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I.  INTRODUCTION

PROGRAM BACKGROUND AND OVERVIEW

The Executive Office of Elder Affairs (Elder Affairs) and MassHealth through the Coordination of Care (COC) Interagency Service Agreement (ISA) have established a coordinated approach to managing Long Term Care (LTC) services in the Commonwealth. 

Elder Affairs has established performance-based contracts with the Aging Services Access Points (ASAPs) to insure that all MassHealth members/applicants receive the most appropriate long term care services in the proper setting based upon the individual’s needs.

The interdisciplinary case management model consisting of the ASAP Registered Nurse (ASAP RN) and the ASAP Case Manager (ASAP CM) is utilized to ensure enhanced individual assessment and monitoring with minimized of fragmentation and duplication. 

II.  GENERAL SCREENING GUIDELINES

The purpose of a pre-admission or pre-authorization screening is to determine clinical eligibility/medical necessity for nursing facility or community-based-long-term-care services in accordance with MassHealth regulations/guidelines.  Knowledge of community services is essential to ensure a service plan that is most beneficial to the individual. 

Screening referral sources may include but are not limited to:

· Acute Inpatient Hospitals 

· Chronic and Rehabilitation Hospitals

· Psychiatric Hospitals

· Nursing facilities

· Community agencies

· Families or other authorized representatives

· Individuals, or 

· Physicians

Miscellaneous Screening Protocol

· Prior to processing a referral, the ASAP shall ensure that the individual is a MassHealth member/applicant.  Only MassHealth members or applicants shall be screened with the exception of PACE.  The ASAP may process private pay PACE screening requests for individuals who are NOT MassHealth applicants/members 

· An individual who is “dually eligible”, has both Medicare and MassHealth coverage, but enters the nursing facility under Medicare coverage, shall be screened prior to admission

· MassHealth HMO members, such as Harvard Pilgrim Health Care or Tufts Health Plan, are NOT screened by the ASAP for nursing facility placement or medical necessity.  The HMO makes this determination

· PACE participants are NOT screened by the ASAP for nursing facility placement.  The PACE provider makes the determination

· PACE participants who currently reside in a nursing facility under a short-term approval and request a transfer to another nursing facility and are being discharged from the PACE program shall be screened by the ASAP.  A new MDS assessment shall be completed and forwarded by the nursing facility to the ASAP for a clinical eligibility determination
· Unless otherwise noted, ASAPs shall conduct screenings within their geographical catchment area

· The ASAP’s long-term or short-term nursing facility decision does not effect the member’s housing allowance through MassHealth.  The determination of the housing allowance is based on the MassHealth SC-1 form.  The SC-1 form is the responsibility of the nursing facility and the member’s physician

· If, after the ASAP RN completes the MDS-HC assessment for a member/applicant requesting a nursing facility preadmission screening, and the member/applicant is later diverted from nursing facility services to the State Home Care Program, it is not necessary for the ASAP to complete the Elder Affairs Long Term Care Assessment Tool.  The MDS-HC assessment may substitute for the Massachusetts Long Term Care Needs Assessment (MLTCNA) in these cases.  

NOTE:  The MLTCNA cannot be used as a substitute for the MDS-HC assessment.  Unless otherwise specified, the MDS-HC assessment must be completed for all MassHealth referrals for long term care services

· ASAPs may accept a copy of the Medication Administration Record  (MAR) from hospital providers as a substitute for Section Q.5. Medications in the MDS-HC assessment.  The MAR shall be attached to the MDS-HC.

· It is not necessary for the ASAP to complete the Request for Services form when completing a Community or Home and Community Based Services Waiver (HCBSW) screening.

Screening Request Filed without a MassHealth Application
All pre-admission or pre-authorization screening requests, and/or documentation regardless of MassHealth application status are accepted by the ASAP.  If the screening request is for a member/applicant who has not filed a MassHealth application, the following procedure is used: 

· The ASAP accepts the request for pre-admission or pre-authorization for long term care services and related documentation.  At this time, the referral source is informed that the screening cannot be processed until the ASAP receives the date that the MassHealth application has been filed.  It is the responsibility of the referral source to obtain and report the date and location of the MassHealth application once it has been filed

· Documentation received at the time of the referral is stamped with the date of receipt 
· The referral and related documentation is placed alphabetically in a designated file.  It is not necessary to enter the individual’s data into HOMIS at this time

· Tracking of these individuals is not required.  

· Once notified, the ASAP processes the referral provided the clinical data remains current (within the past 60 days).  If the clinical data is not current, the ASAP RN contacts the member’s/applicant’s health care provider, i.e. Certified Home Health Agency (CHHA), nursing facility, adult day health (ADH) agency or physician, to update the clinical profile 

NOTE:  When the time elapsed exceeds 60 days between the receipt of the referral and the date the MassHealth application was filed, it is possible that the member’s/applicant’s status/condition has changed.  If the original clinical data supports clinical eligibility, but the updated clinical profile does not support it, the ASAP issues two notification forms.  The ASAP authorizes a short-term approval to cover the period between the date of receipt of the initial request/referral and the date the MassHealth application was filed.  Following the existing procedure for service denial, the ASAP issues a second notice denying medical eligibility effective the date the MassHealth application was filed.  The ASAP enters the clinical data into HOMIS as two separate screenings and bills as two screening units. 

Individuals With Community Health Services Involvement
Many of the enclosed screening protocols require that the ASAP obtain the MassHealth member/applicant’s clinical data as part of determining clinical eligibility for long term care programs and services.  If a member/applicant has the current involvement of a community health provider, and the community provider has a current MDS-HC (within the past 60 days), the provider shall submit the MDS-HC and the Request for Services form reflecting changes in the individual’s status, to the ASAP for the Community or HCBSW screening. 

If the community provider does not have a current MDS-HC assessment, the ASAP shall not ask the provider to complete a new MDS-HC assessment when the provider is not the referral source.  MassHealth providers are required to forward the MDS-HC assessment and Request for Services form when they are referring the member/applicant to the ASAP for a medical eligibility screening.  

ASAPs may request the MassHealth Long Term Care Assessment form (4-page tool) and/or a current CMS (HCFA) 485 form from Home Health providers, and may use either or both forms in place of the MDS-HC assessment when completing Community screenings for nursing facility services or HCBSW screenings.  The Home Health provider is not required to complete the MassHealth Long Term Care Assessment form unless they are referring the client for a medical eligibility determination for nursing facility services.  ASAPs shall utilize the entire MassHealth Long Term Care Assessment form to make medical eligibility determinations.  Note:  ASAPs shall not use only page two of the MassHealth Long Term Care Assessment form to make medical eligibility determinations.

The ASAP shall forward the MassHealth MDS-HC data input form with the MassHealth Long Term Care Assessment form and/or the CMS 485 form to the Division when the screening is complete. 

NOTE: Page 2 of the Request for Services requires the signature of a Registered Nurse.

Individuals Without Community Health Services

When a request for screening is received for an individual without a current community health provider, or the community health provider does not have the necessary documentation, the ASAP shall schedule an onsite assessment to gather the clinical data by completing the MDS-HC assessment, and forwarding the Physician’s Summary.  Clinical data from the physician may only be obtained after the individual has signed the Physician Record Release Form. 

NOTE: Nurse Practitioners and Physician Assistants may complete and sign the Physician’s Summary Form for the purpose of Community and HCBSW screenings.  The physician is not required to co-sign the form.

The ASAP shall complete the MDS-HC assessment for all Community and HCBW screenings when a current MDS-HC assessment, a MassHealth Long term Care Assessment form or CMS 485 is not available from a community provider.  

Expiration of Clinical Data 
Clinical data is considered current for sixty days unless there is a significant change.  Data that is more than sixty days old shall not be utilized in making clinical eligibility determinations.  Current data must be collected and may be obtained by telephone if the individual’s condition is relatively unchanged.  Changes in the member/applicant’s status/condition shall be documented in the progress notes or may be indicated on the Request for Services form.  If the data is significantly changed, a current MDS 2.0 or MDS-HC, and the Request for Services form that reflects the change in the individual’s status/condition, or current MassHealth Long Term Care Assessment Form and/or CMS 485 form from a Home Health provider, may be requested (Refer to Individuals With Community Health Involvement).  The same clinical data may be used in making decisions for more than one request for a pre-admission or pre-approval screening as long as the requests are within sixty days of receiving the clinical data.

Required Documentation by Screening Type
(Refer to Screening Types and Procedures for details)

	Acute Inpatient Hospital
	Chronic, Rehabilitation and Psychiatric Hospitals

	· MDS-HC

· Request for Services 

· Eligibility Determination Notification

· MassHealth attachment for citing regulation and OBRA/PAS information (Attachment D)


	· MDS-HC

· Request for Services 



	Nursing facility Community
	Home and Community Based Services Waiver

	· MDS-HC, or

· MHLTCA form, and/or

· CMS 485

· Physician’s Summary


	· MDS-HC, or

· MHLTCA, and/or

· CMS 485

· Physician’s Summary

	Nursing Facility (All Other)
	Program of All Inclusive Care for the Elderly

	· MDS 2.0

· Request for Services


	· MDS-HC

· Request for Services

	Home Health Services
	Adult Day Health

	For Home Health Services     

· Home Health Screening Request

· CMS 485         
	For NF Services
· MHLTCA, and/or
· CMS 485         


	· MDS-HC

· Request for Services

	Personal Emergency Response Systems
	Adult Foster Care/Group Adult Foster Care

	· MassHealth Prior Authorization Request form
· MassHealth General Prescription form, or
· Written prescription from MD or NP 
· Physician’s clinical narrative summary

	· MDS-HC

· Request for Services

· Physician’s Summary


Note:  Nursing facilities are NOT required to submit the RAP and Trigger sections of the MDS 2.0.  If additional information is necessary in order for the ASAP RN to make a determination, the nursing facility should complete number five (5) in the Additional Information section on the back of the Request for Services document and forward to the ASAP.

Age Requirements
The following listing includes age parameters for screenings conducted by the ASAP:

· Adult Foster Care:  






age 16 and over

· Adult Day Health:  






age 18 and over

· Nursing facility: 







age 22 and over

· Group Adult Foster Care:  





age 22 and over

· PACE:








age 55 and over

· Home Health Services; 





age 60 and over

· Home and Community Based Services Waiver/ 


age 60 and over

Spousal Waiver:

· Personal Emergency Response System (PERS) 


all ages

NOTE: Nursing facility screening requests for individuals age 21 and under are referred to the Department of Public Health by the referral source.

Expiration of Approvals
Screening approvals remain current within the following time frames:

· Home and Community Based Services Waiver (HCBSW) ( one year

· Adult Day Health (ADH) basic level of care ( Six months prior to entering an ADH program

If the individual does not enter an ADH program within six months, a new screening must be completed prior to entering an ADH program  

· Nursing Facility (long-term) ( six months before entering a nursing facility.  

If the individual does not enter the nursing facility within six months, a new screening must be completed when placement is imminent  

· Nursing Facility (short-term) ( up to 90 days

· PACE ( six months before entering a PACE program  

If the member/applicant does not enter a PACE program within six months, a new screening must be completed prior to entering a PACE program

· PERS ( up to one year

It is not necessary to complete a new screening when a current approval is transferred to another PERS provider agency unless a new installation is necessary.  A new screening is necessary for all new installation requests 

· Foster Care ( up to six months prior to entering a foster care program

If the individual does not enter the foster care program within six months, a new screening must be completed when placement is imminent. It is not necessary to complete a new screening for an individual transferring to a new foster care provider

· Home Health ( up to one year  

It is not necessary to complete a new screening for an individual with a current home health approval in place that is transferring to a new Certified Home Health Agency  

Note:  A new nursing facility approval is not necessary when the member/applicant returns to the same nursing facility following an acute inpatient, chronic, rehabilitation or psychiatric hospitalization. A new nursing facility approval is not necessary when the member/applicant who has a current nursing facility approval as a result of a diversion* enters a nursing facility either from the community or a hospital.  A new approval is necessary only if the hospitalization exceeds six months or the current short-term approval has expired while the individual is in the community.  

*A new nursing facility approval is not necessary for a member/applicant who is in a nursing facility, identified as having discharge potential, is diverted from a nursing facility then returns to the same nursing facility within the three month diversion period.

In all cases the ASAP shall identify that the member/applicant remains eligible before returning to the nursing facility and document changes in the client’s status/condition in the progress notes.  The ASAP shall also document the reason the client is entering or returning to the nursing facility.

On- Site Assessment
An On-Site Assessment (OSA) requires that an ASAP RN visit the site where the individual currently resides.  This visit could be in the community, hospital or nursing facility setting.  

The OSA is conducted to identify the clinical needs, functional impairments and appropriate care settings that would most likely meet therapeutic, rehabilitative and/or custodial needs.  Included in the OSA is a review of the medical record as appropriate, conference with the caregivers and an assessment of the MassHealth member/applicant.  

An OSA must be performed when there is a possibility of a denial, the clinical data is incomplete or unclear and there is no other way to obtain the information, or there are no formal services to provide the assessment data (see individuals without community health services).

An OSA may be performed at the discretion of the ASAP RN when the individual and/or family request an OSA or a deferral potential exists.

