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- * th HCFA recoommendation on the policy isues rased; and

* the pecific plans and approach necessary to adopt the recommendationu.

External Relations

We anticipate consumer advocacy and Congresional presome to ibtcin clear and
timely commitments from the Department as to how we will respond to the study's
recommendaitons. Our pesture reflecting ouW commitment to appropriate action,
should be general receptivenes to the study and a commitment to a thorough
review. We believa this timefreme is appropriate given the Urme It took for the
study (2 year) and the scope. complexity, and s size (450 pages) of the reporL

I would be happy to brief you in detail on the study and our plant at any time.

Attachments
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TAB A

History of Federal Regulation of Nursing Homes

o As early as 1950. the Social Security Act required States to
establish programs for licensing nursing homes. but did not specify
what the standards or enforcement procedures should be.

o The passage of the Medicare and Medicaid Acts In 1965 provided the
Department of Health, Education and Welfare with new authority to
set standards for 'extended' care facilities (ECF) under Medicare
and skilled nursing facilities (SNF) under Medicaid.

o Disasters of various sorts in nursing homes increased the pressure
for effective regulations in the early 1970s. The ICF benefit was
transferred to the Title XIX program in 1971. and the ICF/MR benefit
was added at the same time.

o In 1971, President Nixon committed the Federal government to a
program of Improvements in nursing homes, and in 1972, the Congress
provided full funding for State survey and certification
activities. Also, the ECF benefit was merged Into the SNF program
as one benefit.

o Congress directed that DNEN produce a single set of SNF requirements
for Medicare and Medicaid in 1972, but final regulations were not
promulgated until 1974. Final ICF and ICFIMR standards were
published in 1974 as well.

o In 1975. the State of Colorado and the Department were sued in
Federal Court in Colorado on behalf of an Individual, alleging that
authorities were not enforcing nursing home requirements, and
seeking the Court's power to force the enforcement of regulations
(Smith v. O'Halloran. later known as Smith v. Heckler).

o As early as 1976. efforts were underway to revise the SNF conditions
of participation, but it was not until 1980 that HCFA proposed a
significant revision of nursing home regulations that contained the
following major provisions:

SNF and ICF requirements were merged into one set of conditions
of participation;

the proposal included a "Patient Care Management System"
designed to be used as a standard means of assessing resident
care needs; and

* elevated the patient rights standard to the 'condition of
participation' level.



995

o The proposals were viewed as too expensive to implement by the
nursing home industry. but they were supported widely by nursing
home advocates. Former Secretary Harris promulgated only the
patients' rights section in final form at the close of the Carter
administration, but the rule was rescinded on the first day of the
Reagan administration.

o The Smith v. Heckler case was put on hold pending the adoption of
the proposed rules. However, when the rule never became final, the
case was tried In 1952.

o In 1981 and early 1982. HCFA attempted to revise the SNF conditions
In keeping with the Reagan administration's regulatory reform
initiative. Draft changes were leaked to the press and ensuing
controversy resulted in halting all work on nursing home facility
requirement revisions.

o HCFA published proposed changes in survey and certification rules in
May 1982 (the so-called Subpart S revisions). Proposed changes
included:

M Medicare and Medicaid survey and certification rules were
combined in one place;

* Flexible survey cycles were proposed to focus on problem
providers;

+ JCAH would be provided with deemed status" for long term care
facilities, meaning that accredited facilities would be
"deemed" as meeting Medicare/Medicaid requirements for
certification.

o Opposition to these proposals, particularly the Jr-H deemed status
proposal, resulted in a Congressional moratorium imposed on HCFA to
prevent any regulatory changes In long term care and
survey/certification regulations (ICFIMR regulations were excluded
from the moratorium).

o In 1982 HCFA contracted with the Institute on Medicine MIoM) to
conduct a full scale study of nursing home regulations, the survey
and certification process, and attendant enforcement issues.

o As a result of the wide divergence in survey findings among the
States, and in recognition that there would be no new regulations in
the near term, HCFA began developing a new long term care survey
system, called Patient Care and Services (PaCS). The first draft
was completed in 1983. Extensive field testing, consultation with
outside groups, and formal evaluation by Brown University resulted
in a final version that was completed In 1985.

-2-
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IOM Report on Nursing Home Regulation

Following is a summarized listing of recommendations contained in this
report.

Regulations

1. There should be one level of care; there will be no 1CFs.

2. The SNF requirements will apply.

3. The Conditions of Participation should be changed. The following
conditions should be added:

a. Quality of life
b. Quality of care
c. Resident assessment (standardized assessment tool for all

facilities)
d. Resident rights
e. Administration

4. The following should be under Administration:

a. Standard on nurse aide training (pre-service).
b. Standard on nondiscrimination by source of payment.
C. Standard enabling ombudsmen to examine records with resident

permission.
d. Standard allowing ombudsmen access to the facility at

reasonable hours.

Survey Process

1. Medicare/Medicaid certification process requirements should be
combined in the CFR.

2. Surveys should be timed between 9 and 15 months (TLAs out).

3. Surveys should be two-staged.

a. A standard survey equaling.key indicators but can trigger an
extended survey

b. An extended survey equaling process surveys plus paper surveys.

4. Standard surveys should be:

a. Stratified random sampling based on case mix.
b. Resident-based.
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S. The complaint process should be specified.

6. The ombudsman should be part of the process by participating in the
survey and the exit conference.

7. Superior performance should be commended.

8. The survey process should be revised in concert with new conditions
of participation listed in Chapter 3.

9. The process should be tested to ensure reliable, consistent results.

10. A sample of facilities should receive the extended survey every year.

11. State agencies should be required to implement the process based on
effective training and monitoring of surveyor performance to reduce
inconsistency.

12. States should be refunded to 100 percent under Title 19 for survey
and a standard formula for funds should be devised in proportion to
certification workload.

13. Guidelines should be revised for the following:

a. Surveyor qualifications.
b. Team composition.
c. Team size.
d. Nurse participation.
e. Participation of other specialists.

14. Information on all survey demonstrations and experiments should be
routinely disseminateo to all States.

15. Training activities should be increased during the transition to the
new survey process.

16. Oversight activities by regions should be Increased.

a. There should be more Federal surveyors.

b. There should be more valid look-behind surveys.

17. The Federal government should be able to withhold Title 19 funds
from States that do not perform well.

iS. IoC should be come part of the survey. but should be done only from
a sample of patients.
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19. Utilization Review activities should be focused on a sample of
patients who are most likely to be discharged.

20. States should certify all Medicare/Medicaid facilities. HCFA should
monitor this activity more actively. HCFA should survey and certify
State facilities.

Enforcement

1. Surveyors should not be consultants.

2. Surveyors should be given criteria on how to evaluate plans of
correction and judge their acceptability.

3. Guidelines should be given to States on the performance of onsite
followup surveys and circumstances when enforcement action should
take place.

4. States should have formal enforcement procedures and mechanisms.
These include terminations, sanctions, fines, etc.

5. Title 19 should be amended In the following ways:

a. States should have specified intermediate sanctions such as
admissions bans, fines, receivership, transfer.

b. NCFA should be allowed to write procedures to impose more
severe restrictions. Consider previous record and obtain
assurances prior to recertification.

c. The appeals process should be less permissive.

6. NCFA should strengthen State's activities in the following ways:

a. Specify minimum resources needed.

b. Require staff to include lawyers, Auditors and Investigators.

c. Provide training for surveyors in the legal system and as
witnesses.

d. Provide training support for State agency attorneys.

Community Involvement

1. HCFA should require States to make public survey and facility cost
reports.
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o A Court of Appeals ruled in the summer of 1985 in the Smith v. Meckler
case that the Secretary did have the duty, and not just the authority, to
enforce Federal nursing home requirements and remanded the case back to
the District Court for a determination of how the Department would ensure
that it would enforce its rules.

o HCFA then proposed a plan to the Court that implementation of the PaCS
process would address the shortcomings in-the system that prompted the
case in the first place.

o The District Court agreed with the plan. but required the Secretary to
publish a regulation by October 31, 1985 stating how the plan would result
in the Department enforcing its nursing home rules. HCFA'complied and
published a proposed rule describing the new PaCS methodology and
directing States to adhere to Federal survey and certification'procedures
in the Medicare and Medicaid programs.

o HCFA intends to Implement PaCS as soon as the regulation Is published In
final form later this spring.

-3-
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2. Amend the Older Americans Act.
A. authorize the ombudsman program as a separate title;
b. authorize Federal-State matching formula for the ombudsman

program;
c. authorize access to nursing homes and to resident's records

(with the resident's permission) by certified substate and
local ombudsmen;

d. authorize State legal assistance for ombudsmen; and
e. exempt ombudsmen from lobbying restrictions in OMB Circular

A-122.

3. The Secretary should direct AoA to get effective leadership.

4. MCFA should require written agreements by the State agencies and
ombudsman.

S. Accreditation programs are positive steps within the industry;
however. deemed status should not be granted to any group.

Future Study

l. An Information system on all residents should be put in place.

2. A standard resident assessment methodology should be developed.

3. Medicaid payment policies should continue to be studied.

4. Bed supply and demand should continue to be studied.
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Tab - Summary of IoM Recommendations and HCPA Responses

IoM Recommeodation HCPA Recommended Response
(Action Needed)

Nursing Home Requirements - Tab C

(1) Implement single set of long term
care conditions of participation
for skilled nursing (SNF) and
Intermediate care (ICF) facilities.

Existing SNP conditions should be
revised and made applicable to all
nursing homes.

(2) Add a new condition of participation
concerning 'resident assessment.'

(3) New and revised conditions should
follow principles outlined.

(4) Add a new condition of participation
concerning 'quality of life.'

(5) Add a new condition of participation
concerning 'quality of care.'

(6) Raise 'resident rights' to a con-
dition of participation.

(7) Consolidate existing administrative
standards into a single condition
of participation called 'Adminis-
tration.'

(7a) Delete current requirements for
Institutional planning and
quarterly staffing reports.

(7b) Add a new standard on nurse's aide
preservice training.

(7c) Add new standard prohibiting
different standards of admission,
and service for private pay vs.
Medicaid recipients.

ADOPT (Regulation)

REJECT - Retain some
distinctions In com-
bined regulations
between SSFs/IC~s.

ADOPT (Regulation)

ADOPT (Regulation)

ADOPT (Regulation)

ADOPT (Regulation)

ADOPT (Regulation)

ADOPT (Regulation)

ADOPT (Regulation)

REJECT preservice training
but ADOPT new standard on
nurse aide training for
employed staff. (Regulation)

REJECT - We should have no
authority over
private business'
management of private
pay residents.
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DGRA Recommended Response
fA-#__n W_-%^o

(7d) Record and confirm periodically
identity of legally responsible
persons to be notified of significant
events in life of nursing home
residents.

(7e) Add a new standard requiring facility
to permit resident participation In
life of facility.

(7f) Add new requirements to permit access
of ombudsmen and others to residents
during reasonable hours.

(8) Add requirements for adequate lighting,
noise control, and comfortable
temperature.

(9) Require facilities to hire at least
one full time social worker for
each facility with more than 100
beds.

Enforcement Requirements - Tab D

(1) Consolidate Medicare and Medicaid
survey and certification rules.

(2) Create flexible survey cycles (9 - 15
months) to decrease predictability

(3) Develop 2 survey protocols - one
for standard surveys and one for
extended surveys (increased resident
sample size) of problem facilities.

(4) Surveys should assess samples of
residents based on standard case-
mix categories.

ADOPT (Regulation)

ADOPT (Regulation)

ADOPT (Regulation)

ADOPT (Regulation)

REJECT - This is a
prescriptive/input re-
quirement that is not
in keeping with outcome
orientation of other
requirements.

ADOPT (Regulation)

ADOPT - ECFA recommends
6 - 18 month cycle.
(Regulation)

ADOPT (Procedures)

ADOPT - Dependent upon
research and testing before
case mix methodologies can be
used in practice.
(Procedures)

T-M 0-- - --------

-'-. '- . ..j

-w eenro
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IoM Recommendation BCFA Recommended Response
(Action Needed)

(5) Standard surveys should rely on
'key indicators' of quality of
resident life.

(6) Facilities performing poorly
on key indicators' should receive
extended survey.

(7) Surveys should rely heavily on

interviews and observations of
residents and staff.

(8) Specify uniform complaint
investigation procedures.

(9) Require facilities to permit
residents to participate in survey
entrance and exit conferences and
require facilities to post notice of
survey and invite further resident
comments.

(10) Facilities with demonstrated good
performance should be recognized.

(11) Survey protocols should reflect new
conditions of participation and
future revisions.

(12) Survey protocols should be tested

before implementation.

(13) A random sample of facilities should
receive an extended survey each year
regardless of compliance history.

(14) BCPA should improve State survey
performance, consistency, and
reliability through better training.

ADOPT - Dependent upon
continued analysis of data
from new Long Term Care
Survey Process. (Procedures)

ADOPT - Dependent on (4) and
(5). (Procedures)

ADOPT - Current HCFA
practice.
(Procedures)

ADOPT (Statute)

ADOPT (Procedures)

ADOPT - But HCFA rejects
'official' mechanisms.
(Procedures)

ADOPT (Procedures)

ADOPT - Current HCFA
practice.
(Procedures)

REJECT - HCPA direct look
behind surveys achieve the
purpose of this
recommendation.

ADOPT - Ongoing ECFA
initiative. (Procedures)
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IoY Reco--endat ion HCFA Recommended Response
(Action Needed)

(15) RCFA should pay 100 percent of State
survey agency costs for 3 years.

(16) ECFA should set qualifications for
surveyors, team composition, and
team size.

(17) Federal surveyor training efforts
should be increased.

(18) National data about survey operations
should be compiled and distributed.

(19) HCFA should (a) add Federal surveyors,
(b) schedule Federal surveys closer
to State surveys, and (c) fix
penalties for States that do not
follow Federally mandated survey
procedures.

(20) Integrate survey and certification
with inspection of care process.

(21) States should survey and certify
both Medicare and Medicaid facilities
except ECFA should survey and
certify all public facilities.

(22) NCFA should revise post-survey
procedures to make consistent
nationally.

(23) Increase range of options for
(a) State Medicaid intermediate
sanctions and (b) Federal use of
intermediate sanctions.

(24) Increase authority to sanction
chronic or repeat offenders.

(25) Make Medicaid appeals process more
stringent.

REJECT - 9CFA supports 50-50
cost sharing of survey
activity. (Statute)

ADOPT - Current HCFA
initiative. (Statute)

ADOPT - Current HCFA
activity. (Procedures)

ADOPT - (Procedures)

(a) REJECT
(b) ADOPT (Procedures)
(c) ADOPT (Statute)

ADOPT - Current HCFA
initiative. (Statute)

ADOPT - Except ECFA should
not survey public facilities
but should only certify
public facilities. (Statute)

ADOPT - (Statute)

(a) REJECT - State law
provides for ranges of
sanctions.
(b) ADOPT - Permit ECFA
to use intermediate sanction
with Federal look behind
authority. (Statute)

ADOPT (Regulation)

ADOPT - conform with Medicare
appeals procedures. (Statute)

n f -
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IoH Recommendation m1rA e.acomaenoeo aesponee
RUAr (commenaea Nespoese

(Action Needed)

(26) JCFA should strengthen State
enforcement capabilities - require
States use additional specialized
staffs.

Miscellaneous lequirements - Tab E

(1) Facilities should make public (a) all
inspection reports and (b) all cost
reports.

(2) Amend Older Americans Act re:
Ombudsman Program.

(3) Strengthen AoA leadership

(4) State survey agencies should have
agreements with State ombudsmen
programs.

(5) Should conduct study on acquiring
and using resident assessment and
and other data to facilitate
regulatory and policy development.

(6) bCFA should conduct study of benefits
of single vs. multiple occupancy
rooms in nursing homes.

ADOPT - Except HCFA believes
current resources sufficient.
(Procedures)

(a) ADOPT (Regulation)
(b) REJECT - State law
governs release of Medicaid
reports, and Medicare cost
reports are already
releasable for a small fee.

Administration on Aging (AOA)
lead.

AoA lead.

ADOPT (Procedures)

ADOPT - Current ECFA
initiative

3ZJZCT - This is not an
issue of Federal regulatory
involvement; appropriate
private industry study.
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Tab C - Nursing Rome Requirements

The IoM approached the Issue of nursing home care requirements with three
fundamental objectives:

o Combine the SNF and ICF requirements and focus on meeting the nursing
and other needs of the patient.

• Abandon the primary focus on surveying a facility's capacity to
produce quality health care ("process requirements) and focus on the
health care outcomes actually produced.

a Develop better objective measures of quality care so that subjective
(and inconsistent) survey findings are minimaied.

The recommendations relating to standards and conditions for nursing home
participation were laid out in Chapter 3 of the IoM study and are listed at
this tab, along with HCPA's proposed responses.
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(1) IoM Recommendation

The regulatory distinction between SN?. and ICFs should be
abolished. A single set of conditions of participation and
standards should be used to certify all nursing homes. The current
SNF conditions and standards with the modifications and additions
recommended (in the remainder of Chapter 3), should become the bases
for new certifying criteria.

Proposed Response

We agree that most conditions of participation should be applicable
to both SNFs and IC!s. However, our analysis of the IoM
recommendation that existing lCFs should meet all SNF conditions
(including those to be added by IoM recommendations and existing
conditions in revised form), would mean a significant increase In
requirements for current free-standing ICFs. If this were done,
there would be no real distinction between SNFs and ICFs, even
though the Congressionally intended distinctions between levels of
services would remain in the law.

Therefore, we recommend establishing a single set of requirements
for nursing homes but retaining certain distinctions between 1CFs
and SNFs in the regulations. For example, we would not require 24
hour nursing staff coverage in free-standing ICFs, nor would
statutory utilization review requirements for SNFs be applicable to
ICMs. We would also require patient assessments as the means of
determining resident needs and service requirements.

(2) IoM Recommendation

A new condition of participation on resident assessment should be

added. it should require that in every certified facility a
registered nurse who has received appropriate training for the
purpose shall be responsible for seeing that accurate assessments of
each resident are done upon admission, periodically. and whenever
there is a change in resident status. The results should be
recorded and retained in a standard format in the resident's medical
record.

Proposed Response

We agree substantially with this recommendation and propose to
create a new condition of participation called -lesident
Assessment,- which would require that the facility make both an
Initial assessment (to assure immediate attention) and a
comprehensive assessment within 2 weeks of admission. The
assessment would be re-evaluated and updated every three months and
when significant changes occur in the resident's status. We would
specify the basic information to be Included in the assessment.

We would not specify an RN to be responsible for the assessment for
two reasons:

o we do not propose to require RN staff coverage in ICF?, and
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o we believe that the facility is best suited to decide whether an
individual or a team or which other mechanism should be used to
accomplish the assessment so long as residents receive effective
functional assessments.

We also would not require a standardized assessment tool because no
single assessment tool has yet been recognized as the best or most
reliable. Facilities should have the flexibility to decide how they
will conduct the required functional assessments.

(3) 1aM Recommendation

The existing SNF conditions and standards should be rewritten in
accordance with the (following) principles and made applicable to
all nursing homes:

a. Address resident needs and the effects of care on them and the
performance of the facility in providing care rather than the
facility's capability to perform (outcome vs. process).

b. Be based on the best professional standards for providing high
quality of care and quality of life to nursing home residents.

c. Be clear and specific so that it can be understood by
facilities, applied consistently by trained surveyors, and be
legally enforceable.

d. Be internally consistent, logical, and comprehensive.

e. Include physical, mental, and social functioning; nursing care;
nutritional status; social services; physician care; psychological
care; pharmacy; dental care- environment; residents' rights;
emotional well being; personal choice; satisfaction; and community
interaction.

f. be sensitive to each facility's case mix, meaning the varistions
in the services required and outcome expectations for residents with
different needs found in one facility.

8. Not be unnecessarily burdensome on facilities.

Proposed Response

We concur with the principles and would apply them (consistent with
our response to Reconmendation (1)) to both revisions of existing
regulations as well as to proposed new conditions recommended by the
loN.
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(4) IoM Recommendation

A new condition of participation concerning quality of life should
be added to the certification regulations. The condition should
state that residents shall be cared for in such a manner and in such
an environment as will promote maintenance or enhancement of their
quality of life without abridging the safety and rights of other
residents.

Proposed Response

We concur in the recommendation and would create a new condition of
participation called -Quality of Life' that would require the
facility to ensure that residents receive care in a manner and in an
environment that maintains or enhances their quality of life in the
areas recommended by the IoM without abridging the safety and rights
of other residents.

(5) IoH Recommendation

A new condition of participation on quality of care should be added
to the certification regulations. It should state that each
resident is to receive high-quality care to meet individual
physical, mental, and psychosocial needs. The care should be
designed to maintain or improve the residents' physical, mental, and
emotional well-being.

Proposed Response

We agree with this recommendation and would propose to add a
condition of participation called "Quality of Care.' The condition
would require that each resident receive the necessary nursing,
medical, and psychosocial services to attain and maintain the
highest mental and physical functional status as possible, as
defined by the comprehensive assessment and plan of care. We would
include such standards as: Activities of Daily Living; Vision and
Hearing; Drug Therapy; Decubirus Ulcers; Accidents; Nutrition;
Urinary Catheters; Dehydration; Contractures; Special Nursing Needs;
and Psychosocial Functioning.

Each standard would be stated both in terms of desired positive
outcomes and the avoidance of negative outcomes. Enforcement would
relate the patient's actual condition to the comprehensive
assessment and plan of care.

(6) IoM Recommendation

The existing standard on residents' rights should be made into a
condition of participation. The condition should state that every
resident has certain civil and personal legal rights that must be
honored by the staff of the facility. Rights specified in this
condition as they pertain to a resident who has been adjudicated
incompetent in accordance with State law, shall devolve to the
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resident's guardian, or, if required by the State, a responsible
party. In cases where the attending physician determines that a
legally competent resident is incapable of exercising a right, the
conditions and circumstances shall be fully documented in the
medical record and shall devolve to a responsible party. The
following standards should be added to the rights condition:

a. All residents admitted to the facility shall be told that there
are legal rights for their protection during their stay at the
facility and that these are described in an accompanying written
statement. Reasonable arrangements shall be made for those who
speak a language other than English. At such time as the rights set
forth in this condition are revised, residents shall be given the

updated information. Further explanation of the written statement
of rights. shall be available to residents and their visitors upon
reasonable request to the administrator or designated staff person,

b. Each resident has the right to know the name, address, and phone
number of the State survey office, State or local nursing home
ombudsman office, and State or local legal service office. The

facilty shll pot suc ifrmtion n location accessible to
residents and visitors.

c. Each resident has a right to see written facility policies.
Facilities make policies available on request. Facilities shall
post State survey reports and plans of correction in a location
accessible to residents.

d. Each resident may inspect his/her medical and social records
upon request to the facility. The resident may request and receive
copies of the records at a photocopying cost not exceeding the
amount customarily charged in the facility's community for similar
services.

e. Each resident must receive prior notice of transfer, discharge,
and lapse of bed-hold periods. The facility must notify the
resident, resident's representative, and attending physician in
writing

(1) at least 3 days prior to the lapse of bed-hold periods,
2) at least 3 da_ aror to intrafaciliy transfers

(3) at least 4 days prior to discharge from the facility except as
specified in documented emergencies.

The notice must contain the reason for the proposed transfer, the
effective date, the location to which the facility proposes to
transfer the resident, a statement that the resident may contest the
proposed action, and the address and telephone number of the State
or local nursing home ombudsman.

f. Each resident, along with his/her family has the right to
organize, maintain and participate in resident advisory and family
councils. Each facility shall provide assistance and space for
meetings. Council meetings shall be afforded privacy, with staff or
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visitors attending only upon the council's invitation. A staff
person shall be designated responsible for providing this assistance
and for responding to written requests that result from council
meetings. Resident and family councils shall be encouraged to make
recommendations regarding facility policies.

g. Each resident has the right to meet with visitors and
participate in social, religious, and political activities at their
discretion so long as the activities do not infringe on the rights
of other residents. This includes the right to join others within
and outside the facility to work for improvement in long-term care.
The facility must permit each resident to receive visitors and
persons or groups on the resident's own initiative. Visitors must
be granted access to residents. The residents, however, have the
right to refuse or terminate any visit.

Proposed Response

We concur in this recommendation. We recommend that a residents'
rights condition of participation should state unambiguously that
each resident has a right to a dignified existence, self-
determination, communication with and appropriate access to persons
and services inside and outside the facility and that the facility
must assert, protect, and facilitate the exercise of these rights.
We propose that the standards in this section state clearly what the
residents' rights are.

(7) IoM Recommendation

A new condition of participation entitled 'Administration' should be
established. The following current conditions of participation
should be reclassified as standards under this new condition:
governing body and management, utilization review, transfer
agreements, disaster preparedness, medical direction, laboratory and
radiological services, and medical records.

Proposed Response

We concur with this recommendation, and in keeping with our overall
effort to reduce burdensome, prescriptive, and duplicative
requirements, we would further propose to revise the existing
conditions to make them more outcome oriented and to provide
facilities with greater flexibility in how they perform these
administrative functions.

(7a) ToM Recommendation

The current requirements for institutional planning and submission
of quarterly staffing reports should be eliminated in drafting the
new administration condition.

Proposed Response

We propose to eliminate these requirements.
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(7b) IoM Recomoendation

A new standard, nurse's aide training should be added to the
administration condition.- The standard should require that all
nurse's aides complete a preservice State approved training program
in a State accredited institution such as a community college.

Proposed Response

We propose to reject this recommendation. While we support
preservice training programs, we recognize that few preservice State
approved training programs exist, and if we required facilities to
hire only aides who have successfully completed this type of
training, the available employment pool would be drained and an
artificial shortage of aides would be created. As a compromise, we
will encourage States and the private sector to continue to develop
preservice training programs. At the regulatory level, we plan to
evaluate aides by their actual ability to perform necessary duties.
We believe that the pressure to provide adequate aide services will
stimulate both States and provider groups to better training
programs.

(7c) A new standard should be written under the administration condition
of participation that prohibits facilities that have signed a
Medicaid provider a reement from having different standards of
admission, tischarge, and service for individuals on the
basis of sources of payment.

Proposed Response

We propose to reject this recommendation. To the extent that
explicit conditions of participation are not spelled out in the law,
we are empowered only to impose regulatory requirements relating to
health and safety. Our conditions of participation are applicable
to all of a facility's patients; however, we do not believe it is
appropriate to expand our mandate to include establishing rules
which relate to the manner in which a facility conducts its business
affairs. Five states have enacted laws prohibiting discrimination
on the basis of source of payment, though no analyses have been
conducted to determine the effectiveness of these laws. To the
extent that States believe it is appropriate to impose requirements
such as those in this recommendation, we believe they may do so
under State law.

(7d) When the governing body and management condition is rewritten and
incorporated In the new administration condition, the current
standard -i- (Notification of chanses in patient status) should be
changed to require the facility to record at admission and
periodically confirm or update the identity of a Xuardian,
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conservator, or resident's representative to be notified in the
event of (1) care conferences; (2) changes in the resident's
physical, mental, or emotional status: (3) an accident involving the
resident; (4) change in billing; (5) change of room; (6) discharge
from the facility; or (7) changes in Federal or State residents'
rights. Notification should be timely.

Proposed Response

We agree with the recommendation.

(7e) A new standard should be added to the Administration condition that
would require every facility to develop and implement a plan for
regular resident participation in decision-making in the facilitZ s
operations and policies and for presentation of resident concerns.
Forms of resident participation can include, but are not limited to,
resident councils, regularly scheduled resident forums, resident
issue or program committees, and grievance committees. Facilities
should include existing resident councils and/or other resident
representatives in developing this plan.

Proposed Response

We concur in this recommendation.

(7f) Two new elements should be added to the governing body and
management standard as follows:

a. Certified nursing homes should be required to permit access to
the homes by an ombudsman (whether volunteer or paid) who has been
certified by the State. With permission of a resident or legal
guardian, a estified ombudsman should be allowed to examine the
resident's records maintained by the nursing home.

b. Any authorized employee or agent of a public agency, or any
authorized representative of a community legal services
organization, or any authorized member of a nonprofit community
support agency that provides health or social services to nursing
home residents should be permitted access at reasonable hours to any
individual resident of any nursing home.

Proposed Response

We concur with this recommendation.
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(8) Standard 5. other Environmental Considerations' in the Physical
Environment condition currently reads ". . . provision ia made for

adequate and comfortable lighting levels in all areas, limitation of
sounds at comfort levels. maintainin" a comfortable room temperature

It should be amended to add at this point. "that Is within

acceptable ranges of operative temperature and humidity for persona
clothed in typical summer or winter clothing for light, mainly
sedentary activities, as specified in the ANSI-ASHRAE Standard
55-1981." This is the standard prescribed by the nationally
recognized American National Standards Int itut Waivers may be
granted for existing facilities until such time as substantial
renovation takes place.

Proposed Response

We concur in this recommendation, especially since the loM
recognizes the need for waivers for facilities for which
retrofitting costs would be prohibitive.

(9) The present social services condition should be changed to require
that each facility with 100 beds or more be required to employ at
least one full-time social worker. Qualifications for this position
should be a bachelor's degree in social work, a master's degree in
social work, or some equivalent degree In an applied human services
field at the bachelor's level or higher as approved by the State.
Facilities with fewer than 100 beds or those in rural areas that
have made a good-faith effort and have been unable to recruit a
qualified social worker with the required credentials may substitute
a contractural arrangement with a community agency or with an
independent social work consultant. However, the HCFA should
establish a minimum level of effort for social services in exempted
facilities-for example, one day of consultation per week.

Proposed Response

We propose to reject this recommendation. Since we are implementing
an outcome oriented survey process, we believe that new regulations
should be outcome, rather than process oriented. Thus, we propose
to require facilities to ensure that the social services needs of
residents identified through comprehensive functional assessments
are met. We would leave to the facility how they would meet them.
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Tab D - Enforcement Requirements

Chapter 4 of the IoM's report dwells on the need to make changes in the
mechanics of the survey process as well as to revise the delegation of
survey responsibilities to avoid current problems at the State level.
Its recommendations relate to the consolidation of the survey process, an
increase in Federal activities and oversight, and an underlying change in
the government's approach to the process to emphasize enforcement rather
than assistance. Coordination of HCFA's efforts with other Federal
programs is also recommended.

Chapter 5 of the IoM's report continues with recommendations for altering
sanctions for poor performance in such ways as to increase the range of
penalties available in order to suit the purpose of compelling compliance
rather than termination. Recommendations also attempt to deal with the
health and welfare of patients in facilities which have not complied with
Federal requirements.

The recommendations from these two chapters and HCFA's proposed responses
follow.
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(1) IoM Recommendation

Medicare and Medicaid survey and certification process requirements
should be consolidated in one place in the Code of Federal
Regulations to promote consistency.

Proposed Response

We concur in this recommendation and would propose a new set of
certification rules applicable to both the Medicare and Medicaid
programs.

(2) IoM Recommendation

The timing of surveys should maximize the element of surprise; the
standard annual survey should be conducted somewhere between 9 and 15
months after the previous annual survey, with the average across all
acilitie h state remaining at 12 months. Additional

standard surveys also should take place whenever there are key
events, such as a change in ownershi. Independent of the survey
cycle, all facilities should be required to pass rigorous life safety
code and food inspections at regular intervals.

Proposed Response

We endorse this recommendation. We would propose a 6 to lB month
survey cycle. Facilities with poor compliance histories would be
surveyed between 6 and 9 months, and facilities with good compliance
histories would be surveyed between 15 and 18 months. This increases
the unpredictability range, and rewards the better performing
facility. Of course, more frequent, follow-up visits can be made as
needed.

(3) IoM Recommendation

Two new aurvey protocols should be designed and tested to implement
the new conditions and standards recommended in Chapter 3? a
standard survey and an extended survey, Both must be based on the
revised conditions of participation and standards.

Proposed Response

We concur with this recommendation. We believe that the
implementation of the new long term care survey process (often
referred to as the Patient Care and Services (PaCS) process) this
Summer will effectively achieve the objectives of this recommendation
in the context of current regulations. The new survey process is
client centered and outcome oriented, depending upon the assessment
of the care provided to a sample of residents. While we do not have
data to establish criteria for deciding when a facility should
receive an extended, rather than a standard survey, we can expand the
survey sample of residents to make it as large as we need to make a
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full and accurate assessment of the care provided residents. When we
implement the recommendations relating to revised conditions of
participation, we will tailor our long term care survey process to
the new conditions.

(4) loM Recommendation

Both standard and extended surveys should assess samples of residents
stratified by standard case-mix categories. Case-mix definitions.
and the procedures and sample sizes required to attain a prespecified
level of precision, should be established by the HCFA.

Proposed Response

We concur with this recommendation, yet the data base necessary for
the full implementation of a case-mix methodology for use in surveys
is still years away. Research in case-mix methodology Is on-going in
a number of States, and HCFA is financing research, as well.

We have contracted with Brown University's Long-Term Care Gerontology
Center to perform two separate studies that will impact on the
methodology for selecting a sample of residents during the survey
process.

As resident assessment data accumulates and the case-mix methodology
is tested and refined, we would propose to adopt the tools for use in
helping us do a better job in performing surveys. We believe also
that the development of resident centered, outcome oriented
conditions of participation (as outlined in Chapter 3) as well as the
new long term care survey process will facilitate greatly the
integration of a case-mix methodology once it is fully available.

(5) IoM Recommendation

The standard survey should rely on 'key indicators" of quality of
resident life and care that would be prescribed by the RCFA. These
key indicators would measure poor resident outcomes and other
resident and facility conditions that might be caused by
noncompliance with the Federal conditions and standards and should be
investigated further by the survey agency.

(6) IoM Recommendation

Facilities that perform poorly on key indicators of quality of
resident care or life should be subjected to a full or partial
extended survey, depending on the range of problem areas discovered.
the purpose of the extended survey is to determine the extent to
which the facility is responsible for the poor outcomes due to
noncompliance with the Federal conditions and standards.

Proposed Response

We support these two closely related recommendations, and would
propose they be adopted fully when we implement new conditions of
participation for SNFs and 1CFs. We believe HCFA'a new long term
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care survey process already emphasizes review of many of the key
indicators suggested by the IoM report (e.g., dehydration,
contractures, decubitus ulcers, unexplained weight changes), in
addition to its more process-oriented features such as the drug

review and the dining and eating assistance observation. we also
intend to develop national and regional norms for each key indicator,
controlled for case-mix, that can be used in making compliance
decisions when this type of data becomes available. However, we
believe that the current state of knowledge makes it inappropriate to
limit the standard survey process only to the review of key
indicators.

The PaCS survey also requires the routine examination of a number of
areas that would not be included in the IoM report's standard survey
protocol (e.g., review of drug administration, dietary programs, meal
presentation, eating assistance, nursing staff levels). We intend to
conduct testing with an abbreviated version of the PaCS survey which
would closely resemble the key indicator standard survey envisioned
by the IoM. The eventual national implementation of such a screening
survey, with triggering to a more process oriented survey based on
key indicators established by HCFA will depend on: (1) the results
of the testing and (2) the availability of case-mix data and
performance norms for key indicators on a national basis.

(7) IoM Recommendation

Quality assessment in the survey process should rely heavily on
interviews with, and observation of, residents and staff, and only
secondarily on paper compliance," such as chart reviews, official
policies and procedures manuals, and other indirect measures of
actual care given and resident outcomes.

Proposed Response

We agree with the IoM's assertion that the residents themselves
should be the focus of attention and that the quality of resident
care is best determined by direct observation and contact between the
surveyor and the resident and the surveyor and the caregiver. The
new long-term care survey process was predicated on this belief.

(8) IoM Recommendation

The HCFA should require States to have a specific procedure and
sufficient staff to properly investigate complaints.

Proposed Response

We agree with this recommendation and would propose to amend Section
1902(a) of the Social Security Act to require that the Medicaid State
Plan require the State survey agency to abide by any complaint
procedures and reporting requirements as may be established by the
Secretary. Besides establishing uniformity among the States, it
would eliminate existing differences between Medicare and Medicaid
complaint investigation requirements and procedures.
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(9) IoM Recommendation

The RCFA should incorporate in its survey operations manual the
following additional procedures to be followed by surveyors in
addition to interviews with those residents sampled for the survey
protocols:

o At the beginning of the survey, surveyors should meet briefly
with members of the facility's resident council or with a group
of willing and capable-residents to elicit general information
about services and resident satisfaction as well as to identify
any areas of particular concern.

o Resident representatives should participate in the part of the
exit conference where deficiencies are cited and the plan of
correction is discussed.

o At the close of the survey, the following notice should be
posted in a location accessible to residents and visitors:

'The (State survey agency) completed its regular
certification survey of (facility name) on (date)
Anyone wishing to provide additional information may
contact the (State survey agency) before (date)

(address)

(phone) -

Proposed Response

We concur with this recommendation and would propose to implement It
quickly simply by changing our instructions to the States; no
statutory or regulatory changes would be needed.

(10) IoM Recommendation

In addition to exempting good facilities from extended surveys, ways
should be explored to commend superior performance.

Proposed Response

We agree that we should train surveyors better to emphasize the
positive aspects of surveys, and we agree in principle that
facilities should be commended for good performance, but we do not
support formal, government sanctioned programs of public
recognition. The quality of care in a facility can change rapidly,
or incidents can occur that would contrast sharply with a government
commendation, leading to criticism. We believe that the efficacy of
the PaCS survey process is such that continued participation in HCFA
programs should ultimately be a key indicator of the facility's
quality of care.
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(11) loM Recommendation

The new survey protocols, including the forms, procedures, and
guidelines used by surveyors, should be designed in accordance with
the revised and amended conditions and standards recommended in
Chapter 3, and they should be revised as the conditions and
standards are changed in the future.

Proposed Response

It logically follows that if the conditions of participation are
changed, survey protocols and possible procedures should be changed.

(12) loM Recommendation

All survey protocols (instruments and procedures) should be tested
so that they are capable of yielding reliable and consistent results
when used by properly trained surveyors anywhere.

Proposed Response

It has always been our policy to require testing and evaluation of
experimental survey protocols. For example, the new long term care
survey process underwent repeated testing prior to Its
implementation and will continue to be evaluated and further refined
as data is assessed based on national use. The consistency with
which surveyors apply the survey protocol has been and will continue
to be an integral element of all evaluation designs.

(13) IoM Recommendation

A sample of facilities should be subject to an extended survey each
year. Information from this sample-should be used to validate and
improve the standard survey.

Proposed Response

We propose to reject this recommendation. Assuming that other loM
recommendations concerning variable survey cycles and the
development of key indicators which would trigger more extensive and
frequent reviews are adopted and implemented, survey agencies and
HCFA will have ample data to provide information on how to improve
the standard survey. The further imposition of a required sample of
extended surveys will only add to the cost of surveys and the
workload of surveyors without an appreciable contribution to our
knowledge about how to improve the survey process.
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(14) ToM Recommendation

The HCFA should require the State agencies to implement a program to
develop and support consistent and reliable surveys. This program
should be based on effective training and monitoring of surveyor
performance to reduce inconsistency.

Proposed Response

We concur in this recommendation, but believe that our current,
ongoing training effort, especially as it relates to our new long
term care survey process, is responsive to this concern.

(15) IoM Recommendation

Title XIX of the Social Security Act should be amended to authorize
100 percent Federal funding of costs of the nursing home survey and
certification activities of the States. This authority should be
extended for 3 years, after which time a Federal-State matching
ratio should be reestablished. The HCFA should develop a standard
formula for distributing funds to the States under this authority so
that each State is funded on an equal basis in proportion to its
Federal certification workload.

Proposed Response

We propose to reject this recommendation. The Federal government
paid 100 percent of survey costs during the early years of
development of effective State survey and certification systems
(1972 - 1980). The purposes of the original full funding schedule
have long since been realized - each State has a fully operational
and effective survey and certification program. Reducing the
Federal share is the best way to ensure the efficient and effective
use of both Federal and State survey funds through sharing of costs
on an equal basis. We have already submitted a legislative proposal
to accomplish this change. There is an issue of efficiency,however,
and RCFA is administratively Improving the method by which It
allocates its Medicare survey funds to the States, which will
improve the efficiency with which States use their survey funds.

(16) IoM Recommendation

The HCFA should revise its guidelines to make them more specific
about the qualifications of surveyors and the composition and
numbers of survey team staff necessary to conduct adequate
resident-centered, outcome-oriented inspections of nursing homes.
At a minimum, every survey team should include at least one nurse.
For use on extended surveys, the survey agency should have
specialists on staff (or, in small States, as consultants) in the
disciplinary areas covered by the conditions and standards (for
example, pharmacy, nutrition, social services, and activities).
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Proposed Response

We propose to accept this recommendation in part. We agree that we
need to ensure that States have sufficient, qualified staff to
perform satisfactory surveys; however, we believe that the States
are best able to determine their own staffing needs. We would favor
a statutory change allowing HCPA to require specific team
compositions and qualifications in those States HCFA finds are not
performing their survey responsibilities properly.

(17) IoM Recommendation

Federal training efforts and sup ort of State-level training
programs should be increased, especially during the period of
transition to the new survey process, and during the implementation
of the new resident assessment condition of rticipation.

Proposed Response

We concur with the recommendation in principle. We believe that the
Federal role In surveyor training and in support of State level
training programs is important and vital, but we disagree that the
effort needs to be increased in quantity through increased staff and
appropriations, and we plan to continue with improvements that can
be made within existing budget contraints. During FY'86, for
example, we will have trained over 550 surveyors in our basic
training course. HCFA staff routinely serve as instructors in
training courses and as consultants to State surveyor training
programs. We have developed innovative training programs that
involve computer assisted instructional modules that have been
distributed nationally. We have experimented with teleconferencing
as a means of increasing participation in training at significantly
lower costs. In summary, HCPA currently aggressively engages in
training activities and supports the States in their own training
efforts as well.

(18) IoM Recommendation

National data about survey operations and results, and from any
experiments and demonstrations sponsored by the HCFA or the States,
should be collected, analyzed and disseminated by the Federal
government to facilitate continued improvement in survey methods.

Proposed Response

We agree with this recommendation, but believe that our current
efforts to gather and disseminate information are satisfactory. We
routinely collect and analyze survey data and disseminate aggregate
survey results to the HCFA regional offices and from there to the
States. We have also provided the States with summaries of the
evaluation findings from the testing of the new survey process. The
collection and analysis of survey results will be one of our primary
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means of assessing the effectiveness of the new survey process. We
will make every effort to keep the States and interested public
informed of both survey results and our evaluation of the new survey
process.

(19) loM Recommendation

The HCFA should increase its capabilities to oversee State survey
and certification of nursing homes and to enforce Federal
requirements on States as well as facilities by:

o adding enough additional Federal surveyors to each regional
office to ensure that the random sample of nursing homes
surveyed each year in each State is large enough to allow
reasonable inferences about the adequacy of the State's survey
and certification activities;

o schedulin -look behind' survey so that valid comparisons can
be made oftefnig fFdral and State surveys; and

o amending Title XIX of the Social Security Act to authorize the
HCFA to withhold a portion of Medicaid matching funds from
States that perform inadequately in their survey and
certification of nursing homes.

Proposed Response

We agree with the recommended results but propose to reject the
recommendation concerning hiring more Federal surveyors. Assuming
that other recommendations concerning administrative improvements in
how Federal staff resources are allocated are adopted, we believe
current staff levels in the regional offices are sufficient to carry
out the recommendations for improved Federal oversight of the
SNF/ICF enforcement process. Improvements In the process itself
(e.g., implementation of the new long term care survey process),
coupled with improvements in State survey and certification efforts
will increase the overall effectiveness of the oversight function.
We schedule Federal surveys more closely to State surveys through
management changes; no regulatory changes are needed.

We concur with the third recommendation and would propose that we
amend the Social Security Act to authorize withholding of FFP if the
Secretary determines that: (a) a State plan does not conform to
State plan requirements, or (b) the State survey agency, under
contract with the State Medicaid agency, is not adhering to
regulatory or statutory State plan requirements. FTP may be
withheld in an amount of not more than 10 percent of the State's
total VFP the first year, following the Secretary's determination
that the State is not following survey and certification procedures,
and not more than 20 percent the following year if compliance still
has not been achieved. If compliance has not been achieved by the
State after two years, the Secretary will halt all payments. This
proposal would provide an intermediate sanction that could be used
in lieu of disallowing all matching funds to a State.

73-435 - 87 - 33
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(20) IoM Recommendation

The inspection-of-care function should be carried out as part of the
new resident-centered, outcome-oriented survey process. But
individual resident reviews should be required for a sample of
residents (private-pay as well as Medicaid) rather than for all
residents (although individual States may elect to continue 100
percent reviews.

Proposed Response

We concur with the recommendation and would propose statutory
changes to accomplish it.

(21) IoM Recommendation

The respective roles and responsibilities of the Federal and State
governments should be realigned as follows:

o The States should be responsible for certifying all Medicare and
Medicaid facilities (except State institutions) according to
Federal requirements.

o The ECFA should monitor State performance more actively and be
responsible for conducting surveys of, and certifying,
State-owned institutions directly.

Proposed Response

We agree with the recommendation that the States assume certifying
authority in the Medicare program as well as the Medicaid program,
but we disagree with the recommendation that HCFA should assume
survey and certification responsibility for all public facilities.
Rather, if Federal surveyors find public facilities that have
substantial deficiencies, these facilities must be surveyed by
independent professional surveyors approved by the Secretary and the
facilities would then have to be certified by HCFA before being
allowed to participate in the program: We would propose amending
the Social Security Act to effect these changes.

(22) toM Recommendation

The RCFA should revise its guidelines for the post survey process.
Revisions should include:

o specifying that survey agency personnel not be used as
consultants to providers with compliance problems;

o specifying how to evaluate plans of correction and what
constitutes an acceptable plan of correction;

o specifying the circumstances under which onsite follow-up visits
may be waived;
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o specifying circumstances under which formal enforcement action
should be Initiated, and how actions should be taken; and

o requiring that States have formal enforcement procedures and
mechanisms.

Proposed Response

We generally concur in these recommendations. The statutory change
noted in recommendation (20) would enable us to carry it out.

(23) 1oM Recommendation

The Medicaid authority should be amended to authorize a specified
set of intermediate sanctions on chronic or repeat violators of
certification regulations. The HCFA should develop detailed
procedures to be followed by the States to deal with such
facilities. Procedures should include, but not be limited to:

o ban on admissions,
o civil fines,
o receiverabip, and
o emergency authority to close facilities and transfer residents.

Proposed Response

We propose to reject the recommendation for more Federal sanctions.
We believe that States are best able to determine how to sanction
nursing homes short of termination. As the loM pointed out, many
States already have in place a wide range of sanctions. We propose
to adopt the recommendation that the Secretary be allowed to ban
admissions resulting from Federal Medicaid look behind surveys

(24) IoM Recommendation

The Medicaid statute should be amended to provide authority to
imp se sanctions on chronic or repeat violators of certification
regulations. The HCFA should develop detailed procedures to be
followed by the States to deal with such facilities. Procedures
should include, but not be limited to:

o the authority to impose more severe sanction.
o a requirement to consider a provider's previous record before

certifying or recertifying, and
o the responsibility to obtain satisfactory assurances prior to

recertifying, that the deficiencies that led to a termination
will not recur.

Proposed Response

We propose to adopt this recommendation by regulation.
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We propose to adopt the recommendation that facilities be made to
provide more substantial assurances of compliance before readmission
to the program. Minimal waiting periods would be established.
These would be regulatory changes.

(25) IoM Recommendation

The Medicaid Statute should be amended to make the appeals process
on sanction, rticularly decertification less permissive. The
RCFA should issue regulations and guidelines to implement this new
authority.

Proposed Response

We propose to adopt the recommendation that the appeals process be
made more stringent. This could be accomplished by amending the law
to make the appeals procedures for facilities which the Secretary
determines do not meet requirements for participation in Medicaid,
but do not pose an immediate and serious threat to the health and
safety of residents consistent with termination procedures under
Medicare (Section 1866). This proposal would establish consistent
Federal policies for Medicare and Medicaid. It would also improve

the effectiveness of Federal enforcement efforts.

(26) loM Recommendation

The HCFA should strengthen State enforcement capabilities by:

o requiring States to commit adequate resources to enforcement
activities, including legal and other enforcement-related staff;

o requiring survey and certification survey agency staffs to
include enforcement-related specialists, such as la wers,
auditors. and investigators, to work as part of special survey
teams for problem situations and to help support enforcement
decision-making;

o including more training in investigatory techniques, witness
preparation, and the legal system in the basic surveyor training
course; and

o providing Federal training support for State survey agency and
welfare agency attorneys in nursing home enforcement matters.

Proposed Response

We concur with the loM recommendation in principle, and propose to
increase our training efforts in this regard, but we disagree that
we need more financial and staff resources to do so. We believe
that increased training efforts will address this issue properly.
We also believe that States have a responsibility to expend funds
and efforts in improving their enforcement activities as well,
especially since nursing homes are typically licensed by the State
as well as certified for participation in the Medicare and/or
Medicaid programs.
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Tab Z - Miscellaneous Kecoamendatious

Chapters 6 and 7 contain a variety of recommendarions relating to areas
either not directly connected with HCFA's mission or not related to the
regulatory and enforcement activities described in Tabs C and D. These
items are noted at this tab, along with ECFA's comments.



1028

(1) IoM Recommendation

The HCFA should require States to make public all nursing home
inspection and cost reports. These documents should be required to
be readily accessible at nominal cost to consumers and consumer
advocates, including State and local ombudsmen.

Proposed Response

We agree. Survey materials are already public documents and States
should not make it difficult to obtain them. We would propose
regulatory revisions that would require the States to make survey
findings readily available to residents and consumer advocates, as
well as the public at large.

Costs reports under the Medicare program are already available from
HCFA regional offices for a small fee, so no further requirements are
necessary. We propose to reject the recommendation that HCFA compel
States to release Medicaid cost reports since State law already
governs the release of financial information about State expenditures.

(2) IoM Recommendation

The Older Americans Act should be amended to

o establish the ombudsman program under a separate title of the act;

o increase funds for State programs by authorizing Federal-State
matching formula grants for State ombudsman programs. The
formula should provide each State with a minimum annual budget in
the range of $100,000 (1985 dollars) plus an additional amount
based on the number of elderly residents in the State. The
Federal-State matching ratio should be two-thirds Federal to
one-third State funds;

o establish a statutory National Advisory Council composed of State
ombudsmen, State and local aging agencies, provider and consumer

esentatives State regulators health care rofessionals
(physicians, nurses, administrators, social workers), and members
of the generalublic to advise on administration, training,
program priorites, development, research, and evaluation;

o authorize State-certified substate and local ombudsmen, including
trained, unpaid volunteers, access to nursing homes, and, with
the permission of the resident, to a resident's medical and
social records;

o authorize public legal representation for ombudsman programs;

o exempt the ombudsman programs, including substate ombudsmen who
are supported by funds from the State ombudsman program, from the
anrilobbying provisions of OMB Circular A-122.
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(3) IoM Recommendation

The Secretary of HHS should direct the Administration on AUing (AoA)
to take steps to provide effective national leadership for the
Ombudsman Program. At a minimum the Commissioner of AoA should
designate a senior full-time professional and some supporting staff
to assume responsibility for administering the program. Priority
should be given to establishing a national resource center for the
program that would develop, in consultation with State programs, an
information clearinghouse, training and other materials to assist
States, and guidance to States on data collection and analysis. The
center should advise on establishing program priorities, and sponsor
research and evaluation studies.

Proposed Response

HCFA has no reponse to these two recommendations since they concern
the activities of the Administration on Aging in the Office of Human
Development Services.

(4) ToM Recommendation

The HCFA should require State long-term-care regulatory agencies to
develop written agreements with State ombudsman programs covering
Information-sharing, training, and case referral.

Proposed Response

We propose to adopt this recommendation, and have begun preparation
of a model letter of agreement. No statutory or regulatory changes
would be necessary to implement this recommendation.

(5) IoM Recommendation

The Secretary of HHS should order a study to design a system for
acquiring and using resident assessment data to meet the legitimate
and continuing needs of State and Federal government agencies. The
Secretary als should order a study to determine the needs for other
data about nursing homes that would facilitate regulation and policy
development. This study should recommend specific ways to collect.
analyze, and publish or otherwise make such data publicly available.

Proposed Response

HCFA is already involved in studying many of the issues detailed in
this recommendation. For example, HCFA's Office of Research and
Demonstration (ORD) has contracted with Brown University to conduct a
longitudinal study of case-mix outcomes and resource use in nursing
homes. ORD is also organizing a 5-State, 5-year study to examine
whether assessment data obtained through a case-mix reimbursement
system can be used to monitor individual resident care and the
overall quality of care of individual nursing homes. In the context
of the Tab C and D changes we agree are necessary, these studies are
adequate to meet the program needs. We do not feel that it would be
cost-effective to commission any additional studies at this time
relating to system design or additional data needs.
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(6) IoM Recommendation

The HCFA should commission a study of the costs and benefits of
single-occupancy rooms compared to multtple-occupancy rooms in
nursing homes. The study should be designed to obtain data about the
effects of single rooms on the quality of life of various types of
nursing home residents. The study should be completed within 2 years
after it has been authorized. It should contain recommendations for
the desired proportions of single- and multiple-occupancy rooms in
nursing homes. It should recommend required proportions in future
new construction and major remodeling of existing buildings.

Proposed Response

We propose to reject this recommendation. We believe that any study
of this issue would reveal that some would prefer private rooms and
some would prefer roommates. The mix of private and multiple
occupancy rooms is not a proper Federal determination. Market forces
(including the level of Federal subsidy) and local needs should
dictate this mix. It would be more appropriate for the private
nursing home industry to undertake.



1031

/ DEPARTMENT Of HEALTH & HUMAN SERVtICES Ha.th Ca,. Finong AdoiT.1aoOn

X, s3~~~~~~~~~~~~~2s S-crw 3y x,
DEPARTMENT Baltmuce MOt 21202

This letter vent to addressees on attached list.

ns. VVle, "unley
Legislative Analyst
American Association of Homes for the Aging
1129 20th Streat, *W.
Suite 400
Washington, D.C. 20036

Dear Us. IAnley:

we recently completed revised procedures and guidelines related to the
new long term care eurvey process. In order to get as ouch feedback as
possible on the new process, we are forwarding the following document.
for your review snd coument:

1. Draft procedural guidelines for the SYl/ICF survey process section
of the State Operations Manual (SON).

- includes a recommended survey team model

2. Draft care guidelines for the Appendix of the Sor.

t 3. Report on comprehensive study of survey tea composition.

lal 4. Brown University report on long-term care. survey evaluation

When finalized. items I and 2 above will replace the SlF/ICf survey
procedures that are currently in the SON.

Coents are being requested from groups that represent a variety of
perspective, including practitioners, providers, consumers, end
surveyors. Hast of the instructions contained in the procedural and care
guidelines were developed with the benefit of public coenta. so we do
not expect extensive conts. We note, however, that the instructions
for selection of the resident eample for in-depth review have been
revised in connection with Information provided in the Brown report.
We hews also given direction for ascertaining when further development
for adverse action (other then imediste and serious threat) is warranted

We ere particularly interested in your coments on the resident sampling
procedures. If you have ideas for modifications to these procedures, we
encourage you to submit them along with suggested language for the
instructions.

In order to avoid delays in publishing the SOn issuance, we have enclosed
both the procedural and coregSuldelines even though the care guidelines
are in rough draft form. If we learn that major problems do exist, we
will bold a meating with representatives from all interested groups.

[N] [HOTE These documents are omitted from the record for brevity.]
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page 2 - Ks. EvVie Nunley

Peaso forward your coemnt. and uggestione to = at 6325 Security
Blvd., Room 2 D 2 Naidow Rest Building, haltimure. Nryland 2120 by
October 31.

Sincerely yours,

Sharon Harris
Acting Director
Office of Survey and Certification
Health Standards and Quality Bureau

1Kn losureg
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Skilled Nursing Facility and Intermediate Care Facility (SNFIICF) Process

OVERVI EN

Use this survey process for all surveys of SNFs and ICFs. (This process

is not to be used for ICF/MR or Swing Bed Hospital Surveys.)

A complete LTC facility survey essentially consists of three

components--Life Safety Code requirements; admInistrative and procedural

requirements (Part A of the SRF) and direct resident care requiremients

(Part B of the SRF).

A. Life Safety Code (LSC) Survey--The LSC surveyor applies the

particular edition of the Code applicable to each facility, either in

conjunction with or separate from the activities of the other surveyors.

(See SON 2470 et al.)

B. Part A of the SNF/ICF Survey Process--This supplements Sections

Z700-2736. as appropriate. Use form HCFA-525 for this portion, which

consists of a review of the organizational and procedural requirements

from all of the applicable ConditionslStandards. Part A includes the

following types of requirements for both SNFs and ICFs:

o written administrative and resident care policies

o bylaw and other documents that govern the organization of

the facility



1034

Page 2

o written agreements with outside resources

o staff qualifications and written staff development programs

o committee meetings and reports

o disaster preparedness and other written plans

C. Part 5 of the SNFI/ICF Survey Process--Use form HCFA-519 for

this portion, which includes the requirements from all of the applicable

Conditions/Standards/Elements that are directly related to resident

care. It focuses on the actual provision of care and services, as well

as resident outcomes. Part B includes dietetic services requirements.

for example. that address the actual preparation and frequency of meals.

The facility s written policy governing meal hours, on the other hand, is

not reviewed in this portion of the survey because this type of

requirement--written resident care pollcy--:s covered in Part A.

USE OF PART A--INITIAL SURVEYS ONLY

Use Part A of the SNF/ICF Survey Report Iform HCFA-525i for Initial

surveys only. A FiCFA determination of compihance. based on documented

examination of the written policies and procedures and other pertinent

documents during tne initial survey, will establish the facility's

compliance status with Part A requirements until otherwise demonstrated.
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A. Effect of Part A on Resurveys of Participating facilities--Part

A-will not be used for resurveys of participating SNFs and ICFs. Those

facilities will be determined to meet the administrative and procedural

requirements based on their history of compliance (initial survey). This

does not preclude citing deficiencies pertaining to administrative and

procedural requirements when uncovered incidental to a Part B survey. To

assure continued compliance with the administrative and procedural

requirements, however, each facility, at the time of recertification,

must complete an affidavit attesting that no substantive changes have

occurred that would affect compliance. The affidavit language is

included on the form HCFA-1516, Request for Certification in the Medicare

and/or Medicaid program. Each facility must also agree to notify the

State agency (SA) immediately of any changes in its organization or

management which may affect Its compliance status.

In those instances where the SA receives information that there have been

substantial changes in a facility's organization and management:

0 Do not initiate a new Part A survey. but review the

identified change to ensure compliance with regulations

That is. review the changes in written policies,

procedures. licensure, personnel qualifications.

agreements, committee structure, etc. Request copies, if

they weren't submitted.
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o Determine, through the Part B survey, vhether the changes

have had an adverse effect and resulted in deficiencies.

o If deficiencies are found:

- cite them on the form HCFA-2567; and

- If Justified. apply the appropriate sanctions based

on the Part B findings.

If no deficiencies result, yet the facility did not report the change(s).

annotate the change(s), and remind the facility to report in the future.

USE OF PART 8

Use Part B of the Survey Report (form HCFA-59) for all types of SNF and

ICF surveys--initial, recertification, follow-uo, complaints. etc. Thus.

each SNF and ICF will receive a Part B survey no less often than annually.

A. Complaints--A full Part B survey need not be performed for

every complaint. The nature of the complaint will dictate the scoDe of

the survey/investigation. If the complaint alleges substandard care in a

general fashion. pei form a full Part B survey If the complaint is of a

more specific nature. such as an allegation of improper medications.

perform an appropriate partial Part B survey. In this case, the drug

pass and a review of selected medical records would likely be appropriate.
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B. Re-Survey-Follow-up Visit--Let the nature of the deficiencies

duictate the scope of the follow-up visit. Use appropriate sections of

Part B to follow-up on the cited deficiencies and plan of correction. A

complete Part B re-survey will be needed in rare instances. If the

deficiencies are so widespread that a full Part B survey Is needed, a

question would arise as to the effectiveness of the prior survey.

C. The Seven Survey Tasks in the Part 8 process are:

Task 1. Entrance Conference

Task 2. In-depth. Integrated Tour and Selection of Resident Sampli

Section A - Resident Needs

Section B - Physical Environment

Section C - Meeting with Resident Council Representatives

Section 0 Selection of Resident Sample

Section E - Tour Sumnmatlon and Focus of Remaining Survey

Activity

Task 3. Observation/Interview/Medical Record Review of Each Sampleo

Resident

Task 4. Drug Pass Observation

Task 5. Dining Area and Eating Assistance Observation

Task 6. Formulation of Deficiency Statement (if necessary)

Task 7. Exit Conference
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Task 1. Entrance Conference

Perform these activities during the entrance conference in every

certification and recertification survey:

l. Introduce all members of the team to the facility staff

present at the entrance conference.

2. Explain the SNF/ICF survey process as resident centered In

focus, and outline the basic steps.

3. Ask the facility to complete page 2 of form HCFA-519

(Resident Census) as soon as possible so that the information can be

available for your subsequent tasks.

4. Ask the facility to post signs announcing that State

surveyors are in the facility performing an inspection" and noting the

location where the surveyors are available to meet with residents in

private. Place the signs in readily viewed areas (at least one on each

floor). Handwritten signs with legible large printed letters are

appropriate.

5. If the facility has a Resident Council. make arrangements

to meet with the president and officers privately
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6. Wear identifying information at all times during the

survey.

7. Inform the facility that resident Interviews will be held

privately in order to enhance the development of rapport as well as to

allay any resident anxiety. Tell the facility that information gathered

from resident or Resident Council interviews is always balanced with

Information from the tour. observations, discussions and records review

as well as information given by facility officials. Point out that the

facility will be given an opportunity to respond to all findings.

Task 2. In-de th lnteerated Tour

Purpose

The purpose of the tour is to:

1. Focus on resident-specific and resident-centered areas of

care and treatment;

2. Assess the types and patterns of care delivery present

within a facility;

3. Focus on physical environment requirements; and
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Forms

For these tasks, use these forms:

HCFA-521 - Tour Notes Worksheet

HCFA-519 page 2 - Resident Census and Conditions of Residents

General

Allow approximately 3 hours for the in-depth tour. A hign quality

or very small home may take less time; a poor quality or very large home

may take more time. Use your judgment to determine the pace and depth of

the tour.

While touring, converse with residents. famniy members/significant

others (if present), and staff. Ask open-ended questions in order to

confirm observations, obtain additional information, corroborate

information, or prose deeper as needed, e.g., accidents, decubitus

ulcers, and special diets

Respect the confidentiality of information provided and privacy of

the residents, particularly in your timing and techniques for information

gathering. Above all, do not disrupt the operations of the facility or

impose upon any Tesident
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Be alert for facility-wide or unit-wide Patterns of care that are

questionable and record any findings on form KCFA-521 Tour Notes

Worksheet. Questionable patterns of care that can be readily identified

through general observation are in these areas:

- grooming and personal hygiene;

- social/emotional needs: and

restorative nursing needs

When recording observations about care and resident conditions, use

an identifier other than name (eq.. Resident #1632) on the Tour Notes

Worksheet.

Pursue leads and develop further as warranted. Should you find, for

example. a soiled, bloodied and .malodorous dressing on a resident, focus

on areas of staff assistance, clinical techniques and infection control.

Scrutinize, too, for other instances of this nature.

Section A--Resident Needs--Focus on each resident's needs, ana

whether or not those needs are being met. Resident needs may be

physical, emotional. social, psychological, or spiritual.

Scan each resident for the following while touring:

--Personal Hygiene. Grooming. and Appropriate Dress
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--Position

--Assistive and Other Restorative Devices

--Rehabilitation Issues

--Functional Limitations in ADL

--Functional Limitations in Gait, Balance and Coordination

--Hydration and Nutritional Status

--Infection Control

--Resident Rights

--Activity for Time of Day (appropriate or inappropriate)

-- Emotional Status

--Level of Orientation

--Awareness of Surroundings

--Behaviors

--Cleanliness of Immediate Environment (wheelchair, bed, bedside

table, etc.)

--Odors

--Adequate Clothing and Care Supplies as well as Maintenance an:

Cleanliness of Same

Observe interactions between staff and residents as well as between staff

members. These interactions can provide insight into matters such as

resident rights, and assignment of staff responsibilities.

In addition to scanning individual residents, focus on assessing the

residents as a group. looking for overall patterns and trends of care.
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For example, you might discover as you scan individual residents, that

three-quarters of them are wandering aimlessly, sit and look into space

or otherwise appear bored. Several of these instances would raise

questions about patient activities programs.

As another example. you might note that several staff members do not

protect each residents privacy. That is, they do not appropriately robe

and cover a resident being transported to the shower room or they change

a resident's clothing with the room door open. A series of these

incidents would show a pattern of disregard for resident rights

Section B--Review of the Physical Environment.

When you observe a resident's room and auxiliary room, keep In mind the

physical environment requirements. You need not document physical

environment on the Tour Notes Worksheet. Instead, you may note these

findings directly on the Survey Report Form in the remarks section.

Section C--Meetinq With Resident Council Representatives.

If a facility has a resident council, meet with the representatives.

Introduce all the team members and explain their disciplines as well as

the purpose of the survey. Also indicate your interest in learning about

the strengths of the facility in addition to any complaints or

shortcomings. Indicate that this meeting is one part of the information

gathering. The findings have not yet been completed nor the conclusions

formulated. See section on interviewing
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Use this meeting to:

1. ascertain problems. if any. from the consumer's

perspective:

2. gather additional information about any patterns of care

considered questionable by a surveyor:

3. obtain additional information or ieads.

Likely concerns of the residents are,

1. Cleanliness and Atmosphere in the Facility

2. Nursing and Medical Care

3. Personal Care

4. Attitudes, Treatment, Dignity

S. Rights and Choices

6. Food

7. Activities

Conduct the meeting in a manner that allows for comments about any aspect

of the facility. Use open-ended questions such as:

"What is best about the cleanliness of this home' What is

worst? What would you !Ike to change'
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What do you like about the medical care in this home? What

don't you like? What would you like to change?"

In order to get more detail, use questions such as: Can you be more

specific? Can you give me an example? Tell me what you mean. What can

the rest of you tell me about this?'

Above all. conduct the meeting so thatsthe information and priorities

come from the residents. If you wish to obtain Information about a topic

not raised by the residents, use an approach like the following:

'Teil me what you think about the food here. What would make

It better?'

What would you like changed? What don't you like? What do

you like?"

Section D--Selection of Resident Sarmple.

The resident sample selection Is to be performed in a random fashion.

The percentage of residents from the population selected for the sample

depends on the number of beds In the facility. State agencies may decide

how the random selection will occur, such as every fifth resident from a
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listing of names or room numbers. starting at the end of the list and

counting back Whatever you devise, consider its usability for small as

well as large facilities and use the same method for all selections of

resident samples.

Determine the number of residents

following guide

Number of Beds

in Facility

Fewer than 60 beds

60-120

in the sanple according to the

Number of Residents

to be Selected

252 of the resident population

202 of the resident population

015 of the resident populationMore than 120 beds
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In conducting SNFIICF surveys. State agencies must include an overall

average of 20 percent of the total SNF/ICF resident population in the

resident sample. Thus,

Number of residents selected for in-depth review = 20%

Number of total SNF/ICF resident population

Section (--Tour Sunmation and Focus of Remaining Survey

ActivIty.

When the in-depth tour is completed discuss findings with team members

and refocus as necessary. Transcribe Tour Notes onto the Survey Report

Form in the Remarks column under the appropriate rule. Tour notes do
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not necessarily indicate the presence of a deficiency. It is Important

to transfer them to the Survey Report Form because findings from a later

Segment in the survey or gathered by another surveyor may combine to

substantiate a deficiency You need not check met' or not met at this

point in the survey.

Complete the listing of residents selected for in-oeptn review on the

worksheet labeled "Residents Selected for in-depth RevIew" (form

HCFA-520).

During the remainder of the survey, continue carrying "Tour Notes"

worksheets in order to note findings as appropriate. Continue to observe

all residents in the facility as well as those of the random sample.

noting whether their needs also are being met. Sunmarize the issues at

the completion of each survey task. For example, at the end of the tour

you may conclude that overall, residents were clean and well groomed with

restorative needs met: however, resident rights and appropriate

activities were lacking for some residents. Transfer these findings onto

the Survey Report Form in the "Remarks" section under the appropriate

rule.

Task 3. Ooservation/lnterview/ieoical Record Review (OIRR) of Each

Resident in the Random Sample.

Perform the in-depth review of the resident sample in order to ascertain

whether the facillty is meeting the needs of each resident. Evaluate
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sDecific indicators for each resident, utilizing the 'Observation,

Interview, Record Review (OIRR)Y worksheet, (HCFA-524). Perform In-depth

observations concurrently with interviews of residents,

family/significant others, and staff interviews. Findings from these

tasks will provide direction for the medical record review.

Perform the in-depth interview In a nonthreatening. and noninvasive

fashion so as to decrease anxiety and defenssveness. Follow the

procedures in section Interview Procedures--General. The

open-ended approach described for use in meeting with the Resident

Council (see Section C, Task 2) is also appropriate for the in-depth

interview. If an otherwise capable resident does not want to be

interviewed, honor the resident's wishes. 0o, however, perform the other

activities of this task (observation and record review) for this and any

other resident who declines an interview If less than 40 percent of the

residents in your sample are alert and willing to be Interviewed, replace

each resident that declines an interview and perform a complete OIRR for

each one.

The length of the interview will vary based upon the condition and wishes

of the resident and the amount of information supplied by the resident.

The average interview, however, should last approximately 15 minutes.

Courteously terminate an interview whenever a resident indicates

inability or unwillingness to continue.
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Some of the residents in the sample cannot be interviewed as reliably or

as In-depth as others due to mental/physical conditions. Others will not

be able to communicate at all. For those residents. observe the resident

for level of awareness and orientation, types of behaviors. etc., and

reconcile with staff and medical record review to assess whether the

facility meets the resident's needs.

Observe and ask staff questions about the care and treatment rendered to

residents as well as the technique and frequency. This information can

corroborate findings from the medical record review and contribute to

solid documentation.

Include the following areas In the observation/interview of all residents

in the sample:

- Activities of Daily Living

- Grooming/Hygiene

- Nutrition/Dietary

- Restorative/Rehabilitation Care and Services

- Activities

- Social Services

- Resident Rights
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Based upon your observations of the resident's needs, gather information

about any of these additional areas. as appropriate. These include:

- Bowel and Bladder Training

- Catheter Care

- Restraints

- Injections

- Parenteral Fluids

- Tube Feeding/Gastrostomny

- Colostomy/Ileostomy

- Respiratory Therapy

- Tracheostomy Care

- Suctioning

- Other

Also be aware of poor resident outcomes and special care needs when

observing and/or interviewing residents in the sample. Consider the

examples provided below:

Potentially Poor Outcomes Speclal Care Needs/Treatments

Odors Intravenous/Blood Infusion

Progressive muscle weakness Coma
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Inappropriate dress

Urine puddles/wet linens

Catheter bag on floor,

unclean

Urine not clear/dark, bloody

Unresponsiveidrowsiness

Withdrawal/depression

Poor skin integrity/sensation

Decubitus ulcer

Contractures

Edema

Lack of cleanlinessipoor

grooming

Disorientation/aggressive/disruptive

/inappropriate behavior

Incontinent

Need for assistance in ADLs

(restorative nursing)

Bedfast/wheelchair bound

Rehabilitation services

Vision, hearing, speech impairments

Recent return from hospital or new

admission to facility

Diabetes

Restraints

Wounds/dressing

Foley catheter
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LaCk of mobility with Isolated residents

equipment

Inability to transfer

Underwelght/overwelight/

emaclation/signs of Paralysis

mal nutr It ion

Spasticity, abnormal motor patterns

Dehydration

Swallowing difficulty

Fractures

Accidents

Document information obtained from the interview/observatlons on the OIRR

Worksheet. Record in the Notes section whatever information you will

need to specifically recall a residents response (e.g. information to

support a deficiency).

After completing the osservation/interview activities, begin the record

review. Note: you may prefer to initially perform the record review.

complete resident/staff observations and interviews. and finally, return

to the record for any final unresolved Issues. Either method is

acceptable and left to the judgment of each surveyor. Whenever possible,
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complete one resident s observation/lnterview/medical record review and

document the OIRR before moving onto another resident. Depending on

staff and resident schedules, there will be instances when almost all of

the OIRR tasks are completed except for isolated matters such as

observing a special treatment or talking to a specific staff member. In

that case, move onto another resident before completing the review of the

prior resident.

The resident record review is a two-Dart process. First. reconcile the

observation/interview findings against the record to determine If (1) a

proper assessment has been performed; (2) a plan with goals has been

developed: (3) the interventions have been carried out: and (4) the

resident has been evaluated to determine the effectiveness of the

interventions. For example. If a reside t has developed a decubitus

ulcer while in the facility, record review can validate staff and

resident interviews regarding the facility's attempts at prevention

Second. reconcile the record against itself. That is, determine if the

resident has been properly assessed for all his/her needs. Also.

evaluate the record to insure that normal and routine nursing practices

such as periodic weights, temperatures. blood pressures. etc.. are

performed as required by the resident's conditions Include in this

record reconciliation a few closed records to ascertain whether transfers

and discharges were properly documented.
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thus, in the record review ascertain whether (I) appropriate assessments,

planning. interventions, and evaluations indeed occurred, and (2) the

records are sufficiently documented for routine nursing practices.

Facilities. however, need not establish specific record areas stating

Assessment, Plan", "Intervention", or Evaluation" in order for the

documentation to be considered sufficient.

Document your findings on the OIRR Worksheet, as appropriate: summarize

the findings that are indicative of problematic or substandard care.

This summary Is helpful In determining the adequacy of care on a

case-by-case basis Be alert for trends or patterns of questionable care

developing as the number of completed OIRR Worksheets increases. Do not

transfer data from the OIRR worksheets to the Survey Report Form until

all of the OIRR worksheets are completed and summarized.

Examine the findings of the sample as a whole.

- If the various problems in care or outcomes are related to a

particular standard or Condition in 25 percent to 49 percent of the

residents in the sample. this suggests a compromised capacity by the

facility to meet the nealth and safety requirements for

participation in Medicare/Medicaid. In this situation, select

another random sample of equal size and perform another IORR to

ascertain the pervasiveness of the care and outcome problems. If

problems in care/outcomes related to a particular standard or

73-435 - 87 - 34
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condition are present in 50 percent or more of the residents in both

semples. develop and document for termination and follow the appropriate

termination procedures in the section on adverse actions (section 3000

ff.)

- If the various problems In care and outcomes are related to a

particular standard or condition in 50 percent or more of the sample

(initial sample only), do not select an additional sample. Consider

the problems so pervasive that they warrant adverse action.

NOTE: The problems related to a particular standard or condition could

range from Identical (e.g., meals not in accordance with dietary plan) to

different but related (e.g. nursing services--lapse in care provided to

two residents with catheters. one resident with contractures, three

residents with poor hygiene and one resident with restraints).

If the situation in a facility warrants termination based on immediate

and serious threat to patient health and safety, follow the procedures in

section 3010 and related instructions. Cease further documentation of

deficiencies.

Task 4. Drug Pass Observation

The Drug Pass Otservation provides first hand observdtion of the actual

preparation and administiation of medications to residents. For this

activity, use form HCiA- 522. 'Drug Pass" Worksheet. You need not
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evaluate nurses notes or medication admsinistratlon records for probable

drug administration errors. Through observation, you can ensure that the

finding are definitive. Deficient practices cannot be dismissed by

claims that errors are merely In-the documentation rather than in the

administration.
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Delegate the drug pass observation to only one surveyor who will observe

aDproximately 20 residents. Residents selected for the in-depth review

need not be included In the group chosen for the drug pass; however,

their whole or partial inclusion is acceptable. Use your judgment as to

the selection of timeframe and staff observed. Refer to SO" Appendix N

for specific information on how to conduct and evaluate this portion of

the survey.

Transfer findings noted on the Drug Pass worksheet to the Survey Report

Form under the appropriate rule.

Task S. Dining Area and Eating Assistance Observation

Because meal times are focused events during which the care of many

residents can be observed, they are valuable in ascertaining how well the

facility meets resident needs, particularly those requiring eating

assistance. In addition to observing dining areas, observe residents who

have their meals in their rooms.

For this task, use the worksheet entitled Dining Area and Eating

Assistance Observation (form HCFA-523). Observe two meals and use one

worksheet for each meal. If you prefer to show more than one meal

observation per worksheet, clearly delineate the information gathered

about each meal observed. Use your own discretion as to which mealls) to

observe. Give particular care to performing observations as
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nonobtrusively as possible Chatting with residents and sitting down

hearby may help alleviate resident anxlety over the observation process.

Select a minimum of five residents during each meal observation to

compare meals served with the diet card and physician orders. Expand the

sample if there are questions about diet and/or diet orders for any

resident in the sample, but focus only on the specific areals) in

question. Cease sampling when you have enough information to cetermine

whether the care is or is not oroper. As in other segments of the

survey, enlarging the sample helps to clarify whether the questionable

situation is an exception or the routine. It also supports a

determination of adverse action, If any, with solid documentation.

Residents receiving improper care should be reported to the facility.

Cite any deficiency under the requirements for therapeutic diets.

The dining observatirir also provides information on a wide range of

nondietary issues. These include such items as staff interaction with

residents, prompt and aopropriate assistance, adaptive equipment usage

and availability, as well as dress and hygiene appropriate for meals.

Ascertain how well the facility assesses, plans, and evaluates the

nutritional care of residents and eating assistance needs by reviewing

in-depth the sample of i0 or sore residents. As with the other survey

tasks, transfer the findings noted on the Dining & Eating Assistance

Observation" worksheet to the Survey Report Form.
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Task 6. forming the Oeficienc_ Statement

The Survey Report Form must contain information about all the findings of

the survey. Be Sure to transfer to the SRF all data from the tour, drum

Pass observation, dining area & eating assistance observation. as well as

in-depth review of the sample of residents. You may record the findings

in the Remarks section rather than marking met or not met," if desired

Meet as a group in a pre-exit conference to discuss the findings and make

conclusions about the deficiencies, subject to information submitted by

facility officials that ameliorates the situation. (This supplements

section 2724.) Review the summaries/conclusions from each task and

decide whether any further information and/or documentation Is necessary

to substantiate a deficiency. This is a good point from which the

pre-exit conference discussion can embark. (This supplements section

2722.)

Analyze the findings on the Survey Report Form for the following:

1. Severity--A finding directly related to the healtn,

safety, and welfare of a residents may be an isolated occurrence.

However, because it is threatening tne resident s emotional or ;nysical

well-being, that finding alone may warrant the issuance of a deficiency.

For example, a resident may nave experienced a change in physical

condition that was not acted uoon in a timely or appropriate fashion by
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the facility, and complications developed that threatened the resident's

physical and emotional well-being. Even though this may be an Isolated

Instance. the severity of the situation and the effect upon the

resident's well-being may warrant issuance of a deficiency.

2. Frequencv of occurrence and/or the presence of patterns--

For example. 2 of 10 residents in the sample display upper extremity

contractures that are assessed and have current plans for appropriate

intervention; however, that intervention is not occurring. The threshold

at which frequency of occurrence equals a deficiency varies from

situation to situation. Two out of 10 may be considered a deficiency

On the other hand, after discussion with facility officials, you may

conclude that lack of intervention was warranted under the particular

circumstances.

3. Ade uacn of documentation--Review the adequacy of the

explanatory statements for the findings on the Survey for each broad area

reviewed. e.g. Nursing Service, Dietary, etc. For example. the findings

on worksheets indicate that the food service delrvery is disorganized,

resulting In cold food being served. Have the findings on the worksheets

been transferred to the Survey Report Form? Has all data been

transcribed i.e. food temperatures with the tine and date? Are there

any comments from residents or staff to transcribe for substantiation?.

etc.
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4. Combinations of problems--Combinations of problems in care

such as poor grooming of a number of residents. lack of ambulation of a

number of residents, lack of attention to positioning, poor skin care,

etc., can yield a deficiency in nursing services just as 10 out of 10

residents receiving poor care for decubiti yields a deficiency.

Additionally, be alert to Certain other indicators that would follow from

this deficiency in the provision of care itself. For example. a

deficiency for Insufficient staff should result if you note care problems

and also note that available staff are busy but, in sDite of their

efforts, are not meeting the needs of the mix of residents. At the same

time, a deficiency for supervision could result if surveyors note lack of

care and aides sitting around the nursing area generally unoccupied

throughout the duration of the survey. Finally, a deficiency for

training could result if tne provision of inappropriate care is observed

and discussion with staff revealed that training courses were not

provided, or the training was provided, but implemented inappropriately.

however, the surveyor would not review the facility's training records in

this situation.

S. Level of deficiency (element, standard, or

condition--Decide if the findings are of sufficient severity, frequency.

and substantiation to warrant the issuance of a deficiency at the level

of element, standard. or condition.
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When this analysis is complete, proceed with writing a deficiency

statement. See section 2728 for Instructions on the preparation. Also

see section 3016 regarding documentation.

In accordance with your Agency's policy, present the Deficiency Statement

and Plan of Correction (HCFA-Z567), if needed, on site or after

supervisory review. Wnile the names of residents should not be

indicated, it is important to be specific In the documentation. Sample

Items from a deficiency statement follow. Note the format--data Drefix

tag and regulatory citation, followed by a summary of the deficiency, and

supporting findings. When the data prefix tag does not repeat the

regulation, also include a short phrase that describes the prefix tag

(e.g., F1l7 decubitus ulcer care).

D. Deficiency Statement

1. F75, F76 SNF 405.1121(k)--Each resident is not treated

with consideration, respect, and dignity, and the resident's right to

privacy during treatment was not always provided for as evidenced by the

following:

On 10/23 at 10:00 a.m. the nurse was obsetved applying a wound

dressing to Resident #1620's inner thigh while the resident sat in

her wheelchair in her room with the door open and no screening used.
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On 10/23 at 9:30 a.m. staff members were observed entering Resident

#16)11s room without knocking on the door orlor to entering. They

gave no reason for being in the room and did not close the door when

they left.

On 10/23 at 10:30 a.m.* a custodian was observed entering Resident

#16135s room. While the resident was reading the newspaper, the

custodian turned on the radio, ooened the bureau drawer, removed

tissues because the custodian had a cold.

On 10/23 at 12.00 Noon a staff member standing and feeding resident

#1625 was overheard to say 'hurry up. hurry up.

2 SNF 405.1123(b) -- Each resident in the SNF has not had a

physician's visit at least once every 30 days for the first 90 days after

admission. Resident #1602 has not been seen by a physician since she was

admitted 50 days ago. Her condition has deteriorated since that time

(formulation of decubitl, infections).

3. F113 Provision of nursing services sufficient to meet

nursing needs all hours of day.

1114 Treatments. medication and diet as prescribed.

1115 Daily personal hygiene

F116 Care to prevent skin breakdown

F117 Care to promote healing of decubitus including proper

dressing
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H118 Restraints ordered by physician, applied properly,

and

released every 2 hours

F122 Infection control techniques

F123 Proper nursing and sanitary procedures and techniques

SNF 405.1124(c) -- The facility did not provide 24 hour

nursing services to meet total nursing needs as evidenced by the

following examples in the areas of grooming. appropriate dress, Infection

control, and proper care to prevent deformities. aecubiti, and improper

medication administration.

On 10/23 at 11:00 am., Resident #1641 was noted to be up in the

lounge in his wheelchair dressed in his own clothes, but feet were

bare.

On 10/23 at 10:45 p.m.. Resident #1629 was noted to be up in a

geri-ehair in the activity room, dressed only in a gown and socks

with her legs only partially covered by a lap robe. No shoes/nor

robe.

Resident #1602 has Stage Ill and Stage IV decubitus ulcers on the

outer aspect of her left ankle and dorsum of foot (1 x 1' and 1.5

X i") This resident has unmet needs resulting in skin breakdown.

nutritional problems. poor personal care, and infection. Resident's
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hair oily and uncombed. Lips dry and cracked. Skin reddened on elbows

and between knees, open area on left hip (pea sized). These were not

assessed or acted upon by nursing staff. Found in bed with head of bed

rolled up. Resident slid down to foot of bed. No footboard. No pillows

for positioning. Urine smell in room. Purulent and odorous drainage

from foot decubiti and sacral decubitus (2 112 cm. xx 3 1/2 cm deep). No

wound cultures done. On 10/24 RN noted to not wash hands before or after

decubitus care. Laid the soiled dressing on overbed table next to

sterile dressing and later disoosed of the used dressing In the

wastebasket In the resident's bathroom.

Resident #1609 on 10/23 at 10:00 a.m. was observed with unkempt

hair. bath blanket for lap robe.

Resident #1613 restrained in geri-chair for three hours without

release on 10/23. At end of three hours, resident had episode of

urinary incontinence.

Resident #1621 noted on 10/23 to have assistive device for dressing

which was broken 10 days ago Reported to staff, but no word from

staff as to when it will be repaired.

Resident #1606 being ambulated by one nursing assistant on 10/23 In

hallway wearing socks, but no shoes.
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Resident #1611 on 10124 was noted dressed in a faded dress with

spots of dried food noted on it, sweater buttoned unevenly, not

wearing stockings, bra, or slip. Undershirt showing at neckline.

Facial hair evident. Dirty untrimmed fingernails. Skin flaky, dry

lips. Sores on arms, stress incontinence, and leg bruises.

Task 7. Exit Conference

This supplements the instructions in Section 2724. The purpose of the

exit conference is to inform the facility of survey findings and to

arrange for a plan of correction, if needed. However, before formally

citing deficiencies, discuss any allegations or findings that. for a

variety of reasons, could not be substantiated in earlier tasks in the

process. For example. if Information Is gathered that suggests a newly

hired R.N. is not currently licensed. ask the facility officials to

present current licensure Information for the particular nurse in

question.

Keep the tone of the exit conference consistent with the character of the

survey process--inspection and enforcement. Tactful, business-like.

professional presentation of tne findings and determination of compliance

or non-compliance with the regulatory requirements is of paramount

importance. Although deficiency statements continue to depend on

surveyor professional judgment. sucport your conclusions with

resident-specific examples (Identifiers other than names). Refer to the
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section ( ) on Role of the Surveyor" for discussion of the

limited function of consultation.

PLAN OF CORRECTION

This supplements section 2728. Explain to the facility that your role is

to Identify care and services which are not consistent with the

regulatory requirements, rather than ascertaining the root causes of the

deficiencies. (See section _ .) Each facility is expected to

review its own care delivery system. Following the exit conference, each

facility is required to submit a plan of correction that identifies

necessary changes in operation that are believed to assure correction of

the cited deficiencies. Plans of correction specific to residents

identified as examples of improper or inadequate cafe are acceptable only

where the deficiency is determined to be unique to that resident and not

indicative of a possible systemic problem. For example, an aide Is

absent so residents John Jones and Mary Smith are not ambulated three

times that day as called for in their care plans. A plan of correction

that says ambulate John Jones and Mary Smith three times per day. is

not acceptable. Rather, this deficiency Is indicative of a systemic

problem--staff scheduling and supervision. An acceptable elan of

correction would explain changes made to the facility's staffing and

scheduling in order to guarantee that staff is available to provide all

necessary services for all residents. it is incumbent on the facility

not only to show intent to correct the deficiency, Dut describe or

demonstrate how it will correct the deficiency.
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Acceptance of the plan of correction does not absolve the facility of the

responsibility for compliance snould the isipleusentation not result in

correction and compliance. Acceptance should be considered as the State

agency's acknowledgement that (I) the facility has a reasonable approach

for correcting the deficiencies: and (2) compliance is expected.