Telephone Approvals
Telephone approvals are given for initial home health services as part of accepted protocols.  For all other screenings types, telephone approvals may be granted only when necessary to avoid the loss of a specific long term care service i.e. available nursing facility bed.  Verbal approvals are not binding until the written materials are received and reviewed by the ASAP RN, and written authorization is issued.  The written authorization is NOT issued until all written materials are received from the referral source and confirmed for accuracy with the verbal information. The ASAP Nurse Manager monitors the overuse/misuse of these approvals.  Verbal approvals for Adult Foster Care or Group Adult Foster care will not be granted.

ASAP Timelines For The Completion Of Screening Requests
Screening requests must be processed within the following timelines:

· Nursing facility ( within five business days of the request

If a nursing facility bed is available, the ASAP is expected to provide a response by close of business (COB) day to ensure against the loss of an available bed when it is the appropriate option to meet the individual’s needs

If a nursing facility prior approval request comes from a chronic, rehabilitation and psychiatric hospital, or an adult day health, on behalf of hospitalized individuals or community individuals in urgent need, the determination shall be made by COB, except in those situations where diversion potential exists

· Short-term reviews ( prior to the expiration of the current short-term approval

If the nursing facility does not provided clinical data to the ASAP prior to the expiration of the short-term approval, the ASAP should process the screening on the date the clinical data is received

· Nursing facility transfers ( on or before the day of transfer

If the nursing facility does not provided clinical data to the ASAP prior to, or on the day of the transfer, the case should be considered a retrospective screening

· Initial home health services ( a verbal decision within 24 hours of the request

Within five business days of receipt of the Home Health Screening Request form, the written notification shall be issued  

· Home health services reauthorization ( within five business days of the request

The ASAP RN shall notify the CHHA RN, by phone, of an impending denial decision at least 24 hours before the actual denial decision date

· PERS ( within five calendar days of the request, or in the case of a deferral, within five calendar days of receipt of all required documentation

· PACE ( within five business days of the request

· Foster care ( within 5 business days of the request 

· Adult Day Health ( within five business days of the request

· Home and Community Based Services waiver ( within five business days of the request

Note:  The ASAP may extend the time limits if the complexity of the case requires an extension or an extension is necessary to facilitate a diversion outcome. Written documentation must justify the extension.

III.  DOCUMENTATION

Documentation Standards

All actions taken by the ASAP are documented in the case file in accordance with Elder Affairs documentation standards.  The ASAP RN shall cross-reference screening activity in the progress notes to ensure interdisciplinary communication.   Documentation may include, but is not limited to the following:

· Request for eligibility determination for long term care services,

· Change in client status,

· Delay in receipt of required documentation,

· Delay of ASAP determination

· All Contacts with family, physician, community agencies, etc.

· Notice of MD appointments,

· Notice of Hospitalization,

· Other diagnosis not included in HOMIS COC screen two

· Notice of Death

Accepted Abbreviations

All abbreviations used in the case file shall comply with Elder Affairs accepted abbreviations.

HOMIS
Refer to the HOMIS manual for instructions on completing the HOMIS Coordination of Care screens. 

Progress notes shall be utilized to document case information not indicated in the HOMIS COC screens, for example clarification of diagnosis.  The screening types listed below require that only selected data elements be completed in the HOMIS COC screens:  

Data elements required for acute inpatient hospital screenings:

COC Screen One





COC Screen Two
Referral date






Diagnoses

Client known to the ASAP*




 

Client a current ASAP client



COC Screen Three
Referral source





Decision

Referral name





Decision date

ASAP RN name





Note: OBRA information is not


Type of request





documented in this screen.  OBRA issues

MassHealth application date



shall be documented in the progress notes

Assessment information obtained from.

COC Screen Four
Disposition location

Disposition name

Disposition date

Tracking for short term approvals 

*Individuals are known to ASAP if there has been contact with the ASAP in any capacity within the previous two years, for example information and referral, current or previous Home Care Program individuals, etc.

Data elements required for foster care screenings:

COC Screen One




COC Screen Two
Referral date





Diagnoses

Client known to ASAP



Functional Status

Client a current ASAP client


Community Alternatives: Document

Referral source




the physician approval and physical

Referral name 




exam dates in this space (community alternatives are

Type of Request
not applicable to AFC/GAFC screenings).

COC Screen Three
COC Screen Four
Decision
None

Decision date

Forms and Letters Screen

Type in the appropriate comments in the comment section.

Data elements required for home health services screenings:

COC Screen One
Referral Date

Client Known to ASAP

Client a Current ASAP client

Referral Source

Referral Name

On-Site Assessment Date

RN Name

Type of Request: The types of requests for the Home Health Initiative are very specific, please read all choices carefully.

Requested Services
Duration:

1.  Skilled Nursing (SN) Authorization Requests:

Period Length- Document the number of days requested for the SN services.  If the request is “weekly,” document 7 days; if the request is “every other week,” document 14 days; if the request is “monthly,” document 30 days; if the request is “every other month,” document 60 days.

Visits/Day- Document the number of visits requested per day for SN services.

Days/Period- Document the number of days that visits would occur during the period length.

Example: The requested services are: SN 1 visit every other week.  This would appear as: 

Period Length-14, Visits/Day-1, Days/Period-1

2. Home Health Aide (HHA) Authorization Requests:

Period Length- Document the number of days requested for home health services.  If the request is “weekly,” document 7 days.

Hours/Day- Document the number of hours per day requested for HHA services.

Days/Period- Document the number of days that visits would occur during the period length.

Example: The requested services are HHA 1.5 hours per day, 5 days per week.  In the HOMIS screen data would appear as: Period Length-7, Hours/Day-1.5, Days/Period-5

Assessment Information Obtained From

Example:  CHHA, ADH, Physician

COC Screen Two

Diagnoses

COC Screen Three

This screen is not available for use in Home Health Initiative screenings.

COC Home Health Services Screen
Decision: 


Decision type for the Home Health Initiative screening is program specific, please read all choices carefully.

Decision Date: 

The “Decision Date” is the actual date of the ASAP RN’s decision.

Start of Care Approval Date:  

· In most cases the “Start of Care Approval Date” will be the date the screening request is received. 

· In cases in which it was necessary for the CHHA to provide initial services after 5pm or during a weekend or holiday, the “Start of Care Approval Date” will be the first day of service.  

· The CHHA will be reimbursed for services provided as of the “Start of Care Approval Date.”  

· The “Start of Care Approval Date” will remain blank for a denial.  

· The “Start of Care Approval Date” for a home health reauthorization, in which the ASAP has received the screening request for reauthorization on or before the expiration of the current approval, will be the day following the expiration date of the current approval.  

· Reauthorization requests received after the expiration of the current approval, the “Start of Care Approval Date” shall be the date the screening request is received by the ASAP.

Approved Services: 

Duration:

1. S.N. Visits: 

Period Length, Visits/Day and Days/Period will automatically be transferred from COC screen one.

      ASAP must complete the authorized period length.

2. H.H.A. Hours: 

Document the approved Period Length, Hours/Day and Days/Period.

Alternative Service Plan:

Note: If the Alternative Service Plan includes personal care and/or homemaking services, the COC-Home Health Services-Alternative Services Screen will become available to document the number of hours per day and days per week of service.




COC-Denial of Home Health Services Screen

When a modification or denial decision has been made, this screen will be utilized to document modification/denial reasons.   The ASAP RN shall choose from a pick list of modification/denial reasons for Skilled Nursing and Home Health Aide services.  The pick list consists of short phrases representing the full regulation citation as it will appear on the Home Health Initiative Notification form.  The complete listing of modification/denial reasons follows.

COC Screen Four

Notification Code

Note: Choose 3E for approvals and modifications.

REGULATIONS FOR HOME HEALTH INTIATIVE DENIALS/MODIFICATIONS
Listed below is the Home Health Initiative HOMIS pick list of denial/modification reasons.  The ASAP RN shall select the appropriate bolded short phrases on the HOMIS screen and the full regulation citation appearing below each phrase will appear on the Home Health Notification form.

FOR SKILLED NURSING SERVICES

“Care does not require the skills of a nurse” represents:
The reason for this decision is that your documentation indicates that the level of care that you need does not require the skills of a nurse.  The regulation that allows us to make this decision is 130 CMR 403.419 (B).

“Documentation does not support medical necessity” represents:
The reason for this decision is that the documentation you submitted in support of your request does not indicate that the services you requested are clinically necessary for you.  The regulation that allows us to make this decision is 130 CMR 450.204(1).

“Comparable, less costly service available” represents:

The reason for this decision is that there is a comparable medical service or site of service available or suitable that is more conservative or less costly.  The regulation that allows us to make this decision is 130 CMR 450.204(2).

FOR HOME HEALTH AIDE SERVICES 

“No physician” represents:
The reason for this decision is that your documentation does not indicate that you are under the care of a physician.  The regulation that allows us to make this decision is 130 CMR 403.409 (A).

“Individual not homebound” represents:
The reason for this decision is that your documentation indicates that you are not homebound.  The regulation that allows us to make this decision is 130 CMR 403.409(B)

“Request homemaker, respite or chore services only” represents:
The reason for this decision is that you have requested home health services solely for homemaker, respite, or chore services.  These services are not medically necessary home health aide services. The regulations that allows us to make this decision are 130 CMR 403.409 (C) and 130 CMR 403.420 (C).

“Caregiver available” represents: 

The reason for this decision is that your documentation indicates that you have a family member or other caregiver available to provide the services that you have requested.  The regulation that allows us to make this decision is 130 CMR 403.409 (D).

“Request exceeds service limits” represents:
The reason for this decision is that your documentation indicates that you have requested services of more than eight hours per day or more than 35 hours per calendar week of combined skilled nursing and home health aide services, which exceeds the limits for home health aide services in the community.  Further, your documentation does not indicate that there is an applicable exception that would allow approval of services in excess of these limits.  Generally, an applicable exception would be: (1) documentation from your doctor that the death of the member is imminent; (2) evidence from your home health agency that the services are no more costly than comparable care in an appropriate institution (3) evidence that the home health agency is seeking appropriate alternative care but has not yet found that care or (4) documentation from your doctor that the need for care in excess of 21 days or in excess of 35 hours per calendar week is medically necessary.    The regulations that allow us to make this decision are 130 CMR 403.421(A) and (B).

“No need for Skilled Nursing” represents:
The reason for this decision is that your documentation does not indicate that you have a need for skilled nursing services. You must have a skilled nursing need to qualify for home health aid services.  The regulation that allows us to make this decision is 130 CMR 403.420(A)

“Documentation does not support medical necessity” represents: 

The reason for this decision is that a clinical review of the documentation you submitted in support of your request does not indicate that the services you requested are clinically necessary for you.  The regulation that allows us to make this decision is 130 CMR 450.204(1).

“Comparable, less costly service available” represents: 

The reason for this decision is that there is a comparable medical service or site of service available or suitable that is more conservative or less costly.  The regulation that allows us to make this decision is 130 CMR 450.204(2).

Data elements required for PERS screenings:

COC Screen 1





COC Screen 2

Referral date






None

Client known to ASAP







Client a current ASAP client



COC Screen 3
Referral source





Decision

Referral name 





Decision date

RN name

Type of request

COC Screen 4

3E

Denial

· Progress notes will be written to include the forwarding of paperwork to MassHealth

Notification
A standard notification form must be issued to reflect final case outcomes.  The following listing indicates, by screening type, those parties that shall receive a copy of the notification form:

Nursing Facility: 

· Referral Source 

· Individual 

· Involved Family Member 

· Provider, and 

· Physician

NOTE: for individuals receiving a Level II OBRA/PASARR screening, the Level II OBRA/PASARR determination letter from either the Department of Mental Health/Health & Education Services or the Department of Mental Retardation shall accompany the nursing facility notification
Short Term Review Letter:  

· Physician

Adult Day Health: 

· Referral Source 

· Individual 

· Involved Family Member 

· Provider, and 

· Physician

Home and Community Based Services Waiver: 

· Individual (see Home and Community Based Services Waiver Manual for other mailings)

PERS: 

· MassHealth

PACE: 

· Referral Source 

· Individual

· Involved Family Member 

· Provider, and 

· Physician

Foster Care: 

· Provider 

· Individual 

Home Health Services: 

· Provider 

· Individual, and 

· Physician

Withdrawal Letter: 

· Referral Source 

· Individual

NOTE: A Request for a Fair Hearing form shall accompany the notification form issued to the member/applicant. 

Note: The ASAP may choose to print one notification form and make copies to be issued to all required sources.   The ASAP shall clearly indicate in the progress notes who the notifications were issued to and the date mailed.

Notification Form Coding and Date Documentation

Some notification forms require specific coding and date documentation for payment purposes. Coding and dates are based upon data entered into the COC screens as follows:

Nursing Facility




Approval
Community





Code: 3E

Acute Care Hospital




Date: “Date of Financial Eligibility”

Chronic, rehabilitation and psychiatric Hospital

Conversion





Denial/Diversion
Retrospective




Code: Denial






Date:  (leave blank)

Short Term Review




Approval
NF Transfer





Code: 3E

Continued Stay




Date:  --/--/-- (decision date)








Denial/Diversion







Code:  Denial








Date:  “Date of Discharge”

Home Health Services 



Approval/Modification








Code: 3E








Date: --/--/-- (start of care approval date)








Denial








Code: Denial








Date:  (leave blank)

Foster Care





Approval








Code: 3E








Date:  --/--/-- (decision date) 








Denial








Code:  Denial








Date:  “Date of Discharge”

HCBSW & Spousal Waiver


Approval








Code: 3E








Date:  --/--/-- (decision date)








Denial








Code:  Denial








Date:  “Date of Discharge”

Coordination of Care Monthly Statistics
Each month the ASAP shall submit COC statistics electronically to Elder Affairs by the 5th of the month for the preceding month’s activity.  Performance Reports shall be mailed or faxed to the University of Massachusetts Medical School (UMMS) COC Project Specialist by the 5th of the month for the preceding month’s activity.   Simultaneous receipt of the COC performance reports and the electronic statistics facilitates timely reporting of ASAP performance data to Elder Affairs and MassHealth.