PAPER FLOW AND FOLLOW-UP

When the exit conference is completed, the State survey agency retains

the various survey worksheets as well as the Survey Report Form. Forward

the deficiency statement to the HCFA regional office. Follow the

procedures in sections 2762-2766. as appropriate.

For follow-up on plans of correction, ascertain tne corrective status of

all deficiencies cited on the HCFA-2567 and follow the applicable

procedures in sections 2732-2776 Re-evaluate tne specific types of care

provided to residents that were identified as deficient. If the

deficiencies continue to exist, consider the facility's status as

non-compliant, and follow the applicable procedures in Part III Adverse

Actions.

INTERVIEW PROCEDURES--GENERAL

Because this survey process focuses on direct Patient assessment. be

mindful of the physical and emotional well-being of the residents
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Assure that each resident is interviewed by only one interviewer, in

private. and no more often than once per day.

At each interview:

1) Introduce yourself.

2) Address the resident by name.

3) Explain in lay terms the reason for your visit (e.g., assure the

health and safety of the residents).

4) Briefly outline the process--entrance conference, tour, interviews,

observations, review of medical records, resident interviews, exit

conference.

5) Mention that the selection of a particular resident for an Interview

is not meant to imply that his/her case is substandard or that the

facility provides substandard care.

6) Assure that you will strive for anonymity for the resident and that

the interview is used In addition to medical records, observations.

discussions. etc.. to capture an accurate picture of the treatment

and care provided by the facility.
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7) When residents evperience aifficulty expressing themselves;

- avoid pressuring residents to verbalize

- accept and respond to all comnunication

- ignore mistakes in word choice

- allow time for recollection of words

- encourage self-expression through any means available

8) When interviewing residents with decreased receptive capacity

speak slowly and distinctly

- speak at conversational loudness

- sit within the resident's line of vision

9) While prolonged time expenditure Is not usually a worthwhile use of

resources or the resident's time, do allow time at the~beginning of

the intervIew to establish rapport. Performing the above six

actions should help to accomplish this aim

101 Listen to all resident Information/allegations without judgment. "I

see" is a non-judgmental response. "What a terrible way to run a

nursing home" is not appropriate. for each allegation must De

corroborated. Moreover, information gathered in a subsequent

activity of the survey may well reoudiate the allegation.
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FORIS UTILIZATION

Utilize the forms for this process in an interrelated fashion. Use the

Survey Report Form for skilled as well as intermediate care facilities.

Regulations provided on the survey form should be applied In the

following manner:

o Freestanding Skilled Nursing

Facility (SNF)

o Freestanding Intermediate

Care Facility (ICF)

o SNF Distinct Part of a Hospital

o ICF Distinct Part of a Hospital

o Dually Certified SNFIICF

o Freestanding SNF with ICF

Distinct Part (Regardless of

the proportion of SNF and ICF

beds. the facility type Is

Apply SNF regulations.

Apply ICF regulations.

Apply SNF regulations.

Apply ICF regulations.

Apply SNF regulations and

442. 346(b).

- Apply SNF regulations for SNF

unit.

- Apply ICF regulations for ICF

distinct part.
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determined by the higher level

of care. Therefore, LTC

facilities with distinct parts

are defined as SNFS with ICF

distinct parts.)

- Apply both SNF and ICF regula-

tions for shared services

(e.g.. dietary).

- If the same deficiency occurs

in both the SNF and ICF

components of the facility.

cite both SNF and ICF

regulations.

WORKSHEETS AND FORMS GUIDE

Use the form HCFA-519 for all SNF and ICF initial and recertification

surveys. Use the form iCFA-525 for all initial surveys of SNFs and

ICFs. See Exhibit 63 for the list of documents in the certification

packet. In addition, a guide for using the worksheets follows:

Instructions

Face Sheet

( HCFA-525

and

HCFA-519)

Resident

Census

--Complete all areas with the assistance

of the facility.

Anount

One

-- Submit with complete survey packet.

--Complete all areas with the assistance

of the facility.

One

Title
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(HCFA-519.

page 2) --Each total within the blocks of

descriptive information regarding

residents is to equal 100i of the

resident census. except the block

in the lower right hand corner of

the second page.

--Submit with complete survey packet.

Tour Notes --Utilized by all surveyors in facility One or more

(HCFA-521) oer survey

--Maintain notes regarding resident

findings at any time while in the

facility. Physical Environment

findings need not be noted on this

form. They may be documented

directly on the Survey Report Form.

--Each surveyor transfers problems

found to Survey Report Form under

appropriate rule in column labeled

"Explanatory Statements,.

--Maintaln in State office.
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Residents Selected --Completed by surveyor who performs One

for In-Depth Review the random sample.

(MCFA-520)

--Fill out name (e.g., Mrs. MH

or identifier of resident.

--Maintain In State office.

--Completed by surveyor while

observing the drug pass.

Two or more

--Findings transferred to survey

report form under appropriate role

in column labeled "Explanatory

Statements'.

--Maintain in State office.

Observation/

Interview/

Record Review

(HCFA-524)

--Completed by surveyor(s) while observing One per

and interviewing the residents in the resident

random sample.

--Under ADL Section, check box if

assistance is needed.

Drug Pass

Worksheet

(KCFA-522)
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--For the remaining sections, check

if condition or problem exists.

Leave blank If applicable to resident

but Is not a problem. Use NA if not

applicable.

--The record review portion Is completed

separately from the Interview/observation

time. Complete as the surveyor reconciles

observation/interview findings with the

record and the record against itself.

--Complete the observation/interview/record

review on a resident-by-resident basis.

drawing together a summary of problematic

findings or conclusions. and noting that

sumrmary in the 'Notes section.

--Transfer negative findings and conclusions

to survey report form under appropriate

rule in column labeled "Explanatory

Statements. All information regarding

each resident need not be transferred.

Instead the note may read See OIRR for

resident # _ re poor catheter care.
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--Maintain in State office.

SURVEY TEAM

The survey ream for the SNF/lCF survey should consist of no less than two

nor more than four members. If the bed size of the facility is greater

than 200 and the duration of the survey is greater than 2 days.

additional members are acceptable. At least one registered nurse must be

on the team. The disciplines of the additional members are at the

discretion of each State agency, as appropriate to a facility's

compliance history.

Use the following survey team model:

SNFIICF Survey Team Model

Average on site time per survey: 60 person hours (Number of

surveyors X number of hours on site)

2 members: At least one RN plus another RN, a dietitian or a

pharmaci st.

3-4 members, In addition to the two members of a two-member team

described above, one or two members of any discipline such as a social

worker. sanitarian, etc.
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S or more members If the facility has over 200 beds and the survey

will last more than 2 days

Select additional disciplines needed to complete each survey, based on

the facility's performance history. Utilize dietitians and pharmacists

to the maximum extent possible.

ROLE OF SURVEYOR

The primary role of the surveyor is to assess the quality of care

provided by a health care facility. In performing Medicare/Medicaid

survey activities, the surveyor is charged with ensuring that the

facility is in compliance with all the conditions of participation as set

forth in the Federal Code of Federal Regulations. The surveyor's

responsibility is to advise the facility management of deficiencies

identified during the course of the survey and to ensure that appropriate

action is taken to correct the deficiencies. As such, the survey process

is properly characterized as an inspection and enforcement process.

Included in the inspection and enforcement role is a consultation

function. Among the surveyor's resoonsibilitles both during and after

the onsite visit is the identification of deficiencies in accordance with

specific regulatory requirements in an effort to assist the provider or

supplier in complying with deficient conditions. This identification and

communication of the deficiency to the provider or supplier is referred
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to as "consultation in the regulations (42 FR 405.1903(a)). This type

df consultation. however. does not in-lude professional technical advice

on how a specific deficiency might be corrected. It is HCFA s policy

that facility operators, who are in business to provide a certain type of

health care, should be fully qualified to independently manage and

operate their institutions in accordance with good business practice. f

a facility needs the services of a professional consultant to advise them

on business or health related matters then they should undertake to hire

one. Surveyors should not provide such consultation since budget

allocations to the States for surveyor staffing resources do not Include

funding for consultative services. Also. the surveyor's Tole as

inspector and enforcer may be compromised if the surveyor approves plans

of correction that accommodate only the surveyor s suggested remedial

action and do not necessarily address the real problem. While the

facility operator might find it easier to simply adopt the surveyor's

suggestions, there is no assurance that the surveyor has found the real

root cause of the deficiency. For example, if a surveyor in a nursing

home learns that residents are being served cold meals. it is not the

surveyor's responsibility to determine the root cause (e.g , lack of aide

training in food service, meals not properly cooked, food warmers broken.

etc.). Rather, the surveyor should simply indicate that food is being

served cold. The facility management should determine what caused the

problem and Submit a pian of correction to address it. The surveyor. on

returning to the facility for a followup. should not look to see if the
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facility has taken the action indicated on the plan of correction, Dut

Should rather make a determination based on interview and observation

that the food, In fact, is not being served at the proper temperature.

Finally, while surveyors should never function as consultants, and should

not delve into the facility's policies and procedures to determine the

root cause of a deficiency, surveyors should point out an obvious Problem

that has surfaced either during the survey itself or at the exit

conference. For example, a surveyor should point out that he or she

noticed that the temperature control on a food warmer device was set at

an improper level.

08268
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restraisted
residents observed
by stafl?

Observe aflect on
residets, Do JUs
see -hat _aJ h
si0ts Of o'"-
itedication?

-110, .,Len is this
ohseroed?

o Mat in the facility polcy re:
restra ints'

o Mt i -onsidered an re, rgenfy
need for restraints'

o t.at is the aoSt coon rea'on for
use of restraints'

o i1o Ton try any aternatine
oeatores before using restraints?

O Mhat inforsaton do you gino the
physician to help hiu wahe the
detision to order restrainls'

-Resodgots stonld o tat do yOU routinely do foe the
be f'retree resident when JOn periiiala
ontal £ physial release the restrints'
abuse.
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ntiidted
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0
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in the nediral record that no

.a ir-ratnwe is anyrOnriate

in aporopriale drug reginn
renien shunld be sunaunted on
the nnsident

Osur obh-rnalioys should shov
Jinteraction helonen renidents
and stIal t io hO. e nee; in

su iituations. ' irt
tension and hostility.

DOes the diug regiee renen indtcaId Stalf should step int
approoriate _se of psynhoactue titnstionuhere one resident
druqs a be asing anot ire

On progress notes and Ctae plans by Resident should feet free to
all discipl ines ho. a' naring. 'nr toupla rs It n

oncorned attitude? Ctoslaints are noted in
accords or on renord rnie.

are there resideet runolaints ohi nl'
dncuisented? o

.es dents should seento onlort
What is the resolution of these Ale It relating hon they aee
noplaintsI treated?

.-u

00cc



ltsG IE4ho CARE SUPVr.Y

III R.. - j tECORD RLYIL | D.E.t.H.h.l rOmlll | ftNt fOBlSERVATIN IN'tERVII DOG

'Obs-ee idter- AiL.Enten
actions belnW e
1tdll & residents p Do you feel that yes ae treated
for indinotiens as a northwiie. adult 'edarodoal
of respect, nor-
soderattuo, e Are you gi'en the opeortoolt to
dig-tty aod i.6- ke choices cm poor lif emithio
oidsat ty the tan ty' .e o .are a1 res

idents put to trd' at the s
-Obseese for evid- tome?
ennc of resoieut Wfe pec are being cared for, a
negleot. ridns yeauc lothe

left floori r
feses oct'eot o 00hat i'S the deoree o pr'ocCy aI
oteanog respect you renn'.r

'flew do stiff
inflros enter a
residenlts ronl or
00 behird a
oriracy (urta'0

-Are pr i'acy o Do yeu bet oa'nrtaht. tha i If
curtains used or the door to rOu roonsflosed
doors shut when staff ill knork or other-ise
personal care make their presene known helore
needs and/er entry'

rendered' o Do you hpve a proa le etace to
mke telephooe calls'

-are there areas
'or -rsidentn 00
he atone or meet
so private pith

Do 00_ see
residents being -Are your medical . enerds and
gisen choices ir condition kept cofildential'
mary aspenis of
their l'ves-, e . Cao endo s.e your reCord ilfhen
ohere to at ehee yOu asI
to get "p. L Vat
to near. oiac o has an ivnfonrac ioo abut eoiar
eed o-tions 0o condilio- been g1en to sorene
tote etc ? outside p0 the focitoy vithout

I ~~~~~your peronissior'

1beoe progress notes for cc macions
that stall sirs resode-t as a'
ind oidoa- d e. restdent eats

breaklast io trd becuse he/the
enjoyS it

Signed tonsrt lor l eoease of
reforetIion,

Dto an tesnanc of and Ccnt cot or
medicabl records mrnd doft ̂
corf de-tt ic y 0 """ "'tel

Ohseroat~oos *nd inteei,,eos Pesident
mu 9toe you tnfgltOei tO ItRights
defercinr fi resodoonts are *OS lII?
respected and trated s i I
idiniduas 4dd2 111fl

ft proiopr is set presIded--i e
On rrate pace to _l or ake
phone tlsI net allo-ed to
Ihot door rn~ har ng9 tors
etc. Iedi-oa

Otso rds
u'cal records shoalo rot be dQ5.1132

trot nhere cnactiIori rd l) h
Personl caiadi. u ae jd dl42 ?ft di
there suof- bet a ta * on
codes 'coded to aosris
copeabter ord nnrys

Married esidrnt old d h.
sharinotroos 'f thut des ire
to do up c1rs tIher, are
jppaeortle ontrat, 'ton.

RMAY AREA I

G Priascy

, 7 -F80
d155 111tfk)tI)

(9> (14)

00
CD

lo

0
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tONG 1ERM CAGi lSvEY

IlJtrIvjsitlNG |tODT tYFVLE | I DE*ERltDIPAYtL ] M.1LM1NIGCW9LANCE

a rot arried residents7
_Whe, your hosbahd/vte, visits can

JOU shut arO door and be assured
of privacp?

-_Coo us ash that rcu ot be
distorbed and hkme that reques
r*sPec t.d?

A~k Staf f

o What is dOne to ssure that each
resident aintIns his/her dignity
and -disdualnt'y?

o Mow are edical records kept
Secure' Who has accessn

o Dl you have married conpleS here?

o Do they shae roons?

o If not whyl

o Wt arrangeets do you mke for
hashand and -ovos or sig0ifi ctt
others to visit

o li yOU allow their door to he
ci osed?

o Can yOu adhere to a euest thot
lney not be disturbed?

SURVEY AREA _ tU51VATl11

-Are mdical
records kopt in
their assig-ed
spots ont care-
lssl felt for
nounzthorirud
persons to clw?

-Ate married
residmots sharing
rooms'

-Observe for
negatine ittitudes
toard agif9g.
in a c lirat ion
and patroniting
of residents.

-If residents
undress in Publice
area, how does
staff handle
this?

-tisgen to staft
conversation in
Dubl ic places
fetanatur. lobbhl

-re resident
issues heavy
di scussed'

to

I ,____. j _ . _. _ ., ...... _ 1ni .. ^._ .
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IONal Trio CARE SUP""

d-h Rriflnti

o Ore you ovey a1ti to help oat iv
the Facility su- us pick op dirty
trays or Sta-* Oi

o If yes, do you Cv this?

o Do ytu n t tt q- do you lee I
it enpreced o *Ou

o Do yo.l ifet yo. (a' say no"

o Are residents sSed to help 1ith
t ic titi t sta'' yi u are s ho rt.
iiavdedi

o What is theyi 1eatior'

o Wdhat oselul woni is ansi labte to,
retidents .doc .ant toineed to ti,
usotutIt 'ettyici"O'

IRYEY rEA | C8^itltY^YtM | IhTE~elililht | RECDRD RiVIEW | DEIER"I~ltilS Pl~l I CRO

If residents *re pertor.'nqg s-rotes
fo, the tacility is tht nttud

their iuee p on th speii
therapeutic qo.ts deliged

It pProPriate doe, the taiI'ty
noncuri

Are results ducisrted i, protest

whait sprolce ticti~iiies *uvstiil
etc i s responvsble 'c. plavoing
reeua-vat nq and ue : .. . q
Jirtiuty.

took Ior phys iin tas ciders to'
approval or disapprOval ol cork
activity or restttbnons cv this
activity ShovlO "''. h

pert oriod.

Services peroortd Ay a
residevi should Dre pil ol the
residafits plo" v' care Soed
shocid he doen o, :i t the
residee. is' ". aI cenient

ROcocds ire 'dent lied And not
taern firon retsiC0s s-v
' lads

H Voprk

ls.DiI2IlktI 10)
aa/ tll Iti

-Are resideits
dtiog any typo of
oort such as
pittiog up dielt
tray. pcVshi
laundry hiwee.
etc.?

-What bout
ctriicdi norck I_-

to
I-



IONG TERII CARE SLMRt

IrT
MRIMY MSIA i t EM. IATII IeOf RQtEEIlIG f at | REtORDM |4 oAnrmtle tL_ J jE'

Al k It ,i n-ts

o Can VoW have visits fron anyne
they nists

oCan you * -d a ivaet Place to

o o you recive their il
uvopeveo ess they reguest
otierisoi

o Are thre eleohones yo0 have
ae#ss to'

o Does the so_'
1

or vol vtecis
assist o, - reading or -nnivg
mail, if Itindd'

o where de rsidnvts go when they
want yrva

o chat telenro s are vai lable to
residetsi

o chat is pyr, visiting policy?

Physlicin orders and tar plans for
indications of restrictions on
visitors and/cr receiving and sendin
.41.

All patients a hewn access to
and maintan cntact ith thr
coainitp 01 which they ar a
part and mtr, of that
naiity h.he access to hit.

Subject to reasonable schedul-
eq restrictions. patints "p
receive n tits frue nyone they
.i , A rt tclar visitor, np
be restricted by the lecilit
for one l1 the fallowinq

-The potiect efuses to se the

-the patent's physician
doccevts specific rasons why
Iuch a visit wo-ld oh armlul
to the patients health

-Ihe visirs behavior 1s
nnreaioevblp disrvptive of the
fnnctioving of the facility
treasons r dotmrenled and
keV ton file)

Decisions to restrIct a visitor
Are reviewed ad realoated
eaih time the eatients elan of
car ad trrd ia ordrrs are
revw edtt by the Phrs ion ond
cursing slant or at the
iatirf'Ws request.

Scot is provided lfo patien~t
to r"eei se i'is orS in reson-
able comfort nd ptiiiacp

- I

I. rree o1
Associa ion
* Caere,-
pondence

405 11211k)[111
*42.jwlli l

-Ar. there areas in
the faCility-I.e
$aa1 loonqes.
etc.. where
residents can *wd
are meeting
privatl y?

-Is mail delivered
opovod or
onopeved'

-Ar, facility
prsonne1 Assist-
ing reidents.
if nereded, n
opening and/or
reading mail'

Or, id4ect
b ights

*OS I,-"

442. 1> 9'

to
ws

rrBr><



LONG TERiM CAJIt SUM Y

Telephones. ceositolt with
ANV$ 0-^Saeds (45.1134tCII.

.crnsubti for potionly Is a
*sd rec.ei. calls withL princky.
P.iXI'n n.e ned help ore

lh ; ct Lh tL I. tho nFom
p mnicatmoi. is oisaibll. es

irf as a-, restrictils. is
ade noon to Pat anti

Arraoq.cnts Arc ede tO
provide assistar-e to Pat;t ls
w~o require Felp i readeis or

I I INI LAI I EWING I RE[ DE1111"llillmr. COMPLIAKE ,



LtGi fllt CARE SURVOY

-I r
aMlY AREA I p aSURYATIO

-dliii plaooed
-ittiitien are
otto rr log'

-f 1i unplavoed
Irttlities are
ottrrlnq--.
iiidioidoa). 2 or
prrsnvs I or a
group.

-ti there is a
facility chepel.
is it opel,'

-Are acti-ities
posted at wheel-
Iliji level and
kept op to date

0

-Are resideits
to ed up iv Ironl

of a t V in a
Io nd rPni flor

hours'

T I|I At ;' O t | D4rrmntnii (OsEttri
Ask tlaid t,

oe What do rot lihe to do'

o lial did It do yesterday?
(comae Imsvters)

3 o Is Pa-titiJation in ttinities
opt inela'

o Are yoa entouraged to participate'

o Is prss..e eerted 00 you to
attend weniF

1
c activities'

o Which 0-so (Surveyors should he
aware hi soaecal dvinordmnnt--
qentle nrsuasiov which night

br i oP-ai 'or Ihe depressed or
nithdraw resident l

o Are rs'eits ntified of
cIn i- activilies'

o Ore arraneenls wade lo,
nransenoi on. 01t so that
r,,ide.-:s al parot it<ipate'

o Civ 'en oe^' 1 gO to Irt igious
services ' they wish'

&LL tLA2

o Ore avmvvesvts ever made to take
res Al , to cvit t tivi tirsi

oi D~o I' v eod relties ever

o to 1 n. r sidevts attend religions
ser% v s tee c(heice'

o how a siil'vts kept i- fo id
v y,4 - 4 l it i v l vs 

1

Cale plans or o #er oa' etal on
should idiAate reident prefrences
for tutuh la'iti, s cIon-iacility
pinned at -t-es.

Proqress rotes o
t

eioist to
actto ties.

Copliance with this eIrowrt is
deterLioed by evidance that
resodeyts are q mem the
opportonity to pirtltipate in
-ativto-s as w shed unless
nedivaliy tontraindit Led.

They osl rot be fotted to
pert Oipw e Lifatst their
wi 'hes".

1. Att-ities

ep4
405.1121(k1112)
447. 3t3iII ( t

J.3

Pat ivet
Awlini ies
40S.1111

a42 345
I(a Ii

I3u

to

l lI
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ttSG tER CARE SURtEV

K Perso1li -Are residents
Posse..ions uarn9 tht r osro

Clothing oe
fS5 farilite niqt-
a d S t i 2 t f k i t 1 3 1 t p . 5 r p s
n ta. 3Illkf b etc ?

.In restd ot tote
phserie tor

he I tong iq

-Ask -r dees S i
poo tar 00k in

the closet s
etritidi tiothong
it theI -t

-As. nesdeots it'
tefong eis 5t h as
clothing aee
ndiitiiied oIth
tare tags or
other ideet 'tpnq
eethodi

t

-In there onoIgh
spate 00 stoic
itloh, ono

INIERVIC"ILK

O What clothing and persona
betoIqtiigs ci to, ha-e?

O Is there a place that you cat
-t - ate -uoWtuahteh that too -tY

cot nait to keep i tour roomi

Ash Stat!

O What pernocat Oetont n1s nay
rio do :5 'ace'

o what do tos do to I stri
nal uahbeo a-d Dtne irnoeti
proet P" -

Rt:OU RL'Ci I j Bl G QIalt R s:tC

Adeitstotio e ro shoild Iit any PFatents are Derittied to keep
personal P-ro rS, s-trid hIthe reasnabi. - iu-ts O.I, of i
tariliti clothi.g and poLsessiOih fto

thee use - hile in the fuitw
P.,i~s on no-rs hould Inda rate ho l did soth personi proiDitA i- s
Itersonat clo -tna .l hi la Iundered k"ept in a sate iota: eon .hich|

Ss (rnii Sit the p it.
the amount that is resnIahie
it hi deoCeouentwn O'sDdie

- an'Ilatle iPthe 
1
ai :.

Pat ets dIe tiAd.O Vh'. to
or at eanit. Il itt h dI
and diouttso' c toto s-i
titnoess oil oieetted to,

lattV - ae i * d se o'-

teeth e tq ii patn ai ^dI

I ._-D-

At 0erunill cIclh-nq o. I
posses nnst r1d lad ii the -
It 1 ' t Ihe tdt-r':
dartog 'is stat - Ot'. 'itd

the ta t s i t 'osons bti. to,
Siiu i ...o.ge ot ' t* ees
aid LIe l d i i e t i t t a ti e
PWle,,l P- Dlly uP" ff ,'
or upon d.tta rtla i, ,
tadi'ity,

l`s

CA
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LOasG TER" CAoE SutvEY

I __I (RtOSS
SURVEY AREA | OOWtItVATIUtM I l~lle~il__ 2 | I RECORD REti'. I nD[llRolmwl (OWIIANE ( I iENq

MIobStaff

o When do yon Ae relatines eake
decilsons fon 'esidents i e how
do yo0 deride oen the rsident
isot capable o' making decisions
himself?

o Ore any leg.' steps token?

Msk Resident aiedr Guardijn

o Do yoo fee iat you are ginen
a11 pertine-t i'forntion?

o Do non hunt 4 oopootUni ty no
ma,,' deots :-s e Care, etc"

O lot 9urdia- Ir, yno notified/
inonnit o - o mWanner s
apprope I ttI

fenie. ohrsi ian progreis 'oles--
inc pabilitp mit be toocen ed

1S there clear doaienat on is ti
rher righLs and respo.,.oliti es
hae been ass iqnedo

Ore pertinent cuiisertsfooie,nts
ciqite by epoiiited g --d 

0
M

the dent that a patient has
been adjoitated Stopatelent
is medically "i-toahlr 01
understandifil t oriehibits a
coniun at hurrier, does non
absolve the Iac 

t
'tt trn

adnIsiiq the Racient 01 these
rights to tse ewrtnt the
patient is *h to -nderstend
thee' If the Outient is
incapable of .nderstaoding
these righls itt iaIit t
adnises Ice. qiardian or spoeni~
and ac ci es a stat e .ent
tnd ctiiig en oneersteid ng oF
Oat entn'q9 '

the bent tet i.ieu s te cords 0'
pot ent, setectted lot macott
troiem uhO an t ass l'Pd
either .ntnnoeent. indiettly

on eap bte oi iind stefndin 0
ther tights or hane
to i'e n ni t or b a,'ier to e'i't
documented tuidrite signned
acbontXeonai-t i diet the
qoetd.a or otie- sponor has

obeen adnised OF these patient
tights end -ndnistar d thou
tote in am-q on behat' ni
the pet nit

tesidnent

405 t 'tk'tI d ? f i
44i . .i

CD
am

I DItegolmion
of tiqhts S
Respoos-
'hi li ties

1p`6-M
dos 1121(k)
4d . 312



tONSG fRIN CARE SUVEY

5tRVEY AREA O[ ERVVIO T IOTBRS AlhiR i RECOrD REVIlA |oErMtntc t0"PL14tCE |CSRtS f(REPRN

S tiR t R S.t tlJlS

tCf l042,307)

1The facility
not- lies the
res drntt1 atr
tending phy-
si"an and other

espoonsible per-
ons i n the
eneot or am
accident innol-
niog the rest-
Cent. or other
signit inta
change in the
i rsdent's phy-
* a i mental
Or emot Anal
status. Ar
Patiret charges.
hi li-asq and
retted adXii-

atotters.

. t.ireot in a
_de ial ebter-
geilco. 5 es .
Rent t not
c.anstrred or

disct-aroed. nor
is treatment
atcrevd

Note re-ld ts nonditino

Ca 't
Orsi Lts
Recubi ts
sr in tearos
Mutitiple !rca
Aberrant m. aor e q
abu sire ireno tinC. not
reasina: t ri:

It5t mAetsotO'

-Hane yoo been nj-jro
Sine ro- hane be. in
the tactltyi

If you are iojr..I on
hecee il i, 1 yojr
physician ali)td'

Are yoc' relat es
rot; ledl

-DIo .ou Ano . iiin
notifi iti aI er s aJ
toe ihaicqet ac a
changes in thanoes
t il nqs etc o-r'

ASK STorr

Rho do yoo nt in a
resident sz inj i
has a uannce in
cordition!

tWhen menlO turn he
rot tied' Ctes :r
fac ility hare a on .t

reltite oror resporsolre
motoul he notitied'

to yon n otilt i"n .'
actual itanget in ros dc
mRt condit en are t sn
it resident s con -
us getting pr niti -'
nomsee

|AS RESIDFNt

I- erogress note shoutd
docsant in jur/nhannce
in condition plus

!notcuculccon ot Rhys'-
7 1.an .,, *c ru,, priate

twit 7 tetbaben/guardiajn
- Changes n charges
* hnctd he dncnmesLed
ask taci itnl obere Ibis
5 )ncated

- Aen aci dent and
j icdeos report, inn

noeptb samtple

- Nnnsino. phnsicYcn anO

- tHane you COrn ctt- b rotes sho otd hr Ira ine
do you Atnon i Au-s tor enidenie 'l discus-
hare hens transinii t,0 * 1 1in Ot transter/d is-
or discharoed o- 0I ciharde tith resident or
discussing it - .- other designatled prsun
tirtt

- a1 n iori rs ,a
ih.angs in (o in tion
*nst bo do nt1 e d.t

he residen s o'eTi-
can aid l_ eusO

he ruttfieR ct scin it-.
cant chiacges Ihis

srsojid tie pocca nted.

s
t
Onld oe io- -. : b

0055 'Yb.c

.P.irot .. an.. .. . ncy.
- .tranfns b !
' s i s i n o s a i n s

instceit ci -ci ot

,n as rudenred bn
r un _e at n n tbr
-d- rtl al 11~e

Rrsident Scpern in .
by Physi, an
40S.11I? t it3t

[tinersetnr Serniirs
405. it1tu

'c.



tOOtS ftOO coot 5�QvEe

|_ l I . .. n b ..

resident

OBSERV ATItON

/7

SURVEY AREA

r d"iscy, ith-
out coflSUt4_
t on wi th the
resfdent or, il
the resident is
'ncL to'!ent,

wthawt Pr.or
notificslion ol
Slot or in or
Soontor.
spof ,

to assure that

COtwet SiO ero
ttetot wet In the
Pw.t of a. acci.
6e-t or oh'nre of
ond iti.o.

-ros d ntS 4ndfor
'Ott ol ti. or
esponsible ^,rtf

awbare in
*dvnrr ol aoy

., t'", g0,

-ros dent It wrot
dufsharq.d for
OPtont reas"on
o. ia~ilitIy

C)

IOltGt IIR- CARE 9PRtEr

INTlFRvrEWING RlECORO REVI EW OF T(R"IN



IWOW IERtM (ARE SIWY

o tNte-eina nursing staff to deter-
iie if thee receine trster . otor-
Maton dnd dmission orders on dat
el admission or mithin d8 hours of
admission or alt residents

o Ash Adeinistrater and Director of
Nursinq to ciolain procedure it a
resideet arie ithoot sc1iiic-ut
-eoin-I infornilion and/on ordesr

lenian. rreords ol rfsidrnts selected
ior macottl reniien to ascertain that

o there is a referral t oe trom the
trarserrino tatiti7 Ifhat -as rec-
eived in dnance of adision or on
date of adistinon that includes
curret ed-Ial tiniegns. dijnusis
and orders Iro a phltcan for the

-date care oli th0 l -eidenlt
o iftire oedic-l orders Iere no:.
obained from the resdients attendinq
piiys'c'at . here are temporary orders
lri t'e rrqeniy iare bnscian'
o tnotiorain on the rehatittanjior.
nieol-a' foroiyoosis o01 the rrsi"Ini

ad a sIrt ii tie coinse 01 treatf
lent nto Imed in tle Iraniserrinq
fane iit orre transmited mihin
it
0
noors of adissio.

o lhe %nrt of treatmnt shDuto
I de r sfiai es ren

cranePes or syrcal nrnrv eiii'rn
I anorooniate.
in 'or resideots ado tled fierril
Iro tie coMeuiitn tile atteding
p.siclan sronided -uiren .rra jl
tineegs. diameosis proilnosis. and
ordo n5
lo ic orders should cover
Iandmnatioos and Ireaneents

-Get ~ ~ ~ ~ ~~~ -

I lerap es IPt.I 0 . Sreenhi
i -Or.nit ies Ibedrest. vaiulatorn
:ab r to partitipate an scecic0
Ii-rlattis on aitinitni

fian-ce medical recorCs of the
residents selected for indeoth
remie to 1 etermin i aale of
orders, medical data nd other
req.ired intormaliiI is the
date of admission or ithin 49
hours of admiss" ,r I
Ilaility shoold ren-ine
sltlic ent irlortion and
orders to pron ice to' ri itt ol
tare tIn 41 - wt

CROSS
_ ETERMlIlNIN ECtPLIKEl R-1111 ML.

A. ikr~Ihlft
il 9V" a tim1tt *05.1123

A Sn
rLindncd

0!i Adaa.oiio

f§

1 there is
mde asailahie
to the laci

t
ity

or or to r at
ii. lwof

jttd. t5 10

rnj on mhith
ii cOCAe current
.odnA

t
tindings

d q Iose and
orders from a
oilediciai lor
immdiate care
,i the reidenlt

C Intormatrot
aout the
ref^iabIli teflon
rotentiat At the
'msxdnt and A
suemry ofl prior
ircaiment are
ace available
to the tacitity
at the til o1
adoii s oioi or
ihn 4E hours
ereafter

'oto

EA I OBSERVAHON i INTERVIEWIMG
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LOlNi TERlf CARE SURVEY

cmanauoc- ICA I .tIrIvct/
Ack Rets-

o men often physician nists.
o If physician has discussed plan of
care and a_ d'Cel tretcawp l
o If resident fels treatF.nt and
plan of Car aets his/her needs.

A"t Staff

o hfov often physician oisits And is
it often enbsgi to Went residents
seeds?
o Ones physcicai participate in
enataticr end reervatualtion of
residents clan of core'
o Does P'n o' cane ret resident's
needs'
o 1I ehosician avilable in an
enrgeuit f
o Is ohm ca' available to discuss
residerts :!e--.t and Care'

Ask Ad- -r-M ~r
o aili-! s eolity regarbding a
tons cia' In ernoide tare in the
assenie Of tt resident's oWn
physicifan
o fat

1
l s policp no physician

nis'ts

R[CORDFMVLEWb __ E I9~ i
ROcien oedica recn't- of residents tdi red records sho "Md procid.
selected for indeph t e.'' e- for: evidence that the residents re

under ,tt sutreriston of a
o A corrent plan of care that is physician by the coordinoteov
based Open Piosinioo's ouiers and of pfsccsiio's orders and
residents reeds progress notes -i th the
o Feideoce that the plan is reed resident's plio ol tart and
and revised as needed iseatons of residents
o Eoidene throsthg odysitians needs there is evidence that
progrrss notes. nurses noets the phlscc iao reviews and
physicians orders, tha the innises the eln of tare as
physician parti Cides in the oeded. there is evidence that
residenti's onerall eo1n of care. phosinan serices are analht
o Enidence that rehial tatinn to the res ,dts obey the
potent al is addressnd residents need such serices
o tong range plans onlode an do aitrrnate schedule nF'
stin t of the In-u of tine for ohtsicann isits an D.

Skilled cnrn' tgart and a discharge tstutlished it the Itr-ding
plan ohs'cian dete-nies tCht th
o Physiian's orders . 0r edinotino pa tled ne-d It he seen every
and treatsts no ad ssion nd 30 dos Just itiotn for the
during stay. decisicn s planed n the
o Aneditl nalnaton tcpleted painet s fdcal record and is
si th d e0 hours n' aies sO onless renieneed by the UQ. C (nanittee

done nitkv eon~s o-ior to adzisscon dnd Stole eediCal recite tean.
that in ludes alen -on tO needs lcere there is change in
such as diet ncsioi scring speech patient's codition and the
Ienet of at;'ity. ecotmonol petnsicicn hs falied to dotu-
adjustInt en hi, tioins Or evatuat inn
O teidence -n tore plans end of the condition the physicia
treatn. t records that physicin's has laited to pronide enldtote
orders are hein i cleented. of his eneluatinq resident
o Disreo ncs iv indic-tis d record needs and soweDising eateot
dit order ntae an output care

o Inidne.e that an al'ernte pysi-
Cian Co.n ded care aPCliable
o rogress notes C hy ctyiitei at

Ieast syerr 30 da I 
4
0r tirtt9 days

tICF-at least enepy tO daysI
o Rtit of nweiatnos and treat-
ocnts every 30 days .n 60 days if an
aternate schedule ie osits has been
approved.
o fotuvintanion o cnnoiacin
Dosenna cons adliot ad Ptain I.,
treetncent

, Justi iatanon fun a'tetnate
sthedule of osits

Obse-e rsident
for ,,y probleec
conditlic that
sho Id be addressed
by physckicn eg..
deodra. loss of
appetIte, eecght
loss, etc.

CROSS
KtoEb,

3Ai!L~fllLpt-i

lOb
SMI zS.I I2 31 b)

fOy
ICF 442 "06

A Oesi den t
Superv itei by
Phys a

FYI
I fwee. nesid.
ent hesl
ander the super-

pys' -iane

f_ T

0 oA psicid.

prescr bes a
elanned eti~nn
oi tare haste ot.
a endue'

each 'Cs det's
meidate and

lo.o-t, e tare
ntan ciot ICY

;0 ehsio

is dna 'ate tO

the ahsonce of
dc, rrt'lent 5
attend .t
phnsit0O- Not

0 CF. .v

reak' n I'

dO e - in .op

_- ' d
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.- *FA I CsSm l | INIERVIEVING I afrogr REYIEa I DEsT"r1111con1 Ce LIANCw |RZlcc t

a t. teIs% record. should be
re id t detemior if reidenlt

__ aeppropriately dscharg9ed by an
order _.wtten b tIhe tterdios
phrnc.t .n lt renie discharge
plns to assure that thee wire
adseqte and .spen.ted

deoa' ndication orders are
c.-i e5'red by a physician

Pi is .e" ing eds ifth quarter

Otthutg ldical ealation C.
be noted s a S ts on of the
erenio.es Ni
a stateit t

t
as 'no chrgqe"

wen I C.nt' it "o the

status o
t
the resi1dnt at

ade ss_ I n the Paie does
not toust.Iute a Wdical

Verha' node C i c-ders oust
bhe c, e'sr ethin 48 hrs.

reoired lor rCr
ret ideoti

5 Each resid-
ent s t een by
their atteyd i.
phyltOin 1a
leant ono eetry
*O day, for the
linst 90 dayf
alter adSiio

r 103
Linum1 : Icr
,..isdenl$ stt
hit sen e"try h0
day, unles
the-ei S

3 wstttfIted and
dotnoented by
the atte-dtng
phy titian'

rio-I
b Eac,

residenlts total
penorao of tare
Intl odtq
nedicatfont and
treatttniftv '5
reS ewed durinq
a oftit by the
a fending
phytitido ut
feast once maery
tO days Io' tile
I ,rtl 50 days
and reel se at*
netessory

LttSdIhi~fl Onl y
aediltat'ot oust
he ren i end
quarterly eor
Ift I esidents

t-
C
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F 10b
1. Proqrets

cities are

,,ied by 1h9
pho i, *t I tathe

ti_ ot f la
isited all

orders are ''gn-
id be tee
pbys'l ,te

retCOi rto * or lC'FI
re5169fls

8. Altereate

sthodules thaL
r.cetd a 30 -dy
ichedI. IdOC.t.d

alft er I e 1t0 h

tdawssor are I
Julifried be the[
zi.-di.t I

days or aC , 10:

requisre
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tOlG TER"h (9tRE SURVEY

I ' 7 tI I I ;

lSEAfOVAllOS | IhlER.lOilOl I LonitDLLF --| DII lMUht i r'rlrt-Llc Bil-

o Are ypn aware of prn'ydret io be
follo-ed dcring ar rr+gCy'

o Do yot Iono. w.ee -nt and ele-
phone niters are pi p Llh' art to
be called 'n te - f . rriP'-

o 1F retords dohu-el an ar "deit or
a edicl tery .rit tie o' #fl
seen by a phl- tia or .st ',
physipian.notit'ed pro-pIly' 'p,

o Redi- Oh"sit s orders to i re i
l-,it C editations or treItents
ueee ordered to treat totergen''
ti tation it applicable'

o Reiten physicait- pro.ret .nits
to see iI reergonc Itiat 'o" -a
add eSted

o srot~or nell f 'eo that there 'Sto:,
are 'eadty sna.Fabt o rtiten gw
nreniedne Ier secnlrnn a uOt'*ic5
phsim 'ann c`se .0 rqgn 7. tY.

o has nd lelephone ober
are posted or on mondc, .

o An a~tteente nhnsirO.n tz
des' gnat ed

o Ihtere It pro.is'or In'
.-hot'I'catior of attenongq
pti~sic..nrliergrc no a I
ctnernocphnclr' neolson,
OrnPno ",ents to r.ans..rta

.Pmeparailnn 01 renert, !
jihb. A enidenie 'n the
owd'ts' retomdi I'll 'p-rope

procdores hone been ar'eo

-Onsideets -' lh scoop" thanoet
toosdhton hanl open c-a'-

uo wn t i t he phe, 'an

_Sll dDSFltr Ao _

rile
Et genc y
ern ices fre a

physiC.an are
-,ailabl alnd
rnided to L eah
nes idelt -h.
requo'rts

I'll, 1

iaLhoiC Fiat a |
phti 'aSn Fish I
onetall resptnt-I
,bHlt lo" the
eailgqeiheft silt

hi rtsidevt

P-a

01
CAD

1.

Drl sD;�rrDreron orb ru



LONG TERM C S9PCY

I I I~~ ~ ~~~~~~~~~~~~ I i
SUIVEY AfMA I USEVAIXO I INlIERlWIMi I iCCrJD REVIEWl I itFLINIIG LW NCE I| I tOSS REFflCE

I ~ ~ ~ ~ ~~~I II
I I I I I

rut1 SW 405.1124 1 I I II
F112 1OF 442.33 1 I 1

_ _ _ _ _ _ _ _ _ _ _ _ _ _ I _ _ _ _ 1 _ _ _ _ I _ _ _ _ _ _ _

FIl 13 asic cam provided to

SF 405.1124(c) i ridets:
ICF 442.338
A facility prondmal Serveynrs should evtee
nursing services | the basic care provided
sufficient to met I by staff to the vesl-
nursing neWds of | dents. Listed halow are
all residents alt l suggested areas of atten
ours of .ach day. tion thich my provide

_ evidence of the quailty

I of personal care:
F I15 Gaing and I o Eyes/ars/lEsutl

Personal Prme cbsence of
Hyglee I -Secretions foening
SW 405.1124 | around y l Ids,

(cl I re ss or irrIta-
I tio of epos.
I -BaL*c of ears

scaly. coious wax
| bsdup, dis-

charge. odor.
Cried food parti-

| les or drool, etc.
| around South.

- Dentures torn wien
apprqprlate

I -Oral hygieneI iloorb¶
a O dors

I Prosencelabsance of.
- Body odors, deter-

oHair/Scalp

I -- Clean
i -- ir ceaed

Suggested Iftnrimt rl es.
tions include the tol. |
Itosling:

o If the residents |
clothing is leupprpri-l
ate. asl I

Di- Dd ou choose gear |
cldthing todahbl. |

-Is this "aat you wasi
to ert

- OD you hale other I
clothing asailablea |

o if the resident ii not |
clean, peorly gnawed, I
or inuprcpriatelg I

*rowd. ask the resi- I
dent:
| - iae you had ny helpi

In caring for yur.
uelf todAyt e *g.

washing ygur face.
brushing ywr tenth.|
etc.

- Mm often do you have
a bath/showre

-1Im often is your

hair washed?
-MM often do you

brush your tenth/
clean your denturtst

o Special consideratioan
might be given to the
deoneted patient who
Fevswestly *bobwons-
clothes aed for w~ve

urshing notes shsould
Indicate that the care
plan Fae grorsing and perK
sonel hygiene Is being
Follteed. for eople:

o Bathing schehles are
being followed (in-

I cluding the use of my
special lotions or
soaps).

o Assistance Instruction
I dor sapervision Is

being provided as
identified for each

i activity.

Inrsing dDcnntation
should also indicate resi-

I dent response or any
changes In the resident's

I behavior. reaction to an
I activity, or the aility
t to carry out grooming and
I personal hygiene actioi-

ties. Loo for indica.
I tions of progress toeard
I a goal or further deter-

loration of resident
! functioning

Refer to information on
|bsereation A pattern
of evidence of poor per.
sonal care indIcates no-
Cojpliance nleSS the
camr plan Specifically
deals with this and
aropriate planning and
implemstatirn Is
occurring.

The regulations require
that Individual prefer-
ences ar taken into
account whon providing
far groing and persona
ihygene and that rne5I-
dents are encrwraged in
self-care actitity. Do
yeur patient interiems
svostantiste coiliance
with the reulatiast

Resident Rights
| 4125.1121[hltqlll3)
I 4

4
2.311(g)(tl

I Social Service,
40tlSI130l()

i 442.344

| Activities

| 4.S 1131
442.345(a)t c)

| Patient Care
M aagement

I 40561I24(d)
i 442. 341

t training

| 4D.S1121h
42.310

0



iUll TM CI WE 9VY

I _ _ I . l lI I
Si - Y AilE D ISYAi | IlT9lNtl Rl!DM RVIlEWl |CiX AIt~iNGt 1)(01t1001C C19155 REFEIRENIEl

S unIMadheud 1 o tidition of dresing -| Ask resident: I a orders for tound carl 11 orders. your ooser- Fhyslcian Services

Dresings I '. cleans firmly o | o Progress notes detailing vation. progress notes O a. 1123
F114 secured unins cntra- o i of ten is the I condition of tad - and PO.C. should refleCil 442. 346

SIa 465.1124(c) Indicatd | dressing changel ̀  i e. SIz. rin e. the smt informetion. I
o tierve, if possible, a by B ht? | surrounding tissue odorl I Infection Control

and with residents | o Does it seat often | Treattnent provided | Trentent provided over | 405. 1135(0b1

permission. a dressing I enough? j o Progress/change a * period of tire with no I
| change | o Are thre any odors fron| o Plan of Care Inierosemnt and no rm- Pt. Care lianagaent

- Preteasing I It? I _ Ihe plan of care e evaluation also would 4 405. 1124

| Rmoval | o Is the change always | should addrss: r epresent non-cUmpliance|. 442. 341

| Equiprent and a "re In a similar way? o Area is need of | unless nursing physician |

supplies organized o If not, stat are the I treatment, treat- I progrtss totes address I Dietetic Services

Hands sashed differencesl ertnt to be per- the rno lgprovro 4lt 1125.bi h (cle)

| ftsident provided I o Do you feel confident I foro'd. frequency, proilm. 1 442.3321a1(l)Ihb)il

| with prinacy | that the wound is being | and responsible I I _

- Dressing sell cared for? I strf I teepliance is cyidenced tPdical Records

| Is: | o Is the area/reund a All o secessary sola-i by: 1 405.1132

o o Old dretsing tb b twal eg? | tions. ointnentU. o treurient given i 442.h18

i served for draln-1 o Miut caused the ulcer. irrigations. types I according to doctor I
age? I |wound, etc ? Is it | of dressings, and I orders and plan of carnl

I o wiund examned I he llrg? Does thc staffl nateriels j o use of ppropriate

O ACprprlate keep you infoeed of itsI oehy uecessary pre- | teciniqe vhen caring j

technique d I statust I cautlons. drains, for iound/chaogig I

o Proper disposal i present. suturesi dressing

I of old dressing? A Ask staff: and tubing a a Periodic evaluation of |

o Post dressing I 1 o Specific goals of I healing process and

o Does staff menerI o Specific trealuant and I treateent as welt I renision, of cart as I

wash hands? | schedule for each at any problens or | seeded
o Return resident | resident 1 limitations oiposcill

to catfortahle a 1 s a reWlt of

I position or pr- treatanlet j

noious activitry I I i

I ~ ~ ~ ~ ~~i I iI
I ~ ~ ~ ~ ~~I I iI

I I i Ii
I ! I

I I I I
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SURVEY AltEA | BtSEiUtlRAlIIO | INTERVIEiNilG R5EWD REVIEW |EIER iNG COPPLIANM |RUSS REFEREISM

| - Ettriltin elevated | rsel wy elicit
as nicessary Whll. " atastrophic reaction- I
in chair or wheal- I ther clothing I

chair. I matches" my rot h I
I - Aporiate tech- the iest important i
i niqoes to prevent | isse in the care of |

infection. these patients.
_Use of wlhiripool as I Ask direct care staff : Physician order for use ofl

a a treatusent icdality I - Mow do you chaose efat
| as available and clothing each of your |
j appropriate. residents wear each i
1o With resident's pev-is-I day?

sion check: - Do you have a specific
| - hels | schetdule for washing
I - lateral hip residents' hair?

I - scayular area - N M did you leern to i
| - t rcsee | bathe residenits ?

-_buttockt | -MIma d you handle I
| - bony procinences In | situations othen resi- |
| contact with braces | dents want to war I

-- condition of stui | dirty clothes, or nis-
I lespecially diabetic matched clothes'

aeputees with elasticl - Nw ench care do you i
bandage or sock l let the residents da I

i rsowedl I on their rm wn?

Skin IOiditin | Cbsaree with residents ' Ask Resident : took at nursing notes and | Prerentile decoitius Dietetic Services
SNF d05. 1124 (c) Ipentaission: I P.O., for euidenvce of Iulcers are ret uccoring 4M I d 1t Sf11 l Ied
F116-1i17 I o General coedition of i 0 Are your feet usually i O ulters present are 4I 12.332:a'(llil

s -skshet' j o C Planned prementise I treated on * routire
I -sofl/Ory/rough etc. o Do yout hnoe stat cunass m easures basis according to Actinities

R Rasess/irritation I the sowllin' I ol reaieots/Intervention. P.O C. I 4dO 1131:')
| - Druises | 0 lhat do you do to | including nutrition Is skiv clen? I.? 44Z 345
| - Scabs | alle"iate It? o toutie assessueenti I s residont dry?

F -free of aboe oIs this discoloration | eoliuwtion oi shin con- | Is turning schrdule
o asures taken to pre normal ior you? I dition I adhered to?

It-u

0cn
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LONG TERl CARE StUtEY

StlNEY AMA I OBERVATION I MTERitfEiWl I ilEas REVIEISW iIllit WtC ~~ iiE
I _ _ - -- - I I I I

I nt skin breakdon. o0 w did this Wcm I
o bd ite b bruise develop?

|a Rx of dctbite | a Are the troents doe |
| o fctors contributing aibout the sa tim e

to preention of every day? I
decbitis ulcers a o iat stiff perssn ias i

I _ Qeerall cleanliness I looked at your skin I
I and maintenance of | recently'
I dry and aerated skin

I iunca'vrcmnised by
I urine/feces/perspira-I

tion) I I
I - Padding for pressure | 0 Assessnt/Reevaluation |

I points and bony I of interventions vith
I prulilencei ificludiifl alterOtions In plan I

pdding on bed/chair I o Appropriate nutritonal |
- Proper gentle owssagel plan

I to bony areas senerall 0 Rethods to control edenal
I tines a day I of laser extrenities
| - Rogular assistance
I for resident to turn A sk direct care stuff:
I or shift weight (bed-I s att tan you tell I
| rails, footboards. a bout Mr /irs _
| trapeze). suollen fevt/wssdsi/
| - lod linens, clothing.1 bruises/etc .
| underpads sonth and | o tat do you i for then/I

free from srinkles .
-_ Elastic bandages or Ask charge nurse:

hose srootn and | o did _ get
wrinkle free I cuts, bruises. etc?

| - Elastic bandages 0 tat is being done to I
wrapped soth nd | preneon further occur- |

I crisscrossed . rance? I
Diwtary/nutritional | W ibat treallrent is he/snel

| suport for skin | receiving
| Integrity (See
I Guidelires for
I Dietury/sutrition )

o Documentation of speci-
fic skin problins with
locatior nnsber,
severity, Weasurrsinents
is appropriate, and
cause

O Progress or lack of
progress in healing

Anre linens clean and i
| catht
Do personel bkno pr- I
venta Keasures and
pratice theslt

His a nutritional assess-
runt been dore, and if I
appropriate recomner- I!dtloes irplenentedt

Patiset Care
-nt

45. 1124Ii)
442.341

|Trainirng
405 1121thl
442 314

Reha billttine
|Irs ing

405.IM lyiel

442.342

Supervision Of
Patient Nuatrition

4 *D1 i24if)
442.332tb)(2)

Resident Sbper-
vision by Physician
405. d123(b)

;



LONG IEM CARE StEY

I0IVET AREA | Atlal a IIIIERYIEWINC I I
SURVEY AREA I (BSERVAJI IO I DIIERVIEWING I RECO REVIEW I CEGEUIINtIG COMAtANCx i CHSS REFERMMa

'I I I I _ _ __ __ __ __ __ _ I
I I ~~~~~~~~~I i

P - anw tor LienIof
I sharing forewt I I I w

rmsinant's positioM n I
altered y saff. | |

_ turning and rsposi-
I tionings s IoW1
| o Car and tw, tnt: |

-turning and reposi- I I I I
I tioning ery t Io I I I

rturs or s needd. I
-Positicnlv off the I I I I

I uncer site or protec-
I tion f affected I I I I

areas. I I O

I I I

| | ~ ~ ~ ~ ~ I I I

I~ ~ ~ ~ ~~ I I I



tLON TERM CARE StiREY

StRYn NIEA 'I SERYATIW I IBNERYliNIiG I lEC0oR mIEw I |lETMlflNl CWt IacE I CROSS REFEREICa
! II !I

I I
Direct to evidence of: ecause the use of re- |

| straints nay tie precipi-
Proper application I tated by an fnnrgency'

|o Pror use | situatlon In which there |
Mo aintenanice of good i is A threat to the resi- .
body aligent | dent's health or safety. |

o Resident observation, or a threat to the health |
release and ewercise a nd safety of others due

i to the resident's
Observe frequently I behavior, restrained resi-I
throughout your visit to | dents may not be coherent |
validate care. Specific I or rational enough to re-
observations should in- spond to questions .
ClUde the folloing Caution in interviewing |
items: therefore must be cer-
o Type of restraint | cisedr However otbserva-

posey belts, wrist or I tion of a resident in a
ankle cuffs. blanket | geri-chair cith table in
restraints, vests. place or a resident in a
bed nets. etc. as | wieelchair Ni th vest
tell is geriatric I restralntl for several
I chir (or geri-table hours would warrant an
In place for prolonged I appropriate puestirns as
periods). to when the staff last

o Appropriate pplica- | assisted hit or her to
I tion skin protected eane about or whether the
free injury frestralnt I resident would like to get
neither too loose nor , out of the Chair Steff
too tight to prevent I interviews focus on the
rubbing and blistering I reason why the resident isl
or lIpeded circula restrained.
tion). Ask Direct Camr Staff and

o Body aligment and sw- Ciarge Iurse:and hte to I
port; use of pitlows o hen. why and hot to |
fwctboards, and wheel- release and apply re-
chair footrests to straints.
mintaln appropriate Io Why is the resident
posture, circulation . restrained?
and to pretent skin 0 oWas the resident given
Injury or brefkdoan a n optino of restraint' I

I ~~~~~~I n trn ,wrr snn rmmii I

o D Orders for restraint: i Is there a physicians i
reason, length of tine order, including the I

tyfie | circianstances in which |
o Progress notes | they will be used, the I
o Describe the resident's |I enth of use. and the 1

status/behavior which I type of restraint'
privPted the use of the | o Is the restraint
restraint. app ied properly?

o If a chenical restraint.I o Is it released at leasth
the order should indi- | ewery two hours and thec
Ctate specific time c resident provided with |
period for its use as c enercise and toilet I
WITe as a stop date. facilities if needed? I

o Plan of Care I O [aes the staff observe I
The plan of care should:I the resident frequentlyl

o Identify other rithods I while hesnhe is re-
or thereqies that are I strained' I
being used in cenjunc- I o are chemical restraitnis
tlion with restraints to I adeinistered in accor- |
modify or control befhia-I dance with physician s
ior. I orders? 1

o Identify staff respon- I o Is the order for rm- 1
sible for observing the l straints renewed only y
resident (eIery 30 tmin- a fter a reassessvent of I
utesl. and releasing andl the patienn? I
enercising himnher
(every 2 hoors for at
least I0 ninutesl. I ilI
internals should be |

idenlifiedI
o Indicate innolneont andi

irput of other disci-
plines necessary to
overcoie the problen.w.

o Indicate a specific per-I
lid of tine for using |
the restraint (eI g or- I
ders not enforced for | I
longer than 2 hours,
unless resident condi-

-n irwunn I

Ir-

fBstralnts

StF <05.1124lc)

mie residento
require restraints
the application it
ordered by the phy-
sician. applied
properly, B re-
leased at least

every two hours.
(see also inform-
ticn under Resident
rights-freelt er froan
abuse & restraint.
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IAHEY IE | ll i | F DR III I I ISAMVY PM I I (UOVAAI WO I tiolmiunVIwt I RECOR REVIEW I Ca EtMIEING ON'LlAMCE I CWSS sEFrMICsa
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I eaercisa:! exercise rayl By |lm? of factors wnic Pre- i
I Include aftultion. o flat are ouar oppr.. cipitane residents be,-I

I rane o of enticn, rnoitles for rtri avior which has war- I jI massage, or other cp- 0Iif chemically restrainiedi rented restraints £
I rturunltlen for eotice ( eocessinely sedated) I plans to intervene earigi

(at least 10 minutes - nhy this is done j enos to prevent I I
every 2 tours) I -aether alternate I occurrence.

I oChemical restraints: evens of restraint I 0 fysici~ar notified ofI
I residents appear drawsyl have been attampted I ahinireal 1ab values. I
anr unresponsive I for hco long this will

I througheut the day (mayl Coeti nue. etc. This II
I indicate tramgil izers | should elucidate frim |
I oother drugs are staff hether the
I being used to limit chenical restraint is j I i

I or control behavior necessary, or wiether | j _
; for staff convenience) I it is done for staff I I _

convenience by con- | I _
I trl11iing resident be-

I havior II
I Ask Resident : i
I o Suggested questions vr: I

I restruined? I I
I -If often d you ear i

I the restraint?II
I mlt would h5ppev if II

i the restraint were j j
reonved? I I

-bre you givenay a n y
other rotions? I I I

Io en do you usebed b e
I rails?II
ohat purpose do they I j

oDo you ask the resident I j

I for pernission before |
I using than? I i

i ~ ~ ~ ~ ~ ~ ~ ~~~ i iii
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I
goal and giaddr a othere slaaid be a
Flit cartrecord in the
Sli 4C5 1

1
24(c) | resident's nomn on

Each resident with | which the proran in
incontinence Is I d ncuoted accurately.
peonided with care | o If the rom is located
recessary to en- a a distance fron the

ourage continence I toileting rout or for
Including frequent I residents with probleim
toileting and atulating. a commode
opportsnities for m ray he present in the
rehbilltatine I reni
training. v o erify that a call

I light is available to
I the resident If non-

aitlatory or rt-
i strained.

oA fluids at beside,
rougha4c- o r O5r

l~~~~~~~~ I
Bath the resident and a clE) Orders if required
direct care staf should b by facility policy
be interviewed adnd should | o ursing notes for
|ehibit a good under- | - Assssment
standing of the ipWrtancel - Doucientation of tech-I
of maintaining a regular I niques and progress,
scihedule of elimination. I reevaluation
If neither are aware of I u Plan of Cure
the intake and toileting the plan of care should
schdulee then question | clearly address:
iwhether they are sisply | - Coals that resident i
paining the resident | will aim for. I
rather than carrying cut |- Wethods to accorplish|
a retraining progra m the goals

I - Snhedule for fluid F
o Verify that the Mri- I intake i

dent is aware that - Schedule for I
he/she is on a r. | toileting.
training progren and I - Responsible stuff
the content of the - Any limitations the
program. resident nay encountewi

I as a result of either I
Ask Resident: Incontinence or the |
Suggested questions are I training progras.

HOlW dr you deal with I o Progress notest/M ordersi
constipation/diarrhea? I for shifts assessmtnt oI

o Are you innrolwd in a cause ol incontinence I
special boanl/bladder o Laboratory tests of
training prgrsan? | kidney function I

o If SW how cdews your | o treatment for diarrhea/ |
progran ork? i I oistipation

o Any probliems with It? I oI & 0 I
Any successes to datet | o Pls preference for I

o biat des the staff 05 I treatment for constipa- I
for you in this mattert | tion.
Ao re they consistent and R o Recently adnitted and I
timelv? I newly incontinent ms.- 1

•Ho w lon" do you have to | dents should he thar- I
wait to be taken to the | oUghly assessed for the |
toilet? I Cause of Incontivnenc

a and an intensive baol

o Are a11 incontinent I aursing Srvices
patients assessed for | 40i 1124le)
cause of incontinence I
and bility to te I Dietetic Services
helped by a bowel/ | 40. 112itci)
bladder rehilitatino |
training programt I

io An al appropriate I
residents involved In I
bladder/bowel training I
programs or is there a |
schedule that shois
~tn the progran vill |

be started? I
o Is then evident. of |

i follo through an all |
shifts?

o For residents not on i
boael/biaddern re-
training prograns the
Plan of care shruld
address specific
measures for managing
incontinence with a
nine to prevention
of shin and other
I roti ens and main. |
tenance of resident
dignity.

t-

l
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|o e mn a mident puts o Ask turs s aides M bladder training
I an bIser c ll bl | chare nurse: I pre should be ia-
| for toiletleig ants- | - Will yWa describe thiS stituted Slen uproier I I
| tance. t long hI it resident's bowl/ | *te. I

before assistance is I bladder training pir I
I yiY nl grI?

I Observe ns~wwl NM-I la"wthas lit bon III
| toileting. i n effect?

o Privacyprovided. | -Iten ill you evaoata
the relts? I | |

-if this Pogram is notl
S nuccessful I I I

a o Stat assessmnt ws dee| I i
| to deternire N status I | |
I o For residents not on
| bzel/blaflr retrainingl
I rograsi Stat In your I I
I owenal progre for

m esanaging incontestuwe?

! I
The 4in4llting Foley i Ask Riesident: |T surveyor shtld
catheter should prOmote | that then is a porys
a continuous flow of | o ihat is the tubiw | order for an inmuell
uritne unlesi ordered | catheter for? | catheter, including
eotheemris The surveyor | o Why da you ha" onet I type and frequency o
should also otnerve for | o loes it cause Nay dit- | catheter care If I
the following: | coufOal ? tion is ordered, the

o | If it den. Stat Is donel should inctIde type
|o Aple supplies for about it? solution and freqaen
cathetr insertion nd | o tw do you feel aboet | irrigation The reo
cart. having the catheterl | should also indicate

•o rop positioning of a o Is any special care olr, consistency,
the tubing and drainagel given In relation to aount of urinhry
bag. the catheter? drain p

o Cleanliness of the I I
ttuing and drainage As nursinsg aide & charge r o Assessmnt should
bag. nurso: address

verify
icians
ing
the

order
of
Cy of
Old
the

and

-The facility should |
f follo accepted profes- I
sional standards in tbe;rl
Calsetew care.

There shtuld be erdical |
reasons for catheter in-
setion - staff conven- I
lmnce canot be justi- |

Direct care stiff should In Ifection Control
know siags and syrptoas | 405 1135W)
of Ut.t. thi these
stould be meonted and |
treated prMOty.

I-to-

Cathete Care
F R20

SW 405d112.ic)c

Each r sident with
a urinary catheter
receines proper
routine care itn-
cluding periodic
evaluatlon



3 2-
tLi ItEot CARE UitMt

i o olor ad consistency
of urine in bg.

| o Availability nd accur-
I acy of Jenaetation I
I on the 1NO sheet if |
I ordered or policy.
| o PFper equipet for
| abulation - lI" tag if
| resident is aobulating.
I (if ordered)
| 0 allabllity of fluids.

a a Monitoring of fluid
intae to ensure ads.
'qate intake and/Or
' conformence with pihy-
s titian orders.

I I I I
I INVItWlING I RECORD fYIEw ID EtEMlNllG COMtUtlIANCE I 'OM$ RftERENCE

I I I I

o How do you routinely I
position Secure I
catheters and drainage I
bag~s |

o Wu often Is each part I
of the syste changed |

o iltt are the indicationst
for insertion of the
cathetir? I

o What is the facility's |
procedure for routine |
catheter care! ?

o Mm dr you observe I
for U T I's in residrntsl
with Foley catheters? I

- Reed for an irdallingq 
t
*T1e tenter for Dlisease

catheter. Control has develiped
- Resultant problens or standards for catheter

lititations. care but it is not
o Plan of Care I reuired that these

The plan of care should| standards be used
address:
- type of catheter and I

type and frequency i
of care.

- For irrigation, the |
rationale, the type I
of solution dmount, |
and frequency of
irrigation.

-Frequency of sjopteoml
which would precipi- I
tale catheter changep

- Tinte frames of cath- I
eter change end |
responsible staff.

- Appropriate Increase
in oral fluid intake.1

o Intervention I
Ihe record must |
ref lects

- When and by shom the
catheter was inserted I
and for what reaoeon I

-Any special care pro- I
sided

_en pritlees or I
-d I

- Only ipqoupriately
trained staff should
deliver catheter care.1

-Licensed staff Only 1
should insert $

CtA

SIRUWY ARA
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SiaVEY AREA I UMEWAT IU I IitIERIVIING I RERO REVoliW I IEgjMlalNiNG anviw I CROSS REcIEREaI

! I I I I

Io Cbsere for preperationl
oef njection - I.e I
Iimntenence of stan- I
lity: crect dliution.I
handeashing. before |
prepeaation, etc. I

D ibnrys. injection site I
for:
-Reess
- Discoloration
- Swiling I
I - Lsions I

|o Wserve for proper I
tfehnice when injec- |
tion is given
- correct site I
- correct nedle site
- crresct voiUw of

drug
- sterility Mintained I

O Resident is Obsarved
for ny adverse reac-
tion

• Olhat Is the disposal |

ethod for used needles]
or syringes?

Ask tursa:
What is yor plan fr
elternating injection |
sites? "Siw r I

O lhat is the evdication |
for end what are poten- |
tial adverse reactionsl

o Is ther nonspecific |
pain at the injection |
site or shiotiog pains |
dsn a Ilrb |

o Is there skin irrita-
tions or lImps reder I
the skin?

O Of adverse reaction
Occr* ha. soon are theyl
reported? I

o Could this be given by |
wnY other route?
Ask Residett :
Suggested questions I
are:
1 What kind of redicirel

dc you receive by I
ivJection/shot? Siy I
do yru need tht |
pedicine?

2. he you have pain or
nuabness at or
around your ijJectionI
site?

3. iWo gives you the |
injection?

4 Do you receive your I
injection according I
to a scheduie?

I I _
O MD order sheet o Is the medication I
o ihrsisng wtles for: h adinisterd according I

. Resident espnse t I to the physicians I
edication if Ppro- | order? | Staff ilevelpnent

Pniate I o Is preper tCheique 4 tOS.1121th)
- kny proebas noied at I used in Ireparation *ndl t42 114

injection site administration icIsd- I
Any other adverse I ing site rotation?
reactions I O tos the nurse edeieio-I
Site of injection I tering the medication

o Plan of care I kan the epected I
.Rtation of injection I action of the drug? I
site I0 If infection control t Infection Control

_ Care for any special | reports sIinieffctionsi 406 11 35tb)
problems related to a at Injection sites, dsea
the injection. I they caused by inproperl

o Infection Control: adinistration?
reports for any infec- I i Is the patient s
tions connected with I response to the aedi- I
injections. cation noted in the |

I Progress notes? I

I I

1 I

I ~~~~~~~~~~~~~~~~~~~I
II
I I

I I
I I

I ~~~~~~~~~~~~~~~I
i i

Intections i
F121 SlIf 112gc)

33
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I~~ ~ ~~~ Ii
the t srwr should I Ask resident: I o Physician s order for |
obser that perentarul I I parental therapy
luids ar deinistered I a fty d you have this I specifying type of

with saf, enptic toch-I tube in your (anillegl I fluid. rate of infusionsI
nictwe proeiding fluids AlI a Is it cesortetie? | hour nd Additives if |
ordered by thie physician.| o Zs there a ay it sold A ny, Is avalable an |
Safety and csfort be ore confortable? I current.
Oeasures are to be taken I a iM l)ng has it been intl
insuring eseinso protec- i o w1v nuch longer will it | o Twenty-four hoer 10 0
tion and tPtiitm hydra- | stay In? 1 record |
tior of the resident I o Nursing decunertetion

| Ask orcpriat* staff: Indicates physicians
Thie urveyor shOUld note | o lWhy the resident Is | orders are being
the folliing ites: receiving IV therapy I followed
oLabteling of the o Wisat the drip rate is | o ny Adverse reactiens

solution bottle/bag. Ihe eount of Fluid to A ar noted in the edICall
|o ate of Infusionlhosr . be received per hour | record
o Date and tine started | Ho.t often the dressing i o Record indicates:

--additives if any. I s changed | _ Ihe need or reason furl
o Any signs of swelling I o Hov often the tuting is I porerterul fluids.

or redness at site changed I -Response to the
o Site dressing is clean o a s1t are possible sidn I therapy.

and dry i effects? I _ Pradrlos and Iunnite- |
o Accurate ISO of naree- i tions encountered by I

taT nd P.O. fluids. Ask Nursing Aide- the resident As a re- |
o If splint (entord) Io Mubt are yrur responsi- I sult receiving paren-
is used, it is applied W bilies sen, car for | teral fluids
to prevent eeeont a resident receiving I o Plan of Care'
but not inpede circus- IV fluidst | Tte plan of care should |
laten. I a flt training have you I include

o Positioning of IV hd? I - Type, rate of infusioni
tulbing hour. and Additives |
Co wCoers of restraint I I (it ordered).
used to ailef or i I _Premecy of Sit i
wnaus resident free- drssing change |d

sdm %Aile preventing I I tubing change.
conrsent of IV site. - Routh care, if lPO I

- Identified probirfn |
or limitationss In-
ciading specified

o Is the penteral flaidl Resident Car
| deinistrd corwding Policies
to the physicimns 405t 1121(1)
order and in acoordance|
with accepted nursing I Infection Control
practice? I liSb

o Are infitrations notedl
in a tinely wrner
before a large arount
of fluid infiltrates? |

o Is the facility pro- I
cedure for care of the |
IV site and tuding I
changes folloied for |
all patients unless I
contraondicatedl

O tlots deoeentation I
reflcst what the |
patient received, any |
Iprovess, And his/her
respense to the
parenteratl fluid' I

o Have ny adverse |
effects been caused by |
Advinistration, of Iv |
fluid? I

o ZI yes, were these Pt. Care anagenst
preventable? i 4iiSi i124td)

*42 341

Parenterel Fluids
F12i
Sif dBt1124(c)

3"
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LNG TERlt CARE SURVEY

I I~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~
SURvEY AREA I UrERVATIHI | 10TEVIElIiC | REtl11 REtIEo M tTteRiNs COWFtINCE

| ~ ~ ~ ~ ~~~I I
I| spcifd goals for Ort-I

rectin. tie Fra s, I
and responible staff.

II o Docmentatin must ir- I
I clude time administered I

a ad by hyn. the aount |

I of fluid infused, and
I ny other special c re

I inistered at a
result of IV therapy
(i.e.. eouth care. I

| assistance sith Dts, |
I ~ ~ ~~~~I I etc.). I

| o lhe record maust reflect:I
_ coeditions of site ant

any infiltrationn.
I I Chlebitis, ecrosis, I

etc. noted, along cithl
wnasures taten to

I correct these.
bI - te resident's

I resnse to therapy I
-Changes in laboratory |

| I studies I

I Plan of care -ud not
I be eodified for a oe-
II te IV infusion.

| ~ ~~~~~~~ I
I ~ ~ ~~~~~I i
[ ~ ~ ~ ~ ~~~I II
i ~ ~ ~ ~ ~~~I II
I ~ ~ ~ ~ ~~~I I

I ~ ~ ~ ~ ~~~i II
I ~ ~ ~ ~ ~~~I Ii
I ~ ~ ~ ~ ~~~I I

35 -
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catheters I
| - Ihe specific type and I I

sitZ of ewipsnt usedl
I I sihould be noted. I

-Sigsn di syptans; of L
urinary tract inlec I I

I lion iUll) should be I I
I I acted upn and docu- | I

wnted as to follne. I
'i ~~~~~I up. I

Ite record should L
reflect that the I
resident: I

_ Is assessed for Utll I
| Hs ow abdcniilat

I I distentitni i
I | o Roles should also in- |

1 clide:
| the color nd odor of I

urine and the denelup- I
Ient of any probies 1

I I oafter Foley insertio I|

I I I I

The murteynr should | Ask Resident: | the surweyor should deter I Cumpliance would be I Patient Care
ascertain that the I I nine that: incicated if residents I anagnenrt
facility is pronidiog O o Uhy was the ostosy I I are physically and n- 4(tS li24dld
aprppriate nursing care | pertonwd' I o Colostony irrigaios. | tioln.ly cnlourtohle wittil
to thOse residents who a toow do you feel about | if ordered, are dec- | the ostony with rnial l
have had boel surgery | the ostoy? -Meted as perfarmon by |or in skin prdulIines -
resultitg in a colostc. | o Does it ever cuse you | the resident or ppro- | I residents Jre not con-I
or ileostroy. It is | problen (i e pain. priately trained st.l | fortuble with the niinyI

reconi-nded that the j skin prmbliols odors | o Regular patterns of l are haning skio or iotbr |
suroeyor. aith the resi- a ccidents'l If s. uhsat| bowel eliiwiotlon are | prblemo, the ladclity |
dents pennissim, cdbsernel does stalf do ubout it' docwuilted as estab- should bi respondinq to I
care being glen to de- | o Shat does the staif I ished throogh isonuge | these nd corrrclirg I
tennihe that proper tech- generally do with or forl mert of dirt fluio in. i 1nm as reisoiabic. Carel

Ii

'i

'-a

-4



I 2?
tOhC TEM CARE SlRVEY

I I I . I I
SUnity AflU | O95ERVltTICtl I IllTttlfltIN: | R OfR ftVIE i [I tdlINNl~S CWLIAJU J (10t MQAEtft

I _______ I ___ ~ ~ ~~~~~~~~I Il

I nlqs are being used.
M fe following steps I

| should be taken to assurel
| that prrner ostowy care
I is bel ni provided.

| o Ibr ostqo dressing
should be changed or

| the bag esptied and

I thoroughly cleaned
prcaptly after each
b Prl eeacuation orif

I none frequently, if I
I drainage continues.
I o The peristcilal skin "
| should be clea nsed sad
I dried, and pprupristeI

|erasure taken to pre- |
v cent eoriatlom and |

I infection I

| o Ihe resident s privacy |
| should be considered |

hile providing care. I

| 0 The resident should be |
| pronided with infned- |
I tion and Instruction in

I self-care at the
appropridte level of

| understanding I
| o The residet should be |
| ubsersved for signs of |
| witlhdral dIgsis t. I
| anoiety. or other eiz,

tional responses ohich
ma| y be relted to 1ist I
her acceptance of Ith |

I colostony/i leastce

the ostony! Are they
consistent od tleely? I

a HAs staff talked to you I
bout doing scne of the I

care for this? If so .I
wsht Ws the cuttne'? |

If ot. is this sae-
thing you d be inter- I
ested in learning noe |
about? I

Ash Staff:

o If iwesos ide |
- fs did youi lean to |

take care Of co'os-
toMies?
What d you do if the I

skin around the colos-l
tony bech s red or

- Do you ener teath
the residents to care
for their on, colas I
tonitsy I

- lt is the procedare |
If the residont beccresi
constipated! I

Ash otter nursing staff :

Is there a facility I
pracedure for ostiny I

- Oo you hane shin |
poblns with your I
ost-y residents'

-What do you do "hen

take. exercise, sad the plans should indicate
use of prescribed la.a- I specific "as in iris-
tines. suppositories. I tin to prowicis and
and/ne irrigations | specific interntions

o Ostcmy ctar is docs- I for reachieg these goals

eeniled in the resident'sI
retard aicng with a
dscriptio. of the
stool.

o frtoleas in irreglo-
larity. ski. breakdon |
or other cobseroable con-I
cerns are donuentoed and|
reported to the physi- |

cin.
o Docieutation Indicates

that nursing asres I
are taken to assist the I
resident Aho is oper'- i
encing poibleas in |
anderstandieg and/or
accept ing the presrnce |
of the colostrey/ |
I leostny I

o iocianetatioo of nursing|
erasores to maintain
skin integrity -

o Assesent |
the ssessmeni should |
indicate:

Needs. proolms, and
lmitatioes as a re-
SuIt of a colostoey/ I

ileostomy
Specific degree of
self-care prorrlo. d I
or asistance nrdcd |

| -striodl %kio carr

I00
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| o The survey should s sin bees ernwv- needs.

| seve the staff | eatew | - pglatia asd speciall
giving ostomy care to | - Vilt teachingi do yoi dietary needs .

I ",lfy that prnoer | a with the residents' Ea-toutiwial spocrt.
techniqa is used _ it in general is the I - dications and trest-I

I respose to this a ents if needed.
teaching! | a Plan of Care

I I | the plin of care slould I
II I clnarly Address.

- Specific goals to
veIO cuiue or merovwe

I the prbleaals) identi-I

I fied I
I - Pethods to accoel ish I
I th g9o1 (trining
II ssist5et, ser- I
I vision, treatmiits |