Performance Reports
In order to meet performance outcome criteria, a COC Performance Report shall be completed for each deferral, post approval diversion and nursing facility discharge reported to Elder Affairs.  

A Deferral is determined during the screening process. The ASAP RN should choose “deferral” as a decision type on HOMIS COC Screen 3.  A COC performance report should be completed and submitted to the UMMS COC Project Specialist at this time.  

Post Approval Diversion Date: A post approval diversion is when an individual has received a nursing facility screening, determined eligible for nursing facility services but does not enter the nursing facility, and remains successfully in the community for a minimum of three months with the ASAP’s assistance/oversight of the care plan. 

The ASAP shall enter into HOMIS COC Screen 4 the date the ASAP identifies that the member has successfully remained in the community.  The date should never be sooner than 3 months post nursing facility eligibility screening.  A COC performance report should be completed and submitted to the UMMS COC Project Specialist at that time.

The Nursing Facility Discharge Date is the actual date the MassHealth member is discharged from the nursing facility.  This date should be entered into HOMIS COC Screen 4.  A COC performance report is not required at this time.

Nursing Facility Discharge Diversion Date:  A nursing facility discharge diversion is when the individual who has been discharged from the nursing facility with the ASAP’s assistance/oversight of the service plan and has remained successfully in the community for a minimum of three months.  

The nursing facility discharge diversion date shall be entered into HOMIS COC Screen 4 on the date the ASAP identifies that the member has successfully remained in the community.  The date should never be sooner than 3 months post nursing facility eligibility.  A COC performance report should be completed and submitted to the UMMS COC Project Specialist at that time.

Note:  If an ASAP assists with an individual’s discharge from a nursing facility and did not screen the individual for nursing facility services, the ASAP should complete the COC performance report noting in the upper right hand corner that the individual was ‘not screened by this ASAP’.

PERFORMANCE REPORT

ASAP:_________________________________________________

Circle One:    a.  Diversion:  Deferral to community/MassHealth Eligible

b.  Diversion:  Post Approval

c.  Nursing Facility Discharge/Date of Discharge:_________

1.  Name:______________________________________________________

2.  Social Security # __ __ __ - __ __ - __ __ __ __

3.  Living Arrangement:

a.  Elderly Housing

b.  Congregate Housing

c.  Private Home

d.  Rest Home/Name:___________________________________________

e.  Nursing Facility/Name:________________________________________

4.  Medical Eligibility Determination:

· Nursing Facility Eligible:  
DATE:_____________________

· Nursing Facility Ineligible:
DATE:_____________________

· Not Screened

5.  FIL:_________
Matrix:___________

6.  Disposition:    Address:_______________________________________


         


_______________________________________

      If new living arrangement moved to:  

a.  Elderly Housing 


b.  Congregate Housing

c.  Private home with family 
d.  AFC

e.  GAFC   



f.   Other 

Comments:_________________________________________________


             _________________________________________________

        _________________________________________________

        _________________________________________________

Nurse Manager’s Signature_________________________ Date:_______________

COMPREHENSIVE SERVICE PLAN/PERFORMANCE REPORT

I. ADMINISTRATIVE IDENTIFICATION

	1.  Member’s Name:


	2.  Member’s Reference #:

	3.  Aging Services Access Points:


	4.  Service Plan Date:


II. AGING SERVICES ACCESS POINTS

	Service Description


	Service Level
	Service Period
	Vendor
	Annual Cost

	
	
	Start
	End
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Annual ASAP Cost $_____________

III. COMMUNITY AGENCY SERVICES

	Service Description


	Service Level
	Service Period
	Vendor
	Annual Cost

	
	
	Start
	End
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Place an (*) next to the Annual Cost if payor source is Medicare.  Do not include in cost totals.

Annual MassHealth Cost $__________________

Total ASAP & MassHealth Cost $_____________

IV. INFORMAL SUPPORTS

	Tasks Performed
	Frequency
	Relationship
	Name

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Instruction For Completing The Performance Report

Indicate name of Aging Services Access Points (ASAP) in the space provided.

Circle one of the following performance outcomes:

a.  Diversion:  Deferral to Community/MassHealth Eligible - an individual is found clinically eligible for nursing facility services at the time of the screening and is diverted to the community with services rather than approved for nursing facility services.

b.  Diversion:  Post Approval - an individual approved for nursing facility services at the time of the screening but subsequently diverted to the community with services rather than placed in a nursing facility.  This does not include the individual waiting at home for an available nursing facility.  The individual must remain in the community for a minimum of three months, rather than entering a nursing facility.

c.  Nursing Facility Discharge/Date of Discharge - individuals residing in a nursing facility (with a long or short term approval) who are discharged into the community with the assistance of ASAP staff.  Indicate date of nursing facility discharge.

________________________________________________________________

1.  Name:  




Indicate member/applicant’s name.

2.  Social Security Number: 
Document member/applicant’s social security number.

3.  Living Arrangement: 
Circle member/applicant’s place of residence prior to being diverted into the community.  Indicate the name of the rest home or nursing facility.

4.  Medical Eligibility Determination:  
Choose one of the following:

· Member/applicant is nursing facility eligible, indicate date eligibility determined

· Member/applicant is nursing facility ineligible, indicate date ineligibility determined

· Member/applicant was not screened for medical eligibility

5.  FIL and Matrix: 
Indicate FIL level and Matrix if known at time of determination.

6.  Disposition:   
Indicate member/applicant’s current address.   If member/applicant has a new living arrangement, indicate where member/applicant has moved to by circling one of the following:

a.  Elderly Housing

b.  Congregate Housing

c.  Private home with family

d.  AFC

e.  GAFC 

f.  Other

Comments:  
Include any further information that may be pertinent to this case.  For example, a brief description of client’s status at the time of the diversion.

Nurse Manager’s Signature/Date: 
Signature of the ASAP Nurse Manager who reviews or completes the Performance Report and the date completed.

Comprehensive Service Plan

I.  ADMINISTRATIVE IDENTIFICATION

1.  Member’s Name:  


Indicate member’s name.

2.  Member’s Reference #:  
Complete member’s reference number.  This may either be the HOMIS or RID number.

2.  Aging Services Access Points:
Indicate the name of the ASAP completing the 

Comprehensive Service Plan.

4.  Service Plan Date:
The date the Comprehensive Service Plan is completed.

II.  AGING SERVICES ACCESS POINTS SERVICES

Service Description:  
Indicate type of service being provided by the ASAP, i.e. Personal Care (PC) or Homemaker (HM ).

Service Level:
Indicate the frequency of services being provided, i.e.         1 hr/day x 3 days/wk.   “R” is used to indicate respite services.

     Service Period: 
Specify when services were implemented and discontinued.

Vendor:  

Document name of vendor providing the service.

Annual Cost: 
The annual cost of ASAP services listed in Section II.

III.  COMMUNITY AGENCY SERVICES

Service Description; 
List all non-ASAP services involved in member’s plan of care, i.e. certified services, adult day health, or private pay services.

Service Level: 
Indicate the frequency of services provided.

Service Period: 
Specify when services were implemented and discontinued.

Vendor:  

Document name of vendor providing the service.

Place an (*) next to all services reimbursed by Medicare.      Do not include in the total cost below.

Annual MassHealth Cost: 
The annual cost of MassHealth services listed in Section III.  

Total ASAP & MassHealth Cost:
The combined annual cost of ASAP and MassHealth services.

IV.  INFORMAL SUPPORTS

Tasks Performed: 
List the services provided by informal supports.

Frequency:  
Indicate the frequency of the services provided by informal supports.

Relationship:  
Specify the relationship of the informal support person to the individual, e.g. son, daughter, neighbor.

Name:  
Include the name of the informal support person.

IV.  SCREENING TYPES AND PROCEDURES

NURSING FACILITY
MassHealth members/applicants seeking MassHealth reimbursement for nursing facility services must meet MassHealth medically eligibility and medical necessity criteria.  The member/applicant must receive a screening before entering a nursing facility and may be subject to a reassessment at various points during his/her nursing facility stay.  

MassHealth nursing facility regulations address clinical criteria for defining the proper type and setting of care required by members/applicants considering nursing facility services.  Current regulations state that to be considered medically eligible for nursing-facility services, the member or applicant must meet one of the following two requirements:

1. Requires at least one of the skilled service outlined in MassHealth regulation 130 CMR 456.409 (A) on a daily basis, or 

2. Have a medical or mental condition requiring a combination of at least three services from MassHealth regulation 130 CMR 456.409(B) and (C), including at least one nursing service outlined in MassHealth regulation 130 CMR 456.409 (C) 

In determining medical eligibility under 1 and 2 above, the services shall be:

· Delivered by a registered nurse or licensed therapist, or

· Delivered by an informal caregiver with supervision of a registered nurse or licensed therapist; or

· Self-administered under the supervision of a registered nurse or licensed therapist.  In these instances, the frequency of supervision/monitoring need not be specified but the service must be required at least three times a week.


MassHealth regulations require that approval for nursing facility services must be authorized only when reasonable and appropriate community services are not available to meet the member/applicant’s needs.  Consideration of community alternatives and diversion from nursing facility services is the backbone of the screening activity and every referral must be thoroughly evaluated for community alternative potential.       

Nursing Facility Screening Procedure
· A request for a nursing facility services is received by the ASAP
· If the referral is received from a community health services provider, the assessment data is reviewed for completeness. The referral source is contacted for further clarification or additional information if necessary
· If the referral is not received from a community health services provider, follow procedure for Individuals without community health services

· Clinical eligibility is determined; an on-site assessment (OSA) is performed if a denial is imminent (see denial procedure)
· If the member/applicant is medically eligible for nursing facility services, the potential for diversion is considered and the ASAP investigates community alternatives
· If no diversion potential exists, OBRA/PASARR screening criteria for mental illness, mental retardation/developmental disability is considered and a referral is made as appropriate.  If a Level II OBRA/PASARR screening is indicated, no further action is taken until the ASAP receives the Level II OBRA/PASARR determination from the Department of Mental Health/Health & Education (DMH/HES) and/or the Department of Mental Retardation, (If a Level II assessment is required by both agencies, the ASAP must wait for both determination letters). (Refer to the OBRA section)
· If a Level II OBRA/PASARR referral in not required, the ASAP authorizes either long term or short term services
· The ASAP issues a notification form to the required sources (See notification section)

It is the responsibility of the ASAP to forward the OBRA/PASARR Level II determination letter from DMR and/or DMH/HES to the nursing facility with the MassHealth notification of eligibility.

Nursing Facility Screening Types
Community:  

A nursing facility pre-admission screening request for a member/applicant who currently resides in the community.  

Follow the Nursing Facility Screening Procedure. 

Acute Inpatient Hospital: 

All Massachusetts acute inpatient hospitals are responsible for determining eligibility for nursing facility services for all MassHealth inpatients. The hospital shall authorize a short-term approval unless one or more of the following exemptions apply to the patient profile resulting in long-term eligibility:

· Mid-Late Stage Alzheimer’s Disease/Dementia
· End Stage Terminal Illness
· Comatose/Unresponsive
· Complex Multi-system Failure Resulting in Permanent Dependence in All ADLs
Upon receipt of the assessment and notification form from the acute inpatient hospital, the ASAP shall review the documentation to insure that the notification form is complete and that if a long term approval has been authorized, an exemption, as listed above, is present.  The ASAP RN signs the administrative portion of the notification form and issues the notification.

NOTE: 

· All inpatient MassHealth members/applicants seeking nursing facility placement must be assessed for medical eligibility prior to hospital discharge.  

· If a patient is admitted and discharged during the weekend, the hospital must submit the assessment information by the next business day and the ASAP shall process the screening as an acute inpatient screening on the first business day. 

· Acute care hospitals are not authorized to conduct nursing facility screenings for members/applicants not admitted to the hospital, e.g. emergency room, outpatient.

· Referrals from emergency rooms and outpatient services shall be considered community screenings and the ASAP shall determine eligibility. 

· If a MassHealth member/applicant is admitted to a nursing facility from a hospital emergency room or outpatient services outside of ASAP business hours, the ASAP shall complete the community screening on the next business day.  

· If a patient, either inpatient or emergency room patient, requires an OBRA/PASARR Level II screening, the patient must remain in the hospital until the determination is received from DMR and/or DMH.  The hospital shall forward the determination letter to the ASAP with the MDS-HC, the acute hospital notification and request for services. 

· All other acute inpatient hospital screenings received after a member/applicant is discharged from a hospital to a nursing facility shall be processed as a retroactive screening.  

Chronic, Rehabilitation and Psychiatric Hospital: 

A nursing facility pre-admission screening request for a MassHealth member/applicant currently residing in a chronic, rehabilitation and psychiatric hospital. Follow the Nursing Facility Screening Procedure.
Short -Term Review: 

A short-term review is a screening that is completed for a MassHealth nursing facility resident with a short-term approval that is about to expire.  

This review is completed to determine the need for an additional short-term approval, a long-term approval, a diversion or denial.  

The ASAP RN may authorize up to two consecutive short-term approvals.  

In certain instances, a third consecutive short-term approval may be issued after consultation with the ASAP Nurse Manager. 

Nursing facility approvals may be issued for “up to 90-days” or for “more than 90 days” only.   

Tracking short term approvals

It is the ASAP’s responsibility to track short-term approvals

If the resident is placed in a nursing facility outside of the ASAP’s catchment area, the ASAP who issued the original short-term approval will continue to track and review the case until discharge or long-term services are authorized. 

Two weeks prior to the expiration of the current short-term approval, the ASAP shall contact the nursing facility for a clinical update.  

The ASAP shall utilize the Short Term Review letter to alert the nursing facility of the impending expiration of the current short-term approval and to request updated clinical data if the resident requires additional time in the nursing facility.  Follow the Nursing Facility Screening Procedure.

Conversion: 

A conversion screening is requested by the nursing facility for a resident who has had their nursing facility services reimbursed by a third party payment source or has been paying privately for their care and is now seeking MassHealth reimbursement for nursing facility services.  

The Nursing Facility Screening Procedure is followed with the exception of the OBRA/PASARR screening consideration.  It is not necessary to consider OBRA/PASARR when conducting a conversion screening. 

Nursing Facility Transfer:

A nursing facility screening is requested by the nursing facility for a resident who is to be transferred to another nursing facility.  

The screening is completed prior to the transfer. 

Follow the Nursing Facility Screening Procedure.

Nursing Facility Retroactive:

A nursing facility screening is requested by the nursing facility for a resident who was not screened before entering the nursing facility. 

Follow the Nursing Facility Screening Procedure.

NOTE: The ASAP may complete a retroactive screening for a member/applicant who was not screened before entering the nursing facility then expires before a nursing facility screening request is received by the ASAP.  The ASAP RN shall review clinical data for the period of time in which the MassHealth reimbursement is sought.

Continued Stay:

Each quarter nursing facilities are required to complete the Minimum Data Set (MDS) 2.0 Version for all MassHealth nursing facility residents. 

The nursing facility must identify potential candidates for discharge as indicated on the MDS 2.0, section Q. 

If a MassHealth member is subsequently identified as having discharge potential, the nursing facility must submit a request for a continued stay screening to the ASAP. 

Follow the Nursing Facility Screening Procedure with the exception of the OBRA/PASARR screening consideration.  It is not necessary to consider a Level II OBRA/PASARR when conducting a continued stay screening. 

HOME AND COMMUNITY BASED SERVICES WAIVER/SPOUSAL WAIVER
The Omnibus Budget Reconciliation Act of 1981 (also in section 1915{c} of the Social Security Act) gave the U.S. Department of Health and Human Services (HHS) the authority to grant waivers to states to permit federal reimbursement for community-based services that are cost-effective and assist in preventing or reducing the use of institutional services.  Services offered under this Program might be limited to a specific population group, for example the elderly, or individuals targeted to geographic areas within a state.  The Commonwealth of Massachusetts offers the Home and Community Based Services Waiver Program (HCBSW) through the state Home Care Program.

MassHealth members/applicants participating in the state home care or respite programs who are in need of at least one HCBW service, and meet clinical eligibility criteria for nursing facility services, may participate in the HCBSW program.   While participation in the Program may not change the type of services provided to individuals, it maximizes opportunities for the Commonwealth to obtain federal revenue. 

Although financial eligibility for MassHealth is usually based on the combined income of both spouses in a family, there is a special provision under the HCBSW Program called Spousal Waiver.  This allows certain elders to waive their spouse’s income when applying for MassHealth.  Each spouse may participate in the HCBSW Program by waiving each other’s income.  

Spousal Waiver participants must be active Home Care or Respite Program clients who are MassHealth eligible, in need of at least one HCBSW service and meet clinical eligibility criteria for nursing facility services. 

Follow the Nursing Facility Screening Procedure with the exception of the OBRA/PASARR screening consideration.  It is not necessary to consider a Level II OBRA/PASARR when conducting a HCBSW screening. When determining medical eligibility for the HCBSW program, the ASAP RN should consider only the member/applicant’s clinical profile and needs rather than how these needs are met i.e. CHHA, caregiver, self.  

Refer to the HCBSW Program Manual for complete information regarding the HCBSW program.

HOME AND COMMUNITY BASED SERVICES WAIVER/SPOUSAL WAIVER REASSESSMENT

HCBSW/Spousal Waiver eligibility is authorized for one year.  Annual reassessment, utilizing the MDS-HC, is necessary for continued eligibility for the HCBSW program.  The ASAP shall track all HCBSW cases to ensure timely reassessment. 

Follow the Nursing Facility Screening Procedure with the exception of the OBRA/PASARR screening consideration.  It is not necessary to consider a Level II OBRA/PASARR when conducting a HCBSW reassessment screening. When determining medical eligibility for the HCBSW program, the ASAP RN should consider only the member/applicant’s clinical profile and needs rather than how these needs are met i.e. CHHA, caregiver, self.  

PROGRAM FOR ALL-INCLUSIVE CARE FOR THE ELDERLY 
The Program for All-inclusive Care for the Elderly (PACE) model is designed to keep elders at risk of nursing facility placement in the community while providing for medical and social long-term care needs.  The model utilizes adult day health services and an interdisciplinary team to assess and monitor the needs of participants.  Applicants to the program must meet MassHealth nursing facility medical eligibility criteria to enter the program. 

Clinical data is forwarded to the ASAP by the PACE provider utilizing the MDS-HC assessment.  Follow the Nursing Facility Screening Procedure with the exception of the OBRA/PASARR screening consideration.  It is not necessary to consider a Level II OBRA/PASARR when conducting a PACE screening.

NOTE: Individuals who have been screened medically eligible for the HCBSW or for nursing facility services within the past six months do not require a new screening for PACE.  Instead, the ASAP RN shall review current medical data, enter only the new or additional data as a new PACE screening and reference the previous screening in the progress notes and issue the PACE notification.  

NOTE:  PACE participants who currently reside in a nursing facility under a short-term approval and request a transfer to another nursing facility and are being discharged from the PACE program shall be screened by the ASAP.  The nursing facility shall forward the required documentation to the ASAP prior to transfer. (Refer to Required Documentation by Screening Type)

PROGRAM FOR ALL-INCLUSIVE CARE FOR THE ELDERLY REASSESSMENT
PACE eligibility is authorized for one year.  Annual reassessment is necessary for continued eligibility for the PACE program.  The ASAP shall track all PACE authorizations to insure timely reassessment. 

Clinical data is forwarded to the ASAP by the PACE provider utilizing the MDS-HC assessment.  Follow the Nursing Facility Screening Procedure with the exception of the OBRA/PASARR screening consideration.  It is not necessary to consider a Level II OBRA/PASARR when conducting a PACE reassessment screening.

NOTE: Individuals who have been screened clinically eligible for the HCBSW or for nursing facility services within the past six months do not require a new screening for PACE.  Instead, the ASAP RN shall review current medical data, enter only the new or additional data as a new PACE screening and reference the previous screening in the progress notes and issue the PACE notification.  

NOTE:  PACE participants who currently reside in a nursing facility under a short-term approval and request a transfer to another nursing facility and are being discharged from the PACE program shall be screened by the ASAP.  The nursing facility shall forward the required documentation to the ASAP prior to transfer. (Refer to Required Documentation by Screening Type)

ADULT DAY HEALTH

MassHealth members/applicants seeking MassHealth reimbursement for adult day health (ADH) services must meet MassHealth medical eligibility requirements.  The member/applicant is screened prior to admission to the adult day health center or when the individual who has had their adult day health services reimbursed by a third party payment source or has been paying privately for care is now seeking MassHealth reimbursement for the services (ADH conversion).  

There are two levels of care for adult day health services, basic and complex.  To be eligible for the basic level of care, the member must be screened by the ASAP and determined medically eligible for adult day health services by applying the criteria and service requirements of MassHealth regulation 130 CMR 404.407.  

The ADH provider determines clinical eligibility for the complex level of care for their MassHealth members. To be eligible for the complex level of care, a member must meet medical eligibility criteria for nursing facility services as noted in the MassHealth nursing facility regulations.  

Adult Day Health Screening Procedure

· A request for adult day health services is received by the ASAP
· If the referral is received from a community health services provider, the assessment data is reviewed for completeness. The referral source is contacted for further clarification or additional information if necessary
· If the referral is not received from a community health services provider, follow procedure for Individuals without community health services 
NOTE: The ADH should not be supplying the clinical data for screening purposes unless:

· The screening request is for an individual that is seeking MassHealth reimbursement for community long term care or nursing facility services, and 

· When an individual is converting from privately reimbursed adult day health services to MassHealth reimbursed adult day health services (ADH Conversion).  

· Medical eligibility for basic level of care is determined; 
· An on-site assessment (OSA) is performed if a denial is imminent (see denial procedure)
· The ASAP issues the notification forms (see Notification section)

NOTE: At the time of the screening, the ASAP may not know the date the member/applicant will start receiving services with the ADH.  It is the responsibility of the ADH provider to notify the ASAP when this information is available to allow appropriate notification of MassHealth by the ASAP.  

PERSONAL EMERGENCY RESPONSE SYSTEM 
The Personal Emergency Response System (PERS) is a medical communications alerting system that allows an individual experiencing a medical emergency to activate a device that transmits a message to a monitoring station. The monitoring station is staffed 24 hours a day, seven days a week by trained attendants who receive and process the emergency call.   The attendants ensure timely notice needed to dispatch appropriate individuals and/or emergency services to the person in need. The PERS screening is designed to assess the needs of, and determine eligibility for MassHealth members/applicants requesting PERS.  PERS screenings are approved for a maximum of one year. 

The following procedure describes the steps to be taken to implement this screening process:

· A request for prior authorization is sent to the ASAP from the PERS provider within 90 days of the date of service or the renewal date.  

· The ASAP will date stamp the request upon receipt and enter the assessment information into HOMIS.  

· PERS screenings shall be done geographically, by individual's home address. 

The provider's request shall include the following:

a. A completed MassHealth Prior Authorization Request Form 

b. In accordance with MassHealth Regulation 130 CMR 409.407(A) and MassHealth Bulletin 13:

· The MassHealth General Prescription Form, and

· A written prescription from the member/applicant’s physician or nurse practitioner on the prescriber’s prescription pad or prescriber’s letterhead, 

c. A letter from the member/applicant's physician providing a clinical narrative summary indicating medical necessity for a PERS unit; 

Note: If the MassHealth General Prescription Form is used, then this letter is not required 

     d. If applicable, a copy of the previous prior authorization issued or the previous prior authorization number located on the Prior Authorization Request form



NOTE: One of the above documents must include the date the service is requested or the renewal date.

· Utilizing the interdisciplinary case management model, the ASAP RN shall determine eligibility for PERS in accordance with MassHealth Regulations 130 CMR 409.400 (program) and 450.200 (administrative) and MassHealth PERS Definition/Indications for Service


· The ASAP RN determination of eligibility shall be indicated in the appropriate section of the MassHealth Prior Authorization Request Form.

PERS Deferrals

· If the required documentation from the PERS provider is incomplete, the ASAP RN’s decision shall be to defer the screening.  

· The PERS Deferral Letter is sent to the provider with the Prior Authorization Request Form noting the deferral determination in the appropriate section of the form.  

· The PERS Deferral Letter is also sent to the member/applicant.  

· A copy of the Prior Authorization Request Form shall be maintained in the member/applicant’s file. 

· The ASAP shall process the request upon receipt of the complete Prior Authorization Request Form and/or receipt of all required documentation.  If the provider does not return the requested documentation within 21 days, the ASAP denies the request for services

· Upon completion of the PERS screening, the ASAP shall send all original paperwork (Prior Authorization Request Form, written prescription from the member/applicant’s physician, and narrative summary of medical necessity) to MassHealth for administrative processing/approval at the address listed below and maintain a copy in the member’s file:

The Division of Medical Assistance/MassHealth

Prior Authorization Unit

600 Washington Street

Boston, Mass. 02111

· The ASAP shall keep a copy of all original paperwork.  

· The copies will be filed in alphabetical order in a central location for individuals who are not enrolled in the state home care program, and 

· In the Health Section of the client’s home care program file. 

· The ASAP shall track the 21-day period for deferral cases. 

· The ASAP is not required to track approvals or denials  

· The ASAP shall document in the progress notes, at minimum:
· The reason for the deferral, and
· Forwarding of paperwork to MassHealth
· MassHealth will notify the PERS Provider and member of the eligibility determination
HOME HEALTH SERVICES
In accordance with MassHealth Regulation 130 CMR 403.405, the Executive Office of Elder Affairs, or its designee, shall perform an initial screening and periodic rescreening of the appropriateness and medical necessity of home health services.  This screening is required for all members aged 60 and over who are not enrolled in a MassHealth-contracted health maintenance organization or in the CommonHealth Program.  At present, this screening protocol applies to intermittent Skilled Nursing and Home Health Aide Services only. Intermittent Skilled Nursing Services are approved for medical necessity and duration, with the CHHA determining the appropriate frequency.  Home Health Aide Services are approved for medical necessity and duration as well as frequency.  Prior authorization for other types of Home Health Services are managed by MassHealth established protocols.