III e onal support) I
I | Services necesssry andi

AoI tho Miii psrefos the I
I services. I

I _I is frae for accon-
p f | lishing 9goas

~~~~~~~~~~~~~~~~~~~~~~~~~i
Sci llSri

I I OS. I 1304&}~~~~~~~~~~~~~~~~~

I 1 "2.}3Z(.r~~~~~~~~~~~~~~~~~~~

l l~~~~~~~~~~~~~~~~~~~~~~~~

, ,~~~~~~~~~~~~~~~~~~~~~~~~

I ~~~~~~~~~~~~~~~~~~~~~~~~i

I.-
I.-
to

: . :
i



Lr Itrei tARE I

RAfEA | O ISMYAlATi | INtEIE I i11Ewm | IKttERftlWItti CtUIANDE I CP055 REFEEINCE
StMVEV AEA I 01" T TOP TITERVIEWIG I reci F!Evi-

P121 sPiratoeY 0 AO erwsol Pressor or W 1tilt Interviewing the I
therapy SW 1PM lInteonwittent I resident observe for I
40!. l2titc) I Positive Pressure I sads% of congestion.

Beathing Machinet Note color of tips and C
The survepr mset i si beds.

| determine that the
| facility is providing | Ask Resident
I rep

1
ratory therapy as I

| ordered by the physi- | O b you ever feel short I
| cia. Cbseration for | or breath?
| this indicator should | o If yes. wtat is d I
I focus on the necessary W when this occurs' I
I quipxnt at well as ol o Is the therapy helping |

L the resident In o Irden you to feel better? I
to deternine that the | o Are there any prbcies |

| necessary eqaiceent is k with itt
I available, the sorveyoril if so. eIo does the I
| mast lock for the | staff respond'
I foltcming o Is the therapy con- I
I Aerosol oepressor orl sistenly perforne - I

IPPM Mlachine. Check I both concerning tim I
I that the machine is M ndethod of prosiding

clean and operable. it
lubing - If tbing aIo you hae any concernsl
Is not attached to a bout the therapy?

| the xachine, ash to i
sa it. Check that |
i it Is otoed dry and I As Staff:
with consideration I
f for cleanliness. | o tt Is the reason the |

- ebulier iup - i resident Is getting thisl
sthould be attached tol therapy
tubing. It is filedl o tat are the expected
with either the pre- I results'

| scribed medicine or I o Can you demonstraie flw I
I distilled water only I you use the equipient'

if about to be used. o i. often is the rquipy
i tt should Mot be | nt cleaned'

| stored wt. If It 1l a Stat are the Infection |
I Mot attached to the I control procedures in

The surveyor should | Only gaalified Itrained) i Staff Deveent
deteinio that- personnel should aihinisl1 4051121 h hj

I tsr/assist with respirs- | 4 314
o • spiratory/oxygen tory therapy, therapy |

therapy is performed or o ust be proided u

adisistered by a|pro- ordered.
priately trained staff. | he effectineness of the

o Ihere is a physicians I therapy oust be periodi- |
order for therapy, and j cally evaluated and
it is specific as to I therapy revised as
rate of delinery etic. appropriate.

o If the physician's orderi Effectioe infection con- I Infection Control
is for pro therapy, it | trol neasres most be dl. It35tbt
should specify for tat practiced, heeded
syuptons S safety precaution for thel

o Any informtio gained use of ozygen oust be
irmi resident or staff | practiced.
Is nerified in the | Equipment sheuld tW anai-I
record| I tble and in werbing

o Assessat | order.
- the assessent shtald |

address both the need
or reason for therapy I
dad any preoblons rr |r
liltati ons which
result from the need |
for therapy.

o Pl nof Care |tatlent care
the surveyor should I Mna t

note: I I a 1 12ttd)
- the kind, anount, I 442 341

frequency, and/or I
duration of therapy
based on the phys: - |
cians order .

- Specific goals Lo I

nercione to intoene I
any identifird |
peritions and/or
linitatiuns

i-

CZ



tefing. anttosoee I
It. INu noutpieca
I oinnected to the
"Oubehirr cup. I

The nhrnefo thoald alSO
I dtec that all oronolnet

I euipert Is clean
a OxCygen therapy I

the turvneor too us
e stablih that the

I facility in soetItig I
I the Onygee nevedt orf

I the eident. n I
| the facility Ome not

hase mwal units check
I That:

- There are enwgi
I cyst irrs ftu thier
I delivery.

there should be at
hleast an many floe

I aeters and
I r lalwrs.
i - A stch sthould be
| ettached or stored
I close by.

-If Minglarge
cylInders (size C or

I H), lo for a
| carrier since thetse
| tank cnot be

tranuperted without
I it.

I t th cylinder at the
| resident's beside

shoula either be on
I the carrier, Sittine
I on a ral skirt, Or
I otheruise "na d.
I - thenr should be other

MING tOitr CM SURVEY

I I I
lNTERYIEWiNG I RECtOR MtiDI I lrERcmzexn lNatV[M I EIss ettrmnz

I I I

regard to Me of rest- - Specific mtled to
piratory equipisnt? | accasplish the gffosa |

o What training ws given (Obnervation super-
you in the uoe of this vision, training. 1

eIfuipent? etIc.).
o dere is the eergency w - tao is reponsible to

| oygen owpMI' ge prfor. therapy or I
I e5sist in accooplish-
I eet of 9oa I

I o Intervention - I
| the record should dis- |
I play evidence that:
I -ihe plan ol care is

f Eunctional
| - ihe therapy Wsa ahin-I

afbinistered in I
I accordance with Piy- |

ticiians order for thel
Specffivd reanonits) 0b
an apropriately

I traired staff arre
| - Change in condition is!

ticn is docuarcnted and
acted upon prouptly.

1 o tnaluation/lecnaloation |
i the record should

reflect:
- ITe resident s

response to therapy
I -f responses- I
I undesirable evidence

of further intecn |
I ton,
-my progress, deter-
ioratien, or develop-
e aenst of nor ptobieo |

a- iised on , hre aove
inforatlon. possible |

| | odification 01 goals I
*1 , ~~ ~~~~~~~I I

0-a

,-`

1 Physical trivinanri
I 4roi 11i4 [ii
I &dical encords
I 405.1132
1 4Q ,318

I
i

i

I

SierGY mu 1

yo
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LOWG YEAR CAM SURVEY

SUrVE ARE OBIRAtICK rmirvinman I RlEaRD erlEVIE DErEWMING [MM OMt~l~ | es EFtRENC

Irnssry ow nt
Ival a* SUCh as tAddl-I I I

flerS. neknlimers. _ lr ll

ral romulal I pietrs.I|
|ate. &II should be dry|

-clkan u n storeda I

C _heck f to see talt nn
| ad bd r sdts I

eo e raet Ie eba t ra t o
amur chalr/room W"

IMwing oxygen lcert-
| ble units .1 1 OM*-||

"aet srJcial

isolation. . I

I to t to certain

I the tr I not i
I pty a that I

t onk It labeled as
s ucti

I Cec for gcod oril
h ygiee of resident o
F a llroeron thatld te | a I

I posted wilth y te
Saing, sign.

I oResidts n trspire- o Residents an Resgirathe
I tors:ttAth I ps Soerf ge leo

-Al. Irmn Systaf 0 Wot training ha" yo
| turn d on? had in caring forr

I-I 1s wfichent Oxygen rsidelnts arn resolra_

I -I s the wti latorr I o rc." you rht e bov theI
plugged fttO an a lare, systen rs?

I rwgency outlet? 0 Whabt is you, prmetwr
| --Is the resiftnt IO ( Or PwUIOry C'"? Il

alocation that o What s your Procedure I
'loMb fror trnqt f or changiqt tubing -nd I

| bseration tby stAffxl the -ter resvoir?
|O -does the "rSidentl o What hapxns iF %he

| connunic~te lzb I F-r gno .oF



LONG TERM CAN SURKV

I~~~~~~
S93W WA MA tTt01 L TTEMEV; R ECRD KEVIEM idllTtr4NhIG (DWtlM I OM MITEEX

* - t le et sTAff
| (at. In. RN) | I I I

earlng for the resl- | | I

I ant equimen
| -ttswaliequilpnet I I I I
I At bednidt I
I _ tis the orditlonr

rf the residents Ski"!
| armend intdatia I I
| tive/tracheostcay. I I I /
I -oes th care given

I Wtipprprrate

| teChni iue ln caring
of thepuatirnt' iI

| ~ ~ ~ ~ ~ ~ ~ ~~~~~ I

F121 Tracheostosy S Satisfactory tracheo- Resident internles mst |
Care SW0 tnory care is a pr- i be guided by the resi-
4QS 1124(c) I ceduvr which prootes I deanl's cnenicati-n

a clean. unobstncted I ability
air passageway and nuin-
tains the skin integrity I Ask Resident I

| surrounding the trachea- 1 0 Ahy do you have this |
stavy site. tubi?

I the suronyor should 1 nM.a Iong will you have

| detemnine whether | it!
| o Adeqate supplies are | o What care can you do |

available for the care f or yourself'
| of the trclveostenny | o ataIt Ma you need help

Such as tracieostony w with?
k kits, hydrogen per- a 0 iio helps youe
noide. noninal saline | o Is sonenne alwys avall.I

| or starile wter able to suctionw hid/her

I suction machirve when neededT
I catheter, sterile I o Is the suction eqiiplowntl

gloves, and clean | alwys available in i
| dressings | aorking ,rdert i

0The resident is I o Is the dressing kept I

o Ihe sur-eyop should
detemine that trache.
usta"y care is done as
scheduled and as needod
follc.ing the peper,
procedure

o Any special solutions
that are needed should
be addressed ir the
physicians orders

o Assesienit - Ihe record
shoul4 reflect hat the
need for trachenstony
care was assessed nv
teens of
_ Frequency

Stin integrlty sur-
rounding the trache-
ostlyn novting red.

ens n lni-tion,
a nd/or vcvrlations.

o Plan of Care should

I Stoaa and surrounding I Infection Control
I thin should be in geod I 4 (b.113S thI
I condition and if not I
I there should be treat. traWining

w ent directed to re. I 05.1121h)
| solvig this problne 1 442.314
I All stoff caring for the 1
I tracchostoiy oust he 1 Patient Care

trained and energency 1 fanagement
I procedures anst be hnxam.I 405 1124ld)
I All needed erquipi t nstl|
I be a-vilabli and in | Physiclins Sir-ic

k working order. Resident | 1105 il7J(rl
|eut tc all times have
I ieadly vailable a neansl Social Stniices

ro conicating wit' 405 1130)1.
the staff in a ,

Wenency.

i-

CA:
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tLON TER" CM: SnenEY

StfY AREA II weRVAIlOlN I ITRtlVltlEllG I REtJ0Rl REVIEW i tlE Nltlllo ClMtl Ah I cIOSS tEfEREIICE

breathing withcut C clean and confortabley
difficulty and is | o Is the tute lenpt clean I
cinlortable. | ad changed as neerdJ |

o the dressing Is clean, o tl often ar the tubesI
dry. and intact, the and dressings changed

1

cannula is clean in I o Does he/she feel confi-
the proter position, device is the personnel
a|nd secured. caring for his trach- _
tIhe skin surrouring 0 0 Sh4I is crunnicating
trach is clean and dry i with staff and other
with no redness or I residents like?
inflanaation | o Are staff patient and

o the resident has sde- h do they jllon you ernoughl
iuaate oral hygiene tinr to eopeess your

o An entra tube, the navel nteds/thooghts/ I
sile as the tre In I feelings.
place is anailable at I Ask Staff
bedside. t oWhy does resident hane

o Ones resident have an i tracteostony'
ade'aate ethod of io ihat trainieg int y)o u
cwReusiicatiog nith the | given to enable you to I
staff? i care for tracheostraifsl
Do lAes staff mlow ta ughl 0 What is the procedure I
tine for residents to I for tracheostmty care? I
coneunicate' aHo tW often is the tute |

I change d?
WSat do you di If the I

I tute to-s out? I
I o MaY I watch you do a
I dressing chane?

I o If not convenient de- |
I scribe What yp do.

include i
- Specific tites of I

trach care and the I
responsible, appro
priate trained person I
peefoewing this task.

- Specific Problens
relating to skti aid |
breathing as Weil as a
the goals set to nser-I
core these probtlis
listing the aprcori- |
ate personnel respo-
sible.
-ine frames for
resolving prohlenis I
listed in g"ols |

_ Plan for period |
aUsesunt of apro-
priateness of rest-
dents oun self care I
re: teaching or
nursing assming oine |
responsibility As

ippropriate
tnter-nntion - The Str- |
neyor should look for |
docuientation of :
- Irach care and oral |

hygiene adsinistra- |
tin including re- |
spoesible personnel
tie and dte, and

effects. I
- Any perokhIcs or ,

changes noted in resi-I
dent cordition in g,
redness, sort l 1i.
tracheal obstructmlo)

t-

0y

I
I
I
I

I
I
I
I
I
I
I
.1
I
I
I
I
I
I
I
I

iII
iIIII

.- i

iII
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101G TERM CARE SWKY
I ~ ~ ~ ~ ~ t t I f I I~fStR t

l~~~~~~~~EN loa "S l to
SISfl AEA I USlERYAIIfoI I IETE*Y1E1A1M0l I h~RftD eiflfi I tot~fir~ ltWIN CAUCI~f I U~sts R~ftRifl

I l ~ ~ ~ ~~i i i i

I I ~~~~~~~~~~~~~~~~~~i - Cuuxiianl respon~se tO j
I I I tracheostcwy

I I I a Ev~~~~~~~o alution/ReewafaitlioI
| i j -Resident is or is t |

I I | benefiting ire tract, |

I I I cfrandslic n car II

I I I - If pr oes re notedjI

| the progress notes anol

j I I plans for care shouldI

| indicate changes in

I I | treaieiten

I I I|. Itnsideets eOwtionhl

response to care of I

j I I the tracheosttwuy i

j j | ShouIld be evaluated.

i I I since this try reQuirel

I I I a~~~~~~~~~~~~~~~ ~~daitionalI care I
i : i planning j

i ~ ~ ~ ~ ~~i I II

F121 Suctloning | Suctioing; is necessay iAsse rnt - Ihe record A l eAl urapnt oust beh I tfectic, Conlrol

ShF | for any resident who is |h shoujd ref lecc that | aai labie and i aork | '3 I511

405 1l24dc) | unable to cough V | OH are you feeling o, - Ihe resident is cun- i iog order.

| secretions tnat are cb- f after the suctioning I stuelly observed for | o All stafl caring for

| strutcing his airv ay Does the suctoning seoul suCtiuniug needs the resident oust know |

| Stloning mly occur via to help? I _ ary ivitaticnis A rej. at xo do o n an

| the oral or nasal route. o Has stalf explained to | sideon ha's as a resultl nenegeevy

| or stora route wIth | you the need for suc of his suctinnii;g | o Curreol professionally I

| sterile tecnviue tionitg lphy io yiou needs should be | accepted standards of

| Atteits should be nade need to be suctioned! I specificll y noted. care oust b vain-

| to observe a resident H No. often? I Rny probloms rosultivol tainevd

b being suctioned should 0 I`o perfons the oust be specified.

| such an opportunity I suctioning i e , nursesl o flux of Care should in-

| rise, If so observe | or nurses aides)? Do clude:

that a clean/aseptic | you feel sale with the | Aareess of the

| tecntiiue is lobsereed stuff Perfor-ing the | resident's suctioning I

| throughout and that the I suclioning' needs, goals, I

I resident tolerated the I o Does everyone do it approaches, and re-

1 procedure Ither should about the sa way? | sponsibilr staff

Pr-u
I-

Cn



LONG TOu CARE SUFtEY

. I I I 11 DETIMMING COP~tI I
SlUEY AREA I| OSEV ATION I ttEIlER il NG I ErCORD iiEVIEW i lullllS wtlean | lOSS Otteta

I I I I

I I
not be bloody asirant. Ask Staff

tyalosis or brcrh v
| SpaD. Check that uIp-1 o ineo and where did you |
I rent IS in good teriuIng q learn to suction? I
| order, frequency of pro- o fell me wsht protetde |

t edure. etc. you use wttn you suetirn|
I a resident

Rsident vbsernatlons, a Do you *lways have 1

I ahich inoicate need for enour suction machines
intereWntion include and catheters?

I o Secretions are drAiningl o Wiat pronisioms do yW' I
frn a residnt s | have for suctineing if |
inouth or trach and the the electricity is lost'l
resident is unable to o W Suer. are you energency

| tough or clear himelf. electrical outlets? I
o there are audible | o Stat is ycur ewrgeney |

cradles or heletes proe dure for disposing I
andVor diminished o of the s~eretias fran |

| breath sounds | unctionieg?
I Ithe resident is | o ta often does PrsJW./ |
I dysepeiC. need to be suctined?
| o Restlessness or agita- o ay I serure yc ohe, |
| tiosn my also be an | you suction us /fl I

indication that %ut- I I
I tinning is needed.
I Upon cepletion of I I
I suctioning abloe sy- I I
| ts should, in eitst
| cases, be rel ived i
| the sureyor should

observe that the rei
I sideet is positioned |
| to facilitate brath- I

Ing lusually at a 45
| degree angle). Chece |

to see that the facil- I
| ity has an mple supply) I

o0 suction eachines I I
and suction catheters I I

eneded to igpoone the I
problem or at least |
to mintain the resi-
dent at his present |
status witrout furtheri
detenioratloi I
the plan iust clearly
indicate s Mecif

approaches toaards:
o Prevost ion of shin i

problems aroand the |
trech if loi euistsil

o Correction of any
nuisting shin pro- i

blns
o Proision of gOod I

oral hygiene in I
cluding a rigid |
Schedule for outh
care, schedules, or |

proCedures for min-I
taiming clen equip-1
tnt at bedside, as
WIl as disposal of I
used (dirty) equip-
ornt,

o fxute of suctionigi
(i.e . oralnas4l/Y
trach).

o Intervention - The I
record should Idi- I
tate clearly that:
- The plan of care 1

is being imle-
nente.d toc- ¶
rotation should |
refl el I
- Ithe aber of

tines the resi- I

I-
toOm

I
i

I

PuIrtie
Irn
!I ? 12 d

i



LOW tERM CAMR SURVEY

Itt~rEY 1 DE|LMINING COWILNE ~LG ! 110 i MW? FERENCE
SUWWMY ARE I ONSRVATfUI INTERVIEWING i IRER REVIEW I ectaa~Wc~lI I~te~n

I retidWntS reqtrring I
|t and that tlwy ecu |

| clean lm pfrgoerly I
Istwsd

1I

I i

II

I i

i i
| resquired suction-
| ing. for Wu I
I speciflc reaM."

and by ~n the I
I resident ws I
I sectioCned I
I _ Any sprcial treat-I
I nsROt the re'1deet

receiwed in con- I

i juectices with suc-I
I timying (i i

| oral hygiene, *inl
I ceCar etc 1
I 0 Eoalw- tloo/Rl~csaltiern
I The record should
I reflect,
I _C ell the resident I
| tolerates s-ctiongI

I procederes I
| _ Any blondy aspirant.
| cardiac rrthythia. I
| cyanosis. or bronicc- |

I spaisr I
| - Further inlterentlons |
| alit ted to ooerco |

or iewtroce these
I .ihec omtf sputun
I a sell as itscolor

nd consistetcy I
_ ny progress or lacS i

| o Progress,. deterior.I

atin.* andto the de- |
o|el nt of vW,

| prableft
V the ealuatlon should

I deternitte hther
| goals are beirg rcths[
| d or if nes goals i

a rast be addressed.
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tLOW TM CARE Swvrw

I I
StEIVE fRA t I 11 VAVIUj0 I IIRTYIEWNIG

I I

fubt Feedings o Suff use peoper tech- If the resident is able
F121 ShF *S igCp I l eiqur in adwinistering | to tb intervewed. sog-

| feedings an edica- i gested qaestsons nay be
tions. Cack to see I

I that staff checks for t to yeu feel cortable/
| location of tite twforel safe with all the staff

feeding nd that tsbdmngI ihD perfoe" the feeding?
| Is irrigated before aMnl If ot. shat happens?
| after addition of vedi-I

cation. hne you losing or yaining
| 0 The tube Is clean and m _ight' hat is your

formla flews freely. V oal
o IThe ealipfat It clean

I and protected II |
| dressings are ordered,
I they are in place.

clean, nd dry.
a The nasal te Is i

I securely but comfort- I
ably secured on the I

I fece with skin nsin- I
tained Intact ann with-l

I out irritation. I
o lh7 Skln aroad the I

I gastrostwmy Is kept I

clean and free from
I IrritatIon or Infec- I

tton. It should be |
| ched carefully for |

leakage of gastric
I contents I

o A resldent who hasa
IG tutt for *Po V

I longed period of time
S should be ibserned for I

i possible cwplications.l
such as nasal erosion.

| sinsitls, eseplhgitis |
gastric ulceration andl

I pulanary Iefecsion. I

| RECOD RETIEW DCIEfEEiIRMII lM tf C MSS W(RVEIE

lube feeding fteiesi 0 ls the feeding bren x mesing Serwices
I I ordered by Physician? I *5 1I12(dl)fI
1 - Plan of care I o Is tube feding nutri- 442Q M(C)12)

I - Identify frequency. at Lionally adequate! eal Service
of feeding based co th o aHa tteepts been eadel 44* fli cc

| physicians order and L to discintinue tubt Dietetic Sernicts
time span oer which feeding if indicatedt 4I 05 lls (cl
each feeding is acc-. olns sbin free fre

| plished. irritation inuth core
I | _hedication and treatanti is given at puSt (31

records. tines daily'
_ Fluid intake records 0 oane chWges in res- I
_ ber of calories as I dnt condition been

m ell as mint of iddi- n voted and addressed I
| tionel wate (teight Iosn crnsti- I
| - toc ntation present potiwo diarrhea, skin

irgarding remeal and condition)? I
I reiritertion of tibets o Have observed prteles
| _ Record should indicate I been coordinated with I

meaasures teken to pre- I other deportiits and I
I nt diarrtea and cnn r.salv
stipation and to treat 0 I IS feeding being sOi- I

i if thcy have 0"veloped toered to ensure that I
I | feeding is occurring ask
| | the orderedfafpropriatel
| | rate? I
I I O laried Supplementn as I
I I preferences alira I

I I

I I~~~~~~~~~~~~~~~~~~~~~~~~~

I



, | BAATIKO

I o iltsiAs a. fed I
o1wlymith head I

eleted I

| o %i lie$ for Ah carl
are In widen> , l-
s eoroe if possible for |

I tectie. Muth sho w
evidence of good care

I (i.e.. mist, clean).

I II
IINTEIgEIM I AECI) RIEf I OETMININC ClhIPLIIAMM i CIMS I FEKNOE

I I

i
.. i.

i
i
i
i
i
i
i

i
i
iI
i
iII
II
III

SUPMY AREA

i
i
i
i
i
i
i
i
i
i
i
i
i
i
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i
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110GT IERM CAME UJIMEY

9UVffY AREA I CtiSERVATO i INTERVIlfWleIG I rEDORD REVIEW ID EKIMUNING OL.IAlf I C ltS ftE t
I I I ! I

Nrsing senietic" ||
lo ,a SfW (7s0 1124) 1

IE0 (442.33) |
S. twenty-tour I Are perscwel performing I Ask Resident

hour nursing. | tiles that are allrd i oOo resirents generally~f /; S i. Assigned U nder the State Mrsre feel that peoplr takingi
ditles cen- Practice Act? care of tn kbown sAut I
sistent with | they are doing
their edaca- | ith you rtseret care beingl o If no. nplain.
tion and | rendeed in an appro- I Are your treatments
experiecel i priate, copetent mafeirl dome im a cotsistnt
based on the I I manner?
characteris. oes the tihe schedule a o If no, euplain.
tics or the | posted Indicate that at | a Oo ycW fecl that there |
resident I least the miniurin re- a are enough pmople here
load quiraed personnel are m to take care o you'

f.7JI 2. Wekly tie | scheduled and actually | o If no, eaplain
chedules arel on dtya | 0H. long d you |

"aintained|. I Qusually wait for tielp
.3 there Isa j Are call bells on for | hen you put your

sufficient e excessive periocs of tlwel call light on?
nrmber of I without being answered'? 0 I s there anything that
nirsiug staffl doesnt get done as I
available to I in Stfs is an RAen | often as it shiould
Weet the | duty during the day? | becaise there isn t
total needs I ugh stall to do It?
of all resi- Ari licensed staff and I Ask Staf
dents. a ide staff functisning | o io you feel qualified |

f /~g a ti. Ihe is a In apprworiate rolesl I to do aIT the srt, you
registered a I re assigned to do? ?
nurse on the twhi are staff spending| oIf no, euglain.
day tour of | their time? | a Cl your Ieel you here
(lty 7 days I enough training to I
a ech (for C hefor staff who are | eep up with the car
SRF only i actually on duty | the residents require? |

I Ofno. hat else do
I I you nero7
I I

o Aervii proress notes
to detenrsine who is
gnirng care.

o Revieu care plan to
determine fho the
facility has assigned
the care responsibility
to.

o Ceck staffing sfeets
for minimal require-
nerts and tivnc andi
attendance for actual
staffing.

o Ae,,ir charts min.
tained for Att wofica-
tions. I 0.
restraints. etc. to
assre that suff icitnt
staff are ail able for
carrying out responsi-
gilities as specified
in patient care plans

All nursing personsel
miust fCOtion within
their State trnsine
Practice Act.
tnels of staffing pet
a st inima require-
ments
Nursing care needs mst
be identified by the
fa cility . dDCiUeatation.
resident aid staff inter-
|iess should deterine
If ttest red are eetl
All nursing staff shiuld
hav edacatklo or
training to prepare them
for the care they
perfous

Patient Rights
405.l1ilftllg)

Patient Care
Policies

405.112101

I Nudical Recoras
I AM 1132tcl Coalter
! 42313lNItc)

I Patheng Care
I tanagenrmt
Ios5 1124(dl
I 44Z.501
I
I Staff Oeelcpnent
i <OS 11Ž111I
IW-314

.t
i
I

0-

Co
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L(W TERN COA SIACY

I I I I
51mEr AMRA I OBsERVAl7iI I lNTIaiiG I At0itD IEW I IErICININGc VIMIC I OMS Kfcrn¢k

I I I I i

I ~I I I
I Ionat other persrl Ime

IX EIIT do yW need he-e in
lhrt Al I resi- terdi of Ars

dents are cared I | clmssificatioos - i e
for by persnnl 1 idest LPH' S. R. s. '
qailififd to pro- I etc,
vide the cAre .I o Ip you thirk there is I
that sufficient I I einwh help in tte
naers . class- I facility? I
ifications of I I o If no* cwy' 1
personnel ae I I I
aaailobl. I I

I I I I I -^

I~ ,
I I I I
I I I I
I I I
I I I I
I I I I

i I iI

i I I I '
I I I

l ~ ~ ~ ~ ~ ~ ~ ~~~ I I



LONG 1ERPM CARE 51M

. I I I i I
suOtr AREA USOVAIRVAiI I liNiTfYlfirlIC I RECOM REVIfid i it Ilf lNlIN CtltlAM I fJICSS REftEW w

I II I I

Restoretive tlrsinal A. Oserve residents in I
Activities of Dailyl
Llfini

FIS5-159
Si 4$. 112l(e)

If t4424 3t2
442 343(wlc)l

I INTENT I I

To assist the |-I
wident to attain |
or maintaln htis
her iaxifta, 1ee11
of independence
gnd function? |

med of assistance.
1 Is needed assist- |

ace provide
2 Is resident pro- |

vided assistance I
and instruction,
as appropriate In i
all ADlts to in- |
Crease histher
level of indepen-
dencel |

3. tos staff I
minimize pain/dis-I
con/oct while I
assisting reti- |
dentt |

4. Is resident tought|
transfer tech-
niptfs' |

s. In resident I
assisted to tollett
in timely manner? i

6. Resident personal I
eqipnhent avail- I
able & nithin |
reach'

Glasses

Hearing aids
Oentures

Ash Resident: I Reviews:
o tat assistance do youl o Pln of care

need with bathing I o Nhursing notes
and2or dressing? |
Wiho helps you? L oot for enidence of

o Does the stall plan | functional assesshent
with you yur | and periodic review.
dressing/bathirg |
schriule Plait of cane-

o Are you able to dress/I Reflects assesnent.
bathe at tines con- | goal, ethod to reach
nenient for yowl | goat . whO will provid

o Are you bathed con- I the service.
sistentlyl (i e. on I
the dayis) scheduled N tote: nrsing notes show
dors the bath get e voidence of assesrent,
perfon1edi) | intervention if ppro-

o Where are you bathed I priale. prores towrd
(bed. shier tub'?) i or nainten-

o Are there adquate | nce (5:roa of Or iCui
clothes avil able for I in functionl. Also, re-
pou to Wear! I sponse to treatents/

o Oo they cone back frcal teaching Plan of care
laundry in approprialel reflects ssesumnt.
condition | gols. nethods to reach

o INs do you pet in and | goals, and reeoaluation.
out of bed'

o if staff assists you
40 they seen to be
able to do their job I
apprtpriately? Do youI
always feel sale when |
being helped?

o Are staff matbe' I
encourjaing you to do I
things for yourself? |

o 00 you have any pro- I
blens getting to tIhe
bathlron on tiret?

Are patient needs Ildenti-I Physicians Services
fied? Verify that the I 40$ 11241(a 1b)
plan of care addresses |
resident needs and is | ihrsing Services
iraleented as schedhuled I 4 11i24(a) (b) (c)
and that all ippropriate 1 442.342
inlornation Is docu- i
wented Oietetic Services
If goals are mot reachedj 40$ C 1125l )
Ns a reevluation been I 4,12 331(c)
perfonerd and goals re- I
vised' I Activities
Does resloratine nursing 1 405 1131(a)01)
assisthe resident to I 442.345(a)(b)
acquire a higher level I
of IndOpisdencef i tpiclalited Refiab
Is sufficiant time | Services
alloved to resident for I 405 1126
learning to increase | i42 343C.) 1)1 2)
his/her lene of inde.
pendence?
Ar assistive devices
used regularly as per
plan and are they in
good repair? I
ts there an assessornt.
and if appro'riate a
plan for each 110t that |
the resident neds to I
gum independece in? |
Inlinienance goals should |
tie mate as apiropriate

I-s

iCuiW

I
I
I
I
I
I
I
I
I
I
I
I

�j
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I



CWNAII1

Prosthetic devices I
og. braces, artifi-
cial ettreoities) I

Adaptive eqipnent I
(e.g.. built up I
spwn, reachers) I

Orthotic devices Cog I
splints, Af's).

Restraints leg vest. I
waist, Wrist, skie, I
Mitts. nets. geri- |
chairs)

Crorwing itens leg
coo, brusn, shaver) I

Oral hygiene teg I
toothbrush, tooth-
paste. mouthashi |
denture cup).

Self feeding devices I
Assistit devices for |
special sensory loss
nseeds leg cansunica- I
ticn boards, lrge
print books, Wgi- 1
fiers, writing tab- I
lets, pictore caros .
talking books)
Irinlns/re-trainiel I

Prosthetic erunageet I
Stp*e adapted NAL's
Self injections of

wnications
oel/lalddnr I

Self-feedirg I
Self groanlng

LON TOM CAt 510EY

wvsoMIwEuIN I REtCPO REVIEW
I

o Ooy Vhdve ny I
protbls with
lealage when you
seaeze. laigh or at
any other Wrticrlar |

ties I
o in. doe% the staff I

help you with these I

probltes' I
o Are they aware of thel

prob I itls I
o Do .vsr V- 1s nnew l

reglarly?
o If set, hat do you/ |

staff do aobt this' |
o Are you dble to feed |

yourself'
oAre you able to get I

to the dining rocan
by yourself? If notj
why? In that case. I
fiat does stafl do I

aiout this' ,
O iM. Ioig have yam I

been up today? I
o OD you usu lly lie I

dov or a rest? I
o If you need help get-I

ting into or mnt OF
bed, is staff avail- |
able to help you wbisj
yio need it' V

o Wre G yoYu spend I
east of your tine
in your chair. Seel-I
chair, or in bedt I

.1

I

I

I
Iwitti"IMING Cam [AM
I

I
I
I
I
I
I
I
I
I
I
I
I
I
I

i

i

i

i

i

i

i

i

i

I

£ I ssflFr~

1 OM EFREC
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Il
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LON TERM CARE SWEY

St9HY AREA | CsscRviON ItUtNRIEWIm K OMI)(3 FIVOTfW OlEMhIIlMG COMPIANCE rs f tD tiEREto

li i i I
I J1 i~tioni I D oies au oxe mr|n
| Colostcsy/Ileostamy Care a ams or legs or help

Respiratory crem | Yo with exercises? |
o toxyen inhalation) W otboes this? |

I peech I Have your sleeping
| Sbiity b iabits changed since i

U ppr extremity dressing y yu cOre to the nsrs-I
I Lier extremity dressing I ing how! If yes.

hy?
I tsere at mealtie I mAre you able to get 1
I twther staff encourages/I help airing the nighti
| guides residrets in setr i f nuecd' I

feeding or feeds the W -Stat kind of help |
resilents Is mnroded? I

I _ 1s stafr response F
timely? I

o Do you feel there arel
admewte care sup-

I plies at this tic-
I ility?

a If eot In c y n give
meI n exaple ofriy Iy

I byou feel this y " Ii
| I o is your family in-

olved in assisting i
yot or if learning

| to help you?
o Do you feel theres is

I I is adeqate starft t
j I this facility'
I I o Ii mot. can yu gie ve
I I ne an ex¢aplf of hy
i pyou feel this cay' 1

I ~i I I '
I I I 1

I ~ ~ I I I
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tLW IE CARE SanUr

I tR1VttEWif

a o s staff assist
I aflo, encarage In I
I activities leg. I
| RU fO h . ulation
| eM. ctnlication |
I Pr fgrs teeding).

a NMh often does staff
I assist in COtirtits

os tIi Sr..nything I
| resident alnjd Ike 1
| to do forhiraself/ I
I herself Lhat staff I
| is dringt 1
| o Is resident csnfort-1

able (eq l free fraiii
Paint)

I o It yur car/wlikerl I
| crutches conmrable l
I for yoU to W!
| o Old anyone Measnre I
| pu sr yoU hae the

rig~ht size care
salker/crmtchrs'

| o Did any-r sh- yu |
the correct way to |

s use our taut
| crmtches/walker'
I t Is the facility

arrungm so that ypu
| can get around |
| fairly easily?
| lauir-ound Resident

iAsh Resident:
D otOes WOOs k ra.q I
|he/st is in chair? |

| o Is resident assisted |
to use bothroi? I

| o Is residrot ccmaort- |

RECORD UVIEW
l l
| tttEIIDllIIIIC CtlSE | fJBSS RErEREtcE

I t
I i
l l
l l

l l
l l
l
l l
l l

i
l

I

, ,

I
l l

I
l l

l

, ,

l l
l l

I ,
l l

I . I
I 1

l
I

I I
SkMKV Om .1

I

I
I
I
I
I
I
I
I
I
I
I
I

I
I
I
I
I
I
I
I
I

I
I

I
I
I
I

I
I
I
I
I
I
I
I
I
I
I
I
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SUIRVE AfdZ I OBSERVATION

Il

I

LONG FERPI CARE SUaREY

INTERVIEWaIN G RfIiO REVIEW

I able?

I D oes he/she see I
therapist (O T |

I Speech P.TlIand
| ho often? I
I o Oes resident go to |
I a therapy area or

d oes therapist coin
| to resident'
| n ts able to reach

itenie neded?
I htieelhair Resident
| Ast Resident

a Does he/she kio, thy |
he/she --eds a whee

| chair?
o Is resident trained I

and/or encouraged |
| in inode ndet WiIC I

a sulaticm and
I activityl

o 0oes resident tnct
h tow to lock and so_

| lock wheelchair?
I A Staff
i oW. is resident set I
I up flr indepcndent |

W I/C antuatono'
| o irse Aide -has shel

receined inst,,ctical
I in transfer tech- |

|or erd Rosnd Resident I
|I addition to aporoprltel

intervIew questions ahtr,
| Ask Resident I

Mo. W* you spend |

I your d y

i

OCflR"ININO CVQPtlAIIIX | CiFSS REFEFtelCE.

i I

I
I i
l
l l
l l
l
l l

i i

l l
l
l
l

I

, ,

, ,

I
l

I
l
l
l
l l
l

l
l
l

I . I
l l

l l

C-



LOIG TERN CME SIMWY

I I
OBSERVAIION I INTERVIEIIG I fECIO RiifaW

I I

I oCn yo do sca I
I things for yoorself'j
| 0 0s the staff gise |
I yW a chane to I

I Iran scae self-

I care skills! I
| Ash UIrseS Aie:

o0 oes this resirant
| do any s"lf care? |
| 0 If Nm. has anyone I
| tried to teach hitm |
I her to do soon carefl

l
| lM:fftillStlhC O>FtlZlCE | (MPS REfEREA

l l

l l
l l
l l

I
l

l l
l l
l l
l l
l l
l l

I |
l l
l l
l l

l l

t
I
l
l l
l l

l l
l l

l
l l
I . I
l l

l l
l l

WKY AREA 1
1

1

i

i

i

i

i

i

i

i

i

i

i

i
I

i

i

i

i
I
I

vs3t
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ON 1EM CArME SURVEY

I I I I I
SLitEY ARIA .I i1SVAIION I tiNalEWllTiEI I R| 0R REVIEW I IElItltttIll IPLtIMa I MS$ RtfEREIC

! i I I

Observe residents is bed.I
chairs restrained or inl
"protective devicrs" for

o body lignaneit I
o positioning I
o cnitractures twen I

did they occur e |
ault is being dxeaw)I

o R program lob- I
serne extent . teeh-|
nique of provider) .

o Assistance devices |
(overhead pulleys, .
slings, splints I
e tcl) I

I o larnlng/rrpoSitiOn- I
ing schedule and
I derence to the I
schedule.

o Devices to maintain.
positIoning. i.e..
sandtags. etra I
pillbs. etc I

Soecific Obseruatines
|or the lWd Resident.
Ias apprqpriate to
condition)I
Posiltleining/iody ags-n_

Resting splints & cor-
Mrot pPl ication ,

Foot positioning boards |
Itraeze I
Hand rolls I
Elbowo/leg splints a I
correct applicatlon I

I estraints I
Siderails (paed) i

Ask Resident i o MD orders for nonensq i Plan of care should be |Rekhi ilitati e
n NM o0ten are yo u interventions/treat- I complete (addressing I Stvices

turned/repositioned I ests i resident neds) And plan 405 112fl()
by the staff! 0 o Plan of care should in- t is isplernted on a duilyl 42.c343ti12)

O Is that often enough! clude at a nineun. I basis, I PO Orders
O Are you coifortable | Resloratine goals C amre ginrs are thce- I Activities

nowi Do ynu have any I - specific joints to te I ledgeuble re plan content Resident Rights
pain or disccomft' enercised I Residents are turned as Noursing-Staffing
there | devices tl be used in I scheduled I nserviee

o NM long hbae you had | positioning I In go9d body aigment Social ervice
joint stiffness Icon i - frequency of treatnenti aith proper ussistive I Dietary
tractures)' o cr repositioning I devices . eqipeeint I

oDCoes Snwoi help you I - resident teaching in- t Contractures are pre-
rve or exercise your oniation I vented an/or trated I
arnus and legs? - resident teaching I Plua is revnesed, reeal-I

o hn, often! | information | mated and revid at I
o Do yow r special - services responsible i leust quarterly, but ousti

devices How often! ? for currying cut the be dome as often as I
o Consistently' procedures I patient condition die. |
o Are they always ap- I - dates for reaching I tates

plied and roaned | goals I Ash aide ussigned to
uppropriately and I o Nursing progress notes I demonstrate the Rond
proptly! ft often! indicate Iolds he/she uses for

O ey n Tsi| Pl- n hu s ba e ieeple- hfM If aide daest t
bed Rest Resininqen hy |I nented kIho. AM Is peotably
Ask Residnt | _ Progress tsard gopls | ot being aune Do it

-busy do you hbwe to | -Response to infoa- at bath tnem is tot I
stay in bed! I tion front reealuation| siaficient|

- iH often does staff L o tovk for actual turning/I
get you OC8 I repositioning schedule

- Do they hnro lo. to I
get you up?

- itho sets you up ad/ori
assists yeu In bedsidel
ADst I
-Oses staff. therapist
check positioning |

Supportive devices I

Positioning I
F158-SF 40$ 1124 |

In) I

I Intent

To assure that
the resident is
positioned at aill
tioes to pronote I
malnai therapei]
tic benelit and I
confort, as elII I
as safety I

I

C0

Cc



LONG ITi ERE 519S11Y

W ! AA WSI SATIU I IETEVIEWING I K D aw uI t

I~~~ ~~~~ I I
i Special mttreses W _ en?

hlarets/pillas | - Oxs staff anwer catl
| Clean, roth linen t oells prwmptiyt IM N

I Clean, appropriate I soon?
| bedoear w - Is resident ableto |

Turnling schedles rma itas (e. g.
M Mi scheitle | wter, call bell .

| OO.. (as tolerated) | urinal, ess basin. I
| wter aval able | tissues)l
| All adptive devics | - Mm nunh confidence dDI

clean and in gotd | you have wden the I
I repair | nres are hItelping yot
| All assiutive sut_ | transfer, or trn and

protiw devircs clean) soeso?
and in gd replr I -Oies rsident 90 tO

5pecific Obsna-tion fyr | therpy Area °r tas
ihe Om Resident in ChirEl therapist cow to
igerichur. lotuge chlairl resident'
in rent, as Approriatt | ed Rest Resid"nt

I to condition) | Ask S-tr
Arranqsnnt of rOn fac- N -it often is eositioI

I 11 Itates residents ct- crt d!
I titl indeeKndene teg. -Stat acl"aity is te
| indeent eating. a at the tine (c g,.
| gming. T V.. radio, RQO h, toileting.

| ater). 0Il, growing) I
Ftsitionltbody ali- I -Sat can resident dt
vent I Idonpently!

Blanetslap re, pil- i - Is iprent anatl-
| le"s, foot stool. ablet

nd rolls, splint W - ho saintains and
Clean dry attire I cleans eqaipurnt'
s sur relief Ce1ice j -Wtat is schedule for

| Restraints, with release this!?
| activity schedule - Sat training have youl
| Call bell annllable h td to learn to

Fit and ppopriateness I positin patients
o nf chair I correctly? |

iO-
i-
cc
to



6Y
LG TEFM C*RE sUaVEY

I I I II
SilY AREA J OrZWVATIW I INfEVIElawt I PED r EVILEW | DEVER0ININC LtAMM I a S rAFERENCE

I I I I I

i lNcific bseation fio i
the Wieel thair Resident |
(as apriate to

| cowition)
I-Nvperf1t 1

| _ lood ior4)ng conditionl
I - fPprwriate am rest. I
I footrest. leg support.
I utray I
I -Prper positoonirng 1

t- t-decubiti deice
I -Set up for Independtn

WC V oulation I

-tunction l apted
t toilet are I

_ Transfer techniques
Cbsere htw staff Wheel

t the resident (e.. 9 do
i they I.fosm first?)

Obseree staff for
_verbal cues

physical sqWort
b dr rechanics

I Specific Oosemation for I
| the Atn0latory Resident
| (ts apprlWriate to co.-
| dition)
I -at (steady/unsteay)

- Apprqsriate devoces
f *or nbolaticn (e.g.. I
c am crutches hml-

| sling).
|-postvre

-A proprate sufft
essistance In I

| .oultion|

-Was there Any prt of
your orientation olen
you first ca to sarki
here that adksissed
posititonig'

- 'o, ywo have my
periodic reviffes
updates on
pos it ion i?

pu1ir Bound Residen%
Ast sta~f
- HW often is residat

rsPOsitiWoM/tAkEn cut|
of chair? I

- WHat is actinity at |
tiln of reposltionirg 1
wnd or releas, of re- I

string?
- Wat can resident do |

independentlyt
a tory Resident I
Ash Deiden I
Is resident emscoaged to I
Independently sbUlate to I
and troe activities nd i
dining roon (Wlth.
aithrst bmn assistAnce*)I

- tnes resident d3 di
d&,ch as heshe can
indepedently?

- at does he/she do? I
.Mi do yw knos that

hbeshe is mooiral Iy |
Independent?

If is not nrhsg I
indepbndentlJ, how do |
yru deal ith it? |

5-
I-
.P.
C>
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tLrN TWe Cm "oWY

. I ~ ~ ~ ~ ~~~~I I II
SURE YMA m 1 UIAERVATIN I tOIPltRVIWT I MCtO REVIEW I |EM I PAIS IEIM U I M1NR

I I I I I

- Crab bars (tha s.
baWth/sher area)

- Fonctlonal a4dted
toilet area

- In there something i
| rsdioet ould I iC |
| to do that hehe |

is not allrd to d |
i We shave self,

aoply -emk-up. style
1 hunbair? I
1 o that training hia you |
| had in learoing to
I position residents and |
I o range of notion?
|0 I tt openrttity do you |

| hoe for ongoing
training'

|o bo does the Actwl
training

I Check gesqtiwc placeent I
I under Interoirming. y I

be more apropriate for
| resident's rights sectiona
| Osee ehecling tehoicrucl
| used by starf I

Ipo
P.'

I-s
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LONG ItEl CARE SURVEY

SUIREY AREA I fARVAl KIO I IMTTIMfIlWINm I RECM REVIEW I DEiERMPINIG atL#CE I CIOS REFEREiCE

_ _ _ _ _ _ _ _ _ _ __I_ _I_ _ I I

qrsing Stricai | | ResideI
F. fiiistratio I bserme a drug pass wIth | ao if

PE Pn at lust 20 irsidents i ceiwi

{ ibb SIF (*5.1124(g1)) reclving medication tion
iS7 Itf (442.331) Se Ut Append ia i. d oIf m

I. its resident | Transmittal a. 114 for | prob
f tV is identilfiedl details of the Surveyor Do y

prior to ad- ethodology for Detectingl ri
ministration | Redicatiom Errors I ys
of a drug corn

IC Xf¢ 2 Drugsind I -tCbeite medication I O*0
biological administration tech- | iedi

are asim- | nipes (e.g.. hand-
istored as washing. position of Do p
soon as pos- resident) | cha
stble after a d*te
dosesam I D o ot
prepared. I with

70 Isr70 Abministered I take
by se per-_ tion
snw tho pre-| 0Do
pared the I I cati
doses fat ad-1
ministration I Ask Staff
except unadr
sbigle unit O I o p
dos apcet h a an
distrlbutin | I li
system. ntee

_________ I DAre
|Exceptio: I I blew
ICF remsidentil I ins
way self ad- I
m-inisto the I | Rote drug
leedicatlons | I rosident a
leiti tlir I | by Waff

lphysician's I
Ierwnissiisn. I

pit
Do always re-
e your nerdica-
n I t!i?
ot. What is the
Ilo?
ou feel that
dents here al-
receinc the

ect nedication'
fiVes you ycur
catinsis

our nedications
mrr in PdD,D-r

he nurses stay
you stew you
your wedic.-

ny of the medi-
cins bother you

1

ov generally
auailable the

cations you

tnere any pro-
m in adwinister
windicationsi

doses refused by
ed ion hindled

Review the nedication
adinistration record.
|ad agirepriate)

Snt SOX. Appendix N.
Iranwittal la. 114 for
details of the record

Ire ics .

If the combined total | Physician Ser-ices
| of significant . ron_- I 45.1 24(bl(l)

significant errors is I
51 or abooe a deficiencyl Phanceutical

I is present. Serices S4er-

Vision
| Any significunt error is I 406.1121(a)
I cause for a deficiency. I 442.33b(a)(t)

I Se Aedin 11 for de- |
I tails,

I .

0-
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. I I
STMEY ARE OBSERVAT tIt

i ii

C Ccnformncj Otb Co~iro with cbwrmatloeI
fMhysician Orvo|Eofug pass.

IaF (424.334(afll
Drust aie adni-I
istered in ,C-
cordance with
writte orders I
of the attending
physician.

, Intent I I

All residents
reteie eedica-

ioens as ordered
by the physician.r

I I

I i

I I

tLO IE CfllrARE SRVEY

llTERItfJ ING RECORD REVIEW i tEc i1lhlG OD'tIIIE

| - Review the latest recu p See Appendix N for
| ci the physicians ordersi details

| - Reviw the wdication
| adimrnstratirno record |
| (as appropriate) I
I I
- See S.O.M Appendi, h,

| Tra~nnittal W. Id *or |
| details of the record
I renir-.
I I
I I
I I
I I
I I

I I

I I

I I
I I
I I

i' I

I I

I I
I I

i I
I i
I

1. .2

I

ICRIOSS RrEFERENCE

I~~~
I
I fiysicla. Ser~icts

I405.11l23(b)(P)

Il

I
I

I

I-C
0-

cc.



tIc TEAl CPAR StRVEY

I II
SUIrtY AREA | OBSIAtIcO I IlilEWIttlhC K R tiO REVIEtl D IOIERtRIIrIIC IqtIAtfCE CROSS REFLRt~tt

OtElEIC StICES | o Soecific tbseenatlons j Ask dIetary agr to I Review Ibtritien a here physician diet | Prysician Services

(Condition of I tick miat tin indica- I eriwin the procedure for I assesseent fo, the o rders foliloted I

Participatiovn) tine of cossible ntri-5 twking svbstitutions and Joiliai, docceenstiton J o Dld nursing plan for W OS. I