Home Health Initial Screening Procedure

· The Certified Home Health Agency (CHHA) Registered Nurse (RN)* shall determine the need for MassHealth reimbursed Skilled Nursing and/or Home Health Aide Services for a new or current client.  
Note: The CHHA RN may conduct an initial assessment visit prior to the screening request in accordance with MassHealth Regulation 130 CMR 403.422(A)
*If the individual is not receiving Skilled Nursing, but is receiving Physical Therapy, the Physical Therapist may perform all CHHA responsibilities in the Home Health screening process

· The CHHA RN shall telephone the screening request or fax the Home Health Screening Request form to the ASAP. 
·  If the screening request is made by telephone, the CHHA RN shall forward the Home Health Screening Request form to the ASAP within 5 business days.
· Home health services screenings will be done geographically, by individual’s home address
NOTE: If a current 485 form representing the current care needs of the individual (MD signature not necessary) is available; the CHHA may attach the CMS 485 form to the Home Health Screening Request form and complete only the boxed areas of the Home Health Screening Request form.

· The ASAP RN shall contact the CHHA RN to clarify faxed data as needed

· The ASAP RN shall give a verbal approval/modification/denial decision to the CHHA RN within 24 hours of the initial home health screening request.  

· In most cases, approval/modification periods will be given in increments of 62 days with a maximum approval/modification period of 1 year.  

· Approval periods of 30 days may be given in cases when an alternative service plan is appropriate, but not immediately available

NOTE: The approval/modification/denial date will be the date the screening request is received.  If it is necessary to provide initial services to an individual after 5pm or during a weekend or holiday, the screening referral shall be called into the ASAP during the next business day.  The approval/modification/denial date in these cases will be the first day of service.

· All actions taken by the ASAP is entered into the member’s file. (Refer to Elder Affairs documentation standards) 

· The ASAP RN may document individual data obtained during a telephone screening request on the Home Health Screening Request form. 

· The ASAP issues the notification form (Refer to Notification section)

**It is not necessary to request an additional screening to implement a service frequency change during the approval period i.e. an increase in Skilled Nursing visits or Home Health Aide hours.  If the change in frequency involves an increase in visits/hours of service, for the purposes of utilization review and data collection, the CHHA must complete the MassHealth Skilled Nursing/Home Health Aide Service Increase Notification form at the time of the increase and forward it to the ASAP.

***It is not necessary to request an additional screening when the recipient is hospitalized during the approval period and returns home with MassHealth reimbursed Skilled Nursing/Home Health Aide Services.  If an increase in service frequency is necessary, the CHHA must complete the MassHealth Skilled Nursing/Home Health Aide Service Increase Notification form and forward it to the ASAP.

****It is necessary for the individual to be rescreened during an approval period if he/she has had a disruption in MassHealth reimbursed Skilled Nursing/Home Health Aide Service due to coverage of services by another third party payment source or the loss of financial eligibility for MassHealth coverage. These individuals will be rescreened in accordance with the Home Health Initial Screening Protocol.   

Home Health Reauthorization Screening Procedure

· The Certified Home Health Agency (CHHA) Registered Nurse (RN)* shall determine the need for a reauthorization to continue current MassHealth reimbursed Skilled Nursing/Home Health Aide Services
· If the individual is not receiving Skilled Nursing, but is receiving Physical Therapy, the Physical Therapist may perform all CHHA responsibilities in the Home Health screening process

· The CHHA RN shall fax or mail the Home Health Screening Request form to the ASAP.  

· It is recommended that the Home Health Screening Request form be faxed/mailed to the ASAP no later than two weeks prior to the expiration date of the current approval.  

· Home health services screenings will be done geographically, by individual’s home address  

NOTE: If a current 485 form representing the current care needs of the individual (MD signature not necessary) is available, attach the 485 form to the Home Health Screening Request form and complete only the boxed areas of the Home Health Screening Request form.

· The ASAP RN shall contact the CHHA RN to clarify faxed data as needed.  

· The ASAP RN shall notify the CHHA RN, by phone, of an impending denial decision at least 24 hours prior to the actual denial decision date

· In most cases, approval/modification period is given in increments of 62 days with a maximum approval/modification period of 1 year.  

· Approval periods of 30 days may be given in cases when an alternative service plan is appropriate, but not immediately available.

NOTE:

· The approval/modification/denial date is the date of the receipt of the Home Health Screening Request form by the ASAP

· The “Start of Care Approval Date” for home health reauthorizations, in which the ASAP has received the reauthorization screening request on or before the expiration of the current approval, will be the day following the expiration date of the current approval.  

· If the reauthorization request is received after the expiration of the current approval, the “Start of Care Approval Date” shall be the date the reauthorization screening request is received

· All actions taken by the ASAP shall be entered into the member’s file. (Refer to the  Elder Affairs documentation standards)

· The ASAP issues the notification form. (Refer to Notification section)

**It is not necessary to request an additional screening to implement a service frequency change during the approval period i.e. an increase in Skilled Nursing visits or Home Health Aide hours.  If the change in frequency involves an increase in visits/hours of service, for the purposes of utilization review and data collection, the CHHA must complete the MassHealth Skilled Nursing/Home Health Aide Service Increase Notification form at the time of the increase and forward it to the ASAP.  

***It is not necessary to request an additional screening when the recipient is hospitalized during the approval period and returns home with MassHealth reimbursed Skilled Nursing/Home Health Aide Services.  If an increase in service frequency is necessary, the CHHA must complete the MassHealth Skilled Nursing/Home Health Aide Service Increase Notification form and forward it to the ASAP.

****It is necessary for the individual to be rescreened during an approval period if he/she has had a disruption in MassHealth reimbursed Skilled Nursing/Home Health Aide Service due to coverage of services by another third party payment source or the loss of financial eligibility for MassHealth coverage. These individuals will be rescreened in accordance with the Home Health Screening Protocol.





ADULT FOSTER CARE (AFC)/GROUP ADULT FOSTER CARE (GAFC)
The Adult Foster Care (AFC) Program provides daily assistance with personal care and case management services to elderly and/or disabled MassHealth members in a family-like setting in a caregiver’s home, while the Group Adult Foster Care (GAFC) Program provides daily assistance with personal care and case management services to elderly and/or disabled MassHealth members who reside in a certified GAFC Assisted Living Residence or elderly/disabled housing complex.  MassHealth members/applicants require authorization before entering into these programs.  Please see the MassHealth AFC and GAFC Guidelines for eligibility criteria.

In addition to the MassHealth AFC and GAFC Guidelines, the ASAP RN shall consider the following when determining clinical eligibility for these programs:

· Although the guidelines require that AFC and GAFC participants have a physical exam within 3 months prior to receiving foster care services, overall medical intervention may be considered i.e. CHHA involvement, evidence of a recent hospital discharge summary.  

· If the ASAP RN authorizes services based on overall medical intervention versus a physical exam, an explanation of the basis of the decision shall be documented

· The signature of a nurse practitioner or physician assistant may substitute for the Physician’s signature on the Physician Summary  

· GAFC providers may determine whether a PERS is necessary on a case-by-case basis.  

The provider may decide that some individuals can access emergency services through existing means i.e. telephone, pull cords

All ASAPs do not perform AFC and GAFC screenings.  ASAPs should check their contracts with Elder Affairs to determine if they are a foster care screening site. 

Adult Foster Care Screening Procedure 

· A request for an adult foster care screening is received by the ASAP from the provider in the form of the MDS-HC assessment, the Request for Services and Physician Summary
AFC participants may be assessed for additional services (i.e. two days per week of Adult Day Health services or eight hours per week of Home Health Aide services)

These services must be requested by the AFC provider.  (Refer to the AFC Guidelines Respite Care section (p. 13) for an explanation of additional services provided in this program)
AFC Provider questions related to ADH utilization of services should be directed to the MassHealth AFC Program Manager

· The assessment data is reviewed for completion.  The AFC provider is contacted for further clarification or additional information if necessary

· Determination of medical eligibility is made 

· The ASAP issues notification forms to all required parties. (Refer to Notification Section)

· Each month the ASAP shall forward to MassHealth a listing of individuals approved for Adult Foster Care, sorted by AFC provider, inclusive of the AFC member’s name, social security number and authorization date. The listing should be mailed to MassHealth by the 5th of each month for the preceding month.  The mailing should be forwarded to:

AFC Program Manager

MassHealth/Division of Medical Assistance

600 Washington Street, Fifth Floor

Boston, MA  02111

Group Adult Foster Care Screening Procedure 

· A request for a group adult foster care screening is received by the ASAP from the provider in the form of the MDS-HC assessment, the Request for Services, Physician Summary, and Residence Verification /Group Adult Foster Care form for GAFC/Assisted Living Residence (ALR) providers
GAFC participants may be assessed for additional services (i.e. two days per week of Adult Day Health services or eight hours per week of Home Health Aide services).  

These services must be requested by the GAFC provider.  (Refer to the GAFC Guidelines Respite Care section (pgs. 7-18) for a description of additional services provided in this program)
GAFC provider questions related to ADH utilization of services should be directed to the MassHealth GAFC Program Manager

· The assessment data is reviewed for completion.  The Group Adult Foster Care provider is contacted for further clarification or additional information if necessary

· Determination of medical eligibility is made 

· The ASAP issues the notification form to all required parties (See Notification Section) 

· Each month the ASAP shall forward to MassHealth a listing of individuals approved for Group Adult Foster Care, sorted by Group Adult Foster Care provider, inclusive of the GAFC member’s name, social security number, clinical authorization date and date of Residence Verification/Group Adult Foster Care Approval form sent to the local Social Security Administration (SSA) Field Office if applicable. The listing should be mailed to MassHealth by the 5th of each month for the preceding month.  The mailing should be forwarded to:

GAFC Program Manager

MassHealth/Division of Medical Assistance

600 Washington Street, Fifth Floor

Boston, MA  02111

Supplemental Social Security Income G 

Effective January 1, 1998, a member who is found eligible for GAFC and resides in an Assisted Living Residence served by a GAFC provider may be eligible for Supplemental Social Security Income G.  ASAPs who perform GAFC screenings are responsible for the following verification procedure.   

GROUP ADULT FOSTER CARE/SSI-G VERIFICATION PROCEDURE

· The ASAP shall complete the GAFC authorization process in accordance with the current GAFC screening procedure

· GAFC/Assisted Living Residence (ALR) provider shall submit the required assessment information to the ASAP in accordance with the current screening procedure.  

The Residence Verification/Group Adult Foster Care Approval form on MassHealth letterhead shall accompany the required assessment information.  

The GAFC/ALR provider will complete Section I of the form.  

The ASAP shall review Section I to ensure that all areas are completed.  If the form is incomplete, it should be returned to the GAFC/ALR provider 

NOTE: If the ALR is not a GAFC provider and the ALR resident will access a non-ALR community GAFC provider, the Residence Verification/Group Adult Foster Care Approval form may be completed by the ASL or GAFC provider

· The ASAP shall complete Section II of the Residence Verification/Group Adult Foster Care Approval form, documenting the month, date and year of the authorization and signing and dating the form

· The ASAP shall forward the completed Residence Verification/Group Adult Foster Care Approval form to the local Social Security Field Office, Attn. Field Office Manager. 

The local Social Security Field Office is determined by the location of the GAFC/ALR provider site.  

The ASAP shall keep a copy of the Residence Verification/Group Adult Foster Care Approval form on file, as well as document the forwarding of the form in the Progress Notes

V.  OTHER PROCEDURES/PROTOCOLS

COMMUNITY ALTERNATIVE CONSIDERATION
The ASAP plays an integral role in the effort to promote the appropriate utilization of long-term care services in the Commonwealth.  The ASAP is responsible for assisting the member/applicant and family in determining whether needed services should be institutional or community-based.

Assistance provided by the ASAP focuses on individuals in the community who require immediate nursing facility services or who could benefit from community-based long term care services, as well as individuals who can be safely discharged back into the community from a nursing facility.

When the ASAP RN approves an individual in the community for nursing facility services, but the member/applicant is waiting for a bed, at minimum the ASAP shall:

· Provide guidance to the individual and/or informal supports in securing a new care setting; and

· If needed, arrange for interim community services at the time nursing facility services are authorized 

Assistance by the ASAP may take a variety of forms:

· Telephoning or meeting with members/applicants and/or informal supports to resolve issues with securing new or alternate care settings; provide a listing of area nursing facilities; or discuss financial matters such as MassHealth eligibility or availability of other resources

· Consulting with other agency professionals including the Nursing Home Ombudsman on specific cases

· Maintaining accurate information about available services in an area

· Making active referrals on behalf of members/applicants to facilities and agencies for services

· Facilitating individual exchanges between facilities when appropriate

When the ASAP RN has determined that a individual does not require nursing facility services, she/he must:

· Offer assistance with making appropriate referrals for community services and/or securing alternative care setting, i.e. AFC, GAFC, congregate housing, rest home, etc., and

· Communicate the offer of assistance to the referral source, involved formal supports and the member/applicant

· Community alternatives shall be considered in all pre-admission nursing facility screenings.  