tiaon robems | recording the changes. I feeding an assistance -442.346

FI15 I s - s menu usually a a ideal body might I at mealtiu? I
StiF t4!. 1125) I Clinical I follaed' | o Dietary allergier | o Is there rehabilittatinel ntedical Records

; --ndtrwight/ I I sensitivities ability I use of assistive de I
A. Mems oid i overmitMi t t o O cier and sw last I nice-. if appropriate -4OS. 1132

Natritional I - dehydration A Ask Resident: regular foods vithout I o Is modification of I 442.318

Adieuacy I edef I difficulty . consistency of Weas I
j - cracked lips | 1. Ml are your reals? | o Full or partial denturesl nade if resident has a | tursivo Services

-pallor 2. Are there foods y | a mVnttl and national | prolem or change in |

F176 | - dill or dry heir I ar t n llated to coadition. condition' -40Di1124de)(ff

SW t405 1125(b)) I - ollen or red | have? | o Physical appearance. | oAte Am ieen wal and |

_ tonguc 3. Are you on a special i shin condition bedltie snacks pro- I Stec iAli I-'

| - bleeding gans | diet? | o Pppctite nd food pre- | ided as needd? I Rehabilitatile

ill? I - deculiitas ulcers | 4. Do yor receivn foods feenne o o Is socialization at | tervrs

ICF i4t2.3321ai11)i I _ infections that are eot appro- I o Ritunin and mineral | meals pronided I
J________________ I priate fur your diet' | supplonents o has Dietitian provided | -405 112t

0 o Physioologic factors If so, chat db you and o Food and fluid intake counselingt of resident I
File | tdsich amy affect | the staff do about i in measurable tenrs and I and failj as needed PT. Care tangenent

Mneus are pilanred I lntake that? I frequency of meals . (related to dit).
and foliowed to S .SWhat tive do you re. | o Degree of assistance o Ideal/usual body | -4CS 1124(dd

maet the iutri- I _ Volting riei brnakfast, lunch I needed in eatig, J wigt?'

tional needs of | - Food intolerance | *ad supper? Oo pat I related db I IitYt i o Is there evidence that

each resident in | _ Poor dentition | alays receive a -alI vision, or other idrnti-I the plan is bring

accordance wIth I - tore touth a at mealtimec? If not, fied problens I carried out leg.. doc-]
physicians' orders I - onstlPation b mdt1! Stat haopens I o kedications (eg.. g urentation in the resl-I

and, to the exient - Diarrhea i than? diuretics, insulin, dent's chart. cbseria-

redically possible.I - Inability to feed 6 hi Do yoa lIke the taste | antibiotics. etcl | tion by the su-reyor.

based on the reec, sUlf | of the food? o Related laboratory a and resident/staff

tended dietary a1- I - Decreased visual and 7. Is time terperatUre I findings le g fasting I interniess)? If the I
lcances of the i olfactory acuity appropriate (i.e. | blood sugar, cholestlr- i resident refuses nels

Food and Natritlion I - nthble to cannunicatel milk chliled, coffee I o, sidta potalssin, I or does not respond to I
Baord of the | - toss Of appetite hota etc I! I hengobig . at rrrm inter.entIon, thIe ntes

Rational Research S .d iDo you get envslh to Ibtuin transferring ; i tha chart should

Council. tatioral I o Psyvhological/social eat? that do you do | if anilu.birl I indicte efforls to

cadey of I if yoa-re still I 1 intervenc or provide
Sciences. C _ Confusion hungry after a neall c S counselingI

PA
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- Exllssive fond likrs 9. Ca VW recemive mats d o tntal/eitienal assess-l Is there evidence that
_Ad dislikes I In tm eweniing? Do Mmnt is it relates to I the residenets pgrissl

I - Refusal to eat i ou woe a choice uboutl patient s food habits. is regularly cfserved
|o S ectan blortmmicAl W IWt you ant to t? I ( .g.. mfreness of-
| caes which mnit I I Reve | ford and fluid intate

I I"rtion clirEesk1n 10 i you receine wdi- OPian of Care such s acceptance of |
I inutritienal stutus i tins during =els? | o tursingi ties f foods, f*od censured,
| - Visceral protein if yes. dh yau hn o e nd resident s
| status I Salt it is or eat it | Re.eu | ppetitel?

a o smeru altuin i Is fori | o is intakte for resident I
o trausferrieg tif 0 o Physicimns orders m en force fluids. Foley I eursino lernices

anailable) Ill Is there a resident I o Progress notes catheter. problem I
i a h L ceoncil? O Notesf fco other profsi feeders ioitoredlr I .. 112f(fl
| o Sal_ etectrolytes I | siol disciplinms as |0 is tme geNeral ani- I

112. to you got foed fro A ppropriate dunce as to Shtier I _
I uring mealtine sb- I outside of facility I | r resident condi- I a

I tre the resident | that yau buy or faily | WYUTRDliCOt STIJr otEui tions are ane to poen | 0r
| for- brings' HW often? M sDT WNLY Ot AiiEDACY fF | care or tether tm he

airence to food L hat kind of i onod' I EIPLAI tiC iUT ALSO facility has tan I
i preferences W | HtLiFR lIE KIttET CATS | lrwipriut" wast

- adequate sape for I I lit POOM AnD ti TV 9Y to prevent or rsol.
t eating ¶ | tr;S IT. WtLE tME SiR- | purcultasn

J - sef-feeding skills | | VEYCI IS MDT REP5$OWITE |0 Is thtre indication of |
N a prsner position for |FO ItDlOliAlQ iilUMlIONtIALI progress toead demiredl

4 eating | | ASIEsstEIS OF fSIOENIS. outcers It not, in I
I - Ability to et foods M M *EN SPECiriC ItFORMAtiON | the evidence of re-

Stred | Is it1EFlN DlliNG lt E | e lauation available
u- se of Adptivewt || SURVEY TO WAl A 00i- | ilthin specified tiv
feeding devAie I PLIANCE ilECISIOtt TiE freest

- Amount of font o d SURVEYR WILLT UIOLIlE iHE I o tWiho the antwtric |
| actually eaten t | FOLLOWINdG KIlNM ASSESt- | and T ty in! dato

P protection of I | 4ETI GUIOtitEI | db not correlate withb
1 resident s clothes | I I dietary data. (food
| - Amunt of tine I nenu Ealauation i irtae dietary suP- |
| resident is allwiid | | I pienets) t survewyor
I to cl e sntsaitleav o o Adequate in energy and I iouldatlake ote thut
I - Assistance provided I I nutrients I the prcbiin nay not te

as needed to and ranil -Protein I nutritional
| dining area I - clories i
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StlEY AKA I SOAIIU I T IIInIEtrile| I REOMC REVIEW j DlETMIiNIIG CM'tI i I aS INEKPEtCM

_ _ _ _ _ _ _ I I I II

IAssist bing rvidtdi
i camcn of hoidtIng.
Ircontinence, falling, I
or othter vargcies. I

i

I
I

I

Il

I

I -titoint C

Selected ensluation of i
residents for in depth

| A check list can be used |
| to ewaluate daily ims |
| for basic foods:

Daily food plan ,

- llt woo

I 1Pt eilk

MEAT CaQ

I S equinlents:- I eaio-I
Isenut eals I or of |
ewat I(dible Portionl I

I wcighd after cooktng |
| (this includes eggs,

dried peas. beans. nuts.I
a nd a11 eat. fish and I

I poutty).

VtECEiAtE AND FIJIUI |eP

I s serices or inre,
I cluding a dark dreen or
deep yellow vegetable for

I nitan A -lue nd a
citrus fruit or other I
fruit rich ir vit-oin C i
daily

I I
I .

I-a
0-a

16t1
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SLIREY A I OSlEVATIO I lTMERVWIEilhl I | m "MlEW I | tElatim tIM UCE I CRSS UF

! I I I I I

i WADGMA-P0~- ii
| LEE-STA im |

I sIg
i FATS A SIIEEIS

Iwihtout tlhs wote iti
I diet contain 1.415 I
I keel) I

Il I
| Adted fro haodk ofI

Clinical Olatetas. The I
I aric en Dietetie ASne' I -_

I itite I I _-
I I I tea
| Cb& e serving portions |-

I tek Milk coMption I

Chck e wet of Meet and
Igsposed

| mnus re dated ad
| contained minia Portion I

sige.

|A sub titutloes noted eel
| the file copti

I Are tstitlutioes mae
| cithin the sme fond
Igrousp, ie., M t for

another source of prolein
1i the eat gron, or
wegetmale of simoilar
nuItritical nalc'

I I
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SLtNEW ARA I OrsliAWATI I IlNTERVIEWNG I MEC REVIEW I OETERIINIKG C(PILIJAIN I OM E5 EI

_ _ _ _ _ _ _ ~~~~~~I I I I

Io hcsmetatlke of dad-i I
%Iontoenlitdirmaor II

I begin artificial feadlisgi
Iand tsfratto. m

Icoad mmos for varletyII

IAre they specific (i.e...
% tatt% kif of fruit, .

IJuice. vegetable)l

IM -Immd

I a q ido II~
I"M: tseasd"y the feiity

0Disuuseyur should casktn
Isnthme ausesme gieffIcI

Ividdher!ed bod
wipt. ~ I
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! I

| Fecles:

A llMi 1W0 lbs for
| first 5 ft of liighte

Pius 5 lbst for each
I additiolntl imt

i Males:

Allow (06 lts. for
fint S ft. of heiit

I oPt" 6 its. for each
| xlddtirl ioch

i ~iStl tlne caloic Needs

i 1. FIOUtA: Harris-
I endict Equation

M e: 66 (tt3 T x i
t x Ht.) (t(

-(6.8 AgeSE

I i n : 655 * (9.6 x wt
| (I.T x mt.) (Kg]

(4.7 x Agc).EEC

| Parentewal Abolic:
|1.15S x BEEE

i or Anabolic: 1.5 . Efl
(tcals)

I ITcERnIIIHislUCILSC I (lS ifitlIC

1 I

l ~ ~~ --

t-iI

SI .I

El~~~~~~~~~~~~~~~~

SiM AREA 'i

i

I

O.-

O~.
W

-



IOIIC tER CAE SUtlVY

I I I I
SURVEY AA I 0"AT IC" I ImIlERVIEwI; I RECORD IEVIEW I iEIERMINING CiIIQMM

I

6f

I iWSS REfER~EM

!

lral HAintaance
I 20 x BlEE I

I (Kcals) 1

I tric Cnrsics I

Poundl(lb. xO.45 i
kilogram (Kg)

inches (in.) x 2.5 |
W rtimtes (l I

ftitintinQ Potqin Reeds |

1. Allow 0.8 grat proteini F
I p. idlogran of ideal C A cn

body eight. °

2. Incrrse to 1.2 - 1.5

I p'kg for patleots
I with dpleted protein |
| stores (decubiti.
| dreang r ounds.
| frectros. etc.).

| Fluid Requiermnt

IBased on aettboG i o
i wgiht: i

IOver S nars ith no
autjor cardial or rl I I

I diseases:
| (NOTt 2.2 lbs. equals I |
| kg of bod1y weight)I

l ~ ~ ~ ~~~~~~~ I
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LOW. TEIt CARE SLRVET

UREYf A OBSERVATIt DtOERn EWMING | EC REVIEW D CETERIING flAX C |oSS UEFEREM

55 kg x 3 -I I

| |. I Etaqle: Standard 2 I
l l l ~~~~~~~~~~Feeding - pw=x.

I I I .54.545tly on I

I I Ip I

I I I l. S ccl
; ~ ~ ~ ~ ~ ~~I I I It

t | | ~ ~ ~ ~ ~ ~~~~~~~~~~ II

I I I I
I I I II

| t ~ ~ ~ ~ ~ ~~ I II

I I I tI

I ~ ~ ~ ~ ~ ~ ~ ~ I I

I | | | t~~~I
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LUMIN; EM aSUREY

I~fEY If | BA lll E lVI I I I
SIRWEY ANA I ONUMATIU I iNDEiEWING~ I *EOR REVIEW I DETERMINIG tMUtIhNC I CRS5 REERENiCE

___ __ ___ __ ___ __ __ _ __ ___ __ ___ ___I_ _I__I___I

S. lerreatic Syst foer te provision Ask Staff: I Aftiew Ilmne tHois
Diets |of diets: | I I

l o t *er. tm1 of there- Physician diet rwe lve i.il0i 124
F19 a o Dietetic service Eardexl petit diets? medical et | I td.) Pn car pia
SW ilzSiIlite1) or file I oTim of nourisrient I- arses Lardes M I f Spervisio of

I T lherapeutic sms I activity, wois res- , - Dietary tardes I I patient
| a turishtet prepration| sible? lheraptutic diet wer I I nutrition

FlOD | and service | o eirishetnt proided frl - Diet cards
ICF L442i332(b (1) | o Adquacy of nourisbenti day of survey I

(211 I I I Cots:I
_ o__ nd_ Iv dual mns or I lhe wsrvor shoid interI - Consider pporpriateness
I diet cards v view staff resardino theiri of specia diet-sodated I

FIST SPECIAL PFEEDIGS: knjwledse of Ite FqednsUs & review stinc admissionl
I therapeutic | fie virse should also | scedule Ad trainive I" I
diets are pr- I attans. to isre that: p tAiiuginstarti I - Progress notes reflect I
scribed by the | | feediv Srn residents reeluation of resi- |
attending -py. | o Staff use preper tech- | aviv dtfficulto Ir k dent's progress en diat|
sitian. niqsi, in adeinistering seakino or swasaioaia

I edings d esdit- I with the tube In nIec
tions Check to se (i e. omy toleratis|). Selected maber of re si On Psreed diets:

FP1 | that staff checks for T the surveyor shoul1d in- | dents en therapeutic dietsil
2. Therapeutic locative of tste befoeil mire if nuth feedins wes saould be considered for | Ordered by physician |

mmi are | feeding and that tubingl atteiptd indepth reviews. o after 40 fours
plairod in I is irrigated before andl I I prepared fresh daily I
writing. pe- | after adwition of mndi-l Ask Resident I qred | oS calories and/or |
pared and cation. food grows as if
served as If the residnt is *Ile I *e feeding served Whole
ordered with a to le interviteed, sg- | Review:
supervision fre1l gested questions say be: O an Tube feeding:
the dietitian -IPlan of Care
and advice fre e 1. lMm long have you been - Identify frequency met o aies the feeding been I
the physician I I fed by this tb.e? I of fe ding based on the | ordered by Physician? |
whenever neces- I I I physicianvs order and I o is tube feeding vutai- I
sry i I 2. thwn Was the last timer the time SWn oer Aicil tions lly adeqste?

I | ,you tried to eat by I wach feeding is acco I o Have attespis been wadel
aontii? bWsat happvedtl I pl ished. toI discontinue tube

I I Iwtn7 -h~t hSehed7 | Pledication and treattenti feeding if indicated' i

I I 3. ibu often do ywu recordsittion present o llane chasges in r,
receive the feeding' - Fluid intake records j dent conditii.

I I Is this consistent! | -Cte. r of calories as * ,oted and
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LONt ERtl CARt ilvE

SItinY ARtM I fltfl.IS I IbstRWIEbI I RtC1RD grouea | otrtF tm CtL Ttt,1C
esDdmtr wihr DgpejIltis,

Aegaedieg koledp.e of dietary .nW

o What do yoe do aet this r"sidet
refosas led. mats. brad, etc ?

o tsWt erlshntn Are proided this
runidtnt' t ooten?

o ita happoos when a night toss
is notced aith this resident

Ask 9Reidnt

o o, o.yn.ne talked with yoo aboot
the iteortan nit eating your

o Cuo got t foods that yea don't
sIt on ypr trI'?

o Do nec feel ory'

oD Co .yo agt hetne weal s-aks'

ItS

I Ideotify residents with tonditios
that iespol i.e or prOernt

olnitarey body .Oeasmot.

2. Identify lcatioh. m size
sd depth of dacbites ulcers.

I Calcwaltoies of rlocalarlic ad
pomtein l"ens netd.

4. licroeutirioist nes assesiwent
end rssmc.atieo

5. Progress notot
-. nitor out
-weittr heading of decubilas
alters.

6 Potirtlnt Lahoert;ri.s Data
-Jios hi eiflesotocn.t
-Screen Alb_ n
-lot.) L woc.,ytic Cutes

1. Intake
_-lij"liient to aintaio hydratioe

nyste In In claote Pto PI-id.
the tes ad, moeaesat Of intrIt-

ea l support neted by the
resideats sw hane dOeloped

ootd nd oweleeeotatloo are
prided do a settotd to
inhere intak of ewutrients
needed by residents aith
deaiutc alters.

U10S lid 1
IdI
Ibl

boo. t nw d

tIlt
therapsstic
diets ace
p ibser hod ho
the attending

r Iel.
pIssitiawtg ni
11,82.

are pl ated in
oritieg. preprti
ad and nerned
at ordered ni 15

Saceeninion
irno the
d etitian and
e. ise I ro. the
phesionne

necessary.

FbIC ~ES

to crooite the
needed eutnients

-Sewsident is eora
aearaite

-Mea semite
-toed eccectonse
.-ddhereinte to ion

preparat ion

_toeod lupcieeent
-tyPe In peert
enuritininal

nseswsenl
aetfiod of service

-ass i stante
croci ted

-t__ we p "ronisi
us ordered

-Port ion 5 i1cc

. . .n l .. ,
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I I I I I
StLEY AREA I ONStNvATION I XTM1EMNlGii 1 r0ON REVIEWi I OJUeMINING 0MPit.AE I M S REdEREACE

-'I I I I I

| Inteonie. staff megrdin.
| bcledge of diatetic

Io iHat noristnent tene

| the dl betic patient
receine?

i o If diabetic patient
I refnses the meal. what
| is drne to siPplonent
| the nwl?

i If resident is able to b
| interoiewed. snggested
| qrustios:

i IHow long hbve you bee
G on your diabetic diet

i 2. Do your know SS# of
I foods you must avoidl

hat are they?

It

I

leI

!DI
I

well as _.nt of addi- i a1eiht loss, consti-
ti"n'. aater I rtion. diarrhea. sin

_Periodic reassssment oal ctnditiont
ability to slow 0 lKiMn Osereed prlbln

- Record should Indicate been c0ordinated With
msures taken to pro- other departments ad

vent diarrhea and con- r esolved'

stipetion and to treat O Is feeding being Manil-
if they hbae developed. tord to ensure that

feeding is occurring atl
t the ortred/1pPrVOrAte

o 1ed sWltents as
apreferntes allow i

Dlgletic Diets O rn Diabetic Diets I

Renie: I
| ordered by Physici n

o Pertinent taboratory I o Varled. nutritiofelly
data adate I

urinary glucone o Indilidualied to Suit
| eimY glucose | resident

|o Wt. gim/losses I o be-eaaluatio indicates
I diet reets objectives.
I If not aWpproriate.
I dcuivntetion is I

providd I

I o Laboratory results I
I support diagnosis I
| | oltaecn mcals Snacks
| Prooided as ereded.

I-
0..

i,
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taLG TERII C&RE SUtRVY

SURVEY )|A OBERVAHrO I tItIIERflnM I REtM REVIEW | TEMININc CDntIM U | MS a es5 J

i ra . troyhmel i 3. Do ytu recein a |
I service: n rowisunt betneen ¶

awals or beefor gping
a oPalatdality of Low- IS bedt ? I

Sodimn diets (TASItE) | 1

I esIr sIcn on
| diabetic diet trays I I |

o alt s rces on sodiuw i i
| restricted diet trays ! I .

I , I ,I
I i I I

I L I I

I I , I
I , I ,I

I I I .I
I I I I

I I I I
I I I I
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LOW lCi CAW SIEVE?

j ItSi8MT~f j IEtRVIEWINiG

IRENiAL
i Si- ien place for the I ntlre Staff regarding

correct prnisison of I knowledge of ren l diets.

renal diets.
| Iusllidualized ;nnu -Vat foods should be
i *etaury Staff I restricted when a

patient his kidnny
Utiilize ewnu when servirlg1 probles?

| diets I
| | at nsourlshownts are
| given to these
i patients?

-*Are fluids restricted?

Ask Resident:

-tAre you on a special

r | | ~~~~~~Liet?
I 'What foods aUSt you

avid?

*|o you feel hungry?

*I DD you eat erythingi

at sealtines?

| *Are the foods the
kitchen sends you the

I correct tees fIr your

I diet?

|-ias the dietitlan we-
plained your dint to

j | ~~~~yrm?

REff REVIEW I DETEM GLIC COPLIANCE I CROS REFIREMEM

Renal Patient Diet RlleI on OW Na l Diets |

-pertinent Laboratory Datal -Ordered by physician I

fam 'Written e nutri- i
Strue Potassice | tionelly conplete in i
Alburir | so far as vedically I
Hatocrit | possible. including |
Creutimnie calories I

apertinent Redications i Individualized to saitl
| resident

VitainlItifneral |

suppleaents I taboratory testing s e

needed
'5iiht pains/losses

| ordination eith
| dialysis unit to
| determine effective-
I ness of diet

I I

I I

I ~ ~ ~ ~~~ ii

I ~ ~ ~ ~~~ ii

I i

l ~ ~~~~~ I
l ~ ~ ~ ~~~ I
l ~ ~ ~ ~~~ I
l ~ ~ ~ ~~~ I

SlEW? ARE

MII

Therapeutic diets
prescribed by the
attending physi-
cian

QM

therapeutic senS
arn planned in
writing. prepared
aed served us
ordered with
uprvisicn frrse

the dieticiulu and
advice fron the
physician whnevwer
nrecessary.

k0rsiee Service

s. 1124

(dlPT Care Plun
(flSupervison of

Patient Putrt-
tion

en.
I.-
C.71
-a

I I I
I

I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I

i

iI
i
i
i
i
iIIII
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ta EM CAM SoRVEY

SURVEY AREA O BERVATION

i I
C FPrparation Observe:

FiB ? o Assistance provided or I
Si (405 1125(e)) | not provided by staf |

_ o length of time rnsi- |
dents sit and wit for

FMIR D al service
I o Food is served soon

I. Food is preparud| after caoking or re |
by methods that | frigerated
conserve its o Trays are free of I
nutritive value spillage of foods or |
ind flavor | liquids I

| o Foods are apprnpriatelyl
Icoered and kept at a

F lii | pror tfiperature
2 eals re pala- otooking and service

table, sered atil utensils are clean,
prope. tempera- I sanitary and greaselessl
turts They rel o Refrigerated foods n1stl
cut, grond. b e covred
chopped, pureed | o Leftover and pre-cookedi
or in a fore foods must be dated
which seets | and labeled I
individal resl-| o All cooked food stored |
dent seeds a tone raw mats in

W refrigerator I
|o Teperature gauge on |

F19O | or in refrigerator to |
| record tffperature I

3. If a resident o o Shelving to alIov air |
refuses food I circulation I
served, appro- | o Food not stored in re- |
priate substi- | frigerator must be
tutes of similar stored off the floor
nutritive value | o no rust on shelves
Ire offered. o No dripping or spillagel

| on shelves and floors I
| o Degree to which diet |

modification is coen-I

lNTERVIEWINGM i RECCRO REVIEW ID OETERMININI C13FLIM I CSS RE tFERENCE
I I _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

I o Plan of Car
o Progress notes
o aotes fre other pro-

i fessional disciplines to
I determine rehabilit-

tion potential to self
f feed, use of assistance

I devices.
o o Record of food substitu-

tion to dete-nine
alternate choice

i provided
Standardized recipes

The facility has kitchen
and dietetic service
areas adentate to meet I
the food service needs.
Ohese areas are properly I
ventilated, arranged,
and equipped for snitaryl
refrigeration. storage.
and preparation of food |
|Eruiprent and storage
areas are clean, ell I
maintained, within pro- |
per terperatures ranges. I
and safe

Proper teiperatures:
(Fahrenheit) i

Frozen food storage- |
O or telon

CoIld food storage --
0-a45 degrees

Hint food holding enpip-
ment -- 140 degress

| nininsen

|Dishwashr wash cycle __
140 derees

ilisiwasher rinse cycle --|
160-lilO degrees or a
color change in.therroI
paper

Advereoce to sunufac-
tsrers recinendations |
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StAVE? Xf AMA | OaEt~SS11tW | wlrR f I~ K/IftulhilS ~utt~iC£ | rJISt Ul£EM>1

i I I i
| s with rmsideet's |ietay pertaine) are

I|11IT | tolerates and rpi- I I i cleam (n of infec_ j
bility I tious disease, They

To providt fools - o usiduits for went pra I p tie s dictsle ted-I
that se Safe and satisfaction Iigns and procestre to I
ratrititO o tane Aarae of efoods at pror o

food color. texture, teeatures *t pr-
rca a d flav o r tecttd against crntin_ j

l~ ~ ~ ~~~~~~~~~~~~~~~~~~~~~~* l ion.

I i I Is dietary information I
it I Ipertineet to detairy

I I nodificution?

I I I ittRs resident been
i I | eilue as tte refused

assised for eating pro- I
Iram tomsintain inde.

! ! ! !Puikee i

Fl1

o tess than 151 of
ama Is coesumod

I o Type of sostlto-
I tions proided

ij

Ij

o Progress notes
o Diet card
o Days suistitute record

Is the food sutstitate
of sietlar stritito
.slue as tie refused
its, (e.g.. silk refused,
alternate of calciuh or

I cSIcIo suqpleoot should
I be provided

CA
to

F1M (Coat-)
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I I I II

i eei I,
I o rUI eaes aer limfi.tI

I o Io1 nwlts
I o Ulv~istt~ft Il"t ed i
I seludala Ii

i Ir

li I

i i

I I

i i

i i

I, I

i i

I1 I
I I

1 I
i i

II

I

Inrvlew varicus, rnl- | ylaw
lets sout the nrurisi-
Wnt srvice I o a rm as uncr A

a o eNorishi t List
o Ar. ,wlstonwts e offtr4e

routiely?
oAt wt tie ar they I

Off~rd
b y Wim?

o Uhat klid of nourish- |
rents are offered? I

Ihr 1P mals or tlr
equialeet are d

I daily with Mt rOM tt_
a 14.Ir p btetum
thle emnieg rel ard

Ibreakfast.

T li ngurisimnt serala
I is e difficult to

I eluate: ust find
eidwe tLut ttients

I are ofe re flolfIM ints

| e though it is an as
uInlarmed basis.

I.-

0>I.

il FrJl|

SW (mt.1125(d))|

ICF (442.331(a))

r ls31
1 At least three

eals are ser"r
daily at regular
hIors with riot
m thals* 1a l

hour span
between a sub.
sitntial eveing
mal and breb-_
fnst.

F 194
2 to the ostelt

radically los-
sible. beitium
rouIristoats
ar offered to
all residents

Eaeprtion: et
regulrd for
ICF RnIdents.

I
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I ~~~~~~~~~~~~III
I

E. Staffiev Fe r, smerlt permrml
aw an duty for I1 da-

| fied diet"ry rteal.
Feet | allittet

I - SwerWh shi
SW (406.1125 (li I - Fod Praratie,

- Di ashing
I Clontng

I o huty sdtmles
I, food selut

pefitinl are I
. dity dlily
ar a period |

of 12 or Iw
lojrs.

I tnfl nt|

proeiding ser-
.icea rnwiter- I
ate with their I
1"01 of I
training; and at |
the lel dof

suphisticatim |
eded by the I

residents.

i o tetriu -e msl to i
V erify that they re I

I _r of their r n Is-
tilities and j5b I

I r it . I

|o Fre a anat Of i
|tO total diesttit ser-I

is operatio.n ties I
is eiatI that tw
dietetic superviso is
c|lbb of toe eqii I

ew mnt a wP r- I
Vision of the dietetic |
seric. I

o There atr dieetic I
Perseel sin Oitwy ovew
a 12-h0. priod4 to t
|dnttrate ability to |
PItrm, tass dl- i
Qialely.I

o Dietetic per l w-
twins appopriate or- I
iuntation and training |

cnsistent with their i
Aates and responsti-

bilitie h Ithe ii
etidmece that the
dietetic staff are

|kinis leh nbwt |
food sviuc policies
and preedrs and P.
ply thme accepted pro-n
fessional practices in
their daily wr.t

O-.

I.-
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LOG TEM CAN WE 3U4Y

01IoSMtttATI INTERVIEWtItNG

MamadIM au ilali
As per Restoratio lor ask staff. if resident has
lonilog Activities stre coiouanication problwe)
of Daily LIor -A"re ya recelving any kind of

therapy' P.1T.? OT.? speech'
SftF - 405.1124e1 -ahy to yow nerd therapy'

21b0 -Ano often to yo see the therapist?
ALSO: -On e receive therapy on -wekends?
Oi nSE LI RESIOiI -nAst happens if the therapist is
IN TRAPY ARELAI absent for schedoled treatments?
-1s prinafy pi o--lre do yaw reeive yosr therapy?
ed during treat- - -o q long hevo yon b-en recninn
_nlt as aeia thera"p
ble' (e g -ciheDo other staff meoters ssist with
curtains non therapy' Whs and in "hat way
dividers. e !: -are u comtilortable d.sini therapy'
eve anal ur," from paln, prioacy Min-

-Is their eroar-- tamed. etc.)
ate. courteoss -O yes have inplt into developing
resldeotlstai or revising yeI therapy treat-
intera tioni " ents?

-Are theruoy *1""'
ppropriate iv 'ASK THERAPY STAFF:j

tretm nt g.r '-o many deys/hoors per P e do you
leg. Wa" i e provide therapy'
area FOr spenc' I-On you purticipate in the dewenop-
hearing tests ad4 I mont of the resident overall play
sessions. iarte oe t ar.' to what na?
area For P t. s- -Onew ,otln PT iaidest In what
ercise aod therapy wa? (if internieing the regis-
gsps' o t Pa.- Cored physic.l therapisti
cwptl lestiing 1- do non asre arry-r of
splinting. A.1 D therapeutics In yIr absence'
adaptations area ow often do ye. provide inseenico
as aplicabii to statfl diat topics are oneredl

-1i s e * lr ' -0O u have oportunitis to atteed
and in good wor- insrvices
log coidilieu i- do you ceaolcate patient
It operatin as I rogress.reqrossoy etc with
per maeofactorer' physician. norsing personnel.
[e.g. hydrocoliw- (eaiy, othr disciplineti?
tor ten, ar- _lion many resideots currently are
fin, whirlpool. reoining Pl. ot f S l
ntc.) -O you routillar the sernaces ol a

-Are assist. t v- certi lied occupational therapy
oices blo rn l:- alsistantv (if anternieioq the
oided as needi r orgistered occopational therapist)

-io assistn . f i- so. in what ?yi
con fit -C I-Is sper avsilable for the conduc-
f vuctier ave a-n lI on of vc wr therapy'

t l n r -e

I RECilRD REEC E1 h t i nmta l tEtIitsf

-PIan of oare
-Doctors orders
_orrlng ^assessment and progress

-Aide assignlon-t oherts
-Therpy aSmessnoetsteva~otitns
liocades a minim oil:
*on_, ag, dote, diagnoses
yrelerrint physiciav and reaso. Fo
re'erra
Thistory. precantios. liittios
objenci Y docwntatino fe,
tests. . s..r.meols

*ri-bilitatian poteoliul
lreatmeut plan includes a ini
of.:

secific rehabilitatieo needs and
objeacties
ttreatment to mot spenilic ea-
sareable rehabilitalane goals
:ypt _ount I(rrevIy. dlra-

t on modlitis
*_ 01 therapistlsl ho wi
provid treatent
-rstoate e vornieg folle-.thrq
irecordaions for plIa 0 carol

idotiiaes modalities thet will
be deleg"tovl to vndskSilled staff

-Progress nots indicate that plan
al rohabhlitati scar. ha beau
reov~aimaed ho tbr physlcian and
therapist as necessary but at least
ever 30 days

-oCnicationwti LA physician.
2 ones progress

enthly Po °9s
disbaego sinry

-lroat me t docomentatlon

sm rited

-Are rah illUtiamo serices
intergraterd with vesteratini
oneos i ng7

-Do theraplsts pertlcipati in
deneoepnt Of ersident plan
of tare?

-Do observatIons and intervio
Indicate that services ar
provided in crh.eiction with
24 hour noising and in ccor-
dance nith the onerall PI*e of
0cre regarding rstrat oe
Pursing and specaiedr
rehabIliltaIon sernites'

T
Lwi"5

SURVEY LREA I

SPECIALIZED

SWf t405.1 126 iF lye

SW 1405.11260b)

Indicators £
tre C apply to

F PlAt OF CAR
(;1 1442.3434e)

11142)

F2ftO
Rehabilitatlue
sernices *rr
pronided onder

-ritten plan
ol care, jmiii
dated by the
Attending phy-
ti<Ci anO de-
.eloPed in
enSulttion
lth appropri-

ate thea-
ostlIt and the
iiurliii 5cr-

8. TH[ERrY

1201
ICF t442.3431a)

t011d)
Therapy is pro-
nidad according
to orders of
the atteoding
physic lan in
acordance astt
accepted Pro-
fessional peaP
tir es by giusli-
* ed thnrapists

or qualified

-

c-
03

405. 1124f
442.336
442.319
442.341

5IULLM
SERVICE
05, 1123

442.346

405. 1 132
Ml4Z I lI6

405. 1131
442.345

405U1121

442 .311
tRAIhllT
40541(21

442 .311

405.1 '15
Ad? 3(5
442.3 2
442.329

455.1(34
442.324
442.32 5
442.326
442.328
442,329
442.330

oUILulX
StRVlICS
405.1125

Ill
442 329
442. 331
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uted proprly
(eg. wheelchirs.
crutches. braces
9tasses. hearin
ads. caes artin
licial lidSt
assistino emtlng
deni cot 1 ?
-Is resident free
of pain during
trerati t &cd it
stalf rsponsive
to resident ci-
erection. vi (it-
contort'

-1 resident re-
(fining appropri-
ate training awd/

(e gq s ti upvsa-
genit. sel rang-
ig, alternative
tfjtica tivn we-
thods. hearing aid
nire, ceIi
-re parallel bars

sturdy arid well
secured to floor?
-Are tystois de-
ti gned for weight
lilting sturdy and
wellt setvre ifI

at tached to wall
with rigging .an

hard grips in good
vond i t ienn

-Are nonierbel
resideints erovided

with . ea es v c i
atiction e g
writing tahlets
wd u tens ils pidc

turf cardsi'
-Are wiccal1I y iv-
paired residenits
proti dud iIth

itgnitiert a nd
l p i t h

-is Rquipi t radily asailable to
_ft residet nOd
-Is there a ce rdinated interdisci-
plisery aprpc, l eh tear rhbilita-
tion of ti geriatric resident
evident in yair tadlity' In wht
way en yat tee this?

7L

assi stants

C. mmam
F203
ICF(44d2343(f))

F204
1 A report of
the ratitdent'l
prcqles, is
coaiawCated to
the atending
phtirian vi lii
in 2 weeks of
the initiation

of sr ilitati d
.tii to U.

F205

icrr esirevtts
progreth Ontt

be rvi d

2 the ret'-
dent s pragrets
it thereaft tr
reviewd regu-
larly and the
plan ci rohabi
ti tative (are
its reewatodted
at nevestary
hut at least
eneef 30 d~ys
by the phyi-
(man and thee

PI 7d7 Nbi
cctt.' r

IC resIdents
clan oust be
renited at
reevar?



Y3

tOMG YEN* CARME SHe

SatyzRu [I OSEAnIM I ImhiRVlTEwtm I RE RFVIEwIWT FfI I IR I CaFTEMI& rc!tumEE RE

therapy seroices
are pr'oided
that will assist
the eSidest to
attain hiser,
opl i"l level of
Isn tt .

.ls equipwnt synch
as htilpnal
clew d bet_"
pal tats?
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tONG IfRH CARE StJItth

Stadly AREA_ I Dl&MnAtIO I INURVILiflo t | RECORD REVtitN | DtiErMIKIOC cmICE r|orretrac

bik~enMUl

o Are you awre ol te medications
pee are ta -ing-use, renlcy
oautra -d ita ons?

o Has pour physcias iistusied the
.idicatins you are taing with too'
o lien oare aedkitatinns are you
tab i ng'
o De Iou feel the nediuttons help
no..
o Do ant ol the d cal ovs bother

foo for e: mke rot e oauseated
or ciauy' If so. rave is told afly-
non bout i? l

Ask St, f!

iHo. ft tn does the pham -aist
rnien the residents Inditationsn
o 10 whe dens in report an

o Alhen the pharmacist reports
irrtgulrities uiat Is June about

In whew do woo rIeort ay pr-blhes
about medi taion'

o to yoe feel the resients are
receiving the proper elicatons.
Mu.t aod tind'

o In the phaticist av ilable tO ye
I on consul tat i or'
o where does the CiiarcIs lt pereo
bii drug regivian rvwi-t

o Reti.. wdicl record:
-to see if phar -aist er nurse has

reviewed a diog repin - a onthly
basis.
_lor evidence that the rennro has

reP'orted irr itlerities to the
physiclan or other vol has authority
to correctte IerI irlaritIes Ion
evidence that the irregclarities
have been enaloated
_revie verses votes. progresi
notes, care plan, etc. ion ant
adverse reac tion to Iheoicacin- *nd
iodiCatian that uoerec:'ve action
-as taken.
-screen the drug iherapi o' 1t,

targeted residents s' vg the
indicatrs (for-s if precaredl
outlined In so" Appen-i

.raus ittal #I14
-re.ieu pharmacists drug regiaen

monthly reporls to deteovive it
pharmwaists has rn eC Ow
potential irreguluritrs Screened
nut through this or.oess Iveed lull
pearll

o Revi"s were pDreeted in the
faili ty.
n Ther1 was enedenna o a
review pertorn rd on nery
resideot hose record -s
reviewed indroth.
o lo records renunst the

.lm Pepe1scriptien otili'at-
ion -as net subst.7i0a

1
1 noer

hl. If it is. reire for
approprtateess.
o App rent irrequarilies _ee
identIf"ed and rertei
* Reler te =if aPPeedI 110 in
174 (or further iveation on
d.ug -gieien rev ow

Ptysionavs
Sen ,ices

405. 112

44Z. 3frSemvi cn
d05 _1174
4. 336

ea

O-

o Observ residents
(or eoress

sedat iDn or adeere
af ects:
-drool ing
-shuttling igait~involunntarpy mve-

oents ol limbs.
t npe fa cia
ousclnes
-less on affect
-drnvsi ness

I posltral abnr.-
a lit es
-pill roallieg

o Obserue Ior
depression
*avuitat ion

2lay
91F *0 112 1

A, Supervision

.CF442. 336(a)
(6)

S~4!105.1127(a)

Ihe phar mist
reuens the drop
reimen of each
ens dent at
luast eonthip r
Iuporls anri
equl rit is te
the Widical dIr-
c~xne and aooei-
* sf rater.

(pit
o registered
eurse oaf OC
ntiliied tv
perfioro this
renien for ICE
residenti 0110,
the attendinq or
staIf physioen
nsut re.ive
andicit ion
qonrte rl o

i
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*. tdaeliq of Obserov lahls of
Orws and indic.titts for
.vorogic.1s residents hsern44

en droif puss tour
F214 Ic,
SWl 4f5.112ftl) _nsr of di9

-dosage for.
In15 -stfregth of drug
ICt 442.333 ..quStbtp 0l drwco

-flijee of eanof an
r216 ture'
the laboling of -eupiration date
Oni9s and bio- -central ne,
loscu{lt It -aEpiroliridat
bsed on accessory or
nuorenlip Iccp cauionary
ted cirofe~sicnal slateeeets
principles and
includes the
aPfr-PI'ate

ceassrwy ajnd
caut Ionary .
tostrocl 001s Is_

-e
1

*1 * Oeenciration date O
oiien aspplicable.

INPEMI

to asur that
residents
reeinve nrdita-
cins as order d
and that tic.7
a.e onl tnred
lor possible
s.de effects.



LONG TERM CARE SUiVEY

r I I ron-ou

s n Aetr I IISUMTHM I IMIfRVIE MLM' ' 4L

LakaraL~c tzM ~Obserwe Suytin at
Rtai~~loudl targeted residtl
rvicei e.g.. drain .

adorn. Jaadiuu.
titi le.Vers edema. etc.
Stt 405 112I

P2Ia
Slbt d95.tly6lal

A. -:2rLiA
af Str

I All ee-i .es
ae opronhded
only ow the
ondars ot a
phsician.

22z0
7. the attend-
tog phys iCan i s
rot' ted
proosytly of dia-
-nostit lindiogs

3 Signed and
dated rtoorts of
a altuical lab-
orattry. 0-ray
cod other diag-
nostic botnitss
art tiled with
the patient s
stdinal record

In assure that
Iab tests are
perborwed us or-
dered and i nd.
inys are reyorI-
ed twohy oicoe ns
tO assure that
phs. are made
aware 01 5 iwtous
That wa ceO lab IN S

tsk StJf_

o ahat do yo. do chew t think a
resident needs laboratory wrk don-
blood wor, cultures etc
o bNo. long does it take to got l ab
results back'
o What do yoa do oith the results
when they do t - bath'
o Do you hand any probleMS with poWr
laboratorj ser-ces'
o bto are lab speci rs stored'
o Oo yw hane any instrnntioo from
the lat reqardiog nollrctmond
s'traqe of sPeenlos'

etri e the physiciaows order sheet to
See if:
-otn tr or lab ser-ices are sig, d
-that there are ordmrs for tests

that e* been dont.

tbrsilq progress wates are renieed
fot iocinwtatIO of physician
wotiliation of lab results

Physic.au protress notes or other
downo tatuA indicating that the
phys'cia is awre of lab results.

Ther re lab reports no the -odital
record or all tests order d looCtet
it JUst eerboroedl

thr at osge pbyia Iar o

Thee amst W siged phlysicla.
orders bar all laO/radiobogy
siennes porne-d.

dReter rltt of all tasting
s the Msc1a reord.

rhetr i.s docanwaioe i n
sorsin Or ,~itsnai sontos to
rid tate that results of lob

tests yere tr tly tq~niC-
attt to the prosca-u

34

See-t * fl
dt5 1124

(aylbi Cia

Semi neS
405 1123

(lI

bI.-
tS

I trr;r;tt rI I ------ ----- -



IDNi ITERI CARE SURVEY

.~rL~t&.. .. ...JSI~fLJ I ± ..ltfltKiliLMO I__ L iRt-D-tY, I K1Uly-i-ld COMPLIANCE I1it rado
o Hc leng hbae you been - thr

facility?
o Can yen eplain to e nhr yen are

here'
o Ha.e you had any problee adjostio1
to thfe facility i e loss of
mdepeedence?

o Cane yen had any other prohlens?
o Has staff be"e helpful. e.g.

I innseti al
o Do you hbae any f' ly or ny

other niselorn'
o Dn then have an proble is oth
ehich this facility hat not been
helpful?

o If clibiting disruPtine
deor.ssed. agitated annions etc
behavior-I not eld tnat you are
upset iquiet. repes. tbapye
today. C[a you tell hat has
betbered pou?

o Ones stall rspond to yoer
neggestiont about your o-n tare

o Did yen participate n planning
ohat care you cill get and eho
c l1 g ene it to you'

o Do Ion cade ose c' the dinintg
aetinity. toenety roo. and/or

outdOor area?
o •Cn yen tell tn abont poor life

here' that do y.L do en a usual
day?

o are tlrgs I tihe getting up,
bathing. drtng eaig done at
the tea tinte lar e.eryone?

o if you Could change sone things
abont lieing here eict could you
change?

Atlk Socidi iforeeN/frSe

flee in reIpetsible for identilying
the resident s
-Social and enotinnal needs.
-racily and hone ,teuation
-Prebleas and needu
_financiial need,

cnico Medwcal records oi resdents
selected for indepib rener- In
deernioe that,
o Assessieet and plan at rare
idontifies residectls edicalle
related social and eoetieal nees
and/or prebl eat
o Resident's Iflty cia km situa-
tion. inoratino nclated tO nedical
and nering requirents. and
C teaouity resoortes are c-nidered in
easing detis.ons regarding the
residents care.
o Medical records contain crrent
specific enforoa to s -get nd dated
ohech hislelight toe soc ia nd
enointena 1 needs eft ee resident and
segnilicant findings a- aCtienS are
entered propl enr.i Ire _elel
record.
o seei'e notes address the

if applictade.
-losses doet tD aging
-Relationship citb stal And other
ret i deni 5
-aeeal statut
-Gehanior probltes
-Adjust nt to the acility_11 Ine7

o Pla. of Care. oial service netes
reflect the curret status of the
reSident.
O Ihere is o"idente that the yes-
idents nenta stains bat b u
considered ben plan oh oare cas
developed .
o Vi uon and heanivq proobf-s hbae
been Addrrssed.
a Plan ol care addresses residents
needs a observed by the sureyor
nd stated by the resident.

o Notes and plan indicate thal needs
hore been re-oval ate d and Itrn
plan chasged as necessary
o There is evidence Iiat the
prbleets and needs of :'e lily have
been addressed
o There aee ind ctiors thai a refer-
ral has been eade to tie ,eyropriate
agentc and a state..' describing
ehy

Inhe r n social and
enotional needt re identified
o the plao of vane addresses
those needs.
o The plan of tare is bting
1o loed. reueid -ad reefSted
as necessry.
obe faacelys needs nd Con-
cern are addressed 'l
appl icble.
o there is rnferral to
PproIr i Y o agncies ii

O Sufficient space il provided
for private Metis and
disccss inns

5I7

ferl 495i
1124

Itr 442.
338

infinities

1131HIF 4d2.
IC, .U2

3451 1
I cidld

Phptec aons
Semsi tes

S", 405,
11231bI
1(F 442

Patient
Cane

ibl ads.1124(d)
ICf 442.
341

Physetal
tI 4niron
Mtent

" 30( b\
IaF 44te344Aj<CI

O-Oha

m~

Observe resident
for:
o leve1 of alert-

o bebanftor
noibited.
(disori tLed.
V~oppore,
an teop rat in c

ag g e e t t e n e- .a e l
etbdran isolated

lonely)

o personal
appearaine
o apoareni
ietab lilies
O ayo arent .. i. n

and/or trnr i og
probl t tbep
euhibit as you ttalk
to thee
o loteratti~n
cuP stoif ether
residlett. lai ly
visitors
o Participation
in group actijities
o independent in
activities,
ecision..abtrig
o therapeutic

Ittll interoeft ion:
coost rut i en
reaction to
retedent's behavior
o Reside.t Partic-

ipatioi en policy-
ateng tbdIeS and

COciltc.t 03

resident councils.

12 22
SNr 1405 1130)

1221
Sat 3 1405. I3130

r224
Ir1z12 44?.d~ll

'," of0 a11

orIh

idtntif ied.
1(1342 34tdE)

f e ll

1`227
r Seatees oe

PreIG ets to 'lo

aeed enotiu al

need of thds

to . PVoci-

,ebidoit ar

1226

2 If fi Icial
.......... is

Servie are

the tfotal co

or by eferra(o
iv a' teropr~e-
etce tfii

-in _ . _ _ __ _= .__ I_ .� ��;- t- L=
{_%_ ._



LOINe TERl CARE SIWREY

IA A I t tAttIiOK I ItNTlRVlI7 . I _ RCllt REVIEtl I DEtEONIMId i C"Lt E CROIfUSSIAI.~.rIA...... [.....nsgnam.....j jurirauit I oram cvic C- On rTMTS at ta tor~.
e hlu are nees identitied and
repoerted'
o Does resident participate in the
denwelneent to his/bec care plan?
o Ash nursint hbe onten the social
eehers ins reidaot.
o Does the social onrher discuss
resid ents nefds/pmbelees nith

nursing staff if titrs s a need for
nursi ng to be i nvnLed
oHo is physician votitied and
ivolved 1in plan ol core
o Ash socil serice staff
their rote, fnction. and ihat
services thep provide
o As statf An t referral ser ices

o 1i soe-ices Ire being proaided bj
outside resource are resources
doceuented wolt ervie
o Ask social service staff about
their bacground and edscution
o It there is a consultant Ash
stall{

-Mow often dots the person cone
-01 .long do they sta.
-hat does the person do nhile i
the incility

Mhat assistne consultation is
belq provided
o Ask scialn sermite stall is
adequate spoce is pronided for then
by the tacility to cDoduct private

jntervie"s and entings

a Ih., rf daeoaantati.. fr-r the
outside aganc indicting what
actieos Wmr taIhen nd any planned
loll -op.
o Iso tia psriod beteen date of
releMral a" date of serviesI
reasnalble aS If oat th're 's
avidience of flotionthis by staff.
o The oailide agencI has dociemotod
their anoolna ,nt and activities.
o Plan of care dtnstrates aareness
oI behavior. articolaten the r#.500
tar it, and indicatas I th1e plOS ol
are an pproach to the b ianor.

o Ansesseent shoold contain
-A flesible approach to each

resident Ishould be indlvidualimed.
-Ana neess of a mntel stains

msat vat son
-fesidanit history.
-eils asallah b1ity for plnning.

resident support etc
-Identuliat en ol problens

resulting Iron placeeotrt
-gecent social djust-ont
-ischarge9 planning.

o lhe record reflects tociol ter-ice
iiute.nen.ion with . anily and
resident. i.e., Iriel and
bterioenrent tounseling.
o rnien in'tegrated plan tl care for
-Plan for caocerte social services
-Plan tor supportive serices io,

adjsistoent
Adjnstitnt goals

-Intorn"eitions for specIfic
condit ions

o e "121 ai nce .9|tln
callboratlon between nronig Care
and social week for _emting tsaget.
r soticlaon isosas. ld d

1 "!1 2 *4 '( d )

-a

to

I
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OI G TERMI CARE SURvEY

_ IIIfIlS.ATION h TMTiittfhiTt I |fTilNIMT-G -CLAWlf IRTOrEl

Hon does he/she spend the day'

Of the activItIes residest hats
duainq the wek, ftl deS he/she
enjoy mstfleest?

I1 has none, hy?

Has staff asked about his/her
interests? Suggested specifit
acti-ties or people to get
econeinted nith in response to
interests?

What orgaiced ectisitis hlis he/
she participeted in this Past

fin does resident find out ebout
capusing Pro9ras or happenings?

Does resident get out on fecility
to actinities?

Does resident hae problem getting