· MassHealth regulations require that authorization for nursing facility services be authorized only when no reasonable and appropriate community service package is available and the individual meets medical eligibility criteria.  

· The consideration of alternatives to nursing facility services is essential to the screening activity and every nursing facility referral must be evaluated for community placement potential.  

· Nursing facility services must be denied whenever an acceptable plan for continued care in the community could be facilitated.

The following criteria shall be considered on all nursing facility pre-admission requests:

· For individuals residing in the community, every effort should be made to introduce the services necessary to keep them safely residing in the community.  

· It is incumbent upon the ASAP to delay authorization of nursing facility services whenever possible until a fair trial period at home, or in a community setting, with services has occurred, and  

· The feasibility of a community plan can be accurately assessed.  

· The interdisciplinary team shall work closely to create a viable service plan for the member/applicant. 

· For individuals residing with family, a referral submitted by the family is often a statement that the family can no longer manage the individual’s care or that respite care is needed.  

· The implementation of supportive services can delay the termination of important family support to the individual.

· It is essential that the interdisciplinary team determine if an individual can safely be left alone for periods of time and can communicate their needs.  

· Requests of this nature should be carefully reviewed in order to provide adequate community services to keep the individual safe in the community.

· Vague or confusing diagnoses should be investigated further as these are symptoms that often respond well to treatment and do not necessarily involve physical impairment requiring institutional care.

· Individuals who do not want nursing facility placement very often are motivated and receptive to community services that can be arranged to care for them at home.

· Strong intervention by the interdisciplinary team can make a critical difference when considering a member/applicant for nursing facility services.  

· Families and individuals often cannot readily articulate the nature and extent of their needs and will not immediately entertain a plan of care that is different from what they are requesting. 

·  The community services package must be organized and tested to completely prove its appropriateness and value for the individual.  

· Follow-up is necessary to ensure that the member/applicant is adequately being served and his/her needs are being met in the community.

Short Term vs. Long Term Nursing Facility Services Authorization
Once the need for nursing facility services is determined the decision regarding a short term or long-term authorization becomes an integral part of the nursing facility screening process.  Frequently the initial screening takes place following an acute medical event.  A short-term approval may be warranted to ensure an appropriate decision is made regarding the need for long-term services at a time when the acute medical event has been resolved.

Authorization for short-term services may be appropriate if the screening request was preceded by, but not limited to, the following:

· An uncomplicated fracture

· An acute medical event

· An acute onset of dehydration

· Malnutrition

· Acute respiratory diseases, i.e. pneumonia; or

· Temporary disease conditions, i.e. acute diabetic episode

Short-term approvals must be authorized when it appears that the individual has a realistic potential of returning to the community and when:

· The member and/or caregiver indicate a positive attitude about returning to the community

· Informal support exists or can be developed to meet the individual’s care needs; or

· A formal support system can be implemented to meet the member’s care needs

If a short-term determination is authorized, the interdisciplinary team shall ensure that the goals for discharge are clearly understood by the member, family, referral source, and nursing facility so that all parties are working together.

OMNIBUS BUDGET RECONCILLIATION ACT 
The Omnibus Budget Reconciliation Act of 1987 (OBRA) requires a two-part assessment of members/applicants anticipating admission to a nursing facility, regardless of the source of payment, to determine the need for mental health, mental retardation and/or developmental disability services.  The Level I Preadmission Screening (PASARR) identifies individuals who have a diagnosis of mental illness (MI), mental retardation (MR) or developmental disability (DD) prior to nursing facility admission.  These individuals are identified through information gathered during routine pre-admission nursing facility screening processes.  If the member/applicant screened meets the medical eligibility criteria for nursing facility services, a community service plan is ruled out, and the plan is for the member/applicant to enter a nursing facility, a Level II PASARR must be considered if the individual has MI, MR or DD.  The Level II PASARR assesses the need for “specialized services.”

Note:  The need for specialized services for mental illness is synonymous with the need for acute psychiatric hospitalization.  The need for specialized services for MR/DD include services specific to the disability, services in addition to standard nursing facility services, services provided by MR/DD professionals and services that are complimented and reinforced in the nursing facility.

Criteria for referrals are as follows:

· The ASAP RN shall consider the need for a Level II OBRA/PASARR screening. (Refer to the Nursing Facility Screening Procedure) 

· Members returning to the same nursing facility after an acute medical stay do not require a Level II PASARR, as long as there are no significant changes in the member’s status or condition, or 

· When the member transfers from one nursing facility to another nursing facility.  

· A Level II PASARR referral is required when a member is returning to the same nursing facility after a psychiatric hospital admission. 

Note:  Significant change for mental illness is defined as a change in behavioral status and admission to a psychiatric hospitalization.

Mental Retardation/Developmental Disabilities (MR/DD Referral) 

· If mental retardation and/or developmental disability (MR/DD) is identified or suspected in the course of pre-admission screening for nursing facility services a referral must be made for a Level II PASARR.  

· The MR/DD PASARR contractor is the Department of Mental Retardation (1-800-649-9378). 

· The following MR/DD indicators require a referral to the MR/DD PASARR contractor for a Level II PASARR:

Mental Retardation

Mental Retardation refers to significantly sub-average intellectual functioning and is manifested during the developmental period (prior to age 18).  The disability should be of a severe chronic nature that manifested prior to age 18, is likely to continue indefinitely, and includes substantial functional limitations in at least three of the following areas: 

· Communication
· Self-care
· Home Living
· Social Skills
· Community Use
· Health and Safety
· Self-direction
· Functional Academics
· Leisure and work
Developmental Disabilities (Related Conditions)
An individual is considered to have a *related condition if she/he has a disability manifested during the developmental period (before age 22), is likely to continue indefinitely and has resulted in substantial functional limitations in three or more of the following areas:

· Self-care

· Understanding and use of language

· Learning

· Mobility

· Self-direction

· Capacity for independent living

 Other conditions may also interfere with development.  The conditions below are representative of the types of conditions that could result in a developmental disability.

The following list of conditions is not all-inclusive.  

(Cerebral Palsy


(Epilepsy/Seizure Disorder

(Autism



(Spina Bifida

(Spinal Cord Injury


(Blindness/Severe Visual Impairment

(Head Injury/Brain Injury

(Cystic Fibrosis

(Multiple Sclerosis


(Muscular Dystrophy

(Orthopedic Impairment

(Speech/Language Impairment

(Other Neurological Impairment
(Severe Learning Disability

(*Major Mental Illness

(Deafness/Severe Hearing Impairment

*Refer to MH PASSAR

MR/DD OBRA/PASARR Categorical Determinations (Exemptions)
Convalescent Care of thirty (30) days or less.  Must be admitted from an acute care hospital (Excludes individuals admitted to the psychiatric unit) and certified by the individual’s physician.  If a individual is to be converted to long term placement after the thirty (30) day convalescent stay and a PASARR screening has not yet been completed, a PASARR screening should be completed

Mental Illness (MI Referral) 

A referral must be made to the MI PASARR contractor, Health & Education Services (978-745-2440), to determine the appropriateness of nursing facility services if an individual presents with any of the following mental illness/disorders: 

Psychosis
· Schizophrenia - all types. Please note “dementia praecox” is an outdated term meaning schizophrenia

· Paranoia - all types that are NOT medication induced

· Atypical Psychosis - all types that are NOT medication induced

Affective Disorders

· Schizoaffective Disorder

· Bipolar Disorder – (manic depression)

· Unipolar Depression - only those of long standing nature (10+ years) and which have required inpatient psychiatric treatment or Electro-Convulsive Treatment (ECT) psychoactive medications. 

Anxiety & Somatoform Disorders (Must meet all three criteria.)

· Length of illness must be at least two (2) years, evidencing symptoms within the past six months; and

· Inpatient psychiatric treatment for anxiety disorder; and

· Psychoactive medications administered for anxiety disorder

  Examples of Anxiety & Somatoform Disorders include:

· Panic Disorders with or without Agoraphobia

· Agoraphobia with Panic Disorder

· Obsessive-Compulsive Disorder

· Post Traumatic Stress Disorder

· Depersonalization Disorder

· Specific Phobia

· Somatization Disorder

· Conversion Disorder

· Generalized Anxiety Disorder

· All Dissociate Disorders, including Amnesia, Fugue, Identity and Not Otherwise Specified (NOS)
MI OBRA/PASARR Categorical Determinations (Exemptions)
· Comatose 

· Severe brain injury

· Terminal illness with less than six month prognosis as certified by a physician  

· Ventilator dependent

· Unipolar depression, less than 10 years’ duration

· Convalescent care as certified by a physician not to exceed 30 days following an acute inpatient hospital stay (does not include a psychiatric hospitalization)

· End Stage (ES) (sever, debilitating and bed-bound, or bed-to-chair)

· ES COPD with 24-hour oxygen

· ES CHF with 24-hour oxygen

· ES Amyotrophic Lateral Sclerosis (ALS)

· ES Huntington’s Chorea

· ES Parkinson’s disease

Note:  Evidence of the condition must be present in the medical record.  Documentation should consist of at least one of the following items:

1. Results of a neurological examination

2. Results of a mental status examination focusing especially on cognitive functioning

3. Progress notes citing the progressive decline in cognitive functioning over a specified period of time

4.  Progress notes citing specific behavioral changes consistent with a diagnosis of dementia over a specified period of time

Note: Individuals who are dually diagnosed with mental retardation/ developmental disability and mental illness require BOTH a MR/DD and MI Level II PASARR.  

 Out-of-state OBRA /PASARR Pre-Admission Screenings are valid in Massachusetts. 

WITHDRAWAL
· A screening request may be withdrawn at any point prior to a screening determination.  

· A withdrawal may occur for a variety of reasons including:

· A request from the referral source, member/applicant or family, 

· Current screening request or approval is in place,

·  Relocation, 

· Change in member/applicant’s status, or

· An OBRA/PASARR determination that states the member/applicant does not require nursing facility services.  

· The ASAP completes and issues the withdrawal letter.

Note:  Withdrawals, although recorded in the HOMIS COC monthly statistics, are not reimbursable.

OUT-OF-STATE REFERRAL
· Out-of-state referrals (member/applicant currently resides outside of Massachusetts) may be completed if the member/applicant is a MassHealth member or has applied for MassHealth coverage. 

· Assessment data is obtained through the MDS 2.0 and/or MDS 2.0 quarterly, and/or comprehensive assessment completed by the member/applicant’s current health care provider.  

· The ASAP RN shall review the assessment data in accordance with the nursing facility screening procedure.   

Note:  All Medicaid nursing facility providers within the United States are required to complete the MDS 2.0 comprehensive and quarterly assessments.

· The request shall be authorized if the need for placement is clearly appropriate.  

· The need for placement shall be denied if the need for nursing facility services is questionable and cannot be ascertained from the assessment form, communication with the referral source and caregivers.  

· In most cases an OSA is not possible. 

PERFORMANCE OUTCOMES
The goals of the Coordination of Care Program include the safe diversion of MassHealth members/applicants who are seeking nursing facility services, to the community with a combination of MassHealth and Elder Affairs funded services.  Each ASAP is expected to achieve, at a minimum, the target numbers of successful case outcomes specified in the ASAP’s contract with Elder Affairs. 

The following types of cases are considered successful case outcomes, and are tracked to measure each ASAP’s performance.  Certain monitoring (tracking) activities are required for these (and specified other) cases. 

Diversion

A MassHealth applicant/member who is found medically eligible for nursing facility services at the time of screening and who is diverted to the community with services rather than approved for nursing facility services is considered a deferral.  

Post Approval Diversion

A MassHealth applicant/member who is found eligible for nursing facility services at the time of the screening, but is subsequently diverted to the community with services rather than placed in a nursing facility is considered a post approval diversion.  

The member/applicant must remain in the community for a minimum of 3 months post authorization to qualify for post approval diversion status.

Nursing Facility Discharge

A MassHealth applicant/member who resides in a nursing facility (short or long term) and is discharged to the community with the assistance of the ASAP is considered a nursing facility discharge diversion.  The ASAP may assist with the discharge in various ways including the following:

· The ASAP may intervene as part of the pre-admission screening process by anticipating only a short term stay when a long term stay is requested and working with the nursing facility to ensure that discharge planning begins at the point of admission

· The ASAP may assist the nursing facility discharge planner with the development of a community service plan for a current nursing facility resident  
· The ASAP should follow all individuals, who receive a short-term approval, during there nursing facility stay to assist the nursing facility discharge planner with the development of a community plan
· Within 30 days of the nursing facility discharge, the ASAP may provide supplemental service to CHHA services   
When the nursing facility resident is discharged from the nursing facility and remains successfully in the community for a minimum of three months, and is no longer seeking nursing facility services, the ASAP may submit documentation for a nursing facility diversion.

A COC Performance Report is submitted to the COC Project Coordinator for all successful case outcomes (see Performance Review section).

NOTE: Annual cost to MassHealth for community based care shall not exceed $75/day to qualify as a successful case outcome. 

DENIALS
In cases where the possibility of a denial exists, the ASAP RN must:  

· Contact the referral source to confirm that all pertinent information was provided

· Perform an on-site assessment (OSA is not required for PERS, home health and foster care screenings)

· Contact the physician for consultation, send Physician’s Summary Form if not previously obtained or conduct an onsite review of the medical record as appropriate (not required for PERS, home health and foster care cases) 

· Identify alternative placements or community service plans as appropriate

· Contact member/applicant, family, physician and/or referral source to discuss decision

· Clearly document the reason for the denial and issue the notification form to all required parties
NOTE: Nurse practitioners or physician assistant may complete and sign the Physician’s Summary Form for the purpose of pre-admission screenings.  The physician is not required to co-sign the form.

Receiving new information after a denial

If at any time during the denial process the ASAP RN receives additional information that clearly supports the need for an approval, the request is processed as soon as possible.  

· If new information is received that makes the member eligible after a denial is determined and notifications are sent to all required parties, the ASAP may perform an additional screening.  

· The ASAP shall reference the previous screening and enter only the new information into the COC fields of HOMIS.  

· New notifications are issued to all parties who received the original notifications.  

APPEALS AND FAIR HEARINGS
The Appeal Process is a legal proceeding where dissatisfied consumers can obtain a determination of the appropriateness of certain actions or inactions by MassHealth.  It is designed to secure and protect the interests of both the appellant and MassHealth. The following section outlines the MassHealth Fair Hearing process. 

Fair Hearing Process/General Description

Under a variety of circumstances, MassHealth applicants/members have the right to request a review of action taken by, or inaction, on the part of MassHealth or Aging Services Access Points (ASAPs) acting as agents of MassHealth.  Such a review is termed a "Fair Hearing". This right to appeal is established by various sections of the Code of Federal Regulations as well as by the Massachusetts General Laws.

Regulations

The Board of Hearing (BOH), an independent department of MassHealth, administers the fair hearing process and renders decisions based on the evidence presented.  Guidelines for the 

conduct of the fair hearing process have been promulgated as regulations (130 CMR 610.000).  These regulations outline the various grounds for appeal (610.032), notification requirements, powers and duties of the appeals hearings officer, and the rules of practice at the hearing. 

Timeframe

During the assessment process MassHealth’s agent/ASAP must adhere to all time standards for that particular program.  All MassHealth applicants/members shall be informed in writing of his or her right to a hearing, and of the right to an authorized representative.  This must be done in a timely manner.  All programs require the ASAP to notify individuals within the following time limits.

The BOH must receive the request for fair hearings within: 

· Thirty (30) days from the receipt of the eligibility determination notification by MassHealth applicants/members; 

· Thirty (30) days from the receipt of the eligibility determination notification for nursing facility initiated transfers or discharges (14 days for an emergency transfer or discharge). 

NOTE: The individual cannot be transferred and benefits to the member cannot be terminated during the appeal process.  However, if the individual loses the appeal, MassHealth can recover from the individual, the amount of assistance that the individual received. 

ASAPs Involvement in Fair Hearing Process

Individuals have the right to request a fair hearing subsequent to receiving notification of the ASAPs' decision to deny or approve a MassHealth service.  In order to ensure that a member is appropriately informed of their right to a fair hearing, the ASAP staff must adhere to certain procedures.  

· When the ASAP RN makes a medical eligibility/medical necessity determination for MassHealth applicants/members, the appeals fair hearing form must be attached to the notification form.

· If the determination that is being appealed is appropriate for review, the BOH will contact the Coordination of Care appeals liaison who will notify the ASAP of the request for a fair hearing.  

· Once notified, the ASAP nurse manager shall contact the Coordination of Care appeals liaison with case specific information.  

· If appropriate, every attempt will be made to resolve the disagreement prior to scheduling the hearing.  

· Frequently fair hearings are requested due to a miscommunication or confusion regarding the screening process.   

· If the reason for the appeal cannot be resolved then the ASAP will schedule the hearing with the BOH (617) 210-5810.  

· The BOH will inform the appellant, his or her authorized representative, the ASAP representative and the Coordination of Care appeals liaison of the hearing date and time in writing.  

· The BOH usually schedules two to three weeks in advance to allow for the required notice period to the appellant.  This provides sufficient time for ASAP case summary preparation.  

Case Summary Preparation
The case summary is the responsibility of the ASAP under direct supervision of the ASAP nurse manager. The ASAP Nurse Manager may contact the Coordination of Care appeals liaison for technical assistance.

The following case summary model has been developed based on an actual fair hearing.  The purpose of the model is to ensure a document that details the orderly, thorough, and objective assessment process that distinguishes each ASAP's decision.  The following case summary format permits reorganization, clarification, or strengthening of written material that might be necessary to maximize effectiveness of the presentation.

The case summary shall be forwarded to the Coordination of Care appeals liaison at least one week prior to the hearing.  The Coordination of Care appeals liaison will review the case summary to become familiar with the case and shall provide technical assistance (as needed) on the summary.  

The ASAP RN shall sign the final summary.

Contents and organization of the case summary:

Heading:

Identify who the case summary is for; i.e. “Case Summary For (individual’s name)”.

member’s/applicant’s appeal number or social security number if the appeal number is unavailable.

Introduction:

The introduction will include the following:

· Type of referral;

· Date of request; 

· Name of referral source;

· Individual’s current residence; i.e. nursing facility, own home or with relative, etc.;

· Reason for screening request; i.e. "Nursing facility justification for this request for conversion was exhausted finances.”

Assessment of clinical data:
List the following information provided on the assessment form:

· Diagnoses 

· Nursing Care & Treatments

· Medications

· Skin integrity

· Recent vital signs

· Height & Weight

· Diet

· Pertinent Lab Work

· Functional Status

· Elimination

· Senses (vision, hearing & speech)

· Mental Status & Behavior

· Rehab potential

· Informal supports 

NOTE: Document "no information provided" for any section left blank by referring party.

Justification for On-Site Assessment:

If an on-site assessment was necessary after review of the clinical profile data, document the date, purpose of the assessment and the results of the assessment.  Clearly document the member’s/applicant’s current clinical status, especially any changes, observed by the ASAP RN.

Examples: 

"An on-site assessment of this individual was necessary after review of (state specific data source) the clinical information provided by the (referral source) was incomplete or did not establish the individual's need for (the requested service), therefore indicating a probable denial.”

"An on-site assessment of this individual was not necessary because the individual was found clinically eligible.”

"On-site assessment performed by (name of ASAP RN) on (date) to obtain/verify information necessary for determination or completion of Assessment.

“A review of clinical record and discussions with Nancy Smith, R.N. and Mary Jones, S.W. of (name nursing facility) was made by (name of ASAP RN ) on (date).  An interview and/ or observation of the individual (or family of) was also made to (determine level of confusion, ability to ambulate, desire for N.F. placement, etc.)."

Questions Developed for On-Site Assessment (OSA):

Document questions the ASAP RN developed to prepare for the OSA in order to verify confusing data or arrive at the missing data necessary to make a determination.  Questions may relate to the following types of information:

· Nursing care and treatments;

· Medications (or omitted medications on the referral that may have been prescribed for treatment of diabetes, depression, etc.);

· Special diet;

· Lab work done to monitor diabetes, digoxin level, potassium level, pro-times, etc.;

· Status of ADLs and/or IADLs;

· Individual’s ability to ambulate;

· Behavior problems, etc.

Examples: 

· What degree of short-term memory loss does individual exhibit?

· Are there informal supports that can administer the insulin injections and prefill the P.O. medications?

· Does individual require "total care" or assistance in all activities of daily living?

· What hours will the individual require personal care assistance?

· Is assistance with bathing provided because of N.F. safety policy?

· What nursing care services does the individual need?

· Does the individual require daily skilled nursing care or nursing services at least three times a week?

· Can these services be obtained in a community setting?

Summary Statement:

The deciding factors used to make a determination should be organized here.  Simple declarative sentences, which cover all significant findings, will best communicate the basis for the ASAP RN's determination.  

A specific regulation, to support each action must be included.  The regulations cited should be consistent with the notification form.

Examples:

· “Based on information provided through a record review of the individual, consultation with nursing facility staff (include name of N.F.), individual and the primary physician, it has been determined that this individual does not meet the medical eligibility to remain in a skilled nursing facility under MassHealth regulations 130 CMR 456.409.

·  “Documentation supports the need for skilled nursing visits and HHA services based on MassHealth regulation 130 CMR 403.401 - 403.431.  Information from the Certified Home Health Agency (CHHA) verifies that the individual could manage with a decrease in the evening hours.”

· “After the review of all information, documentation was not found to indicate the need for nursing services.  The individual receives some assist with dressing. Documentation was not found to indicate she is confused or cognitively impaired.”

· “After review of all information, there was no evidence for the need of care in excess of 15 hours per week under MassHealth regulation 130 CMR 403.409C.”

ASAP RN Determination:

A simple, precise statement of the action taken and justification for the determination shall be documented

· “The ASAP RN’s determination was to approve the requested daily (7 days per week) skilled nursing visits and modify the requested HHA hours from 4 hours per day, 7 days per week to 3.5 hours per day, 7 days per week.  In order to assess the individual sooner to identify if the approved services are adequate to satisfy the individual’s care needs and to modify the care plan as needed, a duration of 2 months was approved instead of the requested 6 months.”

· “The ASAP RN’s determination was to deny the original request of (indicate original request).  Documentation could not be found to support the need for continued nursing facility services.  This ASAP RN made a recommendation for congregate housing with home care services in the community.  This environment would provide the individual a safe community environment as well as assist with cleaning, laundry, shopping and personal care, if needed.  The individual will be reassessed every month for three months and again at six months.”

Example of alternate format:

· “This ASAP RN determined that the individual is not appropriate for her current level of HHA care.”

· “This ASAP RN determined that individual is appropriate for skilled nursing 3 days per week for 62 days.”

· The determination was made to modify HHA services from 6 hours per day, 5 days per week for 62 days to 3 hours per day, 5 days per week for 62 days.

Closing Statements:

It is essential that both the appellant and hearings officer are informed of the ASAP's continuing role with the individual:

Examples:

· "Individual will be followed monthly by the interdisciplinary team, or up to one year while in the community, to be sure individual's condition remains stable and that care needs are being met."

· “Another request for assessment of the individual may be submitted to the ASAP should the individual’s condition change significantly.”

Follow-up Visit/Addendum:

· It is recommended that the ASAP RN make a follow-up visit to the individual at least one week prior to the hearing.  

· This entry should be brief and should verify all of the original assessment information.  

· The follow-up visit may also provide the ASAP RN with information that was either overlooked or new information that was not available prior to the final determination.

· If additional information or documentation was encountered that would change the original determination, the ASAP RN shall issue a new notification using the date the new data was received.  

· This additional information shall be entered as a new screening and the previous screening shall be referenced for original data.  

· Progress note documentation shall also include the date of the follow-up visit, circumstances surrounding the visit and the additional data that was encountered. 

Case Summary Example

Case Summary for Mary Smith

Appeal # 123456

Introduction:

A Short Term Review request for continued stay in a nursing facility was received on January 5, 1999, from Michelle Georges, LSW, at Marion Manor Nursing Home, for this 89-year-old female resident.  The MDS assessment and the Request for Services were received complete by Sandy Scanlon, R.N.

Assessment of Clinical Data:

Initial review of the MDS assessment and the Request for Services revealed the following:

DIAGNOSES:

Seizure Disorder

Hypertension

Depression

IDDM

Diverticulitis

NURSING CARE AND TREATMENTS:

Monitoring of vital signs weekly

Assessment of medication side effects

Assess gastrointestinal status

MEDICATIONS:

NPH Insulin 20 units daily in am

Zocor 10 mg daily, by mouth

Tegretol 200 mg, 3x/day, by mouth

Paxil 20 mg daily, by mouth

SKIN CONDITION: Intact

HEIGHT: 56 inches

WEIGHT: 110 pounds

DIET: low fat, no concentrated sweets, and no added salt

PERTINENT LAB WORK: Sodium 140

FUNCTIONAL STATUS:

Independent with bathing, grooming, oral hygiene, dressing, transfers, eating and ambulating with a walker.  Administers own medications.

ELIMINATION:

Continent of bowel and bladder.

SENSES:

Sight good; Hearing fair; Speech is good.

MENTAL STATUS AND BEHAVIOR:

Alert and oriented.  Displays no cognitive deficit or behavior problem

REHAB POTENTIAL: No information provided.

INFORMAL SUPPORTS:

Son and daughter-in-law are unwilling to have individual return to live in their home.

Justification for On-Site Assessment:

An on-site assessment of this individual was necessary after review of the MDS assessment and the Request for Services received on 1/5/99 from Marion Manor Nursing Home did not establish individual’s need to remain in a skilled nursing facility.

The on-site assessment was completed 1/7/99 to verify the information for nursing facility screening determination.  The individual’s medical record was reviewed and a conference with Michelle Georges, LSW, and individual did not reveal any new information.  This writer observed the individual come to a standing position and ambulate independently with the assistance of a walker.  Individual stated that she completes her bath and dresses independently, but that it takes her some time to complete these tasks.  Telephone call to individual’s physician, Dr. D’Angelo, to obtain her input on individual’s status.  Dr. D’Angelo stated individual has an electrolyte imbalance and is subject to falls.  She also stated that the individual is inappropriate for Adult Day Health.

Summary Statement:

Based on the information provided through the record review, consultation with the nursing facility staff, individual and individual’s physician, it was found that this individual does not meet clinical eligibility to remain in a skilled nursing facility under MassHealth Regulations 130 CMR 456.409.