to actinities? If so. does the
staff ssist?

Dins the staff encourage residents
to go tO ectinities?

Does resident participate ii
Resident Coun cil?

Does resident ane ftree ihoice of
ectini ties'

Aotiuities Assessnat

Interests of the resident Ipas.
prsenit and cl-orel are identilied
as to sobjects l.en 4istroog le.elut

d ay special conditions.

Enideece th t Informatipe about
social history, medical problems
end liitations iecactig residents
acttits hve been comvinct d to
cto ities personnel and used in
assessment end denelopment of
ctuwities portion oi care plan.

eeds of the resident In the
folloing ares are identified:
_ socil interaclion
- creative copression
_ mere and se-nice opportavities
_ intelleituat stimulat ion or

activities adaptation
- physical enercise
- spiritual or religious eepression

Plea of cere
linoed e11 eveilabin ifnoition

_ interests
- needs
_ indications and contrdindictions

for actinitins fro- other
as sessnt s

Are each residenl's interests
tnown? if not vudt actions
are being taben to Idenifp
the? Ne ore than tOt of
residents in facility b days
sho"ld be withoet a
identified interests.

Are each residents needs
ident if ied? I not what
ections are bting taboe to
identi 9t thtn

Have nedicaf contreindicaiiens
been identilied in the cave
plans?

Needs and contraindicatioes
of t least ESl of residents
in th faCility more than 30
days sheOId be bnoun nd/or
ha a plan of action

Does each resident have
ultiple activities r

interest dailyl

Does each resident's
activities promote his
plisicaf, sot el end mental
ae11-being?

Strvic-f
40S. 1124
412. 119

AmS. tlI30
442.' 54

Special

1,,b -
itllt.-s

4I'. I li,
4.12 3S3

I i-ici r
iuri

*05.1 123

405 1134
442. 32Coto, r

405.1135
442.32z

405.112 1

(kl
442.311

405. 1132
442.318

General lt1I of
activities thrvugh
out the facility,
a welt as in
specifically
designated areas

liot navy residents
era lying on their
beds or sitting in
chairs staring at
the salls dolrsg
the daptim -onrsi

What is the ',ev
1

of residents
interest i Activ-
ities they are
do Ing?

Are residerts
posit i onev
orrecti r far

acti~ity?

Are needed per-
toal rquipment
e.g.. sq lrts.

glan'ei an4
edaptat os for
tioitatio-s aid
safety leg cord
holder, goggles.
footrests l .,d in
ectoitie-'

SM~EY AREA

Miti iti as
fdl"F OS .1131(b)
Pf3iiCF 442. 345 lap

it (lid)
F1232ild
1. An ongoing
Peogrei o1
eaingqful acti-

cities is prO-
cided based on
id ntifid needs
And interests of
eacF resi~ent.
It is designed
to promote op*-
portuiitios for
eogugiing in
horial portuits.
including rlel -
gious atctivitii s
of their choice.
if Cny

F233
2. alels
cant rtindic aed
hy the ettendiog
physiiec all
residents are
encoereged to
pert icipte in

F2 34
3. the cti.-
iti es po"te
the physicia ,
social and
eotl well-

bi'ing of the
residnts,
F235
4 Eqipwent is
"'intAined in
good iiuking
order
F236
S Supplies 4nd
equipment for
acivities of
interest .re
avai lable

h-a
O-A
-ZI
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1.01MG TERM CARE rSYE

DtiSt*AHOM IXiTmtlrlmfi~

Is lighting ode- Do they looe the interests of
goato for IUti- rnideots nder their case? TV
citles in sthich progras the like? Actioities
residents are they wnt to participate in today/
eaged? this et'?

Do Ani' have De they knoei the pers.onl eqoipent
ecticlties of needed (eig ylses hearing
interest to thi" adi reasheri

Do residents Do they too., the adapted eqaip-nt
nrounicate with used by r sidents oin spcific
can other in activi ties (e.g . talking books,

activitiet ouilt up tools

ore ethids of Do they tilt to vesidets to
cojvisicatin9 idenify linAt" ot and report
upeotiog atti- these and "ditsles to acinritoeo
nities appropriate personnel? flow'

to the resident
wOtulatiort' tlat Is stafi Is innvelwenwt with

individal and 9rovP activities of
. residents it their care'

r&L'on ~ ~ ~ h to obte

ul.a~lrad i e dS o they oeterv'noe interests oi
uIrlasrasxins: residents afie ve dificoalty
Activities anapted to itativg'
to eOcw spec' 'c4i
coeds of the What activities dons resideet
resident (0 g . articipafo iv regularly? Which
weighted cheisers. actvities dons he/she enjoy
earphocs, odl east/least'
t hreaders}

11 he/the de not dartitipati.
Alert residents j, t
bane at tiviti os ot
Interest and at ,Whith activities ppear to relv/
their eognl tine *Il the esiden ? ncite hie/her'
functl ocal trene

Now donst staff savaqg ealadoptlno
50fl1JIILob-.flk1fr- behavior let. g busive. disrPt inn
wAiiwot.IfltS con- sa^atinec'

uoltlAfiJ.12Ld.Lb Is direct core stall in.volved in
latALdlidtAelAIlz residenc activities' How ? tien
1- kiALen-.o ei - srekcnds. cvciicgtl'

teitre aer tlotnt Icons rsidvi cav oune-to-one

calendars clocks asistencti iiati is

I iremfSU RBEVItle I __ If 111"Em ___ _ t_ ____tritf_

Activities non spell o.t i lo-l
veotation e

1
Plan residet's

reactions to snecific oCtietiet.
approanhes. an peple

Resideots participation in
individucal and grip sell-started
and orgavived stroctored and
unstractoreC activities tinespent

Evalvation e Pla. of care for:
chanqge - he.erests: tFies in
prectlec~'s chaners in needs n
problens ao-ooaches. etc

Renisiow art updtiO9 o0 plOO

Are ogwiwntel and Bellos to
et residents (oterests
availble a"n msintained in
good wrig order?

Are residents evolatd
Periodically with espkasis an
participatioa leels and
desire Ior in activitits?

Are plans 'eadjsted if they
do not roach d#eird atcins1

tt least 701 of a11 roidents
in the facility ero then 60
days shoold hone at least town
attisitit a da, of itomrest
to thee eernavatlr to bo
censidered in compliance.

-

I."

�Mtaa�I
(`dent

has individual
n'd/or group

activities to
mot activties
seeds th roug
his interests
dai 11

l
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LONG TERM CARE SltVE

hM aoy residets lie fever than
2 hor" of activities a day of
interest to t_ en imividuals'

Why do these residnts hoe so
little of interet'

What is yosr dose to find more
antuvities of ioterest to them that
will Imt their -acIs

What type of iOndents Sm_ not
to be interested a ctivities?

Row aWny 1550) residents bane only
passive activities'

iii do yow adat actifities for
needs of reSideets -ho are
- crnousitd/dismriotoid
- eationally disurted
_ italily retarded
- phsi ally iwa red but lart
- te minally ill.

IWat typen otf attiitlas are
aailable for needs of the
coatose?

Are sr onity v tliintdert stilieci
in the actinitits 0,0ogri? In
.aet "y?

Ore the residents evcouroged to
offer syugestions i. ne
octiaities' t so, What activities
hbae been ilstitigad as a resolt?

Are eneving wemnd. holiday
progrets providadi

Hon they isoe m iadaptive
etmlaior. i( e g sise

disr.ptine. coa' nel!

How do they h0o Ceressed
residents (eg Iartul.

motlnnally i ohti'

i 11ttRI RIllEVl | DlEllt. ~~tA |tlr~i

-a

wi
Ns

a" pttiols -
or sytmbls in
pronimity to
residents rros.

Staff t*s.sistently
reistortce ality
or entation.

Resient hfl
fmailiar itens in
r-o leg.. Imoily
pitinres. rltanr.
of"n, their froe
ho_

Residnt in Mo.
strain have
attmviti s of
interest gawred to
their abilities
,Ae, rest rai nd
fo. g table-top
activity. manic.
rdio. reading nd
v.4109 material

e eut of re-
strints (@ 9
welts. e-nrcase.
gro~e. toilotingi

Seal gro a ond

lemeiit with
staff reinforciog
aoorocriate
responses.

Staff reoction to
reident behavior
i .g. . rying.
viniiig~ azemndiog
ren-rtsl, lose

ssonl"10s

Sun," AMA 1



OMG HIM CAE 5UIIVtV

flLAEL&...... tU | VAN I .INTRlYIINL I KwOM REVIEW I DnmtUNIIM tcmu t

S"-ific obstr-
ZJALLO-LMi~

Aloropwbate it.s
fo, 1inary *n-
rictiewnt inn *in*D

.dequate liglstinS'

tI*ident plciEd iU
OyportioVI POnOPq
inn, rinhort t*.9

round iPMl!. int
h~lt. attinitlib

177sin air].

*o-i I i1 h nt2"r
o.tion of *=ir

duin ARlziaitr

Adeqoat. Iqit i.
throavt t the
fatcilit.

Functionsh, -r.
*ppiopiin~ti for
ottinitieS Iii
,Intrfst wq_
r#'.giouI sr-ices
arts said crafts.
Tooking, reading,
TV natolining curd
plgiog. plntigs.
dittaisiein groops.
gsrden I ng.

uno and timioq of
*dtinltls dais
not coinf lintLt

Oultdoor 5dm' ty

rulnstioral furni-
tort, indOOrS ad
ouTl 5 00 in



LONG TERl CAN SUiVtY

i f ERVIEING |i Ofl WV! |ld f MTUNIN CM tiE -Fwios,CGY2VAT111

(oonoc. of fro*
Choice actilitios:

_ .nparrs
-aw . s

- ecorld play
- rodO
- clock
- Calndalr
- TV ¶

ACtioities. ouip-
_vot aod uptplies
are .;e ppprop-
,,ale ad suli-
ciOt to " et
SnteO,*t. of
#Stidents.

ActtiitiqO. ouip
nt and ..pli s

SulO hcnt for
!onductinp
cti ; iit.C

Atlislti "Onip-
_nI . .n .ad in

",rki.q order.

l106dpt rom2
centaln Idep-
ee!t p rject
teraihls Ms

appropriate.

Oooidrots tili.-
the total actiit!
ee ir"aelt ,e.9
lobby, snrioP
Iayr,01, porch,

oun.n .r.

sURr JIR



x43I/
tWG tERM CARE SktllV(?

AUltYI.MIL...... At ..A | JftlluI& . | trnyiv~dI~l J wtent P1V5(W f wiromniac CDIm ta Err

fAre orr ead that yoV hare a plan

- Did ypu participate in deerloping
a pla ol care?

- le ync/osr tfamily ando wat plae
s and detac (eg diet. as..-
laccon, dressing. alt1

- tO you attend plan of cars _rt-

- Whs else attends the plan of care
met t gs?

- When did Pau last attend the
weLing for your plan 0o tare

0

- Does the staf assist you in
asceoi tst the goas an the plan of
tars' Ir n01. ho does o- ndi
nont?

-Do you hae all itowesser ansi-
tile dniwes and eqgipfnt'

- Is there acything that is not part
oa your plan of care that yo
think sould be included?

- flht is your ioPUL into rescdent's
plan of taren

- What spects of resident plas of
(die ... yao oarrying out'

- ttn,4 is thit particular resident's
plan of care?

- tin do ya. assIst the resident in
carrying out the plan of tare?

- tWo attend the care plainntac
-iet gnqs?

Plan of Care

- orsti ng assessa.st/ re-.assassmets
and sates

- Physician orders

- Physician notes

- AsSessmeotsLS/onalaatlnos Ad pro-
qress rotes Ira. all prroessional
disciplines 8s appropaintad

- liedcation and trealsent rtcords as
appl tabtle

- tab reports, as applicable~

_ Ar all rsidentts redsl
prntbles identilled?

- Is ihe plan developed ta seat
these tnhds?

Does tha plan damnstrata A.
cnterdisc pk i rl SppOWet.
end include.

Short a long tern roals

1e Is stated is aasnrable/
observ able tor ss

approaclhen (stall adios)
to sel the rasident ction

tespassible distpleas
stall ,espooschla tar
apprnchappnwhFs to
assist resident in arhi otog
9pal/goals

1s pla beisg re-sseseda
thanged as neetdd to relloct
current status?

Does plan of care acccrataly
rellect intooa-tion gaine/d
froe obsernatco, intiriler
nd re.ord renvi?

FMUICIAM

rstun

5ERVICtC
405 I123
442. 346

WDfCAL

405.1132
4C.31t

1151405. 1121

442 311

Z910

40*.1124
442.343

ChIMELI
$FRVICE

OS. 1121
442.314

Wi~
40*.1131

Ibl
142 114t5l

442 325?

442.326

*05 1434

442 1?5
*42 1?S

-4
C-

DOserne issidMnt
laenl of physical.
Wmntal. remtional
and soctal rnc-
tining,. hote pro-
blems. potnoti e
problves c reds.
using obsernac-tio
inte_ niw/retoed
'eoiea wrort sheet

MULKLML

n231 sliP z
144$ 1 124 411t)

F2M I icr
1442.341t

1219
A lath r-si-
dents needs
re addressed
in a roitten
plan oF tare
titch damon-
strats that
th. plAns o
a5

1
sernines

are integrat-
ed consonant

w.ith the Phy
sinsio 5 plan

ozdicjl S(are, and is
i plans ted
shortl y at t
acsst nO

ltat(
4
4

2
.319)

d tach pro-
teitiosil see-
nice identi-
fies needs.
goals plans
and enaluates
the ftfe.tiod-
ness o

t
inter-

nentitos pins

changes ti the
plan of 4cC'
in a tislel
.... er,

14118h
het intent is to

assaiw that the
t ati I denti-
'e.s thorn s-

T;



LOlii TERMl CARE SURVEY

9Rv~r [t~h | I |I- IEWING i RIC[OR REVIEV h ar|ordnt ULLMlt Lwtr IRFtEROSSt

_Wlb is Resid-ql C..r C.. rd njto,

dent, n" th for Identil e reold-n-tQ

note idnsf_ al.- IS thte piu *t fare nilfol to yna 4D~l, 1110

cahllD .ee4 in caring fDr tht remmdent? *V 1130

through ther to- tii

ordin96 e - Is th e.. doptiling th r"sid.t 4U2 .344
eftortslf all needs that ,s nt address In ti . (4

dilliOlir* plan of Cr

- 1 of.te is It rY.s..ssedo' 40e 11Ii
442. 345

DIITFY

"Z. 1135
442.332



LONG ITER CARE SiiRVt

9SYRY ANtA OBSMRAtI

F241
Sf11 OS.1)21(h)

r242
ICt 442.3(4

1243
i. facility MIt. do staff rElI1f
st al are khe.- ta r.sid nts.
Iedgable aout
the probIes and Does the facility
ntedt of the reifecl adaptatIon
ged ill and or the ederly
di sabled e inforoot io

given in lirgp
F244 prin, floors
2 Facility covered with -atr.
staIf practles iis dial alto. to,
proper lechni. ease of morernt
ses in pratniding a' ti valters. osen
care to the geictairs.th et, h.
iOF ad disoase.

I. resident care
f245 gsoet a0ig &acept
3. acilily od professiotal
staffpractice standards'
proper technqcee
tor prention Is privacy maittl.
aee safety. 'd during bathing
accident penev- treatmnt, toilet-
t io confiden- eq.
tialify of
resident info-
rimation, ndat
pr~se natisv of
rli dent di gnif
including orate-
ctiot ol privacy

Pr~ofrt r' ri cht s

INTENTI io ss,5,e that facility
prnvi dasong .n training to stff
so that they . fl be itoviedgeabie
in treni practes. us proper
ietfini...... a- 'tra t Itt si-
or-s nu iy ar'i"g"'9a'

i IKlFRVIEWIN RltEllCiOR REVIEW I mrrmusrNas C|Mecanr I 015 OSS

Ask R-idmlt,

o me staff knso he. to take care
of you?

o fhat thiegs do thep do to help yw
accs date yeur (poor nIsioni
ovsteady vli log rthritis. ett l

o tWhat if d. r training haoe yen
had here to lear aort aige
pratleos And .ess of the aged'

at What training ha.,e to had iat1-c
the list 12 morths.

o float hvne y/ou heaed aboat
facility policies dod procdres

a Doe. the facilit1 ask yost rees
iet they denelop a treini.;
prograc

o In vht areas .oold you liie tf
have training'

Ctre plans reflect stall's kaooleige Ft ilt 1 staff adjusts care to
of thL problsars and veeds of thw aeeds/peobltn of resident.
residonts sad special adaptations
that ar seedd Staff is hnswledgeable concer-

ia9 facility policies and
Progress notes indIcate that the pc"eores.
special roeds ore coosidered i
i.pleeonting planted car. Staff practices correct tch_-

.ms I a. * infction11 central
(eiaiaititaioo varsiisg

tIechniques, etc

Staf inteats and treats
iresidrets in a hisd, cariog oa

tes I dait s
Riohts

Idly *es.
1121(k)

Icy 442.
311

lotectlin
Contral

I S I l S
001 fIltl

44f;2.12( b l

Ph,,niii at
Eto i ron-
_est

.OS -11341m)

442.3261lh
it I

ac)rf s i,

Seror ces
ed2 jilt

Social
Services

OtS li10 of

P

6

I

I
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Ullfi TOMI CARE SUMVt

| MMOlE REVIE~w

I

I

oBSE[NArttI iT(ERVIEWItN

1246
SNF (405.1132)

Ctt
1247
S (405.113Z2

(c)l

02443
.(1 442.lfl18iaic

1249
1 the edical
record ton tai ns
sot Ii clet inlo-
rattle to ide.,.
tifo the res-
ident clearly to
justify dia gnoses
nd treatent
anc to doinseot
resol to
*ccorately.

2. Ie I' ical
record cootlans
the lollosring

a. IdeOtifi
ca ion

InS oreat ion

b i o

dpla incldicq

ocial history

F252
c. Iranslor
lore. dischar9e
sinocry from any
trnsferring
Caiit

3

l E ~~~~~c l

All1 itonf.tioo roqoired Is
present i t*e reCod. I

I i

00'
a-

00

l
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5ttlFY AMA | lElt | lINTERVIEWINGC | 1Oi7 RIVINi fTmtlirilLE 1EE[~

*251

t idf. 't ' t

e. Remo, rt

r2SS
f. 9egor'o O

e.t*Di'&" Ic

proqr~rts nOLOS|

of drs 6 

i

' Wpott*'

F 258

P, , ..elP:

rIlStLO IC-

Ovti 4rt

rzca

1. ntsti~

j. An @n*~I11

IFq Ior*h
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LONG TERI CARE SIOVEY
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renered
rmd

Mt"

OS other an_-
dOictotioOs oT
1s11"I or in-
Jury Insclding
dte. tie od
oction tai en rn-
enrding each

brings toewther
a11 ro I dent _
iolortion 0
Cellects the
care hen gv nie
to the renidont,
Cod heln 01)

Ibe gicer ' to
mae de-cijiens
o care needed.



LONG ItEH CARE SURVl

S AA 1
Mi~aumm
rF64
SNF 1406 11331

SW 1405.1133
fall

rFb6
ICr (442.3161

A. AWnerl the
physician dater-
*i e5 that 4
trnsfer is

aeppoproile
ttftiw a
hospital o, 4
let hlsty
pro i din - a,, re

specialized corr
and the vorsieg

eitslon to the
nw u Itility
etlt it ,

shall b.

FMoS
9. I nfemotle,
Otertliry Inr
prov idi s care
end treitwent to
trenserrted
irdividnait i'
provided

ESLm-At I - R
AS 51AF
o what is the routine ifortion
yeia provide to a s facilit when
yea transfer a r-ide-et'

o Who pre ides this
0

RBdrm Informtion er _di) record sWI pertinent rosidlt infol-
of reside wo wit Lnporiy wtioea .st he docsutud On
translerrOd ed is again hack in the the mdvcl record at the tli_
facllty. *I tr nsfr

Look at physician nd onving the residont nS not Injirmd In
progress otes of aboe residents to any wa b, a delay in the
deterolne it the timoeiiess @1 trs- tr-les prcess.
Iet ws consistent with accepted
standards of care

Does facility hase an aguogreet with
* hespitil' Not requied it hospital
under Sw ers-hip direction and
iv s_ CsO .S

1s trasster ro C-wploete with i1
dat, with pproyrite siqvatvres

oes Ihthe eiCal record indicate that
odeqeute end pertiseot esoIs el
the dIscharge ptinuisg portion oi
the polient core plan acco-pas the
pat;ent on triosiri?

I cn$1
IIIhFUFLL

Oigfhts
404. Silic
*42.311

CxO

-

/O 9?
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SLINIE AitU D~IlMTtIl 1 4TE~R1011lilE WECOROs tVIEII - DIJEtt1ttlilG CtO tlI. tiOSS

En si 'SIn

05JI'34_

That* is adqtuate
1 Iight to proper.

I dications.

1 There is sufficionl
space tO prepare

medications for ad-
ministratiou in a
safe and effrectve

There is StfficNeit
spate for storae4
of eedicati"s.

* Unit dose carts ar
erotected fro to
Pering ahd theft

Medication cabinet.
* lot.

Gelriqeratiom fa,-
I tl e ti ~ i r e a n tI -
able fur dicatiO

fhere is suffitmiet
:toeri9 sptce for
1V f1 luids.

lta redaShIeq facil -
re readily access-
eble either in the
diIcation prIere

tiou area ur adja-
cent to it.

Audible c aI Int..
Is on a od nuis nq
oxg cords are

ailable fur chair
bound pot-ti!

Akt Nur-lr Skhff
O lat do you ute the mdication

rout lareva for?

o Aive Is tihe handashirg siob?

a Do yea hane enouqh, conviulut
storage area for lV. fluids and
edi-caics nording rfr-geratiuo?

o chere are the keys for the .edica-
Ioen rwt and unit dose carts?

o ao you feel you have adeuate
torege space fur Suplies and

rquipoent?

a If no that probles does that
cause'

o Cues the resident call 57st5
function properly?

Ash Rsidl:
o 00 the ca

1
I built In vcur rue and

in the toilets and bathing reas
eluaps meek?

o 1f no:
- hlO often is it that the7 do rut

c u r b
- ot long d"as It take to get

thee flied'

Medication preparatiou and
storage areas pronide adoate
ceoce and light to prepare esd
iuation and to store twdicetioo
cnd needed aulies

ILigt is pruvided there the
unit dose tart is in tie

k oteductico relrigerator it
oailabl ed does not tounin
ptient or u ptoV snacsh
Juice. etc. used in admeivisier..
edmcat in it a i eed.

tleo and dirty areas must be
veparated, preferably in
separate rots.

Storage npoce must be vilable
for bulkl ites nd supplies o
that they can be stored Itbutt
blocking corridors and enitn

Madicatiout are protected free
nulthurineC use.

All call bells cust be in iork-
i1q order and nust be present
iv all resident bedroes
tci lets ad bathiog reas.

tudible signtal, if in the
spste . st bhe tn marking
order and turned on.

bal
405 1124 9
442 .331

405 ll35

i't9
442 1.'S

p-

00

I .?T
a. .Mnlm~gfbslt

F12ti111dl
1. -nit propir1 I

e*_ oeod for
prqpagiati~o and
nWrag eo dro q
end kiuloqisati.

r 212
W. Utulit 7 and
hlove roe s
dte adequte

1273
* 10 t"mut in
eq'ip pd to re

Siter res.idet
calls ribh a
I unctioui eq
*_ iia sui n~

sertte fIr ret.
.dent reas it_
ilediep roes
...e toilets and
oSthin'q fauti it

1
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LOWK lrRll CARl SWVY

9JIVEY At OBSERVATION

B. Dining and Area is clear and
Attiitcls we.l niatasnad.
Area

1 214 there in sodficceot
1 215 space betacen
C%.I134dg) tables to sMi f*r
M2.32S safe passegr of

cc,, 1 cchairs sod
276 residents with

1. he facilit walIers I, Iwd
pronides oner other assisti e
more cm'". or_ dew. ten -
deny, and anero
or. alein tarnish Table height or
ed roors of a&- design adlosroc-
equate sire. idents in wheel-

ered ion Chars to sit a
resldent doninog norml distance
and resident rown the table.

Lighting and witi-
r 27 tatin in Ihe di-
2 Dining and icg/sctie ty ae"'
act. ity roes is praided accord-
are ce1lt gited ing to renionended

and nentilated. standards.

r 718 A rilii-OgrPnse
I a7 oIt- roam s.ould not be
enronse rowm lSed for storge of
used for dining Items such as heds.
sord.esident atr eises, bo"es.

actiwities has etc.
suif tacitr sOace
to acc~odte

and prenel
their i nerner-
oterie withaci
other

_ __ IIITERVIEIIIHC_____________ | E~tlDO RFVItM | DllfRIIIII~l~i Cz CROSS

As keiidmot:
o Is there enough roon bea.een

tab.en to allow you to feel safe
in geticig to Yonr tabte?

a Coo eo nit fortablr, in your
tchair St the table

0

o loIe is ite lighting and ventilf-
tcon lenel for naci

o Are sitting preferenren
Pr- tted

0

Regulacoion cIarly sit oat Dietetic
comdilioos tor complinre. Se-ice,
frfer to the rgultions. 405.1125

442. 331

Pa t ieat
A nt I it , e
405. 1131
442.345

I
cx-



LONG 1TEff CARE SLReVt

1219
OS. 1134 1 i

Insdicators CrD
apply t*o t is

7280
C. Resident

Roe
442.3d5

728!
I. Single rows
hewn at least
' thl sqfeet

F 282
2. Iuitple '0-
sMdelt roes
bae no nore
that 4 resident
and at least 110
sq let por
bed.

r 283
3. rtec roo i
eqgipped with
o. convenientI

Loated rear to
A1. nd bathin

clib ties

F284
4.d Ther 1s
capability ol

aIntning
P incy in each

r 285
5. Ihero s at-
donate Storage
spacefor each
.s ident.

1 2b6
6 There is a
c-tlorlable "od
lutionir bed
and hair, plu
, Anctionino

Obsere rs and
fornishings for
eintenence, clean-

I ines and sety.

took for dtstldirt
on lcglts, high
surfaces, under
helng unoilts, and

anCorners Use a
flashlight.

Are hedsi lights.
5s puabing a'

0
iii

work ing order'

Phbsern for eli
reonfatory r_
guirement& as noted
to the left.

:1 r inacy cor-
- lains present.
9softticot length

and width, and

Tet snra
l
Call

1 ights.

re call fights
ithin reech. is-

cloding otarqoocy
lights in toilets
end bathing arel?

""' "dthe ratio

o'resodengs to
^a esand showers

What personal be-
onginqs do re";

IZ"t' bane in the
Irnons' Is theii

I t1FfINIEWING, I K TcIM jIlI O| DElRfl COMtPLon rr RlrERE -

O Is yur r kept cleani'
tho cleaos it? When and hoi. often

o Is you bed, chair. and other
furiture and fiotre kept in
good repair?

Do you feel non liae enoogh
pr i an y'

o What persoal belongingS are you
allowed to hAnt'

o Is the lighting io your *ero
sul' irniew for Inni

o Is yur chair cisfortable'

0

Refer to the regnlations Iensid-ut

Ri 9hts
405.12

(9)l 13)
441 311 (a)

fiIdll2

Phsi cal
fun. iron-
_nt
405. 11141d

O.-

T

14e3
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MSFranM | IrTIFvNIEIG I nrDRDVI RWrI u DErMtrrJtMlmi eMItmr IrE1r1l

mufflciott storep
for their belog-
inp?

CA a strotckor to
oheeed Wside the
bed itbwot cowing
larni ture

5rrK tAM

cabinet wind
1 ilgft

I 2117
.Persomal -

prssime is
dl o1rd.

r 2e0
8. In. resident

itnnctiaen5 in
residnt races.

r 289
9. Eac roe is
desiWd and
reaiped lor ad-
eute mning
care end the
cott ort and
privacy Of rei
dents.

r 290
10. Each rom is
it or above
grade in.

r291
II. E ach r~
has di rect
atceSt tO
corridor and
outside euposur.

Eiception: Not
reirurd for ICF

ridntA ,

Crt
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dtt Ratidents:
o alhen nas your last bath?

The one betnee?

oDo you teel safe get tivg int and
nut nf the betltubi

o If eqgipiit is neaded to get ie
and OtI of the tub. do yes feel
safe eith it?

o DueS your nheelhiir fit into
the teile1 or lath ono

Bathing sihedale for paclls in
yeur indepthrenie

Privacy is aistained lt
residents in toilet bathing

Foilef and bathiiie reas aee
clean. Waler is eenoned free
Fleors i*n ediateln 0ol cotple-
tion 01 bath' a9

lat alate Is citrl- the ancep-
table tlewrature ra-qe

Setp. oInlet PaoO e leveouls
are avaiable n the bathroos

Grab iars are present and
securely fastd to the all.

fatutil .ou and l" I'tiq
SysteMs are ct....l fniuiltie
ing

Plc-lng and ethee I itures
are in good nunidt en

CROSS

D- tilet and
Bath Fa il-
ities

F 292 442.326

1. Faclities
alre c lean.
sanitary "nd
'ae of oors.

F 293
2. Fanilities
hunt safe and
mnelortable fot
eater temrpera-
lures

F 295
3. Facilities
b-e the cape-
bility n1 ai-
faminng privasy

r 296
4. tacllities
bane grab bars
and niber sate-
guarvds against
slipPin'.

l 297
5. facilities
have lintuats in
gond .nndit on.

Ar there degnate
anatr s nl tntflets.
baths aed shrs
fur the residents
tjat are accessabl
to. nd ictmnnal
io, all residents'

Ore Ibese ceonvievl-
ly located 'v or
sear 'et dent noan

Cheui fo eter on
linrs o

1
batl and

shover roras

Is ornaf Ornvided

oea fanilities
Clean. sanitar and
Ire.. n

t
unpleasant

ndnrs'

Are battirnees
egoipped with Snap.
to''1el tmissn .
levels. etc. not
eater is Selneen
l 0-U30 degrees nr
the aneaetablo
State level. Hot
eater tewoeralure
centrel aist be

Mete also tcsdailiov
of grab bars.
platting and

r.. ,.

O-s

00

l l
t er rv .ars ...............



LlO TFR" CARE SWRVEY

Soos the social
toher thae a lock-

ed file aiilable'

olere are social
see-ic. intero1 os
aod beeti ngs with
clergy held?

Ae oots in areas
easily acessible
to residents'

INERVIEWlI IttRCORD REVIEW I wytItoIN COWL Us E MiEt f

o Does the social worIker so yu
in a Prinate loo or in yftl qo
roonl'

o 11 i .yo.r o ro'" do To. fei
tItit you havt enough pro aCy'

Safer to L.qolat*OOO

I 44I ! -I

rheripy areas ar o Oo ynl fuel that the equlrt
acessible to al you ose io sie?

residents ieadioo
the facilities o Do you have eosgh roe for your

"reatme 0 t
Space aloes for
safe inaeeoeroeg of &s K Cra j ta tt:
eesidents ad etui o
- t od Sttff. O 1s you. eqoipWlnt ide.itS

lelivt bted
0

All rcsf elts are
able to The ohserned 0 Do y'o ho'e enDough ro7 to safely
and suo eOi eo nd idtg aatdlp yr nde treatoe nt'

duoing therapy

Igoirwot has indi
-catool Intichers.
etc I to notate
proPer a.Irte.en.e

All e1uoipeet fa-st
oe#d to f nor ad

. alis s te re

RSf-' to Orgitat ices

/O t

r 29. 299
405 1130 (bh

442.344

r 300
. Capabihoity to

aSssupore y iy
to o onttov*C- . lg

I 301
2. Adequate
some fP o'l e-

catl ned lee-

t-oSi

r 102
3. Esi ly access
-hibo to
resoitents a'd
stal I .

F therap~y reas
r 30 *05 1126
F 304 442.328f )

1 Space ois aI
Onile fur poooer
ne of eqoiprnt

bt all re~soeet
retceivnOg treit-
sent.

P-

-_4

1T AttX
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Ask Smrvi.ssorn oerso.nel

o What oos(s) do 1o0 use lo- in-
loti on'

o What is poor procedure is the
ro"" i" already oco pied seyo
need it for isolation?

o will JOU th" s te signs you
use to identity the isolatton
roe'

Rooes act ing tLe egirlator
requirefots arc na.itabl in
the lauilit1

There is * procedure that is
ispleanetted dhe an isolatio
roeo is neede but it i a1-
ready occiopid.

lsolatiou sigis are sisable
and clearly --on their i-
tended assae?

6. Facilities
for special

1301 405.1134ti
1308 442. 328(b
e309

1 Single roast
nith privte
toilet and hand
ashing taciti-

ties Are av1il-
able for tool.-
ting residents

1310
2. Precautionar
signs are n504
to identity

lihenserOOs ten
1. Se,

Are private roo-s
availWole that seet
rndatnry criteria

I1 a resident is in
isolation. are

porena.ttonry signs
pstd, end are
Iaiep legible and
,e^srstatdable?

/67

BoS i dent
Rights
405. 11210h

014
442. 311 c)

42)

In) ct ion
Control

405. lISlo

D-
00
00

l

_ ._

cinurb rerv o-r ,¢u ....
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Ash Aesidents
-3w you think that the lownges and
corridors are usually ceian?

-05 they hane any unpleasnt odors
0

.1 the liyhtiog Ie-e co-.orbale
tor yeo to read

0
In t ade-ote

for you to feel safe walicog'
4 y.ou hae any difficulty with
the noie t1enet'?

-It the temperature ussally -
lortable for et,

0

-00 you feel there i addquete
eotlati on?
re three handrail on at wf the

-_Ar Ihe, snurely fase-ro to the
ne110

Ash Supercosry Sta"f
-Il there is 0 water .a break o r
other interr"Pt ion ir the aaltr
soyPily. how do you 0t1dm aite,
for esseiti aerect an'a utleti

-Igoors anld furntture should
appear clean - free ao gross
ttntaiIiIngt ion

-iesidents should bane lihting
b ig~ht encogli to safely nego-
tiate carridnes. lnonqes. etc
aod in reading area, he bright
enoagh to rFad But the
britgtnesl shotid ho free n
olere. Reber, the elderly
need a higher .ene o' lihot-
iog as themr sight diminishes
-tarepl br fins whrn a tudoin
Iel of sOwnd is necessar
don to~unmoati On sounds
sh.old be 000Iroline and

coa-fort abl b

lorels uryc fdely. ad in
qeneral the elderly n,1

eqtinre a higher teweaure
ton inaoit.o than younger
people. Use lrf.ot ion Iron
nesideol cil eirirns and yoj
ebsernatioos to Irtemine il
the tesperatune * , <ouor't-
bla" br its I nesi di

-All tnrridors in resid-t-ased
ares are equipped aith hand-
ail on etch s d. Ihae
rails securely fastened to
prOwide the residents with a
fir supporl.

-Supeeoisons staif are able to
tell you hbo they will Obtin
water for driwbnqg dleaniog_
bathing 0 resident. and
clhen essent al furntio's il
their normal water *uPoly is
inte.rupted.

/07?

CDSS

Use setme - sight,
hering. olfactory
nhen saeneyiing
co~n areas as
lounges, 'obby,
corridors
Note tenets of
lighting for both
redoing and now-
reading areas. I
it brigit enongi
but ithotu glre
Are areas clean and
without o fensi e
odo rs'?
Do bhaltnwuoud soond
tenets allan for
tale of case ra-^
tint and to7elrt
for rrsidents~iis,-
10,50
Do residents sen

otoortable with
the ow tePera-
ture _ note the us
nt sentral layers
of clotbing, ny
residents fannqig
thlntelus. etc.
are adrals on
ea'h side of the
corridor and are
tie1 secure'

H. Cowon Rest-
dewt Areas

tilt iS 4

^ 1z
ICt 442.324
313
I. All wCaon

clean. setni-
tart nd Iree
ol odwrs.Of ,4

/. Ononision is
me n or ade
Ro4te And
Ae 'loetable
lighting len-

a.4ii ta ed

1''.

mcmlr 5 li-
e dwi or 1o
soinds at
two

1
ort

lret's
r3 lt

C 0 ointort al,
rcoDr tenper-
ature is
mirain teod

lull
S. 

t
dre it ede

Nonte ne~ti-
let ion thru
' do-s or

rasuret ora
ceorainat wen
Cl hoth

Ills
hC Cnrnidors are

egucieped with
Intl

1
r se-

corel han-c
ra ils on each
t ide

i-A

405 1 f 35
i Ie

f-6,
00

osoner as r _s u urv wor
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CD

f319
T. staff amr

... o ::,or-

tiol kres i,-
IAA e...t or
lIss Ol r0
.al Crep.
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r320 -Ceiling and floot Ask Stall.
1 AinteoBoCe tile in good co- -o ".ay housekepi stall are cioi

05 Suilding dition availablel6
and . oCipoent -Paint in goOd -i late ore housebeeebrs on doty' 4DS 13A

SiV dOSi11.4li)"i roain -hat about -eekeod,' (dl
1321 -it o holes in ug011sal s

1. Ihr irrior -Loot for rat and
and e-to-ior other rodent
on the Onild- trails otside olnd
log ace clean inside
and orderly. -Prenen tine nwinte-

1372 la-co progr_ lor
2 11 e1sential all equipieit II

noelnctri- -WhPeeCh, rs not
cal onniniefplt stoned i hall.
is iin"toied nays. boinoros

in sto nper- et,
fiing cnndi- -Wiodon sc.reen ..n

ti or in gaod repair
1127 -heck oerbeeI_

1 Sl it cit tabl es. nwne
1
- _

slnnane sPate chairs. etc or to'
is asalilale cleanl ness nd -
ond used for onnat tni

that the fac-

ncdei 1oad
sxle

F324
4. Oesd1et care

rquipsent ' s
clea and

oanlaed in
.F

t
e noera-

toqo condi-
tio.
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Obrserve for"
needed space to
carry out roW-
tine oerations.

working surfaces
eqipveft. utii-
sils. and seen-
ilg diseil

operable dish

3-sink eethod of
potldi lh wasbiog
properly carried
out

operable and
clean 0isu1t IOn

stoed dishes
and pots are
tree of baked-On
food particles
aid chips

aood stored off
flnor.

-protective
donrs for tor-
esceot lights

hnda"shiog sink
redeily access-
ible

o What bane you been trained to do?

o What type of dishofchine do yea
hlae? fo.w does it operate?

Oishwasher wsh cycle 150-1-E degree,
distwasliig rinse cycle 18 degrees
A lower teoeratare rinse cytle i
par issible if using sanitiing or
theeroppr. or sanfartores
recoowendat corn

Di etet i c
tern iies
405.1 l?¶

4 g b
402 3511b)

I-

to
bD

Indicators AR

F326
Dietetic Service
Are
*0S 11341h;
F327
I Kitchen and
dietelii ser.ite
areas are adeg-
-ate to ""Ite
proper. ti W i
lood service for

rlz8

2 tKitchen areas
are PyOPee

t

rvetilated.
arranged and
yog op~e 'or
storage and prep
-^Ant ov o food
as vei an for
dish and utensil
Otearn. avnd
reinl storage
and r-va.
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1
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o bfhat happes when ypn report to
work with a cold? A rut or sore
on Your haod

a httere is haudwsFhing sink for
dietop static

O Do you use plastic lund uwners
idiSposUblpfi If so when'

o aneee are poor sercingtq rsils
located'

o OIa &ar teMperature# lr the
nerieqra~tors one trerreens Plc
is responsible oIr uheckiog
teipe.at.rel?

O o p0 hone thenII ters to check
water and food tetmperatoresi
ask then to demonstrate "ow
timY take tenperatjrsi

t Dietitic
Sanitary (and-
l ions
I Pg

'51125t)9

1310

1 Dietetic per-
*
0
iinei p~raic

hgleric ood

stored eelriger
'-alec prepared,
d itiibuted. and
seined under
tmni Id', ttndi-

I haste is
a nboted 01
properly.
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[COMMITTEE STAFF NOTE: This Request fot Services changes 4 ° °

the list of regulatory requirements identified by HCFA as QZ =

"Critical Requirements" (CR3)1 d 6"
RECUEST FOR SERVICES za

Charlie OINei , 17,4,- /OHPS

7. RfuECESTED by Mafl. ,'fD
Hi.ke ?iorahg Peting Ditector, DDPA, OSC

I OATE OF 9EWuEST

_ 10-29-B6
5. .a10.j~5~Tv~ t9¶55&=os i4a CO- 6ET*O. :srE

Carol Gorschboth 43432 ASAP
7. SUbiCT OF RfOUEST

ModificatAion to the Critical Requirements (CRa) for SN1T and ICsa Correction
L DESMc9T4O,JuSTIFtC.TOe Of PEOVEST

This replaces the service request dated 10-15-86 (see attached). The list

of tags for SNFs is amended to include additional CRs that apply to both

SNTs and ICFs. The lists were also revised to identify the statutory

requirements and to present the tags in numerical sequence.

EVALUATION BY SERVICING ORGANIZATION

9. PROJECT TTL. I I. PaCJ1CT HUsSER

I1. P9RJECT .... tER ; 12. EXTEN9SION 1| .LEAD COMPONENT

I.. PPOvED =II.RO.ED CEf * Rf1fCTtE 'l COD-IIE.T DOTE

IF NOT 5PP9OEv, REASiN FOR REJECTION

.. � 6 ,
I ;

.7.. � � I

�:-_a�:. , 1-�j
.... e !� - ., -1. - --- -'.' -

.:.- 1.
. �. -- :
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REQUE~t FOR SErfZCES

Charlie O'Neill BDMS/OaRS

Ki e Moran Aeo l5osc ___ ___ ___ _EQ.__ ___ ___ ___ ___ ___ ___ __

Carcl Gorschboth /'h -3L32 11/14/86

o th Cal Reouireen for snd

Attached e-re the new critical requirements (CRs) for SS and ICFs wich

will renlace the list of CRs originally submitted Ln the PaCS specificati.

a kage dated February 18, 19S6. Modify the Data Elenent Dlescriptio,

ann-otte the S.-I Dict'onrsry and revise the PaDAR7 CR deficiefcy counters

to* cude the new CRs. In additior,, rzdify the Individual Facili-y Profile.

Table 13. to -denti'fy any of these data tags tha: nay come in as flagged (Y).

cc: Stan Zacharkiw
Bob You-ng

EVALUATION BY $ERVICING ORGANIZATION

9. -OJECI T'.T 
j a. * Vc.t S aw-aE9

n. *eo~fc7 .....-sre ts. ee,.st0'9 u. EID-Co"ePDcr-7

*PtOO __ ,e -1
D-7e

=.-Pv7vED -. rPwovt1 Otf-IRRD R w[:tstD t_

I! POT oeeoot.. R oR etj REfcso,

*v._ 5S3S9-3 .*. ,'O7*..S t... rsp t' Aa:t. 
'--- *D _i
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Skilled Nursing Facilities (L007=02, 03, 04) Provider Group 2
(Freestanding, SNF/ICF Distinct Parts and Dually Certified)

CRs

Data Tag Description

F42 SNF-Residents Rights

F43 - ICF-Residents Rights

F63 (S) Complete Accounting of Resident Funds

F68 (S) Receipts for Residents Disbursements

F69 (S) Financial Record Readily Available

F70 (S), Free From Mental and Physical Abuse

F71 (S)e Authorized Use of Restraints

F86 Delegation of Rights and Responsibilities

F96(S) SNF-Resident Supervision By Physician

F97(S)- ICF-Resident Supervision By Physician

F109 (S) Emergency Services

F112 - ICF-Nursing Services

F113 (S) 24-Hour Nursing Services

F155 Rehabilitative Nursing Care

F166 (S) SNF-Administration of Drugs

F167'- ICF-Administration of Drugs

F172 (S) SNF-Conformance With Physicians Drug Orders

F173', ICF-Conformance With Physicians Drug Orders

F176 SNF-Menus and Nutritional Adequacy

F177- ICF-Menus and Nutritional Adequacy

F179 SNF-Therapeutic Diets

F191 SNF-Frequency of Meals
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-2-

i Skilled Nursing Facilities (L007-02, 03, 04) Provider Group 2
(Freestanding, SNF/lCF Distinct Parts and Dually Certified)

CRs

Data Tag Description

F192 I- ICF-Frequency of Meals

F265 (S) Patient Transfer

F267 (S)' Transfer to Another Facility

F268 (S),- Interchange of Information

F329 Dietary Sanitary Conditions

F342 SNF-Linen

F343 ICF-Linen

F349 SNF-Disaster Plan

F350 ICF-Disaster Plan

K9-B Life Safety Code Compliance

LI2v,'A,A1 ,B Health and/or Life Safety Code Halvers

CR Total . 33

(5) - Statutory Requirement Revised 10-29-86
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Intermediate Care Facilities (L007 - 10) Provider Group 2
(Freestanding and Distinct Parts of Hospital)

Description

ICF-Residents Rights

Complete Accounting of Resident Funds

Receipts for Residents Disbursements

Financial Record Readily Available

Free From Mental and Physical Abuse

Authorized Use of Restraints

Delegation of Rights and Responsibilities

ICF-Resident Supervision By Physician

ICF-Nursing Services

ICF-Administration of Drugs

ICF-Conformance With Physicians Drug Orders

ICF-Menus and Nutritional Adequacy

TCF-Frequency of Meals

Transfer to Another Facility

Interchange of Information

ICF-Linen

ICF-Disaster Plan

Life Safety Code Compliance
Health and/or Life Safety Code Waivers

CR Total - 19

(S) - Statutory Requirement

Revised 10-29-86

CRs

Data Tag

: F43

F63 (S)

.-F68 (S)

-F69 (S)

*F70 (S)

'-F71 (S)

!F86

--f97 (S)

-F112

-Fl67

-F173

-F177

L F192

`-F267 (S)

-f268 (S)

F343

:-F350

K9-8
L12fAAl B
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[COMMITTEE STAFF NOTE: This document has been excerpted for brevity.]

state operations manual.
Provider Certification

Transmittal No 192

REVISED MATERIAL

Section 2764 (Cont.)
Table of Contents,

Part Three
Sections 3005 - 3006 (Cont.)
Section 3020 (Cont.)
Sections 3036 - 3052
Exhibit 16
Exhibits 39-40

Exhibits 63

Oeiuil'vent ot Heaith
and Human Services

Hearm Cars Financin5
Af2m1sMra'sOn

Date NOVEMBER 1986

REVISED PAGES

2-161 - 2-164 (4 pp.)

3-1 - 3-2 (2 pp.)
3-5.2 - 3.5.10 (9 pp.)
3-11 - 3-12 (2 pp.)
3-14.1 - 3-18 (8 pp.)
5-95 - 5-96 (2pp.)
5-161 - 5-162 (2 pp.)
5-236.1 - 236.2 (2 pp.)

REPLACED PAGES

2-161 - 2-164 (4 pp.)

3-1 - 3-2 t2pp.)
3-5.2 - 3-5.8 (7 pp.)
3-11 - 3-12 (2 pp.)
3-15 - 3-18 (4 pp.)
5-95 - 5-96 (2pp.)
5-161 - 5-162 (2 pp.)

_ _

tNLs PROCeDDRE--EFFECTIVE DATE: December 3. 1986

This Issuance contains procedures for the denial of payments for new SNP

admissions as an intermediate sanction when a recertified SNP is not in

compliance but the deficiencies do not present Immediate jeopardy to the

health and safety of patients. In such cases, a denial of payments is

usually preferable to nonrenewal, cancellation or prompt termination of the

provider agreement.

When a SNF Is certified not in compliance, the RO decides whether to use

this sanction or to terminate, nonrenew or cancel. ECPA expects that State

Medicaid agencies will adopt the same procedures for Medicaid-only SNFa and

IC~s.

Section 2764, Completion-Instructions for the Certification and Transmittal,

HCPA-1539.--This section Includes notations to be made on the HCFA-1539 for

resurveys during a denial of payments.

Section 3005, Basis for Terminating Provider Participation--Ci tations and

Discussion.--This section is modified to explain that after the SA uses

criteria to recommend either termination of a long-term care facility or to

use the denial of payments for new admissions, the RO, or the State Medicaid

agency if appropriate, makes an independent choice as to which sanction to

employ. When the RO makes a choice for a SHP participating in both Medicare

and Medicaid, it is binding on the Medicaid agency.

Section 3006, Denial of Payments in Lieu of Termination of Lonq-Term Care

Facility.--This section explains circumstances under shich the denial of

payments can be used. It further explains that the effect on patients being

readmitted is unaffected by a State's- reserved bed policy, and that patients

returning from temporary leave are not considered readmissions. Patients

discharged during the sanction period ian be readmitted during that period

HCFA-Pub. 7
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without restriction. In addition, this section explains how invoking the

denial of payments automatically extends the life of the time-limited
agreement for the duration of the denial of payments.

Section 3020. Nonrenewal or Cancellation of Time-Limited Agreements for
Long-Term Care Facilltles.--This section notes that If the denial of
payments is available. Its use Is generally preferred over nonrenewal.
cancellation or termination. and that It effectively defers the RO2s final
decision on compliance for eleven months.

Section 3036. Procedures for Denying Paynents for New Admissions--This
section contains the timetable and procedures for Imposing and rescinding
the dental of payments and for conducting credible allegation and
recertification resurveys during the period of the denial of payments.

Section 3045. Appeals of Adverse Actions for Medicald Skilled Nursing and
Intermediate Care Faclilties.--The facility is entitled to an informal
hearing before the denial of payments is imposed. Although termed
"Informal,' this hearing entails accepting evidence and rendering a written
determination. Nevertheless, it is a separate and different process from
the reconsideration or evidentiary hearing afforded for other due process
appeals. Section 3045 is an Informational section requiring no SA action.

Exhibit 16 Model Letter to Psychiatric Hospital Requesting Data for
Presurvee Review by HCfA Surveyors.--ThiS exhibit has been rewritten to
refer to HCFA surveyors, because NIMI consultants are no longer regularly
used to assist In surveys of psychiatric hospitals.

Exhibit 40. Model Letter Notifying Skilled Nursinq Factity of
Noncompliance.--The title of this letter previously referred to notifying a
SNF of its deficiencies. but the letter is actually used in noncompliance
situations; hence the change in title. An alternative paragraph is now
given so that the letter can be adapted depending on whether the SNF meets
or does not meet the §3006 criteria to be eligible for a denial of payments
for new admissions. The letter has also been revised to include a request
for a plan of correction.

Exhibit 63 LIst of Documents in Certification Packets.--The exhibit lists
the contents of certification packets forwarded during a denial of payments.
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11-86 AODDiTOIAL PROGRAM ATIIIIES 3005

3005. BASIS FOR TERMINATING PROVIDER PARTICIPATION -CITATIONS AND DISCUSSION

A. Medicare Provider Agreements.--Provider agreements and agreements

with clinics as to the provision of outpatient physical therapy are

terminated by the RO under the authority of section 1866(b) of the Act.

42 CFR 489.52-489.57 set forth the rules for terminating agreements.

Medicare providers (as definedrin §2002) must substantially meet each of the
applicable Conditions of Participation.

B. Termination of Coverage. of Supplier Services Subiect to
Certification,--Sections 1832(a), 1861(p) and (s). and 188i(b) of the Act
authorize the Secretary to establish various Conditions for Coverage of
supplier services, and thus impiledly authorize determinations that. the
Conditions cease to be met. Regulations (42 CFR 405.1502(b)) provide that
the Secretary will make findings, setting forth pertinent facts and
conclusions, and an initial determination as to whether or not a supplier
meets the respective Conditions for Coverage. The determination can be made
as a result of a written request by the supplier to start or expand
services, or to establish that a supplier continues to meet respective
Conditions for Coverage. An adverse determination may involve one or more
areas of services offered by a supplier. Reimbursement for the services
involved In the adverse determination ceases immediately. While these
adverse determinations are not referred to in the regulations as
'terminations,' their effect on reimbursement for the supplier's services is
the same as when a provider agreement is terminated. Procedures for
certifying supplier noncompliance are parallel to those for certifying
provider noncompliance.

The agreement which an ambulatory surgical center (ASC) or rural health
clinic (RHC) enters into Is a category specific agreement and not a provider
agreement. It Is the coverage of ASC or RHC services that is terminated,
not the agreement.

C. Termination of Medicaid Participation

l. Medicaid GnOy Lon -Term Care Facilities--If deficiencies do not

I present an immediate jeopardy to patients health and safety, the state
Medicaid agency has the option to deny payments of new admissions under the
authority of section 1902(1) of the Act, or Invoke termination. The State
Medicaid agency is not required to adhere to your recommendation as to
whether to terminate or to deny payments for new admissions.

2. Medicare/Medicaid . Long-Term Facilities.--For dually certified
SNFs. the HCFA decision to deny payments for new admissions is binding on
the Medicaid State agency; the State must deny payments for admissions
effective the same date as the denial of payments for Medicare admissions.

Rev. 192 3-5.2
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3005 (Cont.) ADDITIONAL PROGRAM ACTIVITIES 11-86

3. Other Providers --The Medicaid agreement must be terminated by
the State Medicaid agency when you determine that any provider or supplier
other than a long-term care facility does not meet applicable program
requirements. Where partial terminations are made, such as for specific
laboratory tests, the Medicaid determination must follow suit.

D. Cancellation of Medicaid Agreement by the Secretary..--HCFA has
authority under section 1910(c)(2) of the Act to cancel the approval of a
SNF or ICF to participate in the Medicaid program when HCFA determines that
the facility fails to comply substantially with the Conditions of
Participation. 42 CFR 405. Subpart K (SNFs), or with the standards contained
in 42 CFR 442, Subparts 0. E. F or G (ICFs). In these instances the
cancellation is prospective, usually occurring after the provider has had
the opportunity for formal hearing before an administrative law judge.

This authority is in addition to the authority under 42 CFR 442.30 which
provides that a provider agreement Is considered Invalid for purposes of
providing Federal financial participation (FF?) to the State, unless the
State has followed proper procedures: for example, the State Medicaid agency
Issued the provider agreement even though the SA has not certified the
facility as being in compliance. In those instances, the agreement is
considered void from its inception, and the State is not entitled to FFP for
any of the bills related to the facility.

E. Cause for Termination.--HCFA may terminate provider participation
(Medicare providers) if the provider is not complying substantially with the
provisions of title XVIII and applicable regulations, or not complying with
the provisions of its agreement (42 CFR 489.53). However, certain causes
for termination are unrelated to certification and have no impact on the
SA. They are:

o The provider places restriction on the persons It will accept for
treatment, and it fails either to exempt Medicare beneficiaries from those
restrictions or to apply those restrictions to Medicare beneficiaries the
same as to all other person seeking care;

o The provider falls to furnish information necessary for HCFA to
determine whether or not payments are, or were, due under Medicare and the
amount due:

o The provider refuses to permit an examination of its fiscal or
other records by, or on behalf of, HCFA as necessary for verification of
information furnished as a basis for payment under Medicare;

Rev. 193- 5. 3
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11-86 ADDITIONAL PROGRAM ACTIVITIES 3005 (Colt.)

o The provider has knowingly and willfully made or caused to be made
any false statement or representation of a material fact for use in a
request for payment under Medicare;

o the provider has submitted, or caused to be submitted, requests
for payment under Medicare or amounts for Items and services substantially
In excess of the costs incurred by providing the items and services;

o The provider has furnished items or services which HCFA determines
to be substantially In excess of the needs of Individuals or of a quality
that fails to meet professionally recognized standards of health care:

o The provider falls to furnish information on business transactions
as required;

o The provider fails to disclose information on convicted principals;

o The provider fails to furnish ownership information; or

o The provider fails to comply with civil rights requirements.

Your responsibility is to certify provider compliance with certification
requirements. Fiscal intermediaries generally are responsible for dealing
with those matters related to reimbursement and coverage. However, in the
course of a survey, a surveyor may encounter Information which may be
Indicative of a program abuse or failure to meet other program requirement
described in the list above. Communicate these areas of concern to the RO
for further action.

F. Termination of Title XIX-Onlv Skilled NursinI and Intermediate Care
Facilitles.--Federal Medicald regulations provide for terminations.
nonrenewafs, and cancellations, but do not fully describe the Implementing
procedures. Each State has developed procedures for terminating agreements
with SNFs and tCFs when those facilities are not found to be in substantial
compliance with program requirements. In any Medicaid-only noncompliance
situation, Initiate the action, prepare the necessary documents, and forward
the documentation to the State Medicaid agency. which has the responsibility
for the termination. nonrenewal or cancellation of the Medicaid agreement.
In this case, the State Medicaid agency must notify HCFA and the public of
its action, and must afford the facility notice and opportunity for a
hear Inq.

Under 42 CFR 431.54(f), the State Medicaid agency may also "lock out" a SNF
or ICF for a reasonable period of time if the facility has abused the
Medicaid program. This may occur even though the SA has approved the
facility. There are no certification instructions directing the SA to
participate In 'lock out' procedures.

Rev. 192 3-5.4
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300S (Cont.) ADDITIONAL PROGRAM ACTIVITIES ii-86

G. Termination Action Based on Onsite Federal Survey--When immediate
and serious threat to patient health and safety is found by a RO survey team
whether in the course of a regular scheduled Federal monitoring survey or in
response to a complaint, or as part of the JCAH validation effort, the RO
initiates termination procedures. Survey findings and factual development
are the responsibility of the RO. although you may be asked to assist in
documenting or developing aspects of the termination. You. (and the State
Medicaid agency. if the provider/supplier also participates in Medicaid
are notified by the RO of the action being taken.
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3006. DENIAL OF PAYMENTS IN LIEU OF TERMINATION OF LONG-TERM CARE FACILITY
(MEDICARE AND MEDICAID)

A. Authority to Deny Payment for any New Admissions.--Sections 1866(f)
and 1902(1) of the Act provide the Secretary and the State Medicaid agency
with an alternative to terminating long-term care facilities that fail to
meet applicable program requirements. This sanction is the denial of
payment for new admissions for-a period of approximately 11 months, if the
facility's deficiencies do not present an immediate jeopardy to patients
health and safety. There can not be consecutive eleven month periods since
at the end of eleven months a decision to continue or terminate
participation must be made. However. the eleven month period could be
shortened If circumstances change and there Is imniediate jeopardy to health
and safety before eleven months have passed. Alternatively. the RO might
rescind the denial of payments in less than eleven months If full compliance
is achieved or if the SNF has made significant good faith efforts and
progress in achieving compliance. (See §3036.)

The RO has responsibility for denying payments to Medicare SNFs. For dually
certified SNFs (Medicare and Medicaid) the RO decision to deny payments is
binding for Medicaid also. The State Medicaid agency has authority to deny
payments for Medicaid-only SNFs and all ICFs.

B. Cause for Denial of Payments for New Admissions--A SNF must meet the
following criteria before the Intermediate sanction can be imposed. The
criteria apply to Medicare SNFs, but may be adopted by the State Medicaid
agency for Medicaid-only long term care facilities. However, the State
Medicaid agency retains the right to establish its own criteria.

o The SNF fails to meet one or more Conditions of Participation;

o The SNF's deficiencies do not pose i mmediate jeopardy to
patients' health and safety;

o The SNF is not cited for a repeat deficiency at the Condition
level;

o The SNF was not subject to a denial of payments for new
admissions during the previous certification: and

o The SNF indicates in the plan of correction that compliance will
be achieved within 11 months from the date the denial of payments is Imposed.

| If the above criteria are met, follow the procedures set forth in §3036.
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C. Effect of Sanction on Patients Discharged and Iatients Be iD

| Readmitted Folowinq a Temporary Absence From FacilItyt--The date of formal
notification to the facility. not the date on which the denial of payment is

Imposed. is the controlling factor in determining the effect on the status

of patients who have been discharged and those seeking readmission to the

facility. The effective date of the sanction is not used in determining the
effect on;

o Patients discharged before the date of formal notice. They would

be subject to the denial of payments if readmitted.

o Patients going on temporary leave either before or after the date
of the notice. They are not considered new admissions.

O Patients discharged on or after the date of formal notice. They
are not subject to the denial of payments if readmitted.

D. Status of Time-Limited A reement Durinq Denial of Payments--To
afford sufficient time to renew an agreement, you survey facilities

approximately three months before scheduled expiration of the agreement

(§2700D). Should it prove necessary to prevent the agreement from expiring
before development Is completed, the RD or the State Medicaid agency, as
appropriate, can extend the agreement provided there is no inmmediate
jeopardy to health and safety. As long as agreement did not lapse on or

before the effective date of denial of payments, the denial of payments

automatically extends the life of the agreement for up to eleven full
additional months following the month in which the denial of payments
becomes effective. The agreement can only be renewed when the denial of
payments expires.

In the event of a change of ownership during the extension period, the
agreement will be assigned to the successor owner, but the new owner cannot

get another agreement unless the facility is found In compliance. The new

owner's agreement will go into effect without being delayed by a "reasonable

assurance' requirement, when the facility is found in compliance.
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3008. PROVIDERISUPPLIER GIVES NOTIFICATION OF VOLUNTARY TERMINATION
(MEDICARE)

A provider or supplier may voluntarily terminate its participation In the
Medicare program by notifying HCFA of its Intent In writing. If you learn
that a provider Intends to close its business or wishes to voluntarily
terminate:

o Advise the provider to write a letter to the RO notifying it of
the intent and the requested date of withdrawal or closure: and

o Submit a HCFA-1S39 and any related documentation to the RO.

After receiving notice, the RO will communicate with the provider regarding
notification to the public, etc.

The State Medicaid agency notifies the SA and the RO whenever a
Medicaid-only SNF or ICF voluntarily terminates its agreement with the State
Medicaid agency.

If a voluntary termination Is intended to avoid termination for cause,
information to that effect should be documented by the SA and RO. retained
in the certification file, and considered If the provider requests
participation in the future.

3009. PROVIDER/SUPPLIER GIVES NO NOTIFICATION OF GOING OUT OF BUSINESS
(MEDICARE)

If a Medicare provider/supplier ceases all business operations, discharges
all patients, and refuses new admissions the provider/supplier is considered
as voluntarily terminating its agreement or its coverage.

If you learn that a provider/supplier may be going out of business, contact
the provider/supplier to verify the situation. Notify the RO immediately to
arrange for the public notice which will be published by the RO. The RO
sends notice of termination to the provider with copies to the SA, the
servicing Social Security office, and the Part A intermediary. The RO sends
notice of a supplier going out of business or cessation of Medicare coverage
to the supplier, with copies to the SA, the State Medicaid agency, and to
those Part B carriers likely to be concerned. Notify the RO Immediately if
you learn that a provider/supplier has already closed.

3010. TERMINATION PROCEDURES--IMMEDIATE AND SERIOUS THREAT TO PATIENT
HEALTH AND SAFETY (MEDICARE)

A. Substantial Noncompliance with Program RequLrements Which Pose an
Immediate and Serious Threat to Patient Health or Safetv.--IImmediate and
serious threat Is Interpreted as a crisis situation in which the health and
safety of patients is at risk. Generally, it is a deficient practice which
indicates the operator's inability to furnish safe care and services. An
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immediate and serious threat to patient health or safety may exist in the
presence of one or more of the following (or similar) situations. This list
is not to be Interpreted as all Inclusive. but rather as examples of what
HCFA believes may constitute an Itmediate and serious threat. The surveyor
Is always expected to describe findings in sufficient detail to show the
relative seriousness of the hazard.

o Situations or practices that constitute a serious fire. hazard or
emergency situation such as:

- Inadequate or faulty emergency power and lighting in the
operating. recovery, intensive care, or emergency rooms:

- Bare electrical wiring that presents an I mmediate fire hazard;

- Blocked or obstructed stairways, hallways and exits which
prevent eccess in the event of an emergency;

- Widespread failure to enforce smoking restrictions;

Failure to maintain required fire protection systems (fire
alarm, sprinkler systems) In an operating condition; or

- Faliure to maintain the integrity of fire and smoke barriers,
such as removal of stairway doors and major unprotected openings in corridor
walls.

o Widespread insect or rodent infestation Indicative of food
contamination or the possible spread of contagion.

o Failure to control infections as evidenced by the presence of
facility acquired infections.

o Widespread patterns of patient abuse or poor patient care.
including:

- Instances of malnutrition or dehydration that are unrelated
to the patient's condition and are a result of poor patient care;

- A pattern of negligence by staff with the result that
patients are often left lying in urine, feces or other waste.

- Use of physical or chemical restraints, that are in excess of
that which is ordered by a physician.

o Drug or pharmaceutical hazards that directly affect patient
health and safety, such as:

- Widespread drug errors, mishandling of drugs or other patient
related pharmacy problems;

Rev 1923-5. 9



1215

11-86 ADDITIONAL PROGRAM ACTIVITIES 3010 (Cont.)

- Failure to provide medications as prescribed;

- Failure to monitor drugs as evidenced by lack of ordered
laboratory work, failure to take vital signs as indicated by drug regimen.
and lack of other nursing monitoring practices;

- Gross mishandling of drugs such as leaving drug trays
unattended and available to patients and visitors;

- Administration of drugs by unqualified staff; or

- Administration of experimental drugs without the Informed
consent of the patient (or responsible party).

o Inadequate procedures for procurement, safekeeping and
transfusion of blood and blood products that could jeopardize patient health
and safety.

o Excessive hot or cold temperatures in patient care areas of
facility to the extent that patients are experiencing signs of hyper or
hypothermia and the provider/supplier does not have a short term and
effective plan for ameliorating these temperatures.

o A pattern of delivering services to patients when the daily care
needs of the patients exceed the provider's/supplier's capacity to give
care. For example, accepting patients requiring total parenteral nutrition
through subclavian catheters when the provider lacks policies and procedures
for this specialized care, nursing staff are not knowledgeable about the
technology, and essential equipment is not available.

8. Processing of Immediate and Serious Threat Terminations.--Kihen an
inmediate and serious threat to patient health or safety Is documented.
complete all termination procedures within 23 calendar days. Processing
times given here are the maximum time allowed. Do not postpone or stop the
procedure unless compliance is achieved and documented through onsite
verification. If there is a credible allegation that the threat or
deficiency has been corrected, conduct a resurvey prior to termination If
possible. Do not use this procedure If there is a time-limited provider
agreement that Is subject to cancellation or nonrenewal within 23 days after
the survey. In such a case, process the cancellation or nonrenewal as
explained in §3020.

l. Date of Survey.--The date of the survey is the date on which the
entire survey is completed.

2. Second Working Day.--No later than Z working days following the
survey date:

o Telephone the RO that you are certifying non-compliance and
that an immediate and serious threat exists; and
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o Notify the provider/supplier (by overnight express mail) of
It deficiencies, that you are recommending termination to the RO, and that
the RO will issue a formal notice (Exhibit 40). The notice will advise the
provider/supplier of rights to due proces. the time schedule for the
termination action, and that the deficiency must be corrected and the
correction verified by you, to halt the termination process. If the,
provider also participates in Medicaid, notify the State Medicaid agency of
your certification.

In the case of a clinical laboratory supplier where non-compliance with a
Condition for Coverage is found, send notification to the RO within 2
working days following the survey.

3. Third Working Date--Forward all supporting documentation to the
R0.

4. Fifth Working Day.--The provider/supplier and public will be
notified by the RO of the proposed termination action by the-. os~t
expeditious means available.
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in time the survey is to the expiratlon date or automnatic cancellation date
on the seriousness of the deficiencies cited, and on the possibility of
instituting a denial of payments for new admissions which effectively defers
the reapproval decision for eleven months.

Nonrenewal and cancellation are preferred alternatives to termination if
termination would be effective after the projected renewal or automatic
cancellation date. If there is no Immediate jeopardy to patients' health
and safety, a one-time denial of payments for new admissions is usually
preferred over nonrenewal, cancellation, or termination.

8. Nonrenewal of Time Limited Agreements.--A nonrenewal is the decision
not to renew a TLA following Its expiration.

1. Situations Leading to Nonrenewal.--A facility does not qualify
for renewal of its agreement if it has been determined, based on resurvey,
that:

o The provider has violated the terms of Its agreement or the
provisions of title XVIII or title XIX, or applicable regulations; or,

o The provider does not substantially meet one or more program
requirements (e.g.. Conditions of Participation for SNFs and standards for
ICFs or ICFs/MR. or has an unacceptable plan of correction); or

o The provider continues to be substantively out of compliance
with the same standard(s) (consistently maintains major deficiency) for
SFNs, ICFs, or f-Fs/HR that were found out of compliance during the last
survey on which the current certification period was based.

EXCEPTION: A new period of certification may be approved even though the
same standard(s) was out of compliance at the time of resurvey if the
deficiencies did not substantially limit the facility's ability to furnish
adequate care or adversely affect the health and safety of patients and the
provider can document that It achieved compliance during the term of the
agreement, but for reasons beyond Its control was again out of compliance
prior to the expiration of the agreement.

2. Time of Resurvey. -In nonrenewal cases, the provider must be
given formal notice of the RO's decision not to enter into a new agreement a
full 30 days prior to the date of expiration of Its existing agreement.
Therefore, complete the recertification survey between 90 and 120 days In
advance of the expiration of the term of the agreement. All nonrenewal
procedures must be completed by the expiration date of the current agreement.

Process a termination In lieu of nonrenewal if the renewal date is more than:

o 90 days after finding noncompliance, or

o 23 days If you find there is an immediate and serious threat
to patient health and safety (Medicare).
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3. Facility Does Not Want to Renew--A participating provider may
choose not to renew Its agreement. In such cases, It Is assumed that the
provider's intentions will have been made known in time to permit public
notice before the end of the existing agreement. However, there may be
cases where a provider will give insufficient notice of its intention not to
accept renewal. In these cases. the agreement may have to be extended to
prevent hardship to the program beneficiaries being furnished care by the
provider.

C. Cancellation of Time Limited Agreements for Long Term Care Facilities.

1. General.- The time-limited agreement may contain an automatic
cancellation clause. In this case you specify a date that is not later
than the 60th day following the end of the time period specified for such
corrections, and is not later than the end of the ninth month of the
agreement. The cancellation clause provides that if the corrections of
deficiencies are not made by the date you have specified. or if substantial
progress has not be achieved in accordance with an accepted plan of
correction, the agreement will automatically terminate on that date.
However, if substantial progress is made and an updated plan of correction
accepted, the facility may continue to participate. Establish a control on
all cancellation clause agreements to ensure that you schedule a
verification visit to be performed as soon as possible after the last date
specified in the facilitY's plan of correction. Allow processing time in
advance of the cancellation date.

The procedures implementing the cancellation clause are similar to those
required for an involuntary termination and as such require comparable
development, supporting documentation, and internal clearance action.

However, the basis for Invoking this clause may be limited to establishing
that the facility has not made substantial progress in carrying out Its plan
of correction. Whenever a cancellation clause is 'invoked' (the 30-day
notice is sent) termination action will be taken to remove the facility from
participation status. All cancellation procedures must be completed by the
cancellation date.
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3036 PROCEIDURfS FOR DENYING PAYMENT FOR NEW ADMISSIONS

A. Timetable.-Employ the following procedures instead of those in §3012

if a Medicare SNF is a candidate for the denial of payments. Since the

statutory and regulatory requirements are basically the same for

Medicaid-only SNFs and all ICFs. these procedures also may be adopted by the
State Medicaid agency for imposing the denial of payments.

1. Date of Survev.--The date of survey is the last day of the onsite
survey.

2. Teanh Oa--Mail the HCFA-2567 to the provider requesting a plan

of correction within 10 days following the date the facility receives the

HCFA-2567. Inform the provider in writing that failure to achieve

compliance within 60-90 days from the date of survey could result in

termination from the program (Exhibit 40).

3. Twentieth Dav.--If compliance has not been credibly alleged by

the facility and documented as being achieved, forward your certification of
noncompliance to the RO with supporting documentation.

4. Thirtieth Day.--The RO will notify the provider of its decision

to terminate or to deny payments, copying the SA and State Medicaid agency.

If the decision Is to deny payments, the RO will Inform the provider that;

o It has the right to an informal hearing before imposition of
the denial of payments. If a hearing Is desired, the SNF must notify the RO
In writing within 5 days of the date of receipt of the notice. The hearing
will be held no later than the 40th day after the survey.

o If the decision of the hearing official is adverse to the
facility, the denial of payments will be Imposed as soon as possible
thereafter, but not less than 15 days before the effective date of the
deci sion;

o The public will be notified by the RO of the denial of
payments at least 15 days before the effective date: and

o The current agreement will be extended during the period of
the denial of payments, unless a decision Is made to non-renew or to
terminate the agreement before the expiration of the intermediate sanction
period.

5. Fortlth la, --Informal hearing is conducted. If the decision is
adverse to the facility, the Ru notifies the provider and the public of the
effective date of the denial of payments. Notice to the provider and to the
public is provided at least 15 days before the effective date of denial of
payments

6. Sixtieth Day.--Denlal of payments is imposed. Denials should be
imposed as soon as possible after notice to the facility and public that
requirements are not met: I a., IS days later.
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eTh sanction is imposed for 11 months. Whenever the sanction becomes
|effective other than on the first day of the month. it extends for the
remainder of the month, as well as the automatic eleven month period that
begins on the first day of the following month.

B. Resurvevs

l. Credible Allegation Survey.- If the facility alleges compliance
or significant progress and requests a resurvey. notify the RO. If the RO
concurs that the allegation is credible, conduct a revisit to ascertain
whether or not compliance has been achieved.

a. Substantial Compliance--Notify the RO of your recommendation
to lift the denial of payments. Prepare a NCFA-1539 certifying compliance.
Recoennend renewal of the provider agreement immediately following the
expiration of the extended agreement, if compliance is maintained.

b. Significant Effort end Progress.--Prepare a HCFA-1539.
certifying non-compliance. Obtain a revised UCfA-2567 for deficiencies not
yet corrected, and forward that along with the HCFA-2567B to the RO. along
with a brief narrative documenting the facility's progress. The RO will
continue payments for new admissions if your documentation supports the
findings of significant effort and progress. Documentation must affirm
that:

o Remaining deficiencies do not adversely affect patient
health and safety;

o There is progress in achieving compliance with all
requirements; and

o All statutory-level deficiencies have been corrected.

c. Significant Effort and Progress Not Found.--If significant
effort and progress cannot be documented, or if no progress at all can be
documented, prepare a HCFA-1539 certifying noncompliance, prepare a
HCFA-2567B, and include a brief narrative justifying your recommendation to
terminate or to continue the denial of payment for new admissions.

2. Recertification Survev.--Conduct a full resurvey no later than 45
days before the extended expiration date of the agreement. If the facility
Is found not to meet program requirements, certify non-compliance and
forward the HCFA-1539, HCFA-2567 and supporting documentation to the RO not
later than 10 days following the date of resurvey.
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3040. RECONSIDERATION PROCEDURES (MEDICARE)

A. Right to Reconsideration of an Initial Denial or Non-Renewal.--
Reconsideration is granted administratively. not statutorily. pursuant to
regulations 42 CFR 405.1510-405.1518. Any provider that is dissatisfied
with an initial determination that it does not qualify as a Medicare
provider may submit a request within 60 days that the Secretary reconsider
the decision.

Reconsideration Is a review of the determination. This review results In
affirmation or reversal of the determination. Further appeal rights include
hearing before an Administrative Law Judge and review by the Appeals Council.

S. Request for Reconsideratlon--A request for reconsideration Is any
written expression of dissatisfaction with the Initial decision. The
request may be in the form of a letter, statement. or submittal of a new
Request to Establish Eligibility and may be signed by any responsible
official of the provider or by and attorney on behalf of the provider.
Officially date or date-stamp any request the day of receipt in the SA.

C. Acknowledqement of Reconsideration Request.-Acknowledge the request
promptly. Forward a copy of the request and acknowledgement letter
immediately to the RO. The RO will advise If additional development is
required. Also, forward any subsequent Information received that would
affect the reconsideration or hearing. If the request is filed by an
attorney, send a copy of the acknowledgement to the provider. Most cases
will require redevelopment by the SA, particularly If there are questions
about the provider's efforts and plans to correct previously cited
deficiencies. If requesting additional evidence, stipulate In the
acknowledgement a reasonable deadline for submittal.

0. Documentation of the File.--A reconsideration review (following
denial or nonrenewal) Is not complete unless the file contains adequate
documentation to fully explain every statutory deficiency and finding of
non-compliance with program requirements. Send to the RO all reports of
onsite visits and telephone contacts with the provider as well as any
pertinent information available from the licensing agency.

E. Adverse Action Prqress.--As the reconsideration develops. you may
receive requests for information and status reports from the RO.

F. Medicare Reconsideration Binding Upon Medicaid--In the case of
Medicare/Medicaid SNFs the outcome of the Medicare due process is also
binding for Medicaid SNFs.

3- SRev. 192



1222

3045 ADDITIONAL PROGRAM ACTIVITIES 11-86

3045. APPEALS OF ADVERSE ACTIONS FOR MEDICAID SKILLED NURSING AND
INTERMEDIATE CARE FACILITIES (NOT APPLICABLE TO FEDERAL TERMINATIONS
OF MEDICAID FACILITIES)

Denials, terminations, cancellations, and denials of payment for new
admissions to facilities participating in Medicaid-only are State
administrative actions and decisions.

State appeal procedures must be made available to facilities in cases of
nonrenewal. denial, cancellation, or termination of the provider agreement.
It Is up to the State to designate the office or official having authority
to hear and decide Medicaid appeals. Although the State retains
considerable flexibility in developing its own appeal procedures, the
procedures must at a minimum provide for an evidentiary hearing either
before or within 120 days after the effective date of the adverse action.
The State must also provide an informal reconsideration prior to taking
adverse action if it elects to provide a full evidentiary hearing after the
effective date of the adverse action (42 CFR 431.150-153).

NOTE: In the procedures for denial of payment for new admissions (C,
below), a post-termination hearing is not a permitted option. The State
must provide an informal hearing before the effective date of the denial of
payments for new admissions. Consequently, reconsideration is not
p a'mnrpriate for these appeals.

A. Informal Reconsideration.--The State may develop and implement its
own reconsideration proceedings. However, the process must include:

o Timely notice of the reason for the action;

o A reasonable opportunity for the facility to refute those reasons
In writing; and

o A written decision prior to the effective date of the adverse
action.

B. Evidentiary Hearing--The evidentiary hearing must Include:

o Timely written notice to- the facility of the findings upon which
the termination or denial is based, and disclosure of the evidence on which
the decision is taken;

o An opportunity for the facility to appear before an impartial
decision maker to refute the basis for the decision;

o An opportunity for the facility to be represented by counsel or
another representative;

o An opportunity for the facility or its representatives to be
heard In person, to call witnesses, and to present documentary evidence;
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o An opportunity for the facility to cross-examine witnesses: and

o A written decision by an impartial decision-maker, setting forth
the reasons for the decision and the evidence on which the decision is based.

C. Informal Hearing (Applies to Ban on Payment Only).--The Informal
hearing process must include:

o Timely notice of the reason for the action:

o A reasonable opportunity for the facility to present In writing
or in person reasons for Its disagreement;

o An opportunity for the facility or its representatives to be
heard In person and to present documentation; and

o A written decision by an impartial decision maker, prior to the
effective date of the adverse action, setting forth the reasons for the
determination. The Informal hearing is not followed by an evidentiary
heari ng.

0. Judicial Review.--Federal regulations do not provide for judicial
review of these appeals proceedings. Judicial review is governed by State
law.

(t in E. IeoartIal Decision #4aker (Hearinq Officer).--States have flexibility
In selecting diviuals to conduct the reconsideration and hearing
proceedings. However, in both proceedings, certain Individuals should be
excluded from serving as decision makers.

In reconsideration proceedings, the surveyors, as well as other persons
directly involved in gathering and providing evidence upon which the adverse
action is based. are Ineligible to make the decisions. (One person should
not be both witness and judge.) However, the person who made the original
determination based on the surveyors' findings is not ineligible to decide
the reconsideration. If the decision is originally made at the highest
level the appeal decision should also be made there. However, if the
original decision Is made by a regional supervisor. someone higher in
authority should review the appeal.

In administrative hearings all persons directly involved in either the
survey or the reconsideration process are ineligible for reasons for
impartiality.
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Model Letter Notifying Sklled Nursl q Ffacility of Noncompliance

Provider Number;

Dear:

To participate as a provider of services in the Medicare program, a skilled
nursing facility must meet all of the provisions of section 1861 (j) of the
Social Security Act' be in compliance with each of the Conditions of
Participation established by the Secretary of Health and Human Services; and
be free of hazards to the health and safety of patients.

The (State Health Department) assists the Health Care Financing
Administration by surveying skilled nursing facilities and other providers
of services to determine whether they continue to meet the requirements for
Medicare.

This office surveyed (Name of SNF) on (Dates of Survey)
and found the following deficiencies to exist:

(List each deficiency and the alpha prefix code)

The office discussed with you the seriousness of the deficiencies and-the
need for you to achieve compliance. If you believe you will achieve
compliance, you should submit your plan of correction to this office by_
(10 days from date of notice)

'Failure to correct the above deficiencies within a time limit found
acceptable by the Health Care Financing Administration (HCFA). may result in
a decision by the HCFA Regional Office to terminate your approval as a
Medicare provider of services.

"Based on the above deficiencies, we are recommending to the Health Care
Financing Administration Regional Office that your approval as a Medicare
provider of services be terminated. The Regional Office will notify you of
its determination.

If you have corrected these deficiencies, Immediately notify this office.

Sincerely yours,

UGse this paragraph if the SNF is potentially eligible for denial of
payments for new admissions.

'Use this paragraph If the SNF Is not potentially eligible for denial of
payments for new admissions.
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Recertification- Medicare Skilled Nursing Facilities While Subiect to
Dental of Payments for New Admiss ions

Certification and Transmittal HCFA-1539
Request for Certification (by surveyor) HCFA-1516
Ownership and Control Interest Disclosure Statement HCFA-1513
Crucial Data Extract - Health (with appropriate attachment) HCFA-1569E
Crucial Date Extract - Life Safety Code HCFA-2786E
Statement of Deficiencies and Plan of Correction - Health iCFA-2567

NOTE: Plan of correction may or may not be submitted
by the provider.

Statement of Deficiencies and Plan of Correction -
Life Safety Code HCFA-2567

Fire Safety Survey Report' HCFA-2786A.B.C
or F

Survey Report Utilization Review Section (pp. 1 and
59-69) and Staffing Patterns (pp. 24 and 25) HCFA-1569

Revisit After Credible Allegation - Medicare Skilled Nursing Facilities
While Subiect to Denial of Payments for New Admissions

Certifieation and Transmittal HCFA-1539
Statement of Deficiencies and Plan of Correction

(for deficiencies found not corrected) HCFA-2567
Post-Certificatlon Revisit Report (for deficiencies

found to have been corrected) HCFA-2567B

Recertification - Medicaid-Only Skilled Nursing Facilities and Intermediate
Care Facilte hile Sublect to Denial of Payments for New Admissions

Certification and Transmittal HCFA-1539
Request for Certification (by surveyor) HCFA-1516
Ownership and Control Interest Disclosure Statement HCFA-1S13
Crucial Data Extract - Health (with appropriate attachments) HCFA-1569E
Crucial Data Extract - Health (with appropriate attachments) HCFA-1569E
Crucial Data Extract - Life Safety Code HCFA-2780E
Statement of Deficiencies and Plan of Correction - Health HCFA-ZS67

NOTE: Plan of correction may or may not be submitted
by the provider.

Statement of Deficiencies and Plan of Correction - Life
Safety Code HCFA-2567

Staffing Pattern (pp. 24 and 25) HCFA-1569
Fire Safety Survey Report * HCFA-2786 A.

B. C or F
(The same waiver as In initial certification
requires submittal of only page I of Fire
Safety Report)

If FSES Is applied. the following are needed: HCFA-27860 or G for all
zones, and Table 8 for the entire facility. Do not send LSC Survey
Report to RO If It Is a HCFA-2786A, 8 or F and no use of FSES or waivers
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Revisit After Credible Alleaation - Medicaid-Only Skilled Nursing
Facilities and Intermediate Care Facilities While Sublect to Denial of
Payments for New Admissions

Certification and Transmittal HCFA-1539
Statement of Deficiencies and Plan of Correction (for

deficiencies found not corrected) NCFA-2567
Post-Certification Revisit Report (for deficiencies

found to have been corrected) HCFA-25678

0
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