ASAP RN Determination:

Community alternatives recommended to the individual as an alternative to nursing facility placement were Rest Home, Adult Foster Care and Assisted Living

Closing Statement:

Individual will be followed monthly by the ASAP RN for three months, with a follow up in six months while in the community to ensure that any changes in the individual’s condition are followed and that care needs are being met.

Another screening request may be submitted to the ASAP at any time should the individual’s condition change significantly.

(Signature of ASAP RN)

Elizabeth Thomson, R.N.

(Name and address of ASAP)

Case Folder Preparation

The case folder is prepared for all hearings. (The items in the table are listed as they should appear in the case folder.)

	Left Side of Folder 
	Right Side of Folder

	MassHealth Board of Hearings Appeals Notice
	

	Notification Form
	Case Summary For Hearing

	Letters and Notices Sent or Received
	Documentation related to the screening that is being appealed

	Appropriate MassHealth Regulations
	Assessment Information; i.e. MDS assessment and the Request for Services, 485 form, physician’s summary,etc.

	Reference Materials; i.e. Personal Care Guidelines, Homemaker Standards, Home Health Services Protocol, etc.
	


· A case folder is prepared for each person expected to be present at the hearing: The ASAP nurse/s, Coordination of Care appeals liaison, hearings officer, appellant's representative and/or family member. 

· The ASAP RN is responsible for bringing all copies (typically five cases folders is sufficient) of the case folder to the hearing.

· Often, there is a significant time lapse between the ASAP’s determination date and the date of the hearing.  The regulations allow for the submission of evidence up to the date of the hearing.  Additional information should be included in the case folder.

· Any information added to the individual’s case record after the decision date and prior to the hearing date should be included in the case folder. 

Withdrawing an Appeal
· An individual or individual’s representative, who no longer wishes to appeal the ASAP’s decision, must officially withdraw their request for a Fair Hearing. 

· Neither the ASAP nor Coordination of Care appeal liaison can withdraw a request for an individual.

· This can only be done by the individual or the individual’s representative by telephone or in writing.  

· The telephone number and address of the BOH is indicated on the Request for a Fair Hearing form sent to the individual or representative.

Fair Hearing Presentation
ASAPs will be involved in the fair hearing process by testifying and presenting evidence in support of its decision during the hearing (this includes appeals of acute care hospitals decisions as well).  Once the fair hearing is completed, the ASAP shall remain available to the BOH and Elder Affairs administration or legal staff to answer questions or provide additional information.

Fair hearings are conducted by hearings officers.  The hearings officer administers oaths to those present who will be testifying.  However, the tone of these hearings is relatively informal.  All documents and other evidence submitted during the hearing shall become part of the BOH record for the individual.  (Note: If the individual’s representative has been made legal guardian because the individual has been adjudicated incompetent, the legal documents must become part of the BOH case file to confirm such probate court action).  The hearing will be tape-recorded by the hearings officer and kept for 12 months.  The appellant and ASAP RN(s) are given the opportunity to explain their positions, present witnesses, present evidence, and examine each other's evidence.  This is often done by the ASAP reading the case summary to the hearings officer.  The formal rules of evidence do not apply, which means the hearings officer will weigh the reliability of each piece of evidence presented and decide whether or not it is relevant and admissible.

The hearings officer must base his/her decision on the testimony and evidence presented at the hearing and on existing regulations as promulgated in the Code of Massachusetts Regulations or in the MassHealth Policy Manual.  The hearings officer’s decision is generally final within MassHealth.  The Director of the BOH may re-hear an individual’s case upon an order from the Commissioner, but this is rarely granted.  If an appellant is dissatisfied with a fair hearing decision, the next step available is judicial review through the Superior Court.  MassHealth’s legal department responds to all complaints for judicial review (CJRs).

The first item of business at a hearing, after all present have been sworn in, is for the hearings officer to review the appeal request form (BOH-10) submitted by the appellant and the notification form sent out by the ASAP.  Case folders may be presented to all parties at this time or prior to the ASAP RN presentation of the case.

The hearings officer will usually request that MassHealth’s representatives (the ASAP) present their case first.  This provides the hearings officer with a statement of the actions taken and issues involved.  Specific regulatory citations made by the ASAP RN at this time help the hearings officer focus on the ensuing testimony and to form the framework of this decision.  All present are asked to state their name each time before speaking so they can be identified later in the tape recording.

The ASAP’s presentation of the case begins with a reading of the case summary.  If interrupted by the appellant, individual’s representative, or attorney, the ASAP RN can look to the hearings officer to decide if questions should be responded to during the testimony or that the testimony continues uninterrupted. 

At the close of the ASAP RN's testimony, the hearings officer may have questions for the ASAP RN.  If there is an attorney present for the appellant, he/she will be given time to ask questions or cross-examine MassHealth representatives.  If a particular question or line of questioning seems irrelevant, it is acceptable to state this to the hearings officer who will pass a ruling on whether the question must be answered.  If tensions rise during a hearing; it is best to direct all statements to the hearings officer.   Verbal exchange between appellant and MassHealth representatives is not necessary except during the opportunity for cross-examination.

Occasionally, the ASAP RN may be required to provide his/her professional and educational credentials.  The ASAP RN must provide this information.  MassHealth representatives are free to obtain the same information of others giving testimony.

The appellant's representatives present their case next.  The ASAP RN should not interrupt the presentation of the appellant’s case.  Time for questions and rebuttal will be given at the completion of the appellant’s case presentation, first to the ASAP and then to the appellant.

The hearing will be closed by the hearings officer when neither representative has any more testimony or evidence to contribute to the proceedings.  A decision will be rendered by the hearings officer within 90 days of the ASAP's original determination.  The BOH will send a copy of the decision to all parties present at the hearing.

Aftermath

There are three reasons why an appeal may remain open after the initial hearing:

· The hearings officer grants the appellant a continuance so the appellant may establish the case

· The hearings officer decides to "keep the record open" to allow time for the appellant to submit a document necessary to the hearings officer in rendering a decision; or

· The hearings officer allows submission of new evidence that was unavailable to the ASAP prior to the decision.  

· The ASAP RN may request a continuance to allow the ASAP time to complete another on-site assessment to evaluate the individual with regard to the new information.  The ASAP RN should also ask whether the findings should be mailed to the hearings officer or if a new hearing date would be scheduled.

Complaints for Judicial Review (CJR)
When an appellant is dissatisfied with a hearing officer's decision, he/she has the right to petition the Superior Court to have the decision reviewed.  MassHealth’s legal division and the BOH receive notice from the court that a CJR has been filed.  The ASAP usually is not notified since the ASAP RN does not have a direct role in the CJR process.  MassHealth’s legal division may contact ASAP’s administrative or clinical staff to discuss the case for clarification of the facts and issues submitted.

The ASAP RN may be asked to prepare a report of the individual's current clinical status, his/her success with the current plan of care or with nursing facility placement.  CJRs take many months to be scheduled for review at the Superior Court level.  The Court might not issue a decision for up to 18 months.

As always, the ASAP RN should direct any questions, problems, concerns, or irregularities in the appeal process, to their Nurse Manager.  If the ASAP nurse manager is unable to resolve the issue, the ASAP Nurse Manager may contact the Coordination of Care appeal liaison.

VI.  TRACKING

Specific monitoring activities are required for various screenings types.  HOMIS will track those individuals who require monitoring through a weekly listing of individuals and tracking dates (HOMIS COC Screen 4).

Purpose for Tracking:

· To continue attempts at active case management interventions that can successfully divert those individuals approved for nursing facility services from entering or remaining in a nursing facility
· To ascertain that the community service plan for individuals diverted from or denied nursing facility services is working and that the individual’s situation is stable 
· To ensure that individuals who received short term nursing facility service approvals are reassessed to determine the need for continued services or discharge to the community; and
· To ensure the timely reassessment of MassHealth waiver individuals.
Monthly telephone contact for three months is required for the following nursing facility cases:

· Community approvals for individuals awaiting nursing facility services 
· Individuals diverted from nursing facility services
· Individuals discharged from nursing facilities as a result of ASAP intervention; and
· Denials
All monitoring calls should be reflected in the progress notes.  The progress notes should include the following:

· The purpose of the phone call
· The individual’s current status
· Changes in condition
· Adjustment to service plan, transfer, etc.
· Intended activities such as new assessment or referral for services
· Follow-up visits/phone calls to individuals for a reassessment or update of information
· Final statement when the case is closed to ASAP involvement
Diversion, Post Approval Diversion and Denial cases are to be reassessed six months after the nursing facility determination.  

The ASAP shall complete the Home Care Program reassessment form.   

For non-ASAP individuals, follow-up may be terminated at this point.  

ASAP clients will receive ongoing follow-up through the monitoring and reassessment activities of the home care program.  

For all of these individuals, periodic follow-up beyond the timeframes required may occur at the discretion of the ASAP.  When this occurs, the specific intervals for monitoring should be determined according to each individual’s needs.

Annual tracking is required for all MassHealth waiver cases to ensure timely reassessment.

NOTE: There are no tracking requirements for the following screening types: PERS, adult day health, foster care, home health services. 
VII.  FORMS AND LETTERS

Unless otherwise noted, all COC forms and letters in the following listing are available 

through HOMIS.  

	ADH Conversion:

ADH Notification

Physician Record Release Form

Physician Summary Form

Withdrawal Letter

ADH Pre-Admission:

ADH Notification

Physician Record Release Form

Physician Summary Form

Withdrawal Letter

Adult Foster Care:

AFC Approval Notice

Withdrawal Letter

AFC Denial Notice

Community Nursing Facility:

NF Admission Notification

Physician Record Release Form

Physician Summary Form

Withdrawal Letter

Community Denial/Deferral Letter #1

Community Denial/Deferral Letter #2

Alternative Care Follow-up Letter

STR Letter

Continued Stay:

NF Admission Notification

Physician Record Release Form

Physician Summary Form

Withdrawal Letter

Alternative Care Follow-up Letter

STR Letter


	Conversion:

Conversion Denial Letter

Withdrawal Letter

Alternative Care Follow-up Letter

NF Conversion Notification

STR Letter

Acute Care Hospital Nursing Facility

Withdrawal Letter 

STR Letter

Group Adult Foster Care:

GAFC Approval Notice

Withdrawal Letter

GAFC Denial Notice

Home Health Initial (SN/HHA):

Home Health Notification

Withdrawal Letter

Home Health Reauthorization (SN/HHA):

Home Health Notification

Withdrawal Letter

Home Health Initial (SN):
Home Health Notification

Withdrawal Letter

Home Health Reauthorization (SN):

Home Health Notification

Withdrawal Letter

Home Health Initial (HHA):

Home Health Notification

Withdrawal Letter

Home Health Reauthorization (HHA):

Home Health Notification

Withdrawal Letter



	Chronic, rehabilitation and psychiatric Hospital Nursing Facility:

NF Admission Notification

Physician’s Reconsideration Letter

Physician Record Release Form

Physician Summary Form

Withdrawal Letter

Alternative Care Follow-up Letter

Chronic, rehabilitation and psychiatric Hospital Denial/Deferral Letter

STR Letter

Nursing Facility Retrospective:

NF Admission Notification

Physician’s Reconsideration Letter

Withdrawal Letter

Alternative Care Follow-up Letter

STR Letter

Nursing Facility Transfer:

NF Admission Notification

Physician’s Reconsideration Letter

Withdrawal Letter

Alternative Care Follow-up Letter

STR Letter

PACE:

PACE Notification

Physician Record Release Form

Physician Summary Form

Withdrawal Letter

Spousal Waiver-Initial:

Waiver Notification

Physician Record Release Form

Physician Summary Form

Withdrawal Letter

Spousal Waiver-Reauthorization:

Waiver Notification

Physician Record Release Form

Physician Summary Form

Withdrawal Letter
	MassHealth Waiver-Initial:

Waiver Notification

Physician Record Release Form

Physician Summary Form

Withdrawal Letter

MassHealth Waiver-Reauthorization:

Waiver Notification

Physician Record Release Form

Physician Summary Form

Withdrawal Letter

Short-Term Review:

NF Admission Notification

Physician’s Reconsideration Letter

Withdrawal Letter

Alternative Care Follow-up Letter

STR Letter

Forms/Letters not available through HOMIS

Minimum Data Set for Home Care

Minimum Data Set Version 2.0

Elder Affairs Long Term Care Needs Assessment Tool

Acute Care Hospital Notification

PERS Prior Authorization Form with Instructions

Home Health Screening Request Form

MassHealth Skilled Nursing/Home Health Aide Service Increase Notification Form

Residence Verification/Group Adult Foster Care Approval Form 




VIII.  REGULATIONS and GUIDELINES

MassHealth Regulations and Guidelines can be located at www.state.ma.us/dma/masshealthinfo
Nursing Facility Regulations 130 CMR 456.00

Adult Day Health Regulations 130 CMR 404.00

Home Health Regulations 130 CMR 403.000 and 130 CMR 450.200

PERS Regulations 130 CMR 409.000, 130 CMR 450.200 and Bulletin 9

PERS Definitions/Indications for Service 

Group Adult Foster Care/Adult Foster Care Guidelines

IX.  MISCELLANEOUS

The MassHealth Waiver Program interfaces with Coordination of Care activities.  ASAP should refer to the MassHealth Waiver Procedures Manual.
